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Primary Care Support

|l ast updated February 14, 2022 lg) PRINT SHARE

The PHN’s Primary Care Improvement Team partner with practices to build a better Aus

primary health system.

The PHN understand that General Practices are the cornerstone of primary health care
invaluable part of the communities in which we live. Many factors, such as workforce she
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whilst trying to provide optimal patient care.

Quality Improvement Accreditation
Framework

Cancer Screening Chronic Kidney Diabetes

Disease



HNELHD & HNECCPHN Diabetes Alliance Program (DAP+) “The Alliance”

— HNELHD
— The PHN
— General Practice / AMS
> Data for Quality Improvement
> MBS Case Conferencing Model

> Chronic Disease Management

> Continuity of Carer/Practice for patient
> Multi-disciplinary team
> |ntegration between primary secondary tertiary sectors

> Health Professional transfer of knowledge (CPD)
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HEALTH - Diabetes Alliance Expression of Interest Form
NETWORK
ABOUT WHATWEDO JPROGRAMS || E
Practice name
Address
{nt ° PROGRAMS Email

< Diabetes Alliance phone number

Fax number

Your Primary Care ~ > Contact name

Improvement Officer g A PR W, | Contact’sposition

can assist. i 2p e U2 contact phone number

o { | ' j - Primary Care Improvement Officer (PCIO)
Month preferred

Days of week preferred

Mumber of GP's participating

Mumber of Practice Nurse’s participating

Electronic Referrals available?



https://www.youtube.com/watch?v=vZ0svwCEZWo
https://www.youtube.com/watch?v=vZ0svwCEZWo

Diabetes Alliance Plus (DAP+) CONFERENCE

"Ensuring Equitable Access to Diabetes Care”

DIABETES ALLIANCE PROGRAM PLUS (DAP+)

Friday 17 November — Sunday 19 November Inaugural Multidisciplinary Conference
Hunter Valley Ensuring equitable access to diabetes care

SAVE THE DATE

The Diabetes Alliance Program Plus (DAP+) welcomes all clinicians caring for people
with diabetes to attend the DAP+ Inaugural Multidisciplinary Conference, focussing

on the provision of equitable access to diabetes care.

The conference topics over the 3 days will target information relevant to General
Practitioners, Practice Nurses, Podiatrists, Dietitians, Exercise Physiologists,
Aboriginal Health Practitioners and Workers and Diabetes Educators. Some of thé
key presenters will include Endocrinologists, Orthopaedic and Vascular Surgeons,

Podiatrists, Dietitians, Diabetes Educators and many more experts in diabetes care:

WHEN Friday 17 November 2023 - Sunday 19 November 2023
LOCATION Hunter Valley NSW - Venue details to come.
COST TBA
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Hot Tip: Diabetes
Cycle of Care remains
best practice.

MBS Item numbers
and SIP replaced by

Diabetes Cycle of Care

Box 1. Medicare Benefits Schedule (MBS) diabetes ‘cycle of care’ minimum requirements?

At least six-monthly:

e Measure weight, height and body mass index (BMI)
¢ Measure blood pressure
¢ Assess feet for complications

At least annually:

Review and discuss diet, physical activity, smoking status, medications (need for more
frequent review should be individualised, as outlined in Table 1)

Assess diabetes management by measuring HbA1c

Review and discuss complication prevention — eyes, feet, kidneys cardiovascular disease (CVD)

Measure total cholesterol, triglycerides and high-density lipoprotein (HDL) cholesterol
Assess for microalbuminuria

At least every two years:

e Comprehensive eye examination (more frequently for those at high risk)

Royal Australian College of General Practitioners. Management of type 2 diabetes: A handbook
for general practice. [Online].; 2020 [cited 2023 July 11. Available from:
https://www.racgp.org.au/getattachment/41fee8dc-7f97-4f87-9d90-

b7af337af778/Management-of-type-2-diabetes-A-handbook-for-general-practice.aspx.
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https://www.racgp.org.au/getattachment/41fee8dc-7f97-4f87-9d90-b7af337af778/Management-of-type-2-diabetes-A-handbook-for-general-practice.aspx
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DIABETES REGISTER

Medical Director Best Practice

Open File Patient User Toeols Clinical Cu:urres.pn:undenc esources Sidebar Messenger Help

Patient...
My Health Record Audit...

Asthma.. Actions
IDiEIhEtEE Flegisl:er...l

Cervical screening

Immunisation...
Cervical Screen REesults...

Pregnancy List...

Prescription

Foellow up inbox

Eecall...

Influenza 'At Risk'... lmmunisations

Pneumococcal Disease 'At Risk'...

Fregnancy list

Eeminders

Best Practice. Diabetes Register. [Online].; 2020 [cited 2023 July 11. Available from:

Medical Director. Diabetes Register Searches. [Online].; n.d. [cited 2023 July 11. Available from: _ - : ) _ o _
https://kb.bpsoftware.net/bppremier/saffron/Clinical/Diabetes/DiabetesRegister.htm?Highlight=diabetes.

https://www.medicaldirector.com/help/index.htm#t=topics-clinical%2FDiabetes Register Searches.htm.
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https://kb.bpsoftware.net/bppremier/saffron/Clinical/Diabetes/DiabetesRegister.htm?Highlight=diabetes
https://www.medicaldirector.com/help/index.htm#t=topics-clinical%2FDiabetes_Register_Searches.htm

DIABETES REGISTER

Medical Director Clinical Front Screen < Search < Diabetes Register

Mok wndce Hep

Best Practice Main Screen < Clinical < Diabetes Register

File View Help

Qs bk
| [_] Show owerdua onty | ‘ Usual doctor L -...-”-E patients \

Name DOB. o Lant Cowe covcle compleberd. | Lsst Cawe rzyche billed Edit details
. 0% o s s
Mrs. Madeline Abboft 14021978  43yrs 27072017 i
Mr. Felix Adams WA2N928 2yrs £/ f
David Charles AFreds 19,/03/1930 9 yrs Iy,
Mrs Janelle Mlen 24/01/1965  S6yrs i i/
Mrz. Frances Bamett 1670971972 48 yrs Ty Ty _lose Ctrl+F4
Hose Bishop 24,01/192% 35 yr= 13042027 I’
Mizs Dasy Duck b0 15410 a1 ym 19058520217 Ty
Medical Director. Diabetes Register Searches. [Online].; n.d. [cited 2023 July 11. Available from: Best Practice. Diabetes Register. [Online].; 2020 [cited 2023 July 11. Available from:

https://www.medicaldirector.com/help/index.htm#t=topics-clinical%2FDiabetes Register Searches.htm. https://kb.bpsoftware.net/bppremier/saffron/Clinical/Diabetes/DiabetesRegister.htm?Highlight=diabetes.
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https://www.medicaldirector.com/help/index.htm#t=topics-clinical%2FDiabetes_Register_Searches.htm
https://kb.bpsoftware.net/bppremier/saffron/Clinical/Diabetes/DiabetesRegister.htm?Highlight=diabetes

Medical Director Diabetes Record and Assessment Add Missing

Diabetes Record vV
Y . - RE— alues and dates
=¥ File Patient Edit Summaries Tools § Clinical X 6 Assessment pages

: Hist
Prescribe Istory
Recipes... ;
] ] ) Diabetes Assessment
Action List.., Diabetes Follow Up > o
. In the last 12 months, h. Examination
Al =gt es/Adverse Re Assessments performed: Last review by: [
R I __.Pnssesmnerrt
ecall... Assessment date Ophthalmalogist: []11/11/2016 | Ve (] & Ml evidenced by ECG ¢ Diabetes Assessment
- 11112016 iatrist: o Ll S
CDT’”PHEHCE ChE': I":"- Poditrist. D 1172016 [ Alower Limb Amputation | Weight: 73 Dph'['ha|mg|gg}r
Ceased Medications. Diabetes Assessment [] End stage Renal disease | Height: 175
Diabetes Assessment
IDiElhEtEE H.ECI:Ird..I General [] Severe hypoglyceamia rer Waist: o1
Foot care
: : : ; ittirg): Visual Acuity (wi
5 Dizabled Patient Prot [ Newblnchess -ie. VAw)  BP (Sttng) [115 o
Diabetes Assessment
prE‘v‘E”tiy‘E HEEItI"I Flrl Is there clinical evid Lo el 12
Has the pati N
- : Date of assessment: 11/11/2016 Employment status: - [ ] Oedema ity S —— Investigations ||
Measurements... Major parameters: S N o
Peripheral N h
Percentile Charts Date FBlood G| Type of diabetes: Unknown w | Year of diagnosis: - | Feher Neuoos [ Cument foot uicer? :
e [ ] Peripheral Vascular L[ In the last 24 Diabetes Assessment
T 22/03/2007 i ) LIP of a foot de i
-I DJ'IIElE'JIIIEDEl? Managemem mEthDd Hll L e MESEnce o g 1o Has the patient had the Hedica‘hon Review
Fi an Optha oot lesion otherthan,  Fasting Blood G |0
zg’;giﬁggé Curmrent smoking status: « | Mo of cigarettes: [ [] Foot lesien ctherth asting Blood Glucose: [
. H Had an C o
25/08/2010 Ml oo through ¢ In the last twelve monl Fasting lipids: E Medication list
: Hesu_ﬂ D‘f.Dp.f Ta Drug name Strength Doge Freq Instructions
Diabetes record saminaten: [] Had foot examination’ H VENTOLIN CFC-FREE INHAL... 100mcg/dose
Date: 1111720016 [E [111/11/2016 ~ [ Has the patient attenc -
——— Glycated Hb (HbAlck |
Parameters Uriniatysis (11141172016 ~ o LE . -
Paotential medication problems:
Weight (kg) 64| Height {cm) 175 Protein WG VENTOLIN CFC-FREE INHALER - SALBUTAMOL may increase blood glucose concentrations:
[] 111172016 _ _ TOl WHALS ALBL _
Microalbumin: E caution is recommended in patierts with diabetes meliitus
Glucose
f Blood Gluc. HbAle mmal/mol) o N
[111/11/2016 ~
Ketones
Total Chal. HOL —
Leucocytes []11/11/2016 ~
Triglycerides Creatinine Bilirubin
Perform Medication Review |
LEIEt review h-!'.-: < Back || Save | | Cancel
Ophthalmologist (1111172016 @~ Podiatrist (1111172006 @~
Dietitian [111/11/2016 B~ Endocrinologist [(J11/11/2016 @~
Diabetes educator | 7] 49/112015 . . . . . . .
Medical Director. Diabetes Register Searches. [Online].; n.d. [cited 2023 July 11. Available from:
. . . . _ ST o . .
Last Provided HypoKit: | []11/11/2016  ~ -~ o https://www.medicaldirector.com/help/index.htm#t=topics-clinical%2FDiabetes Register Searches.htm.
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https://www.medicaldirector.com/help/index.htm#t=topics-clinical%2FDiabetes_Register_Searches.htm

Best Practice - Diabetes Cycle of Care

i Diabetes Cycle of Care -_‘ Ad d N eWw Val ues
Every 6 Date EP Weight Height EMI # Diabetes Cycle of Care -
months:

Observations: 5/07/2022 w| BF: ! Weight: Height: Waist: BSL: || Fasting
Right: Left:
Foot [ Deformity |:| Yes |:| Mo Deformity |:| Yes |:| Mo
TR examination: — Ulcer Yes Mo Ulcer Yes Mo
Foot examination: Date Deformity (R}  Ulcers (R}  Meuropathy (R}  Pulses (R) - — — —
MNeuropathy |:| res |:| Mo MNeuropathy |:| res |:| Mo
Pulzes |:| Present |:| Absent Pulzes |:| Present |:| Abzent
Right: Left:
Fundus
examination:
Every 12 - 24 Date Right L
months: Investigations  HbATL: [ 5072022 w| [mmoldmel v Lookup be
Fundus examination: Total Cholesterol: [] 5/07/2022 v Trighycerides: [] 5/07/2022 w
HOL Cholesteral: [] 5/07/2022 w LDL Cholesterol: (] 5/07/2022 w
Creatinine: [ 5/07/2022 w eGFR: [] 5/07/2022 w
I"H-E'Etig'ﬂtiﬂns Diate HeATC Cholesterol HOL LDL Albumin/Creatinine ratio: |:| R/0T/2072 w
every 12 - 24 5/07/20
months: Micro-albuminuria: [] 5/07/2022 w| |mea/min v
F, m Last visitto: Endocrinologist: [] 5/07/2022 v .| Dietiian: |7 5/07/2022 w
Last visit to: Endocrinologist: Ophthalmologist: 7] 5072022 » .| FPodiatist: [ 5072022 w
Diabetes Educator: AT YD
Ophthalmologist: [] 5/07/2022 v
Diabetes Educator: Jave Cancel
Date that the last cycle of care was completed: [04/06/2021 MNext review date: 502022 w| [ Send reminder
Complete this cycle of care Cloze

Best Practice. Diabetes Register. [Online].; 2020 [cited 2023 July 11. Available from:
https://kb.bpsoftware.net/bppremier/saffron/Clinical/Diabetes/DiabetesRegister.htm?Highlight=diab
etes.
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https://kb.bpsoftware.net/bppremier/saffron/Clinical/Diabetes/DiabetesRegister.htm?Highlight=diabetes
https://kb.bpsoftware.net/bppremier/saffron/Clinical/Diabetes/DiabetesRegister.htm?Highlight=diabetes

PEeNCs
CAT4

Practice-level

Diabetes Cycle of
Care (SIP) Items
Recorded

Across Practice

Strengths &
Opportunities
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Diata Cua Diata Cleansing | Alergies | Smoking | Alcohal | Messuree | Pathology | Disease | Screaning | Co-momidties | Medcations | fabetes SIP kems §CKD | Musculoshelstal | CV Event Rigk | CHADSVASC Score | 1
tems Remaning I Hems Campeled Per F'aiju'tl

[ Select Al Timelne Expord

Count of Patents with Diabetes SIF kem Recorded in Care Cycle [population = 8/739]

Peint

Bl —
Bl —
P
5
E 40 —
Lo |
+
E
20—
0 |

Care Hem Recorded in Cycle (in last X months)

[habeies SIP tems Physical Actroity Bevew, Self Care Education Bevsew and Diet Bevew are not reported in thes graph. They are nof recorded 10 a coded formad i the climcal system thatcan be extrecied by CAT4

PenCS. Diabetes SIP (Service Incentive Payments) Items. [Online].; 2017 [cited 2023 July 11. Available from:
https://help.pencs.com.au/display/CG/Diabetes+SIP+%28Service+Incentive+Payment%29+Items.



https://help.pencs.com.au/display/CG/Diabetes+SIP+%28Service+Incentive+Payment%29+Items

PEeNCS

CAT4

Reidentify patients

Diabetes CoC
ltems Completed
Per Patient

Patients with
almost complete
Diabetes Cycle of
Care

Hot Tip: Start at
the right of chart!
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] Select Al
Count of Diabetes SIP ltems Completed Per Patient [population = 179]
5|:| —
._'|,{|_
g 07
5
-
E
E -
1
14 i
11
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PenCS. Diabetes SIP (Service Incentive Payments) Items. [Online].; 2017 [cited 2023 July 11.

Available from:
https://help.pencs.com.au/display/CG/Diabetes+SIP+%28Service+Incentive+Payment%29+Items.



https://help.pencs.com.au/display/CG/Diabetes+SIP+%28Service+Incentive+Payment%29+Items

Item Best Practice Mapping

HbATC

DR manually entered result

OR Additional test name "Blood haemoglobin A1 C
Enhanced Primary Care > Diabetes Cycle of Care CA I 4

ol

Diabetes Cycle of Care items

Enhanced Primary Care > Diabetes Cycle of Care screen.
OR
Pathology HLY results with LOINC codes 14771-0, 14996-3

= Mapping to data location within

[:lr
Enhanced Primary Care > Diabetes Cycle of Care

Practice Clinical Information

Cholesterol Enhanced Primary Care > Diabetes Cycle of Care
System (BP,MD, etc
athology HLY results ] ] u
Trighycerides Enhanced Primary Care > Diabetes Cycle of Care

OR
gthology HLY results

HDL Enhanced Primary Care > Diabetes Cycle of Care
OR
gthology HLY results

Microalbuminuria | Enhanced Primary Care > Diabetes Cycle of Care
OR
gthology HLY results

his indicator uses both the Microalburmin and/or the ACR test results

cm-\'rﬂ.- c
Smoking

elGFR. Enhanced Primary Care > Diabetes Cycle of Care

OR PenCS. Diabetes SIP Mappings with clinical systems. [Online].; 2017 [cited 2023 July 11. Available

gthology HLY results

from: https://help.pencs.com.au/display/CG/Diabetes+SIP+Mappings+with+clinical+systems.

nhanced Primary Care > Medication Beview

o

Medication Reviewy


https://help.pencs.com.au/display/CG/Diabetes+SIP+Mappings+with+clinical+systems

QUALITY IMPROVEMENT ACTIVITIES
X4 QUARTERS 1 YEAR

PRIMARY
Ch EALTH- phn

NETWORK
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weaLtis | PN

NETWORK ————

Quality Imprnvcment Scenario 1: Patients Indicated Diabetes Quality Improvement Scenario 2: Chronic Disease Management
with No Diagnosis

;F:';gg““'tj‘ Df“a D?EQ,""?E"; E”?:‘Fr'e F”“”id‘?‘tﬂ bf :”ECEP:': {ba;id o FTE;“CE c"gj dd""‘;?:' indicates Using Chronic Disease Management enablers assists practice health professionals to provide
at 290 patients are indicated as {ikely or possiie fo have diabetes, but do not have a coded dlagnosis. appropriate care to patients. Medical Benefit Schedule (MBS) Attendances such as GP
Patients who have diabetes may not appear in lists, be searchable, nor be communicated in health : :
summaries. Opportunities for patient care and practice sustainability may be missed. Management Plan (GPMP), Team C_are‘ Arrangement (TCA), Reviews of both, and Allied Health
Consultations are beneficial to a patient's management of Diabetes. A GPMP provides the

Requirement: ; Indicated Diabetes with no
diagnosis

eHealth PIP Requirement 3 is:
“Practices must ensure that where
clinically relevant, they are working

206 The "Indicaled” growp includes patients
wilh a likelihood of having Diabetes [(any

! iy
[ 'y

L I LT = = Pl i e |

PRIMARY
HEALTH- Phn

NETWORK Bt

PRIMARY
HEALTH~
NETWORK

Quality Improvement Scenario 4: Diabetes Cycle of Care completion Quality Improvement Scenario 3: Diabetes Register in CIS

Evidence-based care guidelines state that a Diabetes Cycle
of Care should be completed every year. Management-of-
type-2-diabetes-A-handbook-for-general-practice.aspx

(racgp.org.au)

While looking at the Diabetes Register list of all patients diagnosed with diabetes in the Practice’'s
clinical system, the Practice Nurse notices that there are patients whose Diabetes Cycle of Care is overdue
(red font-MD), or without a completion date or a completion date more than 12 months ago (BP).

Medical Director Clinical Front Screen < Search < Diabetes Register
H:'I‘r Wirdow Hulp

Mo of passniv 1 Fahutie gl el chaledi S I Chagdim miter -:-l-J-.-rI

HE= Frora Hora P Vo Fecna blobils Lt vinit HE&IC B e Pzt e Hagrt imight EF Lipichs Momabamin Debstmmcsl  Dibefe somerrant

Selectal || Deselectal || Summay || Statistics | Add Recal | Close

Your practice’s PenCS CAT4 tool can determine the number
of patients remaining eligible for an annual diabetes cycle of
care. ldentify patients eligible for an Annual Diabetes Cycle of

Care - CAT Recipes - PenCS Help




QUALITY IMPROVEMENT ACTIVITIES

Sample report Health

Hunter New England
Local Health District

2.H

MRI

Action

To improve screening and
diagnosis of type 2 diabetes

Consider identifying women of
child bearing age and advise

them of the importance of pre-

conception planning and
contraception

Improve BMI recording and
waist circumference
measurement

dunter @ ik

Institute AUSTRALIA GOVERNMENT

' Agreed

1.7 Use AUSDIAB risk engine and selectively screen

1.2 Consider annual HbA1c testing with fasting BGL

1.3 OGTT though useful, for practical reasons uptake may
be limited

1.4 Consider regular screening for Aboriginal and Torres
Strait Islander people

2.1 Do not use teratogenic medications prior to
conceptions (most antihypertensive therapy except
methyldopa, statins, oral hypoglycaemic agents except
metformin should be stopped)

2.2 HbAlc should be <6-6.5% before conception and use
folic acid 5mg daily from preconception till 12 weeks of
gestation

2.3 Insulin therapy is strongly recommended to keep BGL in
target (fasting BGL 4-5.5, 2HR post prandial <6.7mmol/l)

3.1 Most practices enter weight but not height which

means BMI is not calculated
3.2 Waist measurement helps to monitor overall metabolic

profile

PRIMARY
HEALTH, PPN
Research ~E§~CA§TLE NSW NETWORK T
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QUARTERLY IMPROVEMENT MODEL -

PLAN DO STUDY ACT

The Thinking Part

Goal What are we trying to occomplish? SMARTA

Increase recording of Foot Check by 50% by

Sept 2023

Measure How will we know that a change is an improvement?

Baseline:

= @

1 August 2023
30 Oct 2023

Re-measure:

Numerator:

Denominatg

Patients w/ T2DM without foot check
- All Patients with Type 2 Diabetes Mellitus

| Idea What can we do to achieve the goal?

= Training in foot check

2

3- Check with Allied Podiatrist
and Correspondence-in

- @ = | 1- Commence Nurse-led Diabetes clinic,

_ Keep CIS Diabetes Register up to date

Hot Tip: Documentation useful for
Accreditation and QI PIP.

The Doing Part

2-Check/update Diabetes

Nurse Jane
ez Nurses Room PC

v Protected time Wed 12-1
w=Update Diabetes Register

e Diabetes Register is updated by by 5

- ? Did  Woas the plan executed? Any unexpected events or problems?

Register

Yes, was executed as planned

Study Analysis of actions and data. §eflection on the results

Foot check recording increased by 25%

Continue.
Increase nurse time to second day.

/-\ Act What will we toke forward what is the next step or cycle?
v




T |

Managing Type 2 Diabetes

Summary Report

r | Local Health District

Health
Hunter New England

N~

This document contains confidential practice
data

Please maintain data security

PHN © 2020 Editable Document Title

HNE Diabetes Allilance

Case Conferencing Program

— Diabetes-specific Data Report

— Practice entries in Clinical Information

System (CIS)
— Extracted by PenCS CAT4

— Interpretation by Endocrinologist at
Diabetes Alliance Case Conferences

— Apply to Quality Improvement activities

?.H

MRI

Hunter
Medical

Institute

C W

Research [wovicy NSW

AAAAAAA

GOVERNMENT

PRIMARY
HEALTH-,
NETWORK
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The PHN General Practice
Summary

PHN © 2020 Editable Document Title
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Diabetes Cycle of Care (7 of 14 activities)

General monitoring for your patients with type 2 diabetes: process measures (%)
100

. &

Bl

69
74

B

40

20

June 201 June 2020

@ HbATC recorded (last 12 mths)
@ EBP recorded (last b mths)
@ Cholesterol (last 12 mths)

@ Microalbuminuria (last 12 mths)

@ eFR recorded (last 12 mths)

@ Foot Exam (6-12 mths)

@ Eye check (last 24 mths)

Process measures: all practices (%)

Pernod HbAlC | BP (<& mths) Cholesterol Microalbouminuna | eGFR (<12 Foot exam (b-12 Eye check
<12 mths) (=12 mths) (=12 mths) mths) mths) (=24 mths)

F

June 2019 738 68.2 68.4 51.0 76.5 15.0 238

June 2020 74.7 64.9 68.3 495 76.8 13.0 205

QIM 01 - Proportion (%) of
patients with Type 1 or Type 2
who have had an HbAlc
measurement result recorded

within the previous 12 months

100

g 8

73.0 742

71.0

Proportion of patients (%)
B 8 5 & B o

=

=

HNE Diabetes Alliance Managing Type 2 Diabetes Summary Report

'.. .. o.
e o .
& Medical

o Hunter

o

LARTY R h
“HMRl institute

PHN © 2020 Editable Document Title

C W
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NEWCASTLE

AUSTRALIA
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QIM 10 Proportion (%) of
patients with diabetes who
have had a blood pressure
measurement result recorded
within the previous 6 months

100

& 2 8 & B B

&

Proportion of patients (%)

Pl
=

=i
—

The PHN General Practice Summary
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ETHNICITY

Active Aboriginal and Torres 5Strait Islander patients at your practice

Perod All Aboriginal Type 2 (including type 2 and 'undefined’)
patients™™

w

Jume 2020 882 104

June 2019 943 94

11.79

% of Aboriginal patients***

* all practices

B.41
68.37

HNE Diabetes Alliance Managing Type 2 Diabetes Summary Report

Hot Tip:

Increased risk of Diabetes In First
Nations population.

Screening Is Important via
AUSDRISK, 715 Health Assessment

% Hunter

K o l&/ledical "
° esearc
HMRI institute

PHN © 2020 Editable Document Title

C W

Tl UNIYIERVTY D0

NEWCASTLE

AUSTRALIA

NSW

GOVERNMENT

2.4 %

% Abornginal patients

163

Abonginal patients

ETHNICITY
Tatal patients % of groug
N gpenous 164 3.6 %
Aboriginal 49 1.4 % )
Torres Strait [slander 4 (25%)*
Aboriginal and Torres Strait Islandes 5.1 % )
341 %
2.3 %

ABORIGINAL AND TORRES STRAIT ISLANDER PEOPLES
HEALTH ASSESSMENT (MBS item 715)

mES 715 recordesd @ Mod reporded

The data shows proportions of Aboriginal and Torres Strait Islander
patients who have had a Health Assessment recorded (MBS Item 715)
This includes assessment of a patienf’'s health and physical,
psychological and social function and consideration of whether preventive
health care and education should be offered fo the patient, to improve
that patient's health and physical, psychological and social function. For
details see:

hitpoiiwwwi health.gov. au'mbsfullDisplay. cfm Mype=item&qg=715&qgt=ite
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SMOKING

Current smoking status of your patients (%)
QIM 02 - Proportion (%) of
L0 :
patients aged 15 years and
= HlA '
anme over whose smoking status has
June 2018 Deen recorded
e
June 2020
220 100
5 .
1520
| o
a 20 = Bl 80 100 _i —
grou # 70
@ Daily Smoker @Ex Smoker @Never Smoked g
e G0
. _ _ . A ]
Current smoking status of your patients (no.) Smoking status: all practices (%) % 50
Period Daily Smoker  Ex Smoker Never Nothing Period Daily Ex MNever NR* L g a0
cmoked Recorded smoker | Smoker | Smoked 'g
June 2019 63 119 162 & || junez019 112 355 454 73 3 a ¥
June 2020 57 143 178 12 June 2020 110 350 46 4 73 20
W regcompded B Ex-smoker B Curreni smokor 10
HNE Diabetes Alliance Managing Type 2 Diabetes Summary Report
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BMI

BMI (in kg/m2) of your patients with type 2 diabetes (%)
@m recorde
@185
®158510 249
june 2019 92510299
®30t0399
@40+
June 2020 . ‘ 3
0 100
BMI (in kg/m2) of your patients (no.)
Period <18.5 185-249 25-7299 |30-399 |40+ | Not recorded
Y
June 2019 4 25 92 150 50 36
June 2020 2 23 94 160 a0 b
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QIM 03 - Proportion (%) of
patients aged 15 years and
over who have had their Boady
hMass Index (BMI) classified
within the previous 12 months

100
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WAIST CIRCUMFERENCE

Central adiposity indicates risk of CVD

Waist Circumference Recorded (%)

® Eecorded O Mot BEecorded

100

&
51 6
el
40
20
[
June 2020 June 2019
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PATHOLOGY - HbAlc

QIM 01 - Proportion (%) of

Most recent HbAlc for your patients with type 2 diabetes (%) Efntci)egsv:drt;;ﬁ;t;)/gcype 2

® <= 7% (<=53 mmol/mol) measurement result recorded
within the previous 12 months

®> 7% and <= 8% (54-64 mmol/mol)

100

®: 8% and < 10% (65-86 mmol/mol)
®:>=10% (>86 mml/mol)

@ No HBAT1c Recorded

90

8

742

71.0

~
(=]

January 2021

Proportion of patients (%)
s &8 8

8 8

January 2022

-
o

0
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Blood Pressure Recording

Most recent BP ranges for your patients with type 2 diabetes (%)
® <= 130/80 mmHg
® > 130/80 and <= 140/90 mmHg
®> 140/90 mmHg

Incomplete Data

Qat RemrdeD

January 2021

January 2022

HNE Diabetes Alliance Managing Type 2 Diabetes Summary Report

Hot Tip: Code In

Observations field, not

just progress notes. | .

-’ o Hunter
P 4 Medical

Research
HMRI Research lwcxsii NSW  NETWORK oo™

PHN © 2020 Editable Document Title

e ~PRIMARY
€ Wi Raith. phn

| QIM 10 Proportion (%) of

patients with diabetas who
nave had a blood pressure
measurement result recorged
within the previous & months
[

a0

a0

E 8 B 3

Proportion of patents ()

=

&




Cholesterol Results

QIM 08 - Proportion (%) of
patients aged 45 to 74 years
® < 4 mmol/L with information available to

®>=4and <= 5.5 mmol/L calculate absolute CVD risk

Most recent cholesterol ranges for your patients with type 2 diabetes (%)

®> 55 mmol/L

2

g

January 2021

48.5
January 2022

Proportion of patients (%)
B ¥ 5§ £ & 4 E B
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MBS Items Chronic Disease Management Health Care & Billing

MBS items for patients with type 2 diabetes (%) MBS BILLING
100 MBS items
@721 (GP Management Plan)

721 (CDM-GPMP) - 2,434

@® /23 (Team Care Arrangement)

80 2 (ERASTEAY - 3 i
@732 (GP Management Plan Review) 123 (CDM-TCA) - 2,016
@ 10987 (PN/AHP Service)* 732 (CDM Review) - 1,829
60 @ 10997 (PN/AHP Service)** 11506 (Respiratory) - 637
10987 (PN/AHP Service) - 15
10997 (PN/AHP Service) - 432
40
900 (DMMR) - 223
903 (RMMR) - O
20 Health Assessment Ages 45-49 -
74
Health Assessment Ages 75+ - 540
0
January 2021 January 2022
HNE Diabetes Alliance Managing Type 2 Diabetes Summary Report The PHN General Practice Summary
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INDICATED BUT NOT CODED DIAGNOSIS

DIABETES !

= Indicated Diabetes with no
o diagnosis
- The "Indicated” group includes patients

. with a likelihood of having Diabetes (any

: type) based on HbA1c, Anti-diabetic

3 Medication and/or FBG but are recorded

!n in the patient record without a diagnosis

3

8

100

N oindcaed B Coded
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PEeNCS INDICATED BUT NOT CODED DIAGNOSIS

Mnc.;mg Clinical/Accreditation Items

Double-click a patient to open it in your clinical system {MD, BF, Zedmed).
Click on Column Heading to sort

Raview

Indicated CKD with No L‘riagnoe 5

Indicated Diabetes with No Diagnosis

Surname | First Name DOB Indication Date | Se Eye Exam BMI BP Foot Exam
sumame Firstname_ 1013 O1/11/1948 30/11/2020 M | 294 125/ N

Sumame Firstname 1023  01/11/1975 18/01/2018 F Y 3.8 5.2 d44.5 135/9:

Sumame Firstname 10315 01/11/1935 20/07/2017 M &7 22.3 138/%

Sumame Firstname 10435 01/11/1943 04/06/2021 F 93 23.7 1277

Sumame Firstname_10520 01/11/1960 15/03/2019 F 6.2 b.1 278 144/6¢

Surname Firstname 10598 01/11/1929 05/10/2021 F 5.8 74 4.0

Sumame Firstname 1061 01/11/71949 2470972021 F Y 2.3 424 132795

Likely:

HbA1c =65

OR HbA1c recorded AND prescrnbed an anti-diabetic medication
ORFBG =7.

Possible:
HbA1c =6 and <6.5
OR prescribed an anti-diabetic medication excluding metformin.

Frescribed metformin.

PHN © 2020 Editable Document Title

Condition Does Not Exist Option

Cbol

—n

L.

-

o0

ndicatad Mental Health with No Dzagno-::s

Indicated COPD with No D-ag:1osi~:

Save & Remove

Trig | HDL | Maib

1.2 147
21 119

Smoking
Never smoked 0

£x smoker

=L SMoxe

-

Never smoked 65

5
‘\ (-'u t‘f

I

cemoked S

" .
QaVE RS ¥

eGFR

Assigned Provider

sumame_b

sumame 8

c

aumame o

Sumame 3

SUMame_J

Indicated Osteoporosis with No

Confirm Condition Does Not Exis

CAT4 has an option ta remaove a8 patient from the Cleansing View reports by confirming that & particular condition does not exist. This will stop the patient from appearing on the Cleansing View and Cleansing App in Topbar. Only users of Topbar and CAT4

can use this option as it uses the Topbar server to store the information] CAN4 needs to be inked to TopDar in the Edit/Preferences/ lopbar setings to activiate this function, the details are provided here: Linking CAl4 to Topbar

Accessing a Patient Record (All Reports)

To access a patient record, double-click anywhere on the now containing the patient's details within the displayed report. This will open the patient record within the appropriate clinical system.

MotezThe clinical system must be open and logged in for the above step to complete.
Clinic 1 TOTTEty 15 COTTEnDy provrded are

*Medical Director

*Best Practice

«fedmed

Other clinical systems are planned to be added.

f the clinical systern is not open, an alert message will pop up requesting the clinical system be started.

PenCS. Indicated Conditions Report Details. [Online].; 2017 [cited 2023 July 11. Available from:
https://help.pencs.com.au/display/CG/Indicated+Conditions+Report+Details.
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QUALITY IMPROVEMENT
LEARNING OUTCOMES

CPRIMARY

HEALTH-,
NETWORK

De-1dentified Data Sources

HNE Diabetes Alliance Program+ Managing Type 2
Diabetes Summary Report <

PROGRAMS

The PHN - General Practice Summary

Quality Improvement Activities
Primary Care Support ‘
Plan-Did-Study-Act Cycle Model for Improvement

PenCS CAT4

Practice Clinical Information System (CIS)
Diabetes Register

Diabetes Cycle of Care Assessment

ABOUT WHAT WE DO PROGRAMS EDUCATION -

PROGRAMS

Primary Care Support

|l ast updated February 14, 2022 lgj PRINT SHARE

The PHN's Primary Care Improvement Team partner with practices to build a better Aus!

primary health system.

The PHN understand that General Practices are the cornerstone of primary health care
invaluable part of the communities in which we live. Many factors, such as workforce she
digital innovations, and industry changes can be challenging for General Practice to nay

whilst trying to provide optimal patient care.

W e

About Us Quality Improvement Accreditation
Framework

Cancer Screening Chronic Kidney
Disease




Deborah Walganski — dwalganski@thephn.com.au
Morag Joseph — Morag.Joseph@health.nsw.gov.au

Your PHN PCIO -1300 859 028 PRIMARY phn
HEALTH~ T e e
N E T Wo R K An Australian Government Initiative

HNECCPHN.COM.AU
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