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UNDERSTANDING CHRONIC KIDNEY DISEASE (CKD)

LEVERAGING DRVS FOR CKD MANAGEMENT

UNDERSTANDING ASCVD RISK

LEVERAGING DRVS FOR ASCVD MANAGEMENT

Today’s Agenda
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Understanding Chronic Kidney 
Disease
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% of US Adults with CKD

https://www.statista.com/statistics/780675/chronic-kidney-disease-prevalence-us-by-ethnicity/



The Burden of CKD in the U.S.

CKD by the numbers:

Kidney diseases are the 8th leading cause of death in the U.S.

About 37 million US adults are estimated to have CKD; most are undiagnosed

40% with severely reduced kidney function (not on dialysis) unaware of having CKD

Every 24 hours, 360 people (>130,000/year) begin dialysis treatment for ESRD

In the US, diabetes and high BP are the leading causes of kidney failure, accounting for 3 

out of 4 new cases

In 2019, treating Medicare beneficiaries with CKD cost $87.2 billion, and treating people 

with ESRD cost an additional $37.3 billion (>124 billion)

© 2024 American Medical Association. All rights reserved.  | 5
https://wonder.cdc.gov/controller/datarequest/D176

https://wonder.cdc.gov/controller/datarequest/D176


Leveraging DRVS for CKD 
Management



Prevalence | Diagnosed



Prevalence | Diagnosed + At-Risk



Kidney Profile Measures

Determine kidney profile testing rates for patients with DM or HTN

Numerator Estimated glomerular filtration rate (eGFR) in last 12 months

AND

Urine albumin-creatinine ration (UACR) test in last 12 months

Denominator Ages 18-85

Active Diagnosis (Diabetes or Hypertension)

Qualifying encounter in last 12 months

Exclusions ESRD

CKD Stage 5

Dialysis or kidney transplant

Hospice/advanced illness/frailty



Population at Risk | Diabetes



Population at Risk | Hypertension

Logic change for 

kidney profile to 

AND



Identify Patients for CKD Screening

Demo Data
demo



Alert Providers at Point of Care

Turn on CKD Screening PVP 

Alerts for DM and HTN 

patients

(2 MT centers have alert 

enabled )

Consider adding into POC alert 

measure to track closure rates 



Diagnose | Dynamic Cohort

Use the High Risk 

Chronic Kidney Disease 

dynamic cohort to identify 

patients with moderately 

increased to highest risk



Diagnose | Custom Registry

Remove the 

inclusion 

criteria of the 

CKD registry

Create a copy 

of the CKD 

registry

Exclude 

patients with 

CKD and 

ESRD 

diagnoses



Diagnose | Undiagnosed CKD

Use a custom registry to identify patients with elevated risk of CKD 

who do not have a diagnosis



Treat | CKD Registry



Treat | Identify Care Needs

demo



Treat | Medication 

Filter to patients who have not 

been prescribed an ACE/ARB 

and evaluate



Azara Patient Outreach | Campaigns 

Cancer Screening

Breast

Cervical

Colorectal

Unreturned FIT 
Kits

Chronic Disease

Diabetes A1c

Comprehensive

Diabetes

Undiagnosed 
Hypertension

Hypertension 
Control

CKD Screening 
Patients w/ HTN

CKD Screening 
Patients w/ 
Diabetes

Pediatrics

Childhood 
Immunizations

Well-Child

Visits

Adolescent 
Immunizations

HPV 
Vaccination

Preventative Visits

Patients 
Without Visits

Members 
Without Visits 

Unmatched 
Patients

Transitions of 
Care

Seasonal Flu

Chlamydia 
Screening

COVID-19

Immunization 
Availability

2nd Dose 
Reminder

Booster Dose 
Reminder

Medicaid 
Eligibility

Initial 
Redetermination

Follow-Up 
Redetermination

Redetermination 
Date Passed



Targeted Outreach

Identify patients with diabetes 

who have not had CKD screening 

and have no upcoming 

appointment



Understanding ASCVD
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ASCVD & 10-Year Risk

ASCVD is a major cause of morbidity and mortality in the United States. 

Understanding a patient’s 10-year ASCVD risk is fundamental to the 

prevention or delay of ASCVD and is established based on certain demographics, 

lifestyle factors, diagnoses, medications, and vitals. 

10-year risk assess a patient’s risk of developing a first ASCVD event, including:

Non-fatal myocardial infarction  

Coronary heart disease death

Fatal or nonfatal stroke

1

2

3

Source: ARUP Consult, Atherosclerotic Cardiovascular Disease Risk Matters

https://arupconsult.com/content/cardiovascular-disease-traditional-risk-markers
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What ASCVD calculator do 
staff at your practice use?



Calculator | Elements of Calculation

Total Cholesterol

HDL-C Cholesterol

Systolic Blood Pressure

Smoking Status

Treatment for High Blood Pressure

• Active Hypertension Medication

Diabetes Diagnosis

Most recent in past 5 years

Most recent in past 2 years

Active in last 365 days

Azara's ASCVD 10-Year Risk Calculator

https://www.ahajournals.org/doi/pdf/10.1161/01.cir.0000437741.48606.98


Patient Populations
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ASCVD Risk Thresholds
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Risk Level
Calculated % Risk for ASCVD Event in 

10yrs

Low Risk <5%

Borderline Risk 5% – 7.4%

Intermediate Risk 7.5% – 19.9%

High Risk >= 20%

Missing Data Missing any calculation elements

N/A Excluded from calculation



ASCVD Risk-Informed Interventions
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Risk Level
Calculated % 

Risk
Recommended Intervention

Low <5%

Eating a healthy diet and exercising will help keep your 

risk low. Medication is not recommended unless your LDL, 

or “bad” cholesterol, is greater than or equal to 190.

Borderline 5% – 7.4%

Use of a statin medication may be recommended if you 

have certain conditions, or “risk enhancers.” These 

conditions may increase your risk of a heart disease or 

stroke.

Intermediate 7.5% – 19.9%
It is recommended that you start with moderate-intensity 

statin therapy.

High >= 20%
It is recommended that you start with high-intensity statin 

therapy.
Source: Intermountain Heart Institute. Intermountain Medical Center, Understanding Your ASCVD Risk Score Corcal Research Study

https://intermountainhealthcare.org/-/media/files/services/heart-care/ascvd-risk-score_062719_kro.pdf
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Rescreening & Reclassifying

Consider re-screening intervals based on ASCVD risk:

  Every 5 years if ASCVD risk < 7.5% over 10 years

  Every 2 years if ASCVD risk 7.5–14.9% over 10 years

  Annually if ASCVD risk ≥ 15% over 10 years and not on statin

1

2

3

Source: American College of Cardiology, New Aspects of the Risk Assessment Guidelines: Practical Highlights, Scientific Evidence, and Future Goals

https://www.acc.org/latest-in-cardiology/articles/2018/11/14/07/10/new-aspects-of-the-risk-assessment-guidelines
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What barriers exist to timely 
identification and diagnosis 
of patients with ASCVD at 
your health center?
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ASCVD Lifestyle Modifications

Tobacco Cessation Healthy Diet Moderate Alcohol 

Consumption

Weight Management BP Management
Source: Kaiser Permanente, 

Atherosclerotic Cardiovascular 

Disease (ASCVD) Primary 

Prevention Guideline

https://wa.kaiserpermanente.org/static/pdf/public/guidelines/ascvd-primary.pdf
https://wa.kaiserpermanente.org/static/pdf/public/guidelines/ascvd-primary.pdf
https://wa.kaiserpermanente.org/static/pdf/public/guidelines/ascvd-primary.pdf
https://wa.kaiserpermanente.org/static/pdf/public/guidelines/ascvd-primary.pdf


Activities by Role| Summary

azarahealthcare.com

Role Activities

MA/LPN

• Pre-visit plan for telehealth /face to face patient visits

• Perform ASCVD risk assessment and deliver results to provider/care team

• Discuss alerts in huddle

− Elevated BP and no HTN dx

− Missing ASCVD criteria

− No Statin

Pharmacist
• Review statin therapy options and discuss potential patient concerns

• Participate in Care Team huddles

Medical Provider

• Use ASCVD Risk Registry to guide treatment when labs returned

• Review ASCVD Dashboards

• Consider treatment plans as it relates to comorbidities

• Collaborate with care team and facilitate warm hand-offs for more in-depth education



Activities by Role| Summary continued

azarahealthcare.com

Role Activities

Care Manager

• Actively oversee/manage patients with changes in medication (cohort)

• Conduct SDOH screens

• Provide education or enabling resources

• Participate in Care Team huddles

Registered Dietitian
• Self management focus on nutrition and weight loss  

• Participate in Care Team huddles

Care Coordinator/

CHW

• Identify patients with high risk ASCVD without treatment and consider potential 

comorbidities

Front Desk • Schedule visits for ASCVD patients with no follow up appointments

Quality Improvement 

Team

• Review panel reports with providers (academic detailing)

• Monitor practice, team, provider performance

• Create cohorts based on care manager engagement, statin therapy, and high ASCVD 

risk



Leveraging DRVS for ASCVD 
Management
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Identifying and Addressing ASCVD

Population Management

Patient Management (POC)

Performance Management 



PVP Alerts at Point of Care

Alert will trigger for patients age >= 40 and age <80 that do not have clinical 
atherosclerotic cardiovascular disease (ASCVD) who are missing data for the required 
components of the ASCVD Risk Calculator. This alert is not configurable.

Alert will trigger for patients age >= 40 and age <80 that have not been prescribed statin 
medication with an elevated risk of atherosclerotic cardiovascular disease (ASCVD) as 
determined by a risk score >= 7.5%. This alert is not configurable

Alert will trigger for patients age >= 22 that have not been prescribed statin medication 
AND that have any of the following conditions: ASCVD, LDL>190, pure or Familial 
Hypercholesterolemia, OR diabetes with an LDL of >=70. This alert is not configurable

Alert will trigger if a patient has had 2 BP readings in the past year with a systolic >= 140 OR 
diastolic >=90. Alert only applies to patients 18 - 85 years old. Excludes patients which have 
ESRD, hypertension, or pregnancy. This alert is not configurable

Alert will trigger if Blood Pressure has not occurred in the last 365 days, or if numeric_1 
value is >= 140 and numeric_2 value is >= 90. Alert only applies to  patients <= 85 yrs 
old. Patient must have IVD and  AMI and  CABG or PCI and Hypertension and Diabetes. 

ASCVD Risk Calculator 
Data Missing

Elevated ASCVD Risk & 
Statin Rx

Statin Rx

BP High No Dx

BP

TURN IT ON!    

azarahealthcare.com



ASCVD Risk Calculator Data 
Missing

Elevated ASCVD Risk & 
Statin

Statin Therapy

BP High No Dx

14 Health Centers
azarahealthcare.com

1 1 13

11
BP

13

Alerts Enabled | Montana Centers
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PVP Visualizations: ASCVD Alert 
Definitions

PVP



39

PVP Alert: ASCVD Risk Calculator Data 
Missing

PVP
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PVP Alert: Elevated ASCVD Risk & 
Statin Rx

PVP



PVP Alert: Statin Therapy PVP
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ASCVD Prevalence | MT Measure

Analyzer



ASCVD Risk Registry

• Contains ASCVD risk score and level, SDOH and 

appointment details

• Sort by provider and date as a post-visit treatment guide

Risk Level Numeric Score

Low Risk <5%

Borderline 

Risk
5%-<7.5%

Intermediate 

Risk
7.5%-<20%

High Risk >=20%

Missing Data
Missing any calculation 

elements

N/A Excluded from calculation

Registry



ASCVD Risk Registry

azarahealthcare.com

What criteria are 

they missing?

Select Date Range for 

tomorrow. Narrow results 

further by provider or care 

manager.

Filter ASCVD 

Risk column to 

“Missing Data”.

Registry



ASCVD Risk Registry
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Registry



Statin Therapy | CVD

46
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Statin Therapy | CVD Measure

Analyzer
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Statin Therapy for ASCVD Measure

Analyzer
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Statin Therapy | ASCVD Measure

Analyzer

Toggle to the Gaps to identify 

patients w/ ASCVD that are not 

currently receiving treatment



Performance Management
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ASCVD Dashboard
Dashboard
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Statin Therapy Breakout Scorecard Scorecard



Alert Closure | ASCVD Missing & 
Statin Rx

Don’t forget to include the alert in the POC measure!
azarahealthcare.com

Measure

Analyzer



What’s New in DRVS
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Option to Edit Saved Filters:
Now Available!
Users can now edit saved filters that have been created in the past.

To do so, users can apply the original saved filter, make modifications to the 

global filter bar, press            , and then save over their saved filter.
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E

Released 

July 2024



Object Visibility:
Now Available in Dashboards, Registries & Scorecards!

Object visibility for registry, scorecard, and dashboard admin is now 

available to users

Users can hide registries, scorecards, and dashboards from the left-

hand navigation bar and from search results

Users can also see if a dashboard is hidden or unhidden in the new 

“Hide in Navigation” column

Released 

July 2024
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New Measure Coming Soon:
Pregnancy Intention Screening

M

E

A

S

U

R

E

Automatically available for practices with the Family Planning Module. 

Available for all other practices with additional mapping but no extra cost.

Released 

July 2024
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Alerts:
Updated to Align with 2024 CQM Measures

Released 

July 2024



2024 HEDIS Measures Certified & Live M

E
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E

Released 

June 

2024Available for practices with the Payer Integration Module.



Super Pins:
Now Available!

Users can now access a collection of all 

of their pinned items in one place

This new feature is located at the top of 

the left-hand navigation bar, directly 

above the PVP
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Released 

June 

2024



Provider Admin:
Bulk Actions Now Available!

Users can now select multiple providers 

from Provider Administration

By clicking on the “Actions” button, users 

can:

• Create a new provider group or update an 

existing one

• Include or exclude selected providers in 

filter

• Include or exclude selected providers from 

4 cut calculation

Released 

June 

2024
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Azara healthcare

Questions?

@AzaraDRVS
A picture containing drawing

Description automatically generated

https://www.linkedin.com/company/2338728/
https://twitter.com/azaraDRVS


ACE’d it? Share your DRVS success story and become an Azara ACE!

Show your organization has used DRVS to Achieve measurable 

results, Celebrate improvement in patient health outcomes, and 

effectively Engage care teams and/or patients. Stories should showcase how 

DRVS helped your organization overcome a challenge, the tools and 

solutions used to drive improvement and details of the successes that 

resulted from your initiatives. ACEs should be able to provide examples that 

quantify quality improvement, cost savings, operational efficiency or patient 

health improvement.

Benefits:

• Azara will help tell your story and provide a client-branded version for your 

use

• Potential to create a 2-4 minute video or hour-long Azara-hosted webinar

• Win Azara swag!

Achieve, Celebrate, Engage!

ACE Program

CELEBRATE

Submit your success story by completing the form at this link or scan our QR code: 

See this year’s ACE posters in the Ballroom Foyer!

https://forms.office.com/r/F8FzvA1khZ
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Upcoming Webinars | September 
Tell Me the Tooth: Dental Quality and Integration Using DRVS 

Thursday, Sept 5, 2p ET

Register here

Data Voyage: How Data Becomes DRVS

Thursday, Sept 12, 2p ET

Register here

From Silos to Synergy: How Integrating Behavioral Health Data Enhances Primary Care

Thursday, Sept 19, 2p ET

Register here

Beyond the Basics: Azara Tools to Support Care Management and Coordination

Thursday, Sept 26, 2p ET

Register here

https://us06web.zoom.us/webinar/register/WN_bEQ28u7cTzysf5D5hx4MHQ
https://us06web.zoom.us/webinar/register/WN_mHl4bIv3Ra-ApyWxAhTrOQ
https://us06web.zoom.us/webinar/register/WN_v6rVWOwHRNObSOZZgpi2SA
https://us06web.zoom.us/webinar/register/WN__PNi6knKSMeHrVZJBYSOyA
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