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B Background
+ The need for action
@ Aims of the tool
+ What are we hoping to achieve?

@ The PREDICT tool
+ Creating the rules
+ PREDICT CVD-Diabetes in action

B Impact so far
+ Before-After study
B Lessons learnt
+ |ssues identified in implementing CCDS (eDS)

@ Further work planned
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B Cardiovascular disease (CVD) is the leading cause of
global mortality.
+ 17 million/year, leading cause of death in 5 of 6 WHO regions

231 October 2005

B CVD is the leading cause of death in NZ

+ Kills 11,000/yr (40% of all deaths, 2001)
+ mortality rates 2-fold in Pacific Islanders, 2 to 3-fold in Maori

Melbourne

B Effective, evidence-based interventions are available
+ aspirin, antihypertensives, lipid lowering agents
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B Large gap between best evidence and current practice

+ Only 45% of CHD survivors have total cholesterol <4.5mmol/L
+ Only 60% of CHD survivors have BP less than 140/90mmHg
+ Fewer than 40% of people eligible for statins are treated

@ Variation in practice
+ 40% variation in statin treatment rates between health districts
+ Unknown gap between ethnic and socioeconomic groups

@ Applicability of CVD risk calculations to the NZ population
+ Based on data from Framingham, Massachusetts, USA
+ Limited applicability to Maori and Pacific Islanders in NZ
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Evidence-based, best
practice guideline
* Screening criteria
+ B-year risk charts
+  Multiple-risk factor evaluation
+ Lifestyle management
+ Pharmacological intervention

Diabetes

+integral to CVD risk and
management

+ guidelines released together
+ cross-linked sections in each
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Stop pretending that the writing of guidelines
can of itself achieve anything

David Jewell, ed. Br J Gen Pract 2003
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@ |Implementation strategies are many and varied

+ No good evidence to discriminate between different
implementation strategies (Grimshaw 2004)
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B Computerised clinical decision support is one strategy
+ Clinical improvement in care delivery 64% (Garg 2005)

+ Effects on patient outcome understudied and when studied,
Inconsistent

Melbourne

@ Reasons to believe NZ primary care doctors would
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B 98.6% use specifically designed patient management
system software

B 71.8% use computers for full clinical notes

B 87.6% use system that has built-in lab request or lab results
function AND use this function

B 95% record screening information or keep disease registers
on their PMS

B 90.7% record prescriptions on their PMS

231 October 2005
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Information Technology Systems in General Practice; 2003;
RNCGP Research Unit, Dept General Practice, University of Otago
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PREDICT CVD-Diabetes aims to
B Promote systematic CVD risk assessment
B Provide electronic medical record of CVD risk

B Provide evidence-based decision support based on patient-
specific profile
+ Improve adherence to best practice
+ Tailored patient education/info

@ Provide a database of non-identifiable patient data that can
be linked to event data

+ Validation or development of new risk equations for NZ,
specifically for Maori/Pacific Islanders
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Evidence-based systematic risk assessment
& disease management
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Patient-practitioner
interaction
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Patient-practitioner
interaction
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practice
against
guidelines

patient-specific risk
factor profile and Rx
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Electronic medical
record

Enrolled
population
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Patient-
practitioner
interaction

patient-specific
outcomes: hospital
admissions, deaths
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patient-specific CVD risk
factor profiles
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3 [ Electronic medical ) B
X . record

g O

ie)

2 . Enrolled

9 ° population
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patient-specific
outcomes: hospital
admissions, deaths

patient-specific CVD risk
factor profiles
Link with
encrypted NHI
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@ Patient demographics
+ Integrated into PMS
+ Pre-population of demographic data held in record
@ Clinical data
+ Pre-population of lab results (if they exist in the record)
B Medication data
+ Manually completed (but once entered stored in record)
B Additional data required for diabetics
+ |f diabetic, tool has ability to switch to UKPDS risk formula
+ Additional information about retinal, neurological screens
+ Additional lab and medication fields required
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0 _um_..._.unﬂh_u_._unmﬁﬁﬁ{_u RISEK ._u_mmmmm___,.._mz.;ﬁﬁ_..__c RISK __,____.____Z..____mm_,__._mz.;
3
Y ( rIsk assEsSMENT INFO ][ SENTINEL FEEDBACK |
@
i !
o)
@)
- g -
Q i Practitioners details _
@)
e MZMC f MZMEC number |12555
™
N
i Demographics {All to be prepopulated from PMS) _
Fitstname |Joe
Lastname |Bloggs
[O)
m MHI [ABC1235
>
@) DHE Catchment _ Counties Manukau hd
o)
© Quintile of deprivation _H_ E
=
Mashblock geocode _H_ H_
Date of birth |25/05/1956 dd/mmfpyyy H_
£ Gender __{_m_m {_ H
=] Ethnic Group (1 or more self-identified ethnic group : E)
= v ?
5 may be chozen) _ Mew Zealand Maori _ .
(o
m Ethnic Group 2 _ Mot Stated <_
@)
(@) Ethnic Group 3 _ Mot Stated )\_
(O]
&
—
c NEXT ...
Q \ J
@)
(@)
= @ Enigrma Publizhing Limited 2004
< Logout
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) MOTE: It is inappropriate to do CY¥D risk assessment in pregnancy.
S Clinical History |
|
8 Family History of CWD  ¥es (&) - () Mo
-08 Angina/MI Yes () - (&) Mo
o PTCA/CABG Yes (O - (B Mo
2
™M Ischaemic Stroke or TI& Wes () - (3} Mo
N
puD ves (0 - (3 Mo
Diabetas |N-:-ne V.|
ECG confirmed Atrial Fibrillation wes () - () Mo
o Diagnosed Genetic Lipid Disorder | Mane V|
£ Diagnosed metabolic syndrome  ves (&) - () Mo
-}
_8 Smoking Histary | Yes -upto 10/ day V|
o . — :
=  Examination ]
Todaw's BP, Svstalic [Sitting) .-" mrHg
Previous BP, Sustalic [Sitting) .-" mrHg
TCHDL ratio |57 |- Date: [26/10/2004 | ddimmivyyy
g Total Cholesteral mrol/L - Date: ddfmmfyyyy
S
o
g This data is the patient’s real clinical information vez (&) - () Mo
@)
(@)
Q | SUBMIT RISK ASSESSMENT
© ; . 2
_’E WHAT IF' f DEMOMNSTRATION STYLE RISK ASSESSMEMT
Q
@]
@) \ y,
X : s
@ Enigma Publizhing Limited 2004
Logout
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[ Clinical History |
Farnily History of CWD  Ves @ z D Ma
Angina/MI  Yes D = IE) Mo
PTCA/CABG Yes (- (3) Mo
Izchaemic Stroke or TIA Yes () - (3] Mo
PVD Ves (- () Mo
Diabetez |N|:une YI

ECG confirmed Atrial Fibrillstion ves (O - (8 Mo
Diagnosed Genetic Lipid Disorder | Maone W
Diagnosed metabalic syndrome  Yes @ z D Ma

Srnoking Histary | Yez -upto 10/ day b
Mo - never
Examination i et s (aniid Yoo

Todaw's BP (Sitting)

Pravious BP (Sitting]

TE/HDL ratio

Total Cholesteral

This data is the patient’s real clinical infermation

Yez-11-19/day
Yes - 204/ dav

150 [/[=0 rnmHg

5.7 |- Date: [26/10/2004 | ddfmmyyyy

mmnl.-"L-Date: 2e/10/2004 | dd/mmfuyyy

Ves @-O Mo

| SUBMIT RISK ASSESSMEMT

"WHAT IF' / DEMOMNSTRATION STYLE RISK ASSESSMENT

|- -4y -

[ -]

d

EE




231 October 2005

s 1HE UNIVERSITY
OF AUCKLAND

NEW ZEALAND

Te Whare Wananga o Tamaki Makaurau

Melbourne

XIII Cochrane Colloquium

T T L

LI
d

Fo

r diabe

TCYHDL ratia

Total Cholasteral

S—
Angina/MI ves () - (8 Mo

PTCA/CARG Yes (- (B Mo H

Ischaemic Stroke or TIA ez () - (8) Mo

PvD ves () - Mo

\ Diabetes | Type 2 (inel Type 2 on insulin v|
ECG confirmed Atrial Fibrillation ves () - (8 Mo

Diagnosed Genatic Lipid Disorder | None v|

Diagnosed metabolic syndrome ¥es (3 - (O Ma

Smoking History | Mo - quit over 12 months age v |

" Examination |

Today's BE (Siting) [150 |/[30 | mmHg 7]

Previsus BP (Sitting) [150 |/[30 |mmHg 7]

[5.7 |- Date: [ze/10/2004 | ddimm/yyyy

mmmolfL-Date: 261072004 | ddfmm/yyyy

Criabetes; vear of diagnosis

Renal dizeaze

Hbélec

This data is the patient’s real clinical information

2000

| Mo nephropathy byt

% - Date: [24/08/2005 | ddfmmfywyy

Ves @-O Mo

| SUBMIT RISK ASSESSMENT

"WHAT IF' / DEMONSTRATION STYLE RISK ASSESSMENT
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MOTE: It is inappropriate to do CYD risk assessment in pregnancy.

| Clinical History

Family History of CWD
Angina/MI

PTCA/CARG

Izchaemic Stroke or TIA

PND

Diabetes

ECG confirmed Atrial Fibrillation
Diagnosed Genetic Lipid Disorder
Diagnosed metabolic syndrome

Srmoking History

ves (8 - {0 Mo
ves (- (& Ho
ver () - {8 Mo
ves () - (8 Mo
ves (- (8 Mo
s v
ves (- (8 Ho
Mane |
ves (@) - (0 Mo
Wes-upto 10/ day v|

Examination

Previous BP [Sittin

TE/HDL ratia

Total Chalesteral

This data is the patient’s real clinical information

5.7 |- Date: |26/10/2004 | dd/mmiyyyy

E ramolfL - Date: |26/10/2004 | dd/mmfyyyy

Ves @.O Ha

_ SUBMIT RISK ASSESSMENT

"WHAT IF' / DEMONSTRATION STYLE RISK ASSESSMENT
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" Estimated risk of having a C¥D event in the next 5 years: 189%
S <
o

AN Estimated risk level: Estimated Bensfits: NNT for 5 years to prevent one svent

m._l.v S-wear CW risk [CWD events prevented per 100 people treated for 5 vears)

QO (fatal and non-fatal) 1 intervention 2 interventons 3 interventions

.m (25% risk reduction) (45% risk reduction) [55% risk reduction)

m 185 22 12 10

(4.5 per 100) (2.1 per 100) (9.9 per 100)

ke]

—_

% Based onthe conservative estimate that each intervention: blaod pressurd tr ant [lawer stolic
blaod pressure by 10 ram Hg) or lipid modification [lowering LDL-C reduces CW ri about 25
owver 3 years,

CWD risk has been moved up one risk category (59%), as cardiovascular risk may be underestimated in the Framingham
equation; based an:

an.v ® family hiztory of premature coronary heart dizease orischaemic stroke in a first-degree male relative before the age of 55 years

= ~ or a first-degree female relative befare the age of 65 pears

) ™~ ® Maori or Pacific ethnicity or peaple fram the Indian subcontinent

m #® metabolic syndrome

<

Cardiovascular Disease: Baseline Risk and Treatment Benefit

MO DIABETES
(With a 5% upward rizk adjustment applied)

Monsmoker

Ratio of Total Cholesteroli HDL

120/103
160/93
140/85
120475
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S | Clinical History |
N
!q—) Family History of C¥D vez &) - (O Mo
_8 Angina/MI ves () - (&) Mo
-—
O
e PTCACARG Yes () - (8) Mo
-gN-) Ischaemic Stroke or TIA Yes () - (5 Mo
PYD Yes (- (& Mo
Diabetes |None V|
ECG confirmed Atrial Fibrillation ¥es () - (& Mo
QC-) Diagnozed Genetic Lipid Disorder | Maone V|
—_
8 Diagnosed metabolic syndrome  Yes @ : {:} Ma
% Smoking Histary | Ma - quit over 12 manths age V|
=
| Examination ]
Today's BP (Sitting ,u" rmHg
c Previous BP (Sitting ,u" mmHg
=] TC/MHDL ratia 5.7 |- Date: [26/10/2004 | dd/mmiyyyy
-]
g Total Chaolesteral mmalfL - Date: dd/mmnfy gy
3
[} This data is the patient's real clinical information Yes O 2 IE} Mo
c
©
—_
<
8 q | "WHAT IF' / DEMOMSTRATION STYLE RISK ASSESSMENT
O
E % F
X
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Estimated risk of having a C¥D event in the next 5 years:

12%0

R

Estimated risk level:
S-wear CY sk
(fatal and non-fatal)

Estimated Benefits: NNT for 5 years to prevent one event \
(WD events prevented per 100 people treated for 5 years)

1 intervention
(25%: risk reduction)

2 interventions
(45%: sk reduction)

3 interventions
(59% risk reduction)

12%:

33
(3.0 per 100)

19
(5.4 per 100)

15
(6.6 per 100)

Based onthe conservative estimate that each intervention? it
blood preszure by 10 mm Hq) or lipid modification (lowering LDL-C

aver 3 years,

XIII Cochrane Colloquium

CWD risk has been moved up one risk categary (5%, as cardiovazcular risk may be underestimated in the Framingham risk

equation; based on:

® farnily history of premature coronary heart disease orischaemic stroke in a first-degree male relative before the age of 55 years

ot a first-degree female relative before the age of 65 years

® Maori or Pacific ethnicity ar people from the Indian subcontinent

® metabolic syndrome

Cardiovascular Disease: Baseline Risk and Treatment Benefit

120/105
160/35
140785
120475

NO DIABETES
(With 2 5% upward rizk adjustment applied)

Monzmoker

Ratio of Tatal Cholesteral: HDL

[a][s)e 7 ][5
[
I

[4[s][e][7]s]
CIOIEETe
I
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g DEMOGRF\F‘HICS][CUD RISK ASSESSMENT](E‘FD RISK MANAGEMENTH DIABETES MF\NF\GEMENTW

o

AN

- (| RIsK ASSESSMENT INFO ] SENTINEL FEEDBACK |

8 ” N

° Mote the BMI calculator on this page calculates the BMI value automatically from height and weight. &ll underlined iterns

@) are required.

2

™ ST

~ | Examination J
Height cm
Weicht g s difriitiogy

BEMI (#uto-calculated kg.l’mz

(0] i 7

E IWaist CII’CLII'HFEFEHCE CITI

-]

o g T e e o e i

= | £¥D medications \

(]

2 Aspirin |Nc- vl

Clopidegrel | No v|

Warfarin | No v|

ACE Inhibitor | No v |

Angistensin 11 Receptar Blocker | No v |
Beta Blocker | No v/

Thiazide |Ne v/

Calcium Antagonist | No v|

Other drug therapy for Hypertznsion | No v/
Statin | No v|

Fibrate | ¥es |

Other Lipid lowering drugs | Ma Yl
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| £¥D medications
A zpirin
Clopidogrel
W arfarin

ACE Inhibitar

Angiotensin I[I Receptor Blocker
Beta Blocker

Thiazide

Calciurm Antagonist

Cther drug therapy for Hypertension
Statin

Fibrate

Crther Lipid lowering drugs

[ Na »l
Mo ¥
Mo ¥
| No v
[ g
Mo ¥l
[ 9
& 7
[ Na ¥l
T 9
= g
T v

| Investigation

LCL Cholesterol (fasting)

Triglyceride (fasting

HOL Cholesteral

mmolfL - Date: ddfmmfyyyy
mmalfL - Date: |24/08/2005 | ddémm/fuywy
I:l mmolfL - Date: ddfmmfyyyy

| Lifestyle management

Physzically active?
Green Prescription given
Date of last dietary assessment

[rate referral for dietary advice

ver (- (8 Mo
ves () - (3 Mo
ddfmmfww
|:|ddfmmfww
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DEMOGRAPHICS || CVD RISK ASSESSMENT || CVWD RISK MAMAGEMENT || DIABETES MANAGEMENT

(o}
o ( RISK ASSESSMENT INFO ][ SENTINEL FEEDEACK |
<
— ' ™
8 all underlined items are required.
o
-2 - -
8 ‘ Diabetes glycaemic control |
g Hb&ic [8 | % - Date: [24/08/2005 | ddimmiyyyy
N Diet therapy only | Vez V|
Metformin | Mo V|
Sulphonylurea | Mo V|
) Glitazone | Mo V|
C
5 Acarbose | Mo V|
o
o Insulin | Mo V|
) :
S Date of last dietary azzeszment [24/08/2005 |dd/mm/yyyy

Crate referral for dietary advice I:ldd.f'mmf',ﬂ,ﬂ,ﬂ,l
Crate referral for diabetic education I:ldd.f'mmf',ﬂ,ﬂ,ﬂ,l

Renal |

C mgfmmol - Date: |24/028/2005| ddémm/pyyy
Serum creatinine mmaolfl - Date: |24/02/2005| ddémm/yypyy
Eztimated GFR mlfmin

A

| Diabetic Feet

Foot assessment taday? | Mo W

‘ Diabetic Eyes |
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g DEMOGRAPHICS][CUD RISK ASSESSMENT”CUD RISK MP.NAGEMENT](DIP.BETES MF\NP-GEMENT]
o
% ( actions |( ReEcommEnpaTIONs | PATIENT INFORMATION ]( RISK ASSESSMENT INFo ][ SENTIMEL FEEDBACK |
-8 - \
© "WHAT IF" / "DEMOQ" - Actions:
S) This response was generated: 28-Sep-2005 17:02 hrs
2
Test/Retest Considerations
» Re-test fasting lipids today and rerun decision support
o Lifestyle
’g s Refer to dietitian
§ m Reassess dietary pattern and physical activity every 3-6 months

» Give Green Prescription

Renal

» Check ACR 3-6 monthly if risk factars present, atherwise check annually

Glycaemic Control

n Undertake 3- to 6-month trial of intensive lifestyle interventions

n Start metformin {if HbAlc not improving with trial of lifestyle interventions)
» Refer for dishetes self-management education

s Check HbAlc in 3 months

XIII Cochrane Colloquium
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% omzommpuIHoLch RISK pmmmmmzmz._.:nco RISK zpzpmmzmz._.:o;mm._.mm zpzpmmzmzL
o
AN
= ( acTions J( RECOMMENDATIONS |( PATIENT INFORMATION ][ RISK ASSESSMENT INFO |( SENTINEL FEEDBACK |
()
5 \. )
© "WHAT IF" / "DEMO" - Recommendations:
O This response was generated: 28-5ep-2005 17:02 hrs
2
3 L]
N CVD Risk
» Patient has disbetes with an estimated 5-vear CVD risk of 17%. CYD risk category:

High.

[(MZGG CWD) Estimating CWYD risk]
an.v » Patient has one or more of the criteria not included in the Framingharm equation which
5 may no:._nmﬂ additional risk (see Risk Assassment Info tab). A
.m The patient has been moved up one risk categaory (+5%).
> [(MZEG CWD) Estimating CYD risk]
= m A to lower CVD risk to <15% wia lifestyle advice and simultaneous reduction of

several risk factors,

Renal

m ACR s 1.5mg/mmol. Check ACR 3-8 monthly if have following risk factars: Maaori,
Pacific, Asian, microalbuminuria, elevated BP or lipids, smoking or poorly cantrolled
blood glucose. Otherwise check at least annually. Seek specialist opinion if note a

rapid increase in ACR {eq, doubling over 1 year noted from at least 3 samples),
[(MZ2GG Diabetes) Identifeing and managing diabetic renal disease]

Lifestyle

s Referral for intensive dietary advice, ideally by a dietitian or suitably trained health
nrofessinnal. is recnmmended. Continne tn monitnr. assist and advise natient pyery 3-

Xl Cochrane Colloquium
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p
o DEMOGRF\PHICS][CUD RISK F\SSESSMENTMCUD RISK MANAGEMENT](DIABETES MANAGEMENT]
o
< ( acTions J( RECOMMENDATIONS | PATIENT INFORMATION |( RISK ASSESSMENT INFO ][ SENTINEL FEEDBACK |
AN
—
8 s ™
[} "WHAT IF" / "DEMO" - Patient Information:
8 This response was generated: 28-Sep-2005 17:02 hrs
e
Q Patient Name: Joe Bloggs

CVD Risk

s You have dishetes and a high risk of developing heart disease aor blood vessel disease
® or hawving a stroke in the next § years. The good news is that there are plenty of
= things that you can do to reduce this risk,
8 [MHF booklet- reducing the risk of heart attack and stroke (www.nhforg.nz)] k
o G . .
2 s As you have a family history of early heart disease or stroke, you may need to receive
= more intensive advice and treatment.

Lifestyle

s Regular physical activity and a diet that protects your heart will improve your general
= health, control your diabetes, help lower your blood pressure, and improve your
= cholesterol and triglycerides (blood fats) and other factars. Your doctor may refer you
8— for special dietary advice so that you can get advice tailored just for you.
o [Diabetez MZ- Fit for life (www diabetes.org.nzl]
(=D [Ciabetes MZ- Baszic guide to food (www.diabetes.org.nzl]
O [Tackling wour rizk factorz-Eating and Hutrition (www.nhf.org.nzl]
“CJ s Get mare active. The long term aim is 30 minutes of physical activity on most days of
© the week {or 3 lots of 10 minutes a day). Set a goal and go for it!
N [Diabetes MZ- Fit for life (www diabetes.org.nz)]
8 [Walking / Stretching / Physical activity for peaple with medical conditions (www. PushPlay.org.nzl]
O [Tackling your rizk factors-phyzical activity (www.nhfarg.nz)]
= s Your weight is above the recommended healthy weight. Ask your doctor or practice
>< mirea ahnnt 3 wainht lnce ArnArararma Whon woo ara rasde g ta lnca shoot 1098 AF
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[ Ethics approval ]

Tp]
o
. |
N
g Mailout & telephone
fe) contact 129 GPs but
S only 107 eligible
° |
N Consent from 84
18 declined GPs (78.5%)
4 on leave < ]
. 1 unable to be contacted Visit practice, conduct
g electronic queries
e |
Q
§ [ Query lists left in practice ]

|
3528 Audits completed by
DPT nurses onto paper

= audit form
3 |

&

o) Data entry at Diabetes
8 Project trust
£ I

o

5 Analysis

@)

O I

< Report
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Pre-Prompt Post-Prompt

(n=1677) (n=1851)

Maori 473 (28%) 480 (26%)
Non-Maori 1204 (72%) 1371(74%)

No differences between Pre-Prompt and Post-Prompt groups in terms of age,

gender, ethnicity, HUHC, CSC




whad THE UNIVERSITY
OF AUCKLAND

NEW ZEALAND

Te Whare Wananga o Tamaki Makaurau
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o
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N
|
3
o 16—
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O
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- 144
™
N
124
10+
(0]
E
> 8+
(o]
o)
]
=

Pre-Prom pt Post-Prompt
O non-Maori 2.8 10.6
B Maori 3.2 14.8

Adj OR non-Maori 4.73; 3.14-7.10 Adj OR Maori 5.44; 2.88-10.27
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0

Pre-Prompt Post-Prompt
O non-Maori 38.3 48.2
B Maori 49.5 59.4

Adj OR non-Maori 1.61; 1.36-1.92 Adj OR Maori 1.39; 1.04-1.86
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g 100+
3 /
70—/
60—/
% 50-/
£ “- /
= /
30-
20-/
£ 10
E 0-
o Pre-Prompt Post-Prompt
8 O non-Maori 86 92.9
% B Maori 75 83.5
§ Adj OR non-Maori 2.44; 1.85-3.22 Adj OR Maori 2.08; 1.48-2.93
<
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Pre-Prompt Post-Prompt
O non-Maori 64.3 72.8
® Maori 57.1 69

Adj OR non-Maori 1.52; 1.28-1.80

Adj OR Maori 1.59; 1.19-2.13
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231 October 2005

20

Melbourne

5
0_
Pre-Prompt Post-Prompt
O non-Maori 14 12.3
B Maori 214 23.5

Adj OR non-Maori 1.08; 0.86-1.34 Adj OR Maori 1.05; 0.76-1.46
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25+

231 October 2005

20

Melbourne
|

5
0_
Pre-Prompt Post-Prompt
O non-Maori 211 24.9
B Maori 15.4 17.3

Adj OR non-Maori 1.23; 1.02-1.49  Adj OR Maori 1.03; 0.71-1.51
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Define the clinical (and information need) clearly
Ensure there is a shared vision
+ Funders, practitioners, IT team(s), communities

Ensure the systems are in place
+ Human — champions, project manager, training, peer support, QA

+ Technical — platforms, connectivity, minimum datasets, QA,
change control

Localisation (where appropriate)

Incentives (not always financial)

Audit and feedback

Sustainable infrastructure to support over the long-term
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Getting more evidence into practice
B Add new CDSS modules
+ Stroke, AF, Cardiac rehabilitation
Generating more evidence
@ Validation of data entered into the forms
+ Ethnicity, Risk factors

B Profile of risk factors
+ by ethnicity, by NZ deprivation score, by GeoCode

@ Naturalistic study of the impact of PREDICT on outcomes
+ Effect of screening tool on adherence to best practice
+ Subsequent impact of adding CCDS management advice

231 October 2005

Melbourne
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e B Many GPs, PNs, and medical/nursing/pharmacy/specialists
S New Zealand Guidelines Group

é CVD and Diabetes guideline committees

§ National Cardiovascular Advisory Group

Q @ Maori Cardiovascular Group

=]

Ministry of Health Clinical Services Directorate
National Heart Foundation

Diabetes NZ

PHOs —ProCare, HealthWest,

CMDHB (CCM programme, MMH CCU and Whitiora)
WDHB (Prompt Evaluation Study)

University of Auckland

Enigma Publishing Ltd

HealthTech Ltd

Health Research Council

[+ +]

[+]

B =

Melbourne
0 O

[+]

O @ @ @

[+]
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B8 ProCARE Health Ltd
+ Elaine Horn
+ Kate Moodabe
+ Keith Crump
+ Paul Roseman

B8 \Waitemata DHB
»' Natasha Rafter
+ Robyn Whittaker

@ University of Auckland
+ Sue Furness (Project manager)
+ Vanessa Selak
+ Alistair Stewart
+ Rod Jackson
+ Sue Wells

e THE UNIVERSITY
OF AUCKLAND

NEW ZEALAND

Te Whare Wananga o Tamaki Makaurau




e 1HE UNIVERSITY
OF AUCKLAND

NEW ZEALAND

Te Whare Wananga o Tamaki Makaurau

8 Copyright 2002 by Randy Glasbergen. www.glasbergen.com
<
[ [ 1]
) _
o)
[e)
©
(@)
R 7]
)
£ - .._‘.._“
>
o)
Ke]
)
=
! )

GLASBERGEN

“] think you need a heart transplant, my associate
thinks you need a bypass, and our computer
thinks you just need to be rebooted.”
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