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CSN-QUIS Project Update Summary

Background: Diabetic nephropathy is still the leading cause of CKD and ESRD. In recent years
more evidence has emerged supporting the use of multiple classes of medications that reduce
proteinuria and progression of kidney disease, especially in diabetic CKD. However there has
been variable uptake of these medications, if optimized, the use of these medications can delay
dialysis, improve quality of life for patients and reduce health care costs. Clinical Decision
Support (CDS) tools/systems are used to increase evidence/guideline based behaviours
desirable in a health care setting, however their implementation can be nuanced.

Aim: Improve uptake of guideline directed medical therapies in diabetic CKD using embedded
Clinical Decision Supports.

Measures:

- Outcome: Appropriate uptake of guideline directed medications (ACEi/ARB, SGLT2i, and
newer GLP1RA and sMRA; taking into account indications/contraindications as well as
intention to treat)

- Process: Rate of triggering the CDS tool in EHS, fidelity of use of the CDS, perception

- Balancing: Adverse effects of medications (hypotension, hyperkalemia, AKI), medication
discontinuation, “alert fatigue”

Root Causes Analysis:

We suspect the lack of uptake is not due to lack of knowledge or evidence, but rather unclear
roles, workflow issues, and systemic barriers. Starting in roles, often patients are referred to
nephrology for diabetic kidney disease by primary care providers, in consultation the patient
may receive recommendations rather than an actual prescription. Other times with
prescriptions, they may be discharged back to the primary care provider to titrate and monitor
after initiation. Both are suboptimal. Workflow issues present a significant barrier to optimized
care of diabetic CKD, as it is so prevalent, physicians and allied health can be overwhelmed. We
need to detect and monitor diabetic CKD, initiate therapies, titrate therapies and monitor
followup labs, titrate doses, and note any discontinuations for future management. Lastly, there
are various systemic barriers such as regular access to clinics, access to timely and appropriate
referrals, and coverage/access to newer medications.

Change Ideas:

- Role confusion: we hope to publish this CDS tool to primary care networks in the future
to facilitate easy and efficient in-house care for the patients without need to refer to
nephrology.

- Workflow: we hope to automate and integrate the various aspects into the CDS within
the electronic health records system.

- Systemic: we hope to publish a version of the same tool to primary care providers to
potentially streamline referrals. We also hope to automate application for insurance
coverage. Potentially use local data to advocate for provincial formulary updates.





