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The goal of an ASCVD 10-year Risk calculator is to
aid in the prevention or delay of ASCVD and related
conditions by estimating the risk of developing
ASCVD based on certain demographics, lifestyle
choices, diagnoses, medications, and vitals.

Azara's ASCVD 10-year risk calculator is sourced
from the 2013 American College of Cardiology
and the American Heart Association Guideline

on the Assessment of Cardiovascular Risk which
used a pooled cohort equation to develop the risk
calculation. The guideline defines ten-year risk as
the risk of developing a first ASCVD event—non-fatal
myocardial infarction or coronary heart disease
death or fatal or nonfatal stroke—over a 10-year
period among people free from ASCVD at the
beginning of the period.

The risk estimator is for patients age 40 to 80 years
old who do not have evidence of already having
ASCVD, including events and procedures such as
myocardial infarction, stroke, CABG, and stent or
patients with LDL level (at any point) greater than
190 or having familial hypercholesterolemia. These
factors assist in identifying patients who have not
had a prior ASCVD event and assign a 10-year risk
score. Patients are considered at elevated risk if the
10-year risk score is 27.5%.

Funding for this initiative/project was made possible by the
New York State Department of Health (NYDSOH).

The DRVS ASCVD Risk Calculator calculates risk
using a specific set of factors, which include:

Criteria Parameters

Age 40-80 years old

Sex at Birth Male or Female
Race African American or

Non-African American

Total Cholesterol

Most recent result in last
5years

HDL Cholesterol

Most recent result in last
5years

Systolic Blood Pressure

Most recent result in past
730 days (2 years)

Smoking Status

Most recent result in past
730 days (2 years)

History of Diabetes

Active in last year

Treatment for Blood
Pressure

Active medication in last
year

The ASCVD risk criteria values are available in
the ASCVD Ten Year Risk registry along with a
risk level and risk score for each patient with data

available.
Risk Level Risk Score
High Risk >=20%

Intermediate Risk

7.5% -<20%

Borderline Risk

5% -<7.5%

Low Risk <=5%

. Missing data criteria
Missing Data needed for calculation
N/A Patient has exclusion to

ASCVD Risk calculation
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ASCVD - Atherosclerotic cardio
vascular disease
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Patient Visit Planning (PVP)

> Watch the ASCVD 10-Year Risk
Calculator video here.

ASCVD 10-Year Risk Score in DRVS

Registries

« ASCVD 10-Year Risk Registry
« Social Needs All Patients

« Social Needs Assessed

« Custom Registries as designed by
community health center

o Custom cohorts can be created and
applied across all tools

Use Cases

Tools for Point of Care

« Using the Patient Visit Planning report
and alerts.

Identify patients with missing or out-of-date

criteria

. ldentify patients with elevated risk of
ASCVD.

. ldentify patients for outreach.

« Review patients with elevated ASCVD risk
by specific chronic conditions who are not
already being treated with statin, aspirin
or HTN treatment who do not have an
appointment.

« Identify patients with insufficient data
(missing or out of-date) to calculate risk.

Evaluate at Risk Populations with
Social Determinants of Health (SDOH)

« Evaluate ASCVD risk for patients with
elevated or specific SDOH risk.

Evaluate Improvements in Care Gaps related
to ASCVD

« ldentify and review missing data points.

. ldentify patients with high ASCVD risk
and review for appropriate treatment with
pharmacotherapy.

« ldentify gaps in statin/Ischemic

Vascular Disease therapy for high ASCVD
risk patients.
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https://vimeo.com/432175951/2d034fcfaf

ASCVD 10-Year Risk Score in DRVS

This summary of tools in DRVS related to the ASCVD Ten Year Risk functionality and specific
use cases will assist you in identifying patients with ASCVD risk, those with insufficient

information to adequately assess risk and utilization of ASCVD risk with specific populations
already at greater risk due to their chronic conditions.

As you review the tools, consider the resources available and current workflows to determine
where and who should use the tools for the best results. There is applicability for care team

support and providers for pre-visit planning, at point of care, post visit treatment planning and
for broader population health initiatives.

Tools at Point of Care

1. Use Alert Admin to review and edit the alerts related
to ASCVD risk. Verify that the alerts are enabled and
are included on the POC Alert Closure Measure
(Center Admin).

e ASCVD Risk Calculator Data Missing, Elevated
ASCVD Risk Statin Rx, BP High No Dx, Aspirin, LDL.

2. Run the Patient Visit Planning report 24 hours in
advance to anticipate tests and/or needed treatments [

(Provider or Care Team Member).

Edit

GENERAL

CATEGORY
Other

ALERT HAME

ASCVD Risk Caloutator Data Missing

Alart Name me=t ba uniqua and cannat ba
changed

ALERT TYPE

Logic not editable

INCLUDE IN POC
ALERT CLOSURE
MEASURE

- 3

Cancel

X
CEMTER
Meighborhood Health Center v I STATUS m Disabled |
PUP DISPLAY HAME
ASCVD Risk Calculstos Data Mising (K1
This is what will appear on the visit planming raport.

Bennett, Elizabeth
MRN: 123456

DOB: 5/6/1976 (44)

900 AM Monday, August 3, 2020

Sex at Birth: F
Gl: Female

$0: Choose not to

disclose
DIAGNOSES (2)
Depression HylLip
RISK FACTORS (3)
IASCVD Risk Score | BMI SMI

Visit Reason: GYN PROBLEM - 7/31/20 Symtoms NO, Traveled NO_gc 7/10/2020 Pt coming in for GYN PROBLEI

Phone: (123)456-7890
Language: Spanish
Risk: ™1 !

ALERT

Last Well Visit: 6/29/2020 PCP: Bridgewater, Bill
Portal Access: N 2 Payer: United Health

MESSAGE

Care Manager. Unassigned

MOST RECENT DATE MOST RECENT RESULT

| 8P High No Dx

Out of Range

8/3/2020| 159/74

Flu - Seasonal

Overdue

| ASCVD Risk - No Statin  Missing |

9/9/2019

o Use the Risk Factors section of the PVP to identify patients with ASCVD risk. ASCVD risk level is displayed

if it is borderline, intermediate, or high.

e Check the Alert messages and enter orders for patients with ASCVD Risk Calculator Data Missing.

3. Use the ASCVD Ten Year Risk registry to inform treatment options before or after a visit (Provider or Care

Team Member).

e Runthe ASCVD Ten Year Risk registry for recent visits or upcoming appointments to assist with treatment
or follow up recommendations related to ASCVD risk.

e Runthe ASCVD Ten Year Risk registry with appropriate past or future date range.

- Review patients’ missing or out of date data to inform upcoming care.

- Sort by ASCVD risk level and review “HTN MED”, “Statin Med” and “ASA/Anti-platelet” columns to inform
treatment conversations with patients.

azara

healthcare



ASCVD 10-Year Risk Score in DRVS

Identify patients with elevated risk of ASCVD

1. Identify patients with high risk of ASCVD for outreach (Care Coordinator/Quality Improvement).

Run the ASCVD Ten Year Risk registry for a designated period.
Use the registry column header filter to display patients with an ASCVD Risk of ‘High'.

Identify patients who need an appointment. Start with a period of one month and expand the time as
needed to identify patients who need an appointment or should be targeted for review for additional
treatment.

2. Review patients with elevated risk by specific chronic conditions and with no treatment or appointment.

ASCVD Ten Year Risk = FILTER A

REGISTRY

DATE RANGE

RENDERING PROVIDER PERIOD TENSE PATIENT DIAGNOSES '
o - : 3 L} + aga @Y Export Excel :
07/27/2020-08/03/2020 = All Rendering Provid > No Match » Diabetes ~ | (X i

i Copy Registry

iE REGISTRY & VALUE SETS

Search Patients .

m AGE RISK 7 MNA REASON RISK SCORE DATE RESULT DATE RESULT DATE SYSTOLIC

Asplund, Ray 8402244 52 | High 2421 6/5/2020 149 6/5/2020 170 7/28/2020 118
Volker, Shelby 9933171 56 High 6461 172572020 118 1/25/2020 220 B/5/2020 146
Spaman, Vince 1858721 43 High 3066 62972020 9% &/29/2020 250 FAR2020 114
Burlew, Darrick 4569210 54 High &7.04 11/14/2019 129 11/14/2019 210 F/31/2020 137
Peloquin, Laurine 5115912 55 High 2379 TAT2020 7 FAT2020 300 B/L/2020 113
Gerveler, Ron 2926192 & | High 4277 6/26/2020 176 £/26/2020 7.00 8/7/2020 126

a Create Cohort

Filter the ASCVD registry to a specific chronic condition e.g., hypertension or diabetes. Filter to patients
with an ASCVD Risk of ‘High'. Identify patients who need an appointment or should be targeted for review.

Create a Cohort of patients with a chronic condition not in control. Apply the Cohort to the ASCVD registry
and evaluate risk and treatment consideration.

Create a custom registry for a chronic condition, adding ASCVD Risk level and score, along with other
desired criteria to better manage that group of patients.

3. Identify patients with insufficient data (missing or out-of-date) to calculate risk.

Run the ASCVD registry for the appropriate period.
Use the registry column header filter to display patients with ASCVD Risk ‘Missing Data’.

Filter the “Next Appointment” column to patients with upcoming appointments to order the appropriate
labs to satisfy their missing data elements. Or filter the “Next Appointment” column to patients without an
upcoming appointment and conduct outreach to get them seen at your center.

Use the Point of Care tools discussed earlier to ensure patients with insufficient data get the data needed
to calculate their risk.
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ASCVD 10-Year Risk Score in DRVS

Evaluate at Risk Populations with Social Determinants of Health (SDOH)

1. Run the ASCVD registry.

SDOH trigger information and total tally (number of SDOH risks) are available as registry columns for easy
visibility when reviewing patients’ ASCVD risk. Use the column header to filter to specific SDOH risks.

Use the SDOH and SDOH Count filters on the registry to filter to specific SDOH criteria, such as food,
transportation, or stress.

2. Run the Social Needs All Patients or Social Needs Assessed dashboards.

Filter the dashboard to High and Intermediate ASCVD risk patients to see graphical representation of social
determinants impacting the health of patients with higher ASCVD risk. This can be useful for identifying
and addressing the needs of high-risk patients based on both clinical indicators and social need, such as
food insecurity and lack of stable housing.
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ASCVD 10-Year Risk Score in DRVS

Evaluate Improvements in Care Gaps related to ASCVD

1. Establish baseline data for area of interest regarding ASCVD (Quality Improvement).
o Identify patients seen in the last 12 months without an ASCVD calculation due to missing data.
- Use a custom date range of one year and sort the Risk column to ‘Missing Data’.
- If the number is exceptionally large, consider focusing on patients with a primary care appointment.

- Review missing data points to look for any patterns, e.g., missing cholesterol values or provider
variation.

- Record the value for comparison at a future date.

ASCVD Ten Year Risk = FLTER A H X)
REGISTRY -
DATE RANGE RENDERING PROVIDER PERIOD TENSE SERVICE LINES
0B/0L/2019-08/01/2020 &  AllRenderingProvii. ~ | NoMatch “ | Primarycaee - ® + Add Fitter 1 © Update
i= REGISTRY +¥ VALUE SETS

Search Patients _.

DEMOGRAPHICS >

MOST RECENT ENCOUNTER NEXT APPOINTMENT

NA REASON RISK SCORE DATE PROVIDER LOCATION DATE PROVIDER

Carlow, Nail 1811238 7 Missing Data 8172020 Lynes, Lori
Conaway, Alphonse £177089 50 | Missing Data 5/8/2020 Reddington, Ro.  Adult Health 712/2020 Bar, Samual
Broscious, Eldridge 8231724 4% | Missing Data T2 Parker, Philip
EBohmker, Mitchell 520775 40 | Missing Data &/12/2018 Fay. Tom Neighborhood Medical Center 71372020 Cranston, Bill
Klebanow, Yoko 1408322 41 Missing Data FI 00 Raddington, Ro_
Capelo, Enoch 3566527 T4 Missing Data FI23/2020 Parker, Philip
Loatman, Trent &B9BE5T 57 Missing Data FIN2020 Green, Leslie
Malodia, Yong 3080373 50 Missing Data 8/11/2018 Paul, Jassica MNeighborhood Medical Center 719/2020 Parkar, Philip
Reivas, Elayne 4535079 49 Missing Data F8/2020 Crana, \Vince

o Identify patients with a high ASCVD Ten Year Risk and appropriate treatment with pharmacotherapy in the
last 12 months.

- Use a custom date range of one year, filter to primary care service line and sort the risk column to High.
- Review columns for HTN Med, Statin Med and ASA or Anti-Platelet treatment.

DEMOGRAPHICS > ASCVD  HTN MED STATIN MED ASA OR ANTI-PLATELET
RISK ¥  START DATE | STOP DATE START DATE RXNORM | NAME DATE NAME

Ferrel, Lacey 3638269 | High | i I ! ! i

Lagatella, Flassie 2832682 | High 5/13/2020 12/31/4700 LISINOPRIL 5/13/2020 314231 SIMVASTATIN 5/13/2020 ASPIRIN

Wittlin, Pricilla 8894026 | High 8/4/2020 12/31/4700 USINOPRIL-HYDROC  8/4/2020 617311 ATORVASTATIN CALCIUM  8/4/2020 ASPIRIN 81

Quall, Cristing 8177027 | High

Mckechnie, Oneida 4514448 High
Muckelvanay, Mancey 7173151 High
Corsaro, Davina 8285290 High

Deatherage, Willia 5198707 High B/27/2016 12/31/4700 LISINOPRIL
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ASCVD 10-Year Risk Score in DRVS

o Identify patients that are not meeting the Statin Therapy measure (CMS347v3)* by ASCVD risk.

- Run the Statin Therapy measure for the most recent trailing year period, applying the ASCVD Risk filter.

- Identify and evaluate care gaps through the patient detail list.

* Other potential measures to use are IVD Aspirin Use, Hypertension Controlling High Blood Pressure,

Tobacco Screening and Cessation, and Diabetes A1c >9 or Untested.

MEASURE
PERIOD
T July 2020

RENDERING PROVIDER
w All Rendering Provid...

il MEASURE ANALYZER

Search Patients _

DEMOGRAPHICS >

SERVICE LINES
~ Primary Care

Statin Therapy for the Prevention and Treatment of Cardlovascular Disease

ASCVD RISK

|

iE DETAIL LIST

E

Gaps

-
= FILTER A -
-

- Add Filter

& VALUE SETS

MOST RECENT

NAME MRN SEX AT BIRTH DATE OF BIRTH MEDICAID-NUMBER USUAL PROVIDER INACTIVE DECEASED ENC PROVIDER LOCATION
Spead, Pearlens 3446487 M 171141967 244400 Wedlxel, Evan N N 91072019 Majido, Daniel Florence Ave
Scafe, Roscoa 5226996 M 712071981 B424579 Weixal, Evan N N 12/47201% Cote, David 1st 5t Clinic
Jinkins, Domitila 3099579 F 972971972 1369628 Houser, Dougie N N 92772019 Plant, Robart Florence Ave.
Alkins, Jamaal 4113907 F 10/7/1987 7505676 Eranchburg, Tom N N 441772020 Houser, Dougie st 5t Clinic
Chagnon, John 6720545 F 2971962 3309078 Rigoli, Brian N N 37472020 Wiaixel, Evan 1st 5L Clinic
Mehring, Porter FEOSALE 12/7/1948 7392086 House, Gregory N N 9/29/2019 Houser, Dougie Lakeview Ady
Lista, Bud S183386 716/1%68 6892993 Bryan, Frank N N 17472020 House, Gregory Lakeview Ady
o Evaluate responsiveness to ASCVD alerts on the PVP.

- Run the Alert Closure - Point of Care (POC) measure.

- Filter to primary care providers and the ASCVD alerts (ASCVD Missing Data and ASCVD No Statin).

- Evaluate alert closure rate by provider team and specific alert.

- Provide feedback to the care team.

E Alert Closure - Point of Care (POC) = FILTER ~ H ﬁ |

PERIOD
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Al Rendering Provid. w

ALERT
2 selected
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