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Acknowledgment:

The data cleansing activities and instructions included in this document are excerpts from the Sentinel Practices Data Cleansing
Manual and the current and/or future Supplements to the Sentinel Practices Data Cleansing Manual which are primary care clinical
auditing tools respectively, conceptualised and drafted by the project team of the Sentinel Practices Data Sourcing (SPDS) project.
This project is an innovative population health and primary care quality improvement based investigation into chronic conditions and
associated risk factors conducted by COORDINARE — South Eastern NSW PHN.

While formal release of the SPDS supplementary manuals (additional instruction guides for advanced clinical auditing) will be
undertaken in the near future, this excerpt document has all auditing activities from the SPDS project and has been prepared to assist
COORDINARE's initiatives to assist general practices in providing optimal care to the most vulnerable cohort of patients during the
specific periods of risk such as winter months of any given year or during times of infectious epidemics/pandemics such as the 2020
Covid-19 pandemic where there is significant likelihood of rising infections for vulnerable cohorts of the population. Activities in this
excerpt aim to identify patients who can be most at risk of poor health outcomes during certain periods of high community risk of
infections and assist to create lists of such vulnerable cohorts of patients. These lists can then facilitate targeted and optimal patient
follow-up by clinicians and general practice staff with an ultimate goal of managing any related hospitalisations and/ or exacerbation of
their existing chronic conditions.

It should be noted that these activities are only applicable to practices currently partaking in the SPDS project and thereby have the
PenCS CAT4 tool* installed on their practice systems. Secondary use of any and all information included in this document requires
appropriate citation/acknowledgement of the SPDS project and its affiliated personnel and organisation.

Lastly a pre-requisite to accurately and meaningfully undertake these activities is the completion of the Basic Level Data Cleansing &
Initial Clinical Audit as per the SPDS project’s data cleansing manual. If this has not been achieved, then activities below are likely to
reveal less meaningful results than anticipated. If your practice is not a current participant of the SPDS project and you would like more
information about it, please contact your COORDINARE Health Coordination Consultant.

Suggested Citation: Ghosh A 2020.Clinical Data Auditing Activities Focusing on High Risk Patients: Excerpts from the Data Cleansing
Manuals of the Sentinel Practices Data Sourcing (SPDS) project, COORDINARE - South Eastern NSW PHN, Wollongong NSW.

For further details or queries please contact Abhijeet Ghosh at aghosh@coordinare.org.au
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A All activities are aimed for practices partaking in the Sentinel Practices Data Sourcing (SPDS) project that have PenCS CAT4 installed on their systems @
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PATIENTS WITH CHRONIC
CONDITIONS

WHO HAVE NOT BEEN IMMUNISED AGAINST
INFLUENZA IN THE LAST TWELVE MONTHS




1. PATIENTS WITH CHRONIC CONDITIONS WHO HAVE NOT BEEN IMMUNISED

AGAINST INFLUENZA IN THE LAST TWELVE MONTHS

1.1. Specific chronic conditions
1.1.1. Diabetes

1. Click on View Filter

«Q;

Viaw Fitar

2. Under the Conditions section of the Filter area go to the sub-tab that says Chronic and select Yes for Diabetes

Chronic | Mental Heath | Other |

| General | Ethnicty | Condtions | Medications | Date F

Diabetes

[V] Yes ] No

3. Click on the Date range (Results) section

| Medications | Date Range (Resuts) | Date Range (Vists) |

4. Tick “<= 12 mths”

General Ethnicty Condtions Medications | Date Range (Results) | Date Range (Visits) Patient Name Patie
Date Range for Last Recorded Result or Event

The date range selected will filter out results or events that are not within the selected period and treat them as not re
O Al

O <=6mths @ <= 12mths O <= 24mths

(O Date Range ffrom -to)

01/112017 ~ 017112017 ~

5. Click on the Recalculate button located on the right upper corner of PenCS CAT screen

og
=151

Reca‘cuate

6. Now all charts in the Reports section below will only display information for patients that have a coded diagnosis of any form of
diabetes on their electronic health records and have had results or events recorded in the last 12 months

7. In the Reports section click on the tab that says Immunisations

Musculoskeletal CV Event Risk CHA:DS:VASC Score Immunisations Standard Repots MBS tems |

8. Click on the sub-tab that says Influenza

Influenza Aduk  Adolescent Child  Repods |



9. The chart below displays your data as a breakdown of Influenza vaccination status of all diabetic
patients for the last 12 months

Influenza Vaccine Date Recorded [population = 368]
with last immunisation date 2/10/2018 - 110/2019

e

-0 (Prior to previous year)
(Previous year)

141 (Nothing Recorded)

10. Click on the segment of the pie chart that says Nothing Recorded

11. Click on Report

12. This will show up the list of these patients which can be printed out or saved and then reviewed on the
patients’ individual records on your Electronic Medical Record (EMR) software

@ Patient Reidentification - -

N
| H a1 o) M |e ®® &EWAR)

13. Click on Clear Filters button located near the right upper corner of PenCS CAT screen

4

‘ﬂllm

14. Select clear all filter selections and clear all rep ns on the pop-up and ¢ OK

S

Please tick which selections you want to clear
[¥] Clear all Filter Selections
[¥] Clear all Report Selections




The same activity can be undertaken for other chronic condition groups as outlined below

1.1.2. Respiratory conditions

All steps are exactly the same as the steps in part 1.1.1. of the activity outlined above, except for step 2. For this activity in step 2
under the Conditions section of the Filter area go to the sub-tab that says Chronic and select Yes for Respiratory

suts) Date Range (Visits) Patient Name ~ Patient

Respiratory
M Yes [ Ne

1.1.3. Cardiovascular conditions

All steps are exactly the same as the steps in part 1.1.1. of the activity outlined above, except for step 2. For this activity in step 2
under the Conditions section of the Filter area go to the sub-tab that says Chronic and select Yes for Cardiovascular

iders  Risk Factors MBS Attendance  Saved Fi

[ Yes [ No

1.1.4. Mental health conditions

All steps are exactly the same as the steps in part 1.1.1. of the activity outlined above, except for step 2. For this activity in step 2
under the Conditions section of the Filter area go to the sub-tab that says Mental Health and select Yes for Mental Health

e

Mental Health

[ Yes O Ne




All the aforementioned specific condition-based activities should be undertaken for a couple of key
patient population cohorts as outlined below

1.2. Specific patient population cohorts
1.2.1. Aged 65 years and over
All steps are exactly the same as the steps in part 1.1.1. of the activity outlined above, with an additional step before running step 5.

Before running step 5, go the Filter area and go to the sub-tab that says General and under the Age section select the button Yrs and
set the Start Age = 65 and the End Age = 120

Age

Start Age
End Age
®ys O Mhs

1.2.2. Aboriginal and/or Torres Strait Islander patients aged 55 years and over

All steps are exactly the same as the steps in part 1.1.1. of the activity outlined above, with a couple of additional steps before running
step 5. Before running step 5: -

» go the Filter area and go to the sub-tab that says General and under the Age section select the button Yrs and set the Start Age =
55 and the End Age = 120

Age

Stat Age
End Age
@vs O Mhs

» and then go to Ethnicity section of the Filter area and select Indigenous

For activity number 1 including all its ies mentioned in sections 1.1 and
as per the Additional Tip are applica ﬁl nal sup |i | t




PATIENTS AGED 15 YEARS
AND OVER WHO HAVE
MULTIPLE CHRONIC
CONDITIONS

WHO HAVE NOT BEEN IMMUNISED FOR
INFLUENZA IN THE LAST TWELVE MONTHS




2. PATIENTS AGED 15 YEARS AND OVER WHO HAVE MULTIPLE CHRONIC

CONDITIONS AND WHO HAVE NOT BEEN IMMUNISED AGAINST INFLUENZA IN
THE LAST TWELVE MONTHS

1. Click on View Filter

@

View Fiter

2. In the Age section of the Filter area select the button Yrs and set the Start Age = 15 and the End Age = 120

Age

—p. [is_]
End Age
®Ys (O Mhs

3. Click on the Date Range (Results) section of the Filter area

[ Medications | Date Range (Resuts) | Date Range (Vists) |

4. Tick “<= 12 mths”

General Ethnicty Condtions Medications | Date Range (Results)| Date Range (Vists) Patient Name Patie
Date Range for Last Recorded Result or Event
The date range selected will fitter out results or events that are not within the selected period and treat them as not re

O Al
O <=6mths @ <= 12mths O <= 24 mths

(O Date Range from -to)

011172017 ~ 01/11/2017 ~

5. Click on the Recalculate button located on the right upper corner of PenCS CAT screen

Recaculate

6. In the Reports section go to the tab that says Co-morbidities

Screening Co-morbidties = Medications



7. The chart below displays your data as a breakdown of the number of patients with the respective number of chronic condition
categories as per the coded diagnosis and past history items on their electronic health records

Co-morbidities - Diagnesis Categories per
Patients with Diabetes, Respiratory, Cardiovascular, Musculoskeletal, Renal Imparrmem and/or Mental Health [population = 368]

=0 with 1 category
[0 with 2 categeries

130 (with 2 categories)

8. Click on the segment of the pie chart that says with 2 categories, the section that says 3 categories, the section that says with 4
categories and the section that says 4+ categories

9. With this selection done (keep it selected), within the Reports section click on the tab that says Immunisations

Musculoskeletal CV Event Risk CHA:DS:VASC Score Immunisations ~Standard Repots MBS kems

10. Click on the sub-tab that says Influenza

influenza Adut  Adolescent Chid  Reports

11. The chart below displays your data as a breakdown of Influenza vaccination status of all patients for the last 12 months

Influenza Vaccine Date Recorded [population = 368]
with last immunisation date 2/10/2018 - 111072013




12. Click on the segment of the pie chart that says Nothing Recorded

13. Click on Report

14. This will show up the list of these patients which can be printed out or saved and then reviewed on the
patients’ individual records on your Electronic Medical Record (EMR) software

@ Patient Reidentification - R'
'I M 41 of23) Hl«@@lﬂﬁlw

15. Click on Clear Filters button located near the right upper corner of PenCS CAT screen

4

16. Select clear all filter selections and clear all report selections on the pop-up and click OK

Please tick which selections you want to clear
Clear all Filter Selections
Clear all Report Selections

s

17. Now you are ready to run the next data cleansing activity

For activity number 2; actions as per the Additional Tip are applicable as an optional supplement

AN




PATIENTS AGED 15 YEARS
AND OVER WHO ARE ON
MULTIPLE MEDICATIONS

AND WHO HAVE NOT BEEN IMMUNISED AGAINST
INFLUENZA IN THE LAST TWELVE MONTHS




3. PATIENTS AGED 15 YEARS AND OVER WHO ARE ON MULTIPLE MEDICATIONS

AND WHO HAVE NOT BEEN IMMUNISED AGAINST INFLUENZA IN THE LAST
TWELVE MONTHS

1. Click on View Filter

«Q;
Viaw Fitaer

2. In the Age section of the Filter area select the button Yrs and set the Start Age = 15 and the End Age = 120

Age

120

Start Age [E
120 |

End Age

®Ys (O Mhs

3. Click on the Date Range (Results) section of the Filter area

| Medications | Date Range (Results) | Date Range (Vists) |

4. Tick “<= 12 mths”

General Ethnicty Condtions Medications | Date Range (Results) | Date Range (Vists) Patient Name Patie
Date Range for Last Recorded Result or Event
The date range selected will filter out results or events that are not within the selected period and treat them as not re

O Al
O <= 6mths @® <= 12mths O <= 24 mths

O Date Range ffrom -to)

GV

5. Click on the Recalculate button located on the right upper corner of PenCS CAT screen

=
888

Recalcuiate
6. In the Reports section go to the tab that says Medications go to the sub-tab that says Medications Per Patient

Pathology Disease Screening Co-momidities Medications |
revalence Medications Per Patient Medications Not Printed in L



7. The chart below displays your data as a breakdown of the number of patients with the respective number of medications as per the
prescription records on their electronic health records

Current Medication Status - Medications per Patient [population = 8575]

550 fwith 4 meds) 435 (with 5§ meds) [ with 1 med

331 (with 6 meds) 0 with 3 meds
282 {with 7 meds) B ith 4 meds

1.040 (with 8+ meds)

8. Click on the segments of the pie chart that have 3 or more meds i.e. the ones that say - with 3 meds, with 4 meds, with 4 meds, with
5 meds, with 6 meds, with 7 meds and with 8+ meds

9. With this selection done (keep it selected), within the Reports section click on the tab that says Immunisations

Musculoskeletal CV Event Risk CHA:DS:VASC Score Immunisations ~Standard Repots MBS kems

10. Click on the sub-tab that says Influenza

influenza Adut  Adolescent Chid  Reports

11. The chart below displays your data as a breakdown of Influenza vaccination status of all patients for the last 12 months

Influenza Vaccine Date Recorded [population = 368]
with last immunisation date 2/10/2018 - 111072013

o]




12. Click on the segment of the pie chart that says Nothing Recorded

13. Click on Report

14. This will show up the list of these patients which can be printed out or saved and then reviewed on the
patients’ individual records on your Electronic Medical Record (EMR) software

@ Patient Reidentification - K'
'| K 41 of23) ch@@lﬂﬁw

15. Click on Clear Filters button located near the right upper corner of PenCS CAT screen

&

16. Select clear all filter selections and clear all report selections on the pop-up and click OK

Please tick which selections you want to clear
Clear all Filter Selections
Clear all Report Selections

s e

17. Now you are ready to run the next data cleansing activity

AN



PATIENTS WITH
OUTSTANDING DIABETES
ANNUAL CYCLE OF CARE

ITEMS




4. PATIENTS WITH OUTSTANDING DIABETES ANNUAL CYCLE OF CARE ITEMS

An annual “cycle of care” must be completed for each diabetic patient, based on RACGP and Diabetes Australia guidelinesB. Apart
from the usual consultative inclusions of - providing self-care education on managing diabetes; reviewing diet and encouraging good
dietary choices; reviewing medications; reviewing levels of physical activity and encouraging good levels of physical activity; and
checking smoking status and encouraging smoking cessation (if relevant) which are recommended to be done as required; the cycle
also includes identified checks/examinations that need to be entered as distinct data into the electronic records of the patient. These
include: -

Frequency of checking and entering into
electronic patient records

Data items for Diabetes Annual Cycle of Care*

Measured blood pressure 6 monthly so twice in last 12 months
Measured HbA1c level once in last 12 months
Comprehensive eye examination once in last 24 months

Measured height and weight for BMI calculation 6 monthly so twice in last 12 months
Measured total cholesterol once in last 12 months
Measured total triglycerides once in last 12 months
Measured HDL cholesterol once in last 12 months
Test for microalbuminuria once in last 12 months

Comprehensive foot examination 6 monthly so twice in last 12 months
Measured eGFR once in last 12 months
Review of smoking status once in last 12 months
Review of current medications once in last 12 months

* Additionally PenCS CAT also checks for a recorded smoking status for the patient

These items need to be entered in the correct sections of the EMR for accurate patient follow-up and clinical information auditing that
enable the generation of appropriate recalls and reminder lists.

In Best Practice EMR these items exist under the Enhanced Primary Care section

SR a Mr. Felix Alexander Adams

= Medication reviews
|| & Care plans |
[ || Diabetes Cycle of Care|

B https://www.ndss.com.au/your-diabetes-annual-cycle-of-care @



Under this section clicking on the button opens up the Diabetes Annual Cycle of Care box wherein a practitioner
should add values and findings electronically by clicking on the button %}

S S ———— i
# Disbete: Cycle of Care T L
i Dse B W M B0 wee B

Poocomten D Ddemyy® e Newosety ) Pubes R Ddomtyl) Uewsl) Newspaty ) Pues )

Lt e ———e] " |

Rght st I

%
¥




In Medical Director EMR, click on the Clinical button on the top and select the Diabetes record

’@ Flle ?atlent Edit Summaries Tools |CI|m |Correspnndence Assessment Resources

=R £BME| 7 @ I Prescribe '
i Recipes...
| Mr Fred ANDREWS (33y1s) v
|3T e N Ol 4670 Action List...
: Allergies/Adverse Reactions/Warnings... F7
Allergies & BEE STING i |
Adverse Recall... F4
Reactions
Wanmings: Compliance Check...

Ceased Medications...
(@ Summary| B, CumentRx| ® Frogres | Diabetes Record..

Consultation date: 22/06/2016 [~ Disabled Patient Prompts...

Visit type: [ Surgery Consultation Preventive Health Prompts...
. Wednesday June 22 2016  16:44:52 Measurements...
Dr A Practitioner Percantile Chars...

Aisit tmms

Then the Diabetes Follow Up window shows up where all the information needs to be entered.

Diabetes Follow Up =
Assessments peformed: Last review by:
Assessment
Assessment date Ophthalmologist: [ 22/06/2016
Podiatrist: ] 22/06/2016
Dietitian: 0] 22/06/2016
Endocrinologist: D 22/06/2016
Dizbetes educator: D 22/06/2016
Last provided HypoKt: ] 20062015 »
Major parameters:
Date fBlood Gluc.  Height cm) Weight (kg) HbAlc mmol/mol (%) Creatinine  “
22107201 175 ]
15/02/2012 175 68
15/05/2012 175 63
16/06/2012 106
12/07/2012 175 63 ol
211172012 175 68 !EJ
14/02/2013 175 63 -
4 | m i 3

Either click on the Assessment button and undertake the entire Diabetes Annual Cycle of Care assessment step-by-step with each
component if you have all reports and details available



| E)Pationt s sean 2 Dittan oo ~
|| F1Patient has seon o Disbotes Educator Bzeae ~
7] Patient has seen an Endociinologist ‘B 220872016 >
Date of last EPC Health Assessment: [ 22/08/2016
Date of last EFC Health Care Plan: T22/067206 ~
Date of last EPC Case Corference: 0220672016 ~

[ <Back JlooMet>o] [(oComcll |

OR click on the Add Values button to directly add investigation and measured values

i iabates recond

Date:  22/06/2016

Systolic BP
f Blood Giuc.
Total Chol.
Trighycerides

i Ophthalmologist [C]22/06/2016 @~ Podiatrist [)22/06/2016 @~
; Dietitian [C]22/06/2018 @~ Endocrinologist [ 22/0672016 @~

[] 2270672016 ~

[J22/06/2016 ~ | Save ll Close l




All the above highlighted entries should be filled in to the EMR and only then can PenCS CAT and the EMR query tools be able to
report on them and enable the generation of accurate recalls and reminders.

To identify which data item is missing for which Diabetic patient: -

1. Click on View Filter

View Filter

2. Under the Conditions section of the Filter area go to the sub-tab that says Chronic and select Yes for Diabetes

3. Click on the Recalculate button located on the right upper corner of PenCS CAT screen

Recalouiate

4. All charts in the Reports section below will display information for patients that have a coded diagnosis of any form of diabetes on
their electronic health records

5. In the Reports section below click on the tab that says Diabetes SIP ltems

LUemoaraphics =i cib Uata Wualty | L 0 =rges
R Gt S | e ) | I o I | B w1 Bifred somrse] |

T Rems Completed Per Patiert

7. Check the Select all box located just above the chart on the left side

V| Select All

8. Once selected you will notice all bars of




9. Then click the Worksheet button located just above the chart on the right side

([ Timsine ] Worksheet ] [Pt ]

10. You will now get a patient re-identification list with the names of all patients in your practice that have a coded diagnosis of diabetes
along with tabulated lists identifying which particular annual cycle of care item needs to be reviewed for the respective patients

I.- T

Hd1 osr M @@ @O0 wox - Find | Ne

Reidentify Report [patient count = 205] - DIABETES SIP WORKSHEET } _

Filtering By: Condtions (Disbetes - Yes), Selected: Diabetes SIP tems Completed (0, 1, 2, 3, 4, 5,6, 7, 8,9, 10, 11, 12)

D |surname [First 'm- D08 [Wbatc%| Eye | B [ Bmue [ Be uri»' m- mu.- m- -'mz. u‘u.. m;um:n m.
F Hamie <6mths | 12mths | <6mihs | 12mths | <6mths |12mths i i
a?mm Fistnams [F A

;H’Mm Firainams [ 01/01/1950

123 M O101/1980

32

1233047 [Su n F 0111860
2

11. This list can be printed or saved and then reviewed on the patients’ individual records on your EMR software

12. Click on Clear Filters button located near the right upper corner of PenCS CAT screen

4

ClearFiters

13. Select clear all filter selections and clear all report selections on the pop-up and click OK

Please tick which selections you want to clear
[¥] Clear all Filter Selections
Clear all Report Selections

ok )

14. Now you are ready to run the next data cleansing activity

For activity number 4; actions as per the Additional Tip are applicable as an optional sup

7/ \

N\



ADDITIONAL TIP

Co-selection of reports (Cross-tabulation)® based on patients who have not had a chronic disease management GP care plan
in the last twelve months

For all activities above that include one or several specific chronic conditions, an additional selection can be undertaken through

a few additional steps as outlined below. Al filters and selections are exactly the same as per the steps mentioned within the respective
activities above; but just before the step that says Click on Report

L]

Report

run the following steps. With all previous selections done (keep them selected): -

* Inthe Reports section go to the tab that says MBS Items

*  Then go to the sub-tab that says Not Recorded

| Demographics | Ethnicty | Data Quaity
Comt l Not Recorded [__N-I_Uarns__

»  Select the bar whose axis title says CDM-GPMP

226

¢ This technique has been introduced in the Basic Level Data Cleansing & Initial Clinical Audit as per the Tips and Tricks section of Sentinel Practices
Data Cleansing Manuals. Please refer to those manual/s to understand this technique further. @



