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HKVI: P1O1

Birthweight recorded

—— Action:
escription: .. . . .

P . Ensure all babies (ie. any child aged 2 years or younger) registered with
Number and proportion of AICCHO have a birth weight recorded in MD. Birthweight is defined as the

Aboriginal and/or Torres
Strait Islander babies born
within the previous 12 months
whose birthweight has been
recorded at the primary

first weight of a baby obtained after birth and must be recorded with
the same date as the baby’s birth date. The weight must be entered as
kilograms (kgs). For example, 5.46kgs if the birthweight was 5460 grams
(gms) and must be entered using the date of birth.

h h car rvice. .
ealtiicare Seivice Data Entry Field:
1. Observations
Current %
2. Add
H 0,
National Current % 3. Enter date as birth date
National Target % 4, Enter weight in kilograms (kgs)
5. Save
Primary Responsibility
* New Directions I
* Nurse/AHW (L_add J) Ede | Deete || Pom |
\_/
* GP View observations from  27/12/1980 [E~ to 19/08/2019 [EH~
151172017 f f Observations - - g
Q Temp = —
Improvement Strategies Egse Date: Eﬂ neonts ) -
.. . BF (Standing) .
Data entry training with BP (yng) Tem: [ 7]
staff EHESLD Pulse: | ’ - ]
New Directions to follow up Height BP Stting: !
ql S S
clients BMI BP Standing: ’
. . Head Circ o [ —
Seek hospital discharge Wais 10 BF Lying: /
summary ‘i'l.:’l;isstinp Resp. rate: 02 Sat.:
Chest (Inspiration) . .
ool ot W e
. MMSE Waist: Hips:
Evidence Base Kio
Diabetes risk 5 Chest (Insp ). Chest (Exp.):
. . 02 Saturati
AIHW Report - ‘Birthweight perRn BSL: ’ =
of babies born to Indigenous Eﬂ: e
mothers’ PULSE [ Save [ Cose ]
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HKVI: P102

Birthweight result (Low, normal or high)

S Action:
el el The indicator looks at all birthweights entered and inserts them into
Number and proportion of each category. To ensure that the data is accurate the weight must be
Aboriginal and/or Torres Strait entered correctly. In the mother's obstetric record the birthweight is
Islander babies born within entered as grams, in the baby’s file it is entered as kilograms (kgs).
the previous 12 months whose Incorrect entry will provide incorrect data.
birthweight results were
categorised as one of the Data Entry Field:

following: 1. Observations

+ low (less than 2,500 grams) Add
+ normal (2,500 grams to less

Enter date as birth date
than 4,500 grams)

» high (4,500 grams and over).

2
3
4. Enter weight in kilograms (kgs)
5

Save
Current %

National Current % a8
(L A J) Eit | Deete | Pim |
S ~————
National Target % View observations from  27/12/1980 [E~ to 19/08/2019 [E~
151172017 f 9 Observations WD NEREEE. e 8]
. op epe Temp - —
Primary Responsibilit
y resp y E',;"se Date: 19/08/2019 YA~
. . BP (Standing) Temp: A
* New Directions BF Gy [ )
* Nurse/AHW Resp Pulse: | [ -]
* GP Height BP Siting: — 1,
Weight e —
Er\.?:g BP Standing: /
A Head Circ o —— —
Improvement Strategies Waist 10 BF Lying: /
Hips Re . :
. . . sp. rate: 02 Sat.
» Referrals to New Directions 32'2"} lt‘::pimﬁm}
.. et Weight: Height:
* Antenatal visit follow ups m?EfEm"ﬁ“"”) w @ "
. . ist: ips:
* Strong linkages with K10 B F
local hospital and health Diabetes tok g Chest (Insp.): Chest (B )
services EEF_I;{k BSL: -
n:
AuditC
. PULSE
Evidence Base

AIHW Report - ‘Birthweight
of babies born to Indigenous
mothers’
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HKVI: P03

Health assessment (vBs item 715)

Description: Item 715 Medicare Fact Sheet

Number and proportion

of regular clients who are Action:
Aboriginal and/or Torres Strait

» The data looks for all Aboriginal and/or Torres Strait Islander patients
Islander, aged 0-4 years and who have had a MBS item 715 billed in the past 12 months in both the

for whom a Medicare Benefits 0-4 and over 25 years age brackets.
Schedule (MBS) Health

Assessment for Aboriginal
and Torres Strait Islander
People was claimed within

« All Aboriginal and Torres Strait Islander patients attending the clinic
must be offered the opportunity to have a MBS item 715 health
assessment completed.

the previous 12 months AND e The patient eligibility must be checked with Medicare before billing
number and proportion the MBS item 715 (an MBS item 715 can only be billed once every 10
of regular clients who are months). A pop up screen will appear in BP if the patient has had an
Aboriginal and/or Torres MBS item 715 here in the previous 10 months.
Strait Islander, aged 25 years
and over and for whom an Data Entry Field: i) ves ]| bees [ m [ Fecoitias
MBS Health Assessment for 1. Enhanced Primary Care = d
Aboriginal and Torres Strait o= L Do
8 ! 2. Health Assessment GEAVEDTT  Hedth st i
Islander People was claimed TVOVZDE  Hesthassssnent A Cont
within the previous 3. Add (check for pop up box) | Rkt oeeerer e
ATSI Adult Health Check g
24 months. 4, Complete
A partly completed Health Check was saved an 05/07/2019!
5 Tick for patient consent Do you want ta continue working on that report?
Current % .
6. Complete all sections e [te ) [ogenel
National 0-4yrs 33% )
7. Add recommendations

Current % +25yrs 46%

National 0-4yrs 69%
Target % +25yrs 63-74%

including follow up with AHW
GP to bill MBS item 715

®

9. Reception to complete billing which will be sent to Medicare.
Primary Responsibility

* All clinic staff

poand Collapse Add View Delete Prnt
£ Past visits - 21| # Aboriginal/Torres Strait Istander Health Check =]
. & e e 0se Tive - 2m 495> (s4)
Improvement Strategies o ey e g | e | v AO DB
=D Adive
. .. ) " 7
* ICHW to assist families to B s s s 'y oo
.. [> 08/05/2015 Left ACL reconstruction Socal histoy M‘ :
clinics B 1wouzs cone i rel
@[ inactive Acohol =
 Separate program/clinic N i) "
. Gastrointestinal
data in BP ¢ @ Comr o e\
 Continue to develop new [ ionay ossors b
. . . Family/Social history 2 "
incentive shirts P— =2t N
an—w ®
g Prieaey Care ‘Recommendations: ‘Recommendation
. Eviimided )
Evidence Base P o %L
= Delete
| 5 care plans I 7] Add recommendations to Todaysnctes (7] Save Examinaton 25 Today's notes
Diabetes Cycle of Care Performed by: ( =) Review date: 3012017 [~  [[Sendreminder
D) Demerte tessmnet — 7 O | e
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HKVI: PlO4

Fully immunised children

Description:

Number and proportion of
Indigenous children who are
regular clients, and who are
‘fully immunised’ aged:

» 12 months to less than
24 months

» 24 months to less than
36 months

+ 60 months to less than
72 months;

Current %

National Current %

National Target %

Primary Responsibility

* New Directions Team
* Nurse/AHW
.« GP

Improvement Strategies

* ICHW follow up on
unvaccinated children

e Partner with research
groups

e BP links with AIR to
translate data

Evidence Base

Immunisation: Reducing
health inequality for
Indigenous Australians

Action:

All immunisations are to be entered into the file even if they were not
administered at the clinic (just note as ‘not given here’).

Reminders for immunisations are to be entered into each patient file
with a designated nurse in charge of recalling overdue

Each patient is to be contacted at least three times and notes added

into the patient file.

Data Entry Field:

Administered at clinic

N

o v F W N2

Immunisation
Add

Select vaccine
Select Provider
Select Site
Enter Date

Enter Batch
Number
Tick Send
reminder

Tick Save batch
details

10. Save

Not given at clinic

1.

2.
3.
4

Immunisation
Add
Select vaccine

Select Provider
'NOT GIVEN HERE'

Enter Date

Do not save Batch
Number

Enter comments

Save

n (pI Data Reference Manual for Best Practice

-
£ Immunisation =)
Awailable Vaccines
Agzi o
Vaccine gt K|
(ActHib HIB )
s . .

f [ Send reminder >Hemmder date: 19/08/2019 +

Adacel Polio Diphtheria, Pertussis, Tetanus, Poliomyelitis
ADT Diphtheria, Tetanus
Afluria Quad Influenza

-

pm— —
Billing provider: @r Adrian Castelli {Russell St GP Clinic) v, Include inactive providers

Given by

e ————
Foute: 1 []sc  [C]oml Intrademal
Batch No.: 190636502 Batch Expiry: 15/08/2019 [¥] Save batch detaik

Comment:

=

-~
# Immunisation =5
Available Vaccines
Va F -
L
(| Activ HIB ) o
~
BT
Adacel Polia Diphtheria, Pertussis, Tetanus, Poliomyeltis
ADT Diphtheria, Tetanus
Afluria Quad Influenza .
- : —

—_—

_—
Biling provider: (ot given here

—
~) [ include inactive providers

Given by | b ‘

i = T =
Date 19082019 JIv  steQ(LefiDetod D] Sequence: 1
Route 1] sC Oral
Batch No. -

Intradermal

Batch Bxpiny: ] 19/08/2019 =[] Save batch details

Comment:

[F] Send reminder ~ Feminder dale: 7] gm0 ~

===
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HKVI: P1O5

HbA1c recorded (Type 2 Diabetes clients)

Action:

All Indigenous clients attending the clinic who have diabetes or at risk of
diabetes are to have a HbA1c recorded every 6 months.

Description:

Number and proportion

of regular clients who are
Aboriginal and/or Torres Strait
Islander, have Type 2 Diabetes
and who have had a HbA1c
measurement result recorded
at the primary health care
service within the previous

6 months AND number and
proportion of regular clients -

Data Entry Field:

1. Investigation reports

2. Values

3. Enterin HbA1c level

4, After entering HbA1c - Atomised values will allow it to be graphed

e e W Ee—
who are Aboriginal and/or £ Result values i
Torres Strait Islander, have
Type 2 Diabetes and who have Report date: 19/08/2019 ~
had an HbA1c measurement ATC )
result recorded at the primary ' C |mmol/mal __~ T
heal‘fh care service within the Total Cholesteral S Trghesndes: S
previous 12 months. |
. — . I
Current % HOL Cholesterol; LDL Cholesterol: |
I
National inine: T : B
6 mths 53% 1 Creatinine: eGFR: N
Current % \ I
. ] . - . — . L |
National Albumin,/Creatinine ratio: Micro-albuminuria: = -
6 mths 69% | [megimn -] |
Target % I
Haemoglobin (g/L): i
Primary Responsibility
 GP
* AHW
* Nurse
g
Improvement Strategies
* Screening updated
* DCC updated eve.n./ visit Cm L v o L e e
* Increase nurse visits . ) [ Wakresutassgven | Atomised valuss
£ Miss Minnie Mouse - Atomised result values — r ‘-_ __- l-:- E"E'
Evidence Base File View Help '
AW
Journal_ Of Diabetes Research 03/2015 20/04/2015 03/11/2015 22/02/2016 29/06/2016 27/09/2016
R 16
Study Croeters .o 1z
eGFR
HEB |
HbAlc 10
HbAlc (S1) 142 5 15
HDL 25
LoL
Microalbuminuria
Triglycerides
UAE
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HKVI: P1O5

HbA1c recorded (Type 2 Diabetes clients)

Action:
Clients at risk must have a diabetes risk assessment completed and saved on file every 12 months.

Data Entry Field: ——

1. Clinical Tab et B

o T e Feme m 0281 Fomen |
[ s T

Comert Hos Ho - s bl g

2. Diabetes Risk e i T i ]
3. Complete Question T S—
4. Save T T

o Coment e
G 1812077

G2V Bogieaed
GunCMTEZTS  Bergimeed

uw GG Bergoates
G720 st
WRZZNG N Mo Vrtcasn ovosan Cortctod 13T5201 ol T aos
GUTIANE G Mersae Vshenin G20 o
16 G Mt Vston s wd 1LES20NS Nl Dt e
wmar WA G TR
7 ST ol S tcsacs Py

; £ Diabetes risk calculator
) it
| Foints:
Gender Female - [}]
Y| Ethnicty: Abanginal +| Where were you bom? E 2
: Has any first degree relative been diagnosed with diabetes fype Tortype 2)7 @) Yes ) No 3
i g
! Has there ever been a high blood glucose detected? ) Yes @ No
Is an antifypertensive being taken? ) Yes ) No
Does the patient cumertly smoke any tobacco products on a daily basis? @ Yes ) No 2
How often does the patient eat vegatables or fruit? E
Does the patient do at least 2.5 hours of physical activity per week? ) Yes ) No
Waist measurement: om 7
T
Print ﬂ Save u Cancel

Result:
Appears in Observations; Diabetes risk; and records the score and date.

[ 24 [ Eot || Deete [ Pmt |
View observations from  27/12/1980 [E+ to 19/082013 [E+
15/11/2017 0171272017 061272017 01/01/2018 1070172018 11/01/2018  12/01/2018  17/01/2018  18/01/2018 140272018 26/04/2019  29/04/2019  09/05/2019  24/06/2019  25/06/2019
Temp 72 363 Tympanic 363 Tympanic 365 Tympanic 35,6 Tympanic 365 Tympanic 367 36 8 Tympanic 3.9 Tympanic 365 Tympanic 36 8 Tympanic 3610 Tympanic
Pulse 84 88 Regular 88 Regular 50 Regular 95 Regular 98 Regular 76 89 Regular 90 Regular 77 Regular
BP 120 Systolic 133/88 120/80 120/80 125/80 125/85 132/88 117/76 122/80 120/80 117/81 117/86
BP (Standing}
BP (Lying)
Resp 20
BSL 42 7.1 Non{asting 5.6 Nonfasting 5.4 6.5 Nonfasting 6.2 Nonfasting 6.8 Nonfasting 8.9 Monfasting 5.9 Nonfasting 5.6 Nonfasting
Height 169 165 165 168 175 174 1605 165 170 1650
Weight 123 7640 362 856 98.5 85 105 50 110 a5 100 68.50
BMI 431 281 4 278 47 kLR 312 s 252
Head Circ.
Waist 10 a3 1085
Hips
Waist /Hip
Chest (Inspiration)
Chest (Expiration)
MMSE
=
Disbetes risk 5
erar 98 58 g8 97 98 58 g8 97 98 58 58
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HKVI: P1O6

HbA1c results (Type 2 Diabetes clients)

Description:

Number and proportion of
regular Aboriginal and/or
Torres Strait Islander clients
who have Type 2 Diabetes
with a HbA1c measurement
result, recorded within either
the previous 6 months or 12
months categorised as one of
the following:

 <or=7% (less than or equal
to 53 mmol/mol)

+ >7% but < or = 8% (greater
than 53 mmol/mol but less
than or equal to 64 mmol/
mol)

* > 8% but < 10% (greater than
64 mmol/mol but less than
86 mmol/mol) or greater
than or equal to 10% (greater
than or equal to 86 mmol/
mol)

Current %

National o) oo

Primary Responsibility
« GP

° AHW
* Nurse

Improvement Strategies

 Diabetes education
 Recall diabetic patients
e DCC updated at every visit

Evidence Base

Diabetes the silent pandemic

Action:

All Indigenous clients attending the clinic who have diabetes or at risk of
diabetes are to have a HbA1c recorded every 6 months.

Data Entry Field:

1. Investigation reports

2. Values

3. Enterin HbA1c level

4, Save

F Result values “

Report date: [V] 19/08/2019 ~
e C Tomima D
Total Cholesterol: Trighcendes:
HDL Cholesterol: LDL Cholesterol:
Creatinine eGFR:

g

oo surinsa

_—— = = = = = o o

n KPI Data Reference Manual for Best Practice
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HKVI: P09

GP management plan (MBS item 721)

Action:

All Aboriginal and/or Torres Strait Islander clients who have a chronic
disease should be offered a GP Management Plan (GPMP).

Description:

Number and proportion
of regular clients who are
Aboriginal and/or Torres .
Strait Islander, have a chronic Data Entry Field:
disease (Type 2 Diabetes), and 1. Enhanced Primary Care
for whom a GP Management
Plan (GPMP) (MBS Item 721)
was claimed within the

2. Care Plan

3. Add (check for pop up box, select GPMP)
4, Complete Care Plan
5

previous 24 months.

. Add recommendations including referrals to allied health if required
Current % and follow up with AHW

National Current % 6. Printa copy for the patient to sign to ensure that they understand
the plan you have created and they agree

National Target % 7. Save a final (untick save as draft)

8. GPto bill MBS item 721

Primary Responsibility 9. Reception to complete billing which will be sent to Medicare.

° GPs
* AHW
° Nurse Epand | [ Colapse S (—add ) ))Eitiew ) Dsete [ Put ][ RecordNate | ‘

Q) Miss Minmie Mouse e /. GP Management Plan review

Date Tyve Previous care lan et 70wz ~ Prevouscarpanby  Drenny Gt
07/10/2015  Team Care Arangemerts
07/10/2015  GP Managemert Plan
07/10/2015  GP Hanagemert Plon Review

Previous care plan outcome:

Improvement Strategies

24/ 6 jemert Plan -
Err e | _ .
GRS Gt v ot () ose
) = -
i ety ok o
ey Srlaemnn )| e 3 oo St e q
Em;; G”‘:“ﬂ""“""“““ Depression/Ardety F Approprate use of medications

: e i

* Appoint Chronic Disease
Team Leader

03/ Team Care Arangemerts Comortid obesty Improved undertandng of dabetes
21/11/2017  GP Management Plan © [

CO/3015  Taam Cot eaners Tosk Povder e
SS/2015 G Hanogenat on — e

0015 CP Mormomer i Diet advse Ms Amtha Kandasamy 10042019
eam Care Arangements 1470872019
8 GP Management Flan Regular morkoring Practce nuse 14/08/2019

2
g
?
H
g
2
@

* Expand Integrated Team

Care team e T =T ST N
* Followup MBS item 81300
visits o
Peomed By Dateforreviewf careplan: /1172019 - Sendreminder i
_ Do

Evidence Base

Care Planning for Chronic
Diseases
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HKVI: P1O8

Team Care Arrangement (MBS item 723)

Description:

Number and proportion

of regular clients who are
Aboriginal and/or Torres
Strait Islander, have a chronic
disease (Type 2 Diabetes)
and for whom a Team Care
Arrangement (TCA) (MBS Item
723) was claimed within the
previous 24 months.

Current %

National Current %

National Target %

Primary Responsibility

* GP
° AHW
* Nurse

Improvement Strategies

* Appoint Chronic Disease
Team Leader

* Expand Integrated Team
Care team

* Followup MBS items 10987
and 81300

Evidence Base

Care Planning for Chronic
Diseases

Action:

All Aboriginal and/or Torres Strait Islander clients diagnosed with a

chronic disease should be offered a TCA.

Data Entry Field:

1. Enhanced Primary Care

Care Plan

Add (check for pop up box, select TCA)

Complete all areas

o F W N

and follow up with AHW

o

Add recommendations including referrals to allied health if required

Print a copy for the patient to sign to ensure that they understand

the plan you have created and they agree

N

Save a final (untick save as draft)
8. GP to bill MBS item 723

9. Reception to complete billing which will be sent to Medicare.

/:.}».._ JDoke ][ B Recotiue ]

Expand Collapse.
1 M Mo bowso —_— 6P Management lan evien N

Date Type
07/10/2015  Team Care Arangemerts

Previous care plan outcome:

Previouscare ian date:

Previous caropanby: D Jeny Grlt

Man n
(GP Management Plan Review| | Carerdetals Ms Sam Srth

GP Managemert Pian Prodlem
7 GP Managemert Plan Disbetes.

Pan
GP Managemert Pan Hypertension
Team Core Arangements Comorbid obesty
GP Management Pian Digbetes Ml

2/2018  Team Care Arangements Tesk

" Diet advise
Team Care Arangemerts Review by GP
GP Management Plan Regularmonitoring

(GP Management Plan Review| | | Provider Category
Team Core Arangements Rev|

Elsef
| (Probem] [ Goal o] e ]
1 Reduce Scttake -1 canaday E
Depression/Arvdety 3 Appropriate use of medications
Engage in multidsciplnary care.
Inproved undentandng o dabees
- este -
Provier Dato e
GP Management Plan Foot Checks - Patient once a week - Nurse 3/12 Practice nurse 01/07/2018
" Ms Amutha Kandasamy 10/04/2018
Gr 12019
Practce e Taer2019
Frane Fox Addess
M Amtha Kandasamy Diettan GRS MBTZ HUB, 13- 15 Taor St Nth
Othecomments
PotomedB.  (DNemDovsdmon 3]  Deeformvewclcaeomn 5112005 G+ [l Sendreminder
~ ey e
Pttt copy [rovew P Y sove ) dee ]

n KPI Data Reference Manual for Best Practice
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HKVI: P1010

Smoking status recorded

Description:

Number and proportion

of regular clients who are
Aboriginal and/or Torres Strait
Islander, aged 15 and over,
and whose smoking status has
been recorded at the primary
health care service.

Current %

National Current %

National Target %

Primary Responsibility

* All clinic staff
* New Directions
* TIS

Improvement Strategies

e Continue to benchmark
for TIS

* AHW include in screenings
* Extract clients who have
no data for follow up

Evidence Base

Prevalence of Tobacco use
among ATSI

Action:

All clients attending the practice are to have their smoking status
recorded during screening. This is to be checked and updated at each

visit.

Data Entry Field:
Family & Social History

-
.

2. Tobacco
3. Enter details
4

Save
- — = 5
} £ Family & Social History [ = |
Cumrent Smoking History
() Non smoker () Ex smoker @ Smoker
I Famiy Cigarsttes | Cigarettes perday 15 Year statted:  2p18
m Past Smoking History
Quartity/day: Unknown (<1 (1-9 10-19 ) 20-39 40+
Social
4
‘r'ear started: I: “ear stopped: D
f Patient would like cessation advice/support: @ Yes @ No
Oceupation Brief advice to stop smoking given Prescribed cessation medication
g Provided cessation behavioural support Referred to cessation support
3 Comment: client stopped smoking for & months and has just started taking it »
4 up again
1 /ahul
K\ Tobacco g
3
C sz D

n (pI Data Reference Manual for Best Practice
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HKVI: PI10

Smoking status result

.. Action:
Description:

Number and proportion

of regular clients who are
Aboriginal and/or Torres Strait
Islander, aged 15 and over,
and whose smoking status has
been recorded as one of the
following:

visit.

-
.

« current smoker

« ex-smoker or

Save
+ never smoked.

Tobacco

All clients attending the practice are to have their smoking status
recorded during screening. This is to be checked and updated at each

Data Entry Field:
Family & Social History

2
3. Enter details
4

' - . P’ | — v — co— 52 M

Current % ) J Family & Sacial History |
Current Smoking History
National Current 9
& I () Mon smolcer () Ex smoker (@ Smoker
. Famity L —
National Target % Cigarettes ~| Cigarettes perday 15 Year stated: 2018
m Past Smoking History

Primary Responsibility ol Quantity/day: Unknown <1 1-9 10-19 20-39 40+

4

‘ear started: D ‘Year stopped: D

¢ All clinic staff
« New Directio ns Patient would like cessation advice support: @ Yes @) No
© TIS Ooeupation Brief advice to stop smoking given Prescribed cessation medication

E Provided cessation behavioural support Refemed to cessation support

o Comment: i i i ina it P2

Improvement Strategles f E Si;e;rtg:i:pped smoking for 6 months and has just started taking it

] /ad!ol
 Continue to benchmark / ~)

g

for TIS :‘

* AHW include in screenings \_ Tebaceo

I —— _

( Save ) [ Cancel

Evidence Base

Prevalence of Tobacco use
among ATSI

n KVI Data Reference Manual for Best Practice
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HKVI: Pl11

Smoking during pregnancy

Action:

Description:

Number and proportion

of regular clients who are
Aboriginal and/or Torres
Strait Islander, aged 15 and
over, who gave birth within
the previous 12 months and

visit.

whose smoking status has 1. Patient
been recorded as one of the 2. Details
following: 3. Smokin
e current smoker 4

e ex-smoker or 5. Save

* never smoked.

g

All clients attending the practice are to have their smoking status
recorded during screening. This is to be checked and updated at each

Data Entry Field:

Pregnancy must be activated in Obstetric tab, not just in condition.

Enter details

Current %

" -
Y4 Family & Social History

- — - — |§3|1

National Current %

&

National Target % | Famiy
Primary Responsibility pdl

* New Directions 1

* Nurse/AHW z
* GP Occupation

Improvement Strategies . E
|
.

* Expand reach of TIS — /

targeted ; f

@

* AHW include in screenings
e Partner with New Directions

)

Current Smoking History

() Non smoker () Ex smoker

Oty 15

Past Smoking History

@ Smoker D)

Year started: 7018

Quantity/day: Unknown <1 1-9 10-19 20-39 40+
‘Year started: I: Year stopped: E
Patient would like cessation advice./support: @ Yes ) No

Prescribed cessation medication
Provided cessation behavioural support Refermred to cessation support

Brief advice to stop smoking given

Comment: client stopped smoking for & months and has just started taking it «

up again

-

[ Concdl |

Save

Evidence Base .

Tobacco smoking during
pregnancy

n (VI Data Reference Manual for Best Practice
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HKVI: Pl12

Body Mass Index (BMI) (overweight or obese)

Action:

All clients attending the practice have their height, weight and waist
circumference recorded during screening. This is to be checked and
updated at each visit.

Description:

Number and proportion

of regular clients who are
Aboriginal and/or Torres Strait

Islander, aged 25 and over, . .
and who have had their BMI Data Entry Field:

classified as overweight or 1. BMI Calculator
obese within the previous 24 2. Enter details
months. 3. Save

Current %

QMBS ® @ S| B oyt e

National Current % 70%

] —— T R W — —
ErOd]l' dss X
National Target % —
Date: 15/08/2013 N~
Primary Responsibility
Weight fla): Height (cm}: 1650
« AHW i
* GP Waist {cm): Hips {cm):
* Nurse | —_——
i B.MI: Waist/Hip:
Improvement Strategies I
]
* Screening updated
« Offer nurse or MBS item Thz Egti{:um weight range for this height is between 51.7kg
81300 followup | an -1 KG-
* Diet education |
Evidence Base [ Previous values ] (| Save ) [ Save & Close ] l Close ]
Overweight and Obesity

14 n KPI Data Reference Manual for Best Practice SEPTEMBER 2019




HKVI: PI13

First antenatal care visit

Description:

Number and proportion

of regular clients who are
Aboriginal and/or Torres
Strait Islander, who gave birth
within the previous 12 months
and who had gestational

age recorded at their first
antenatal care visit with
results either:

» less than 13/40 weeks

13/40 weeks to less than
20/40 weeks

at or after 20/40 weeks or

no result.
Current %

National Current %

National Target %

Primary Responsibility

*« GP
* Nurse/AHW
* New Directions

Improvement Strategies

» Doctor education on
importance

* Clinic staff education
* New direction education

Evidence Base

Antenatal Care

n (VI Data Reference Manual for Best Practice

Action:

When a client has a confirmed pregnancy test the obstetric record is to
be commenced in the BP clinical file at that visit.

Data Entry Field:

1. Obstetric History

2. Add

3. Complete details to predict the gestational age
4. Save

_Egand | [ Colapse | L &d Y gt | Dosle || Em | [Past prograncy |
! g “w::i:: No. LMP Ended Weeks  Outcome Delivery
2 I/ 01/05/2019 38 Live bith
Past visits
(& Cumrent Rx
. a Past history
R, mmurisations
4 Investigation reports
Cormrespondence In
Comespondence Out
|~ Past prescriptions Atenatal visis:
/ Observalions Date Weigt  BP Unine Oedema  Calc sze Cinsize  Fundus  FH Notes
Family/Social history
< Q Obstetric history )
o = = = N
/ Gestational age | 23 |
EDC.
;:]' Date of LMP: 19/08/2019 - Cycle length: 28 days
g Date of scan: 19/08/2019 « Weeks. Days
Use scan date
Week  Start date Week  5Star date Week  Start date Week  Start date
1 11 21 3
2 12 22 32
3 13 23 33
4 14 24 34
5 15 25 35
) 6 16 26 36
- T 17 27 37
8 18 28 38
9 19 29 39
10 20 30 40
( Save S Cancel
N —

SEPTEMBER 2019
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HKVI: Pl14

Influenza immunisation (50 years and over)

Action:

Description: . ,
P * All clients aged 50 and over are to be offered a Flu vaccine.

Number and proportion
of regular clients who are

Aboriginal and/or Torres « Allimmunisations are to be entered into the file even if they were not

Strait Islander, aged 50 and administered at the clinic (just note as ‘not given here’).
over, and who are immunised

against influenza. Data Entry Field:
IMMUNISATIONS ADMINISTERED AT THE CLINIC:
1. Immunisations 2. Add 3. Select Vaccine 4. Select Provider

» Vaccines are usually available from March to September each year.

Current %

National Current % 5. Select Site 6. Enter Date 7. Enter Batch Number
] 8. Tick Send reminder 9. Tick Batch Number 10. Save
National Target %
[21/08/2017 __ Given Infanrix Hexa Diphtheria, Tetanus, Pert 3 A21CBA12F
# Immunisation b
Primary Responsibility Avaabe Voccines
Vac: inst o
.. [ Fluaric Tetrs uenza
« All Clinic Staff ) il o o
FuQuadri Junior Influenza
— Fluvax Influenza
i Fluvirin Influenza i
Improvement Strategies ety /Socel ot naciv v
Clinical images ————
. Obstetric hist Given by: Dr Adian Castell -
* Dedicated Flu Days Cervical ”:ng Date 19/08/2019 (@ '@ Sequence: 1
* Partner with local hospital e e O v, Fode. W1 Cloal [ mderma
. . Batch No.. (090636502 ) Batch By [ Save batch delhils
« Offer incentives Health assessments o O
1% Medication reviews mment: -
(5] care pians I
. 7] Diabetes Cycle of Care
Evidence Base 00) Dementia Assessment ésw rominder ) Femindr e 7] 10/00/2019 =
e , GCGee=
Immunisation: Reducing
health inequality for
Indigenous Australians IMMUNISATIONS e == T
NOT ADMINISTERED Avaizble Vaccines
AT THE CLINIC: I — : i
N Fuarix Tetra Irflusnza, @
H H AuGuaan luenza
1' I m m u n Isatlo nS AuGuadi Junior Influenza
Fuvax Influenza
2. Add Eumnn L !nguenza il
3. Select Vaccine Billng provder 7] incude inactve providers
. , Given by [ -]
4, Select Provider 'NOT e @ - ] e T
GIVEN HERE Route: Emi [Flsc [ Oral [ Intrademal
5. Enter Date Batch No.: +  BatchBoiy: []13/08/2019 [ Save batch details

Commert: L

6. Do not save Batch

Number
Send reminder)  HiEminder dale [7]19/08/2013 ~
7. Enter comments C (

8. Send reminder
9. Save
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HKVI: PI15

Influenza immunisation (Type 2 Diabetes or COPD)

Action:

+ All diabetic and COPD clients are to be offered and recommended to
have a Flu vaccine

Description:
Number and proportion

of regular clients who are

Aboriginal and/or Torres i o ) .
Strait Islander, aged 15-49, « Allimmunisations are to be entered into the file even if they were

are recorded as having not administered at the clinic (just note as ‘not given here’).

«  Vaccines are usually available from March to September each year.

type 2 diabetes or chronic .
obstructive pulmonary Data Entry Field:

disease (COPD) and are IMMUNISATIONS ADMINISTERED AT THE CLINIC:
immunised against influenza.

1. Immunisations 2. Add 3. Select Vaccine 4. Select Provider
5. Select Site 6. Enter Date 7. Enter Batch Number

Current % 8. Tick Send reminder 9. Tick Batch Number 10. Save

National T2 Diabetes 34%
Current % COPD 35%

21/09/2017 __ Given Infanrix Hexa Diphtheria, Tetanus, Pert 3 A21CB412¢
. # Immunisation \i\
National
T t 9% Avaiable Vacenes
arget 7% Vs - -
!
(((Fuzic Tera Influenza o
. spaeps FuGuads Junior Influenza
Primary Responsibility = - o o
i Fuvirin Influenza i
Bilng provider: Qe Adnan Casteli (Russdl St GP Cinic) D v| [linclude inactive providers
Clinical images = —
Obstetric history Given by: Dr Adnan Casicli -
Gervical creering e Goman DG D 1
Enhanced Primary Care

Route. i sc ol Intrademl
ADF Post Discharge GP Health Assessmeni ——
Baich No.. (090636502 =) Batch Expiy:  [119/08/2013 ~((7] Save batch dghsiis

. Health assessments
Improvement Strategies = Medication reviews Comment: -
= i
* Dedicated Flu Days - ©H e
Send reminder ) Feminderdster 7 4g/pz0019 ~
 Partner with local hospital Gve ) [ Coreel |
 Offer incentives '
IMMUNISATIONS I _—
mmunisation =
Evidence Base NOT ADMINISTERED Al ; e
Available Vaccines
Vaccination ¢ o0 AT THE CLINIC: | Lre—= - =
accma.tlor) or CO 1. Immunisations L s e gz o
Immunisation FUGuad Juniar rfluenza
2. Add Fluvax Ifluenza
Fluvirin Influenza il
3. SelectVaccine Bilng provider: (et given here = | [indude inactive providers
4, Select Provider 'NOT Ghenby | -]

GIVEN HERE' S G JE T — P

Route: m Fsc Oral Intrademal
5. Enter Date Batch No.: v  Batch By []19/08/2019 + [C] Save batch details
6. Do not save Batch Comme: m

Number "

7. Enter comments <E Send rem\nde() Fienindsr date: [ 7] 19,/08/2019 |

.
8. Send reminder

9. Save
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HKVI: PI16

Alcohol consumption recorded

Action:

All clients, aged 15 and over, attending the practice are to have their
alcohol consumption recorded during screening. This is to be checked
and updated at each visit.

Description:

Number and proportion

of regular clients who are
Aboriginal and/or Torres
Strait Islander, aged 15 and
over, and who have had their

Data Entry Field:

alcohol consumption status 1. Family & Social History
recorded at the primary 2. Alcohol

health care service within the 3. Enter details

previous 24 months. 4 Save

Current %

[ £ Family & Social History & [ = |

National Current %
(Current Alcohol Intake } Non drirker

National Target % Days perweek:  { Standard drinks per day: 1

&

Famity

Description: Social drinker - approx 1/12 -

Primary Responsibility

¢

e Nurse/AHW Social Past Alcohol Intake
« GP ) Nil () Occasional (£ Moderate @ Heavy
e NewD | re Ctio ns Year started: Year stopped:
Improvement Strategies [ Commert: CAGE Assessmert 12/10/2016 e
There iz no indication that this patiert has an alcohal E
\ dependancy problem!
Alcohol CAGE Assessment 19/12/2016

 Screening updated
* Staff nKPI education

The CAGE Questions corfirm that this patiert has an alcohol

=

CAGE Questions | [ Standard Drinks | [ AudtC |

&

Tobacco

Evidence Base

Save Cancel

Alcohol use among 4
Indigenous people
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HKVI: P17

Alcohol consumption result

Action:

All clients, aged 15 and over, attending the practice are to have their
alcohol consumption recorded during screening. This is to be checked
and updated at each visit.

Description:

Number and proportion

of regular clients who are
Aboriginal and/or Torres
Strait Islander, aged 15 and
over, and who have had an

Data Entry Field:

—_— = = % ]

/ Family & Social History

AUDIT-C result recorded in 1. Family & Social & - e
. . H ays per w 1 andard drinks per day: 1
the previous 24 months with a History i e T
B P 5
score of: 2. Alcohol @ I
 greater than or equal to 4 3. Enter details o | pastatcatolinake
. o ©Nil (@ Occasional (©) Moderate @ Heavy
in males and 3 in females; 4. Save z — —
Occupation
or
. Commert: CAGE Assessment 12/10/2016
less than 4 In males and 3 Ispﬁga:gn:'fﬁémthmmsnamhasanalcoha\ Bl
CAGE Assessment 19/12/2016

RENEES

The CAGE Questions confimm that this patient has an alcohol

CAGE Questions | [ Stendard Dinks | [ AudtC |
Tobacco
Current % T
e T v e vyt 1 .
(= v ave
o PM
. o, Ceased Re ShifteF3 o
T = =
National Current % el et R
‘Occuptton:  Hosth wi Candbovascndss k. rosen 15 aganttes. day Meshal Light. Bhe soots s Bivcty Abotgnsl
Bood Group. O Post Disbetes rt OPEMZ  Fregrart: No. Avance basth Dractve: o
Pl-v-:*ﬁﬂ:u:ﬁm ﬂhmm" :: [ fog Swms || Prevermym Hooth | [ Acgern.
i ) = uu...;l AneFs
National Target % W e T
Vi Menal Suté camination o e o e KL hies e i
e
e
s
g T Gl T8 tmamsone s [ e |
Primary Responsibility B e ——
3 Pout via  Pescentile chacts Cuters Ay [Pecupalion: ~ Hasthmockte
Wl Coaneicy BB i
* Nurse /AHW [ oy et AL e | Sexuol Oviemmation: [
= SN Diabotes Efite Sports: Mo
iz i
. GP ittt e R
Comespondence Ou ather Hypertension [Enduring Power of Aiomaey:  Yes
. . Ky o St R
* New Directions oyt ke -
Chrical images: tother Diabetes mmwimwuzn
o s (e et gt
& Corvical screening Cousin Diabetes CAGE Assessment 121102016
. by prmiiiiennr” i [oais s -
”
Improvement Strategies y oo contte S .
= Medication reviews. [Created By:  Carbal Medical Sensces on 030272015 schonings:
& o plre O —— o s gutnisy Sated 2078
. [2] Orsbetes Cyete o Core chont stopped smoking for & manths. and has st started aking &k up-agan
* Alcohol education 0 ot e
(Other social history:
s S

¢ Clinical staff updated on
tool

« Staff nKPI education

Evidence Base

3. How often have you had & or mere units f female, or 8 or more if male, ©) Never
©on a single occasion in the last year?
(@ Less than monthly
d H . © Monthly
Audit-C overview ety

4 Audit-C Assessment

[=]

1. How often do you have  dink containing alcshol

2. How many units of aloohol o you diirk on a typical day when you ars
king?

dinking

” © Never
© Morthly orless
© 2+4times per morth
(© 2:3times per week
(©) 4+times per wesk

012 03 05 07 Ol

© Daly or aimost daiy

ser: g
[ ] [ AudiC Expanatory notes [ Save | [Save&Cioss ][ Close

Comrespondence In Vgt 123 7640 38 856 %5 1

il a1 21 En 278 u7 s 312
Comespondence Out Head Cre

| Past prescaiptions. i r ® 1es

Observations o

Chest (npiation)
Family/Social hitory et (Expration)
Cinical images. e

Ditetes ek
Obstetric history 02 Saratir @ s E el @ @ @ Bl E
Cervical screering PEFR

) Cvisk

Enhanced Primary Care JudtC
Ly e——
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HKVI: PI18

Kidney function test recorded (Type 2 Diabetes or CvD)

Description:

Number and proportion

of regular clients who are
Aboriginal and/or Torres Strait
Islander, aged 15 and over, who
are recorded as having type

2 diabetes and have had an
estimated glomerular filtration
rate (eGFR) recorded AND/OR
an albumin/creatinine ratio
(ACR) or other microalbumin
test result recorded within the
previous 12 months.

AND

Number and proportion of reg-
ular clients who are Aboriginal
and/or Torres Strait Islander,
aged 15 and over, who are
recorded as having cardiovas-
cular disease (CVD) and have
had an eGFR recorded within
the previous 12 months.

Current %

National
Current %

Type 2 67%
CVD 63%

National

Target % Type 2 69%

Primary Responsibility

Improvement Strategies

* Screening updated
¢ Clinic staff training
* Staff nKPI education

Evidence Base

Chronic Kidney disease ATSI

Action:

All Diabetic and CVD clients are to have the eGFR recorded AND/OR an
ACR or other microalbumin test result recorded. This is to occur at least

once in a 12 month period.

Data Entry Field:

1. Investigation Reports
2. Values

3. Complete details

4. Save.

e
‘ Result values
] Report date: 19/08/2019 ~
] HBATC: —e o
Taotal Cholesterol: Trighrcerdes:
HOL Cholesteral: LDL Cholesteral:
Creatinine: eGFR:
Albumin,/Creatinine ratio Mimﬂlbuminw
Haemoglobin (g/L):
e -
Save D[ Cancel |
~——

n KPI Data Reference Manual for Best Practice

SEPTEMBER 2019




HKVI:

PI19

Kidney function test result (Type 2 Diabetes or CvD)

Description:

Number and
proportion of regular
clients who are
Aboriginal and/or
Torres Strait Islander,
aged 15 and over, are
recorded as having
Type 2 Diabetes

or cardiovascular
disease (CVD) and
who have had an
estimated glomerular
filtration rate (eGFR)
recorded within the
previous 12 months
with a result of (ml/
min/1.73m32):

+ 290
* 90260
* 60 =45
* 30245
+ 30215
<15

Action:

Oor **Number and
proportion of regular
clients who are
male, Aboriginal
and/or Torres Strait
Islander, aged 15
and over, who are
recorded as having
Type 2 Diabetes and
who have had an
albumin/creatinine
ratio (ACR) recorded
within the previous
12 months with a
result of (mg/mmol):

e <25
* 25225
e >25

or **Number and
proportion of
regular clients
who are female,
Aboriginal and/
or Torres Strait
Islander, aged 15
and over, who are
recorded as having
Type 2 Diabetes
and who have
had an albumin/
creatinine ratio
(ACR) recorded
within the previous
12 months with
a result of (mg/
mmol):

*+ <35
* 35235
« >35

Current %

National
Current %

Type 2 67%
CVD 63%

National

Target % Type 269%

Primary Responsibility

* GPs ¢ Nurses ° IHPs

Improvement Strategies

* Screening updated
¢ Clinic staff training
* Staff nKPI education

+

1 # Result values |i|1
All Diabetic and CVD clients are to
have the eGFR recorded AND/OR an | Report date:
ACR or other microalbumin test result 4
recorded. This is t.o occur at least once 1 HbATC: [mmolf'mol ,]
in a 12 month period. 1
Tatal Cholesteral: Trighycerides:
Data Entry Field: [
. . HDL Cholesterol: LDL Cholesterol: i
1. Investigation Reports B
¥
2. Values Creatinine: eGFR: i
3. Complete details ¢
4. Save. Albumin/Creatinine Mimﬁlbuw i
Haemoaglobin {g/L): F
Locn s D[ Corct

n KPI Data Reference Manual for Best Practice
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HKVI: P120

Cardiovascular disease(cvp) risk assessment

Action:

Clients that are suspected of having any CVD risk factors must have a
cardiovascular risk assessment.

Description:

Number and proportion of
Aboriginal and/or Torres Strait
Islander regular clients, with .
no known cardiovascular Data Entry Field:
disease (CVD), aged 35-74, Clinical Tab

with mforma'gon available to . Cardiovascular risk
calculate their absolute CVD
risk.

-
.

2
3. Complete Details
4

. Save

Current %

e

National Current % =
PM B ® @ | B roymenben[utionbione | e ] [0

National Target % e o 01 B | e
Commant: Has Hep - has health gousdion
freices 15 cgantios day. Aeohat Light e worts. Mo Bivicty.  Sborgral
MIPEMZ  Fregrart: Mo Advance Hesth Drectrve. L

Primary Responsibility

Due Fnamon

0882019 Follow up request - C5 T Corvical Scrmoning Tost Routinn
FHVEI01S Weite relerral nest vist
There ae 25

b = 'ix:ud-dp:u-'
- E)
Improvement Strategies
* Screening updated
e Clinical staff training
* External education
| Diabetes
Evidence Base : Smoked within Ia
Cardiovascular risk profile |
ATSI probability of developing cardiovascular disease in the next five years.
C save J
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HKVI: P121

Absolute CVD risk assessment result

Description:

Number and proportion of
Aboriginal and/or Torres Strait
Islander regular clients, aged
35-74, and with no known
history of cardiovascular
disease (CVD), who have

had an absolute CVD risk
assessment recorded within

the previous 2 years and whose

CVD risk was categorised as 1
of the following:

 high (greater than 15%
chance of a cardiovascular
event in the next 5 years)

moderate (10%-15%
chance of a cardiovascular
event in the next 5 years)

low (less than 10% chance
of a cardiovascular event
in the next 5 years).

Current %

National Current %

National Target %

Primary Responsibility

* GP
* Nurse
« AHW

Improvement Strategies

e Screening updated
¢ Clinical staff training
 External education

Evidence Base

Absolute Cardio Risk
resources

Action:

Clients that are suspected of having any CVD risk factors must have a
cardiovascular risk assessment entered into their clinical file. The result

appears with observations as CV risk.

Data Entry Field:
1. Clinical Tab

2. Cardiovascular risk
3. Complete Details
4. Save

-

F Cardiovascular risk

A

b Systolic BF

probability of developing cardiovascular disease in the next five years.

C o D [ Cancel |

Temp

Pulse

BF

BP {Standing)

BF (Lying)

Resp

BSL

Height

Weight

BMI

Head Circ.

Waist

Hips

WaistHip

Chest (Inspiration)
Chest (Expiration)
MMSE

K10

Diabetes rizk

(02 Saturation
PEEE.

Qv risk

Audit-C
FULSE
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HKVI P122

Cervical screening recorded

Description:

Number and proportion of
female regular clients who are
Aboriginal and/or Torres Strait
Islander, aged 20-69, who
have not had a hysterectomy
and who have had a cervical
screening within the previous
2 years, 3 years and 5 years.*

Current %

National Current %

National Target %

Primary Responsibility

* Nurse/AHW
* GP
* New Directions

Improvement Strategies

* Womens wellness clinics
* Screening updated
« Staff nKPI education

Evidence Base

Summary of cervical
cancer among indigenous
women

* Cervical Screening record does
not reflect current guidelines. You
can download the National Guide
to a preventive health assessment
here. https://www.racgp.org.
au/FSDEDEV/media/documents/
Clinical%20Resources/Resources/
National-guide-3rd-ed-Sept-2018-
web.pdf see page 105: Prevention
and early detection of cervical
cancer.

n KPI Data Reference Manual for Best Practice

Action:

« All female patients aged 20-69 years are to be asked during
screening when they had their last pap smear

« If unknown the patient is to be offered the opportunity to have a pap
smear done at the clinic. Mark performed by as 'Not performed here".

Data Entry Field:

Cervical Screening

Add

Date Performed

Performed by - enter provider details or 'Not performed here'

Add reminder

o v F w2

Save

=
Bpond ] [ Colepse ] (I N="0 B

i Miss Minnie Mouse Opt out of cervical screening  Fizason
Today's notes
,l Cervical screening result | = |

Past visits
Sesseton
—

@) Cervical Screening Test (©) Pap smear

No longer requires cervical screening

{3’ Current Rx
-, past history
Ry, tmmunisations. Performed by:

4 Investigation reports

Unsatisfactory specimen
HPV PCR: HPV 16
HPV 18

() Detected (@) Not detected

etected lot detected

HPV ot 16/18 (%) Detected (@) Not detected

LEC Result; [ =

Endocervical cells present

Other information E

—_—
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HKVI: P123

Blood pressure recorded (1ype 2 Diabetes)

Description:

Num’ser and proportion

of regular clients who are
Aboriginal and/or Torres
Strait Islander, have Type 2
Diabetes and who have had a
blood pressure measurement
result recorded at the primary
health care service within the
previous 6 months.

Current %

National Current %

National Target %

Primary Responsibility

Improvement Strategies

* Screening updated

* Equipment regularly
calibrated

* Staff nKPI education

Evidence Base

Measured High blood
Pressure
Summary of ATSI health

Action:

Every patient who has an active diagnosis of Type 2 Diabetes must have
a blood pressure recorded at every visit.

Data Entry Field:
1. Observations
2. Add

3. Enter BP Details

4. Save
e ——
Expend (&) Ea Dode ][ Pt
Q Miss Minnie Mouse View observationsfrom  27/12/1380 [+ to 19/082019 [~
Today's notes
10/01/2017 1640172017 0170272017 03/03/2017  06/0
Temp 335 Tympanic 367 Tympanic 37.81
Pulse 58 Regular 87 Regular 87Re
BP 130/90 120/76 188/9
BP (Standing)
BF (Lying)
Resp
BSL 3.5 Nonfasting 6.6 Nonfasting 5.6 Fz
Height 146
bveight / Obsenvations [ = ]
Head Circ
Waist Date: 190872018 B~
Hips
Waist/Hip Temp: -
Chest (Inspiratig
Chest (Expirati Pulse b
Jse BP Stling ;
Diabetes risk — , ]
02 Satoastion BP Standiny /
PEFR BP Lyin — 1/ ]
] CVrisk e /
= Enhanced Primary Care Audit-C Resp. rate 02 Sat.:
PULSE
ADF Post Discharge GP Health Assessmeni Weight ] Height:
y Health assessments Wast T Hps —_
. Medication reviews
Chest (Insp.): Chest (E.):
2 Care plans
= BSL: =
@ [X]| Diabetes Cycle of Care
~4[J) Dementia Assessment Save

n (VI Data Reference Manual for Best Practice
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HKVI: P24

Blood pressure <130/80 mmHg (Type 2 Diabetes)

Action:

Every patient who has an active diagnosis of Type 2 Diabetes must have
a blood pressure recorded at every visit.

Description:
Number and proportion
of regular clients who are
Aboriginal and/or Torres Strait .

: Data Entry Field:
Islander, have Type 2 Diabetes y
and whose blood pressure
measurement result, recorded 2. Add
within the previous 6 months, 3. Enter BP Details
was less than or equal to
130/80 mmHg.

1. Observations

4, Save

Current %

| o | Bn
N o 2@ G o wwmE O

National Current %

10/01/2017 16012017 01/0272017  03/03/2017 0670
Temp 33.5 Tympanic 36.7 Tympanic 37.81
. Pulse 98 Regular 87 Regular 87Re
National Target % B B0E0 1207 158
BP (Standing)
B (Lying)
Resp
BSL 35 Nonfasting 6.6 Nonfasting 5.6 Fe
. s Height 46
Primary Responsibility Weight / Observations [ =]
Head Circ.
Waist Date: 190872018 B+
Hips
Waist/Hip Temp
Chest {Inspiratic|
Chest (Expirati Fuise
mf]SE BP Sitting:
Obstetric history ggz:i;"i‘n BP Standin
Cervical screening E&sz BP Lying:
. 1
Improvement Strategies - £§L Enhanced Primary Care AudtC Resp. i :
FULSE
- ADF Post Discharge GP Health Assessmeni Weight Height
DCC d t d h . .t Health assessments Waist: — Hips: —
.
updated eacn visi Chest (o) " ety [
* Screening updated BsL: -
» Staff nKPI education =

Evidence Base

BP
BP Resources

26 n KVI Data Reference Manual for Best Practice SEPTEMBER 2019




Nofes

n KPIData Reference Manual for Best Practice SEPTEMBER 2019 27




28 n KVI Data Reference Manual for Best Practice SEPTEMBER 2019




n KPIData Reference Manual for Best Practice SEPTEMBER 2019 29







