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This Ql toolkit is made up of modules that are designed to support your practice to make easy, measurable and
sustainable improvements to provide best practice care for your patients. The toolkit will help your practice
complete Ql activities using the Model For Improvement (MFI).

Throughout the modules you will be guided to explore your data to understand more about your patient population
and the pathways of care being provided in your practice. Reflections from the module activities and the related
data will inform improvement ideas for you to action using the MFI.

The MFI uses the Plan-Do-Study-Act (PDSA) cycle, a tried and tested approach to achieving successful change. It
offers the following benefits:

e Asimple approach that anyone can apply
e Reduced risk by starting small
e It can be used to help plan, develop and implement change that is highly effective.

The MFI helps you break down your change implementation into manageable pieces, which are then tested to ensure
that the change results in measurable improvements. There is a diabetes and HbAlc example using the MFI at the
end of this module.

If you would like additional support in relation to quality improvement in your practice please contact Brisbane South
PHN on support@bsphn.org.au.

This icon indicates that the information relates to the ten Practice Incentive Program Quality Improvement PIIP
(PIP Ql) measures.

Due to constant developments in research and health guidelines, the information in this document will need to be
updated regularly. Please contact Brisbane South PHN if you have any feedback regarding the content of this
document.

We would like to acknowledge that some material contained in this toolkit has been extracted from organisations
including the Institute for Healthcare Improvement; the Royal Australian College of General Practitioners (RACGP);
the Australian Government Department of Health; Best Practice; MedicalDirector, CAT4 and Train IT. These
organisations retain copyright over their original work and we have abided by licence terms. Referencing of material
is provided throughout.

While the Australian Government Department of Health has contributed to the funding of this material, the
information contained in it does not necessarily reflect the views of the Australian Government and is not advice
that is provided, or information that is endorsed, by the Australian Government. The Australian Government is not
responsible in negligence or otherwise for any injury, loss or damage however arising from the use of or reliance on
the information provided herein.

The information in this toolkit does not constitute medical advice and Brisbane South PHN accept no responsibility
for the way in which information in this toolkit is interpreted or used.

Unless otherwise indicated, material in this booklet is owned by Brisbane South PHN. You are free to copy and
communicate the work in its current form, as long as you attribute Brisbane South PHN as the source of the copyright
material.
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Brisbane South PHN would like to acknowledge Associate Professor Anthony Russell (MBBS PhD FRACP), Director of
the Department of Diabetes and Endocrinology at the Princess Alexandra Hospital, Brisbane and Co-Chair of the
State-wide Digital Diabetes Network for his input and review of this toolkit.

Brisbane South PHN would also like to acknowledge the contribution of Diabetes Queensland in the production of
this Ql toolkit.

General practice is the ideal setting to address identified care gaps for the treatment of diabetes. General practice
is ideal for primary and secondary prevention and is often the first point of contact for diagnosis, treatment
coordination, access to medications, additional tests and referrals to other providers.

To achieve this, you will need to extract patient data and establish a valid patient list or register.

The following activities will help guide you through the process. There are additional activities to find any patients
who may have been missed in the initial data extraction activity and to ensure they are then coded correctly.
These activities will improve the accuracy of the register and maintain the system for the future.

Once you have an accurate register you will be able to easily identify how your patients are being managed for
their disease and what needs to happen within the practice to optimise patient care.

There are checklists included below that will guide you and your practice to:

o identify a sample group of patients by reviewing data measures from your practice population
e use this toolkit to guide you along the journey
e setyourselves timelines to achieve your goals

e consider potential internal or external factors that could impact the activity and factor these into your
planning e.g. accreditation preparation, staff leave (planned or unplanned), global pandemic, influenza
vaccination season

e review your progress regularly

e review your process and start again if you find your process is not working and you are not seeing
improvements.

N,
\\
support@bsphn.org.au 1300 467 265
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Around 1.7 million Australian's have diabetes and it is the fastest growing chronic condition in Australia.? Diabetes
can affect the entire body, can have a significant impact on quality of life and can reduce life expectancy. While
there is currently no cure, diabetes can be effectively managed. The three main types of diabetes are type 1, type
2 and gestational diabetes?. The potential complications are the same for type 1 and type 2 diabetes and include
heart attack, stroke, kidney disease, limb amputation, depression, anxiety and blindness.

We know diabetes:
e isthe leading cause of blindness in working age adults
e s aleading cause of kidney failure and dialysis
e increases the risk of heart attacks and stroke by up to four times
e is a major cause of limb amputations

e affects mental health as well as physical health. Depression, anxiety and distress occur in more than 30% of
all people with diabetes.

Early diagnosis, optimal treatment and effective ongoing support and management reduces the risk of diabetes-
related complications.?

Common symptoms include:
e being more thirsty than usual
e passing more urine
e feeling tired and lethargic
e always feeling hungry
e having cuts that heal slowly
e itching, skin infections
e blurred vision
e unexplained weight loss (type 1)
e gradually putting on weight (type 2)
e mood swings
e headaches
o feeling dizzy
e legcramps.

It is important to note that many people with type 2 diabetes and gestational diabetes may often have
no symptoms (particularly early in the disease).

! https://www.diabetesaustralia.com.au/diabetes-in-australia
2 https://www.diabetesaustralia.com.au/what-is-diabetes
3 https://www.diabetesaustralia.com.au/about-diabetes/diabetes-in-australia/
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Activity 1 - Understanding your diabetes patient population

Activity 1.1 — Data collection from CAT4

The aim of this activity is to collect data to identify patients with diabetes and to assist with their

management.
e Complete the below table by collecting data from your CAT4 Data Extraction Tool.

Note - Instructions on how to extract the data is available from the CAT4 website. Conditions OR Indicated diabetes

with no diagnosis OR ensure diabetic patients are coded with correct diagnosis

Description Total Total
number of number of
active active
patients as | patients
per RACGP
criteria (3
visits in 2
years)

Identify patient population (Active 3 visits in 2 years)

1.1a See instructions in link below.
Identify active patients with at least 3 visits in the last 2 years
1.1b Number of patients with Type 1 diabetes
11c Number of patients with Type 2 diabetes
1.1d | Number of patients as undefined diabetes
1.1e Number of patients with indicated diabetes with no diagnosis

Number of active patients with diabetes who identify as Aboriginal or

1.1f Torres Strait Islander (select Type | and Type 2 under Diabetes in the
conditions tab & indigenous under the ethnicity tab)

Please note: the RACGP defines active as 3 visits in 2 years. This search criteria does not capture those patients
who may come in for screening every 2 years, or twice in 2 years e.g. flu vaccine, hence the option to look at all
active patients.
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https://help.pencs.com.au/display/CG/Conditions+Filtering
https://help.pencs.com.au/display/CG/Indicated+Conditions+Report+Details
https://help.pencs.com.au/display/CG/Indicated+Conditions+Report+Details
https://help.pencs.com.au/pages/viewpage.action?pageId=174097260
https://help.pencs.com.au/display/CR/Identify+active+patients+with+at+least+3+visits+in+the+last+2+years
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Activity 1.2— Reviewing your practice diabetes profile

Complete the checklist below which reviews your practices diabetes patients ‘at risk’ and diagnosed.

Description Status Action to be taken
After completing activity 1.1 [] Yes: see action to be taken. Please explain: (e.g. higher number of
are there any unexpected patients with diabetes than expected).

results with your practice’s

diabetes patients? 1 No: continue with activity.

How will this information be
communicated to the practice team?

Is your practice diabetes profile [ Yes: continue with activity. Outline the differences —is it patients
similar to other practices in the with diabetes, is it diabetes risk
Brisbane south region factors.

(compare with information
from your latest benchmark

] No: see action to be taken.

report)?
How will this information be
communicated to the practice team?
After reviewing your practice’s 1 Yes, see action to be taken Refer to the MFI and the Thinking part
diabetes profile, are there any to help set your goals. at the end of this document.

changes you would like to
implement in the practice to
help manage patients over the
next 12 months?

Refer to the Doing part - PDSA of the

MFI to test and measure your ideas for
1 No: you have completed this success.

activity.
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Coding is simply a process of using an agreed standardised descriptor, stored as a series of numbers or letters. You
may have identified that there are multiple ways clinical staff may enter a patient’s diagnosis in practice software.
Some will type this information directly into the patient progress notes or enter this information as free text in the
‘reason for encounter’ or ‘diagnosis field’. This process is called free texting or un-coded diagnosis. Free text is not
easily searchable in any database by the clinical software or third-party software (e.g. extraction tools) and is
therefore not the preferred process.

The recommended process is to use a diagnosis from the drop-down boxes provided in the clinical software. This is
a coded diagnosis. If all clinical staff within the practice use the same codes to identify a diagnosis then it is easier to
search for particular conditions. It also allows the practice software to create automatic prompts e.g. reminders and
warnings.

It is important to ensure your coding is consistent and agreed upon by all clinical staff in the practice, and diagnostic
criteria for diabetes are uniform.

j The aim of this activity is for the clinical team to agree on consistent diabetes coding to be used within the
!V>/ practice.

Are relevant practice team [J Yes: continue with activity. Organise a practice team meeting to

members aware of the discuss how to develop a clinical
importance of quality data

including using consistent coding [1 No, see action to be taken.
(avoiding free text)?

coding policy for your practice.

Have you agreed on accepted [J Yes: continue with activity. Source list of clinical codes already
termino]ogy of diabetes codes available in current clinical software.
from the drop-down lists in your

practice software? -
Develop and agree on clinical codes

[1 No, see action to be taken. for diabetes to be used within
practice.

Have your agreed clinical codes Record agreed clinical codes in

[] Yes: continue with activity.
been included in your practice practice policy manual.
policy?
L] No, see action to be taken.

Are practice team members Refer to instructions from Best

[ Yes: continue with activity.
aware of how to enter diagnosis Practice or MedicalDirector.

in clinical software using agreed

$Feihsios femielem [] No, see action to be taken.
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https://www.myhealthrecord.gov.au/data-cleansing-and-clinical-coding
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https://kb.bpsoftware.net/au/bppremier/lava/Content/Clinical/PatientRecord/RecordingNotes.htm?Highlight=reason%20for%20visit
https://www.medicaldirector.com/help/index.htm#t=topics-clinical%2FReason_for_Contact.htm&rhsearch=confidential

Description

After reviewing your practice’s
clinical coding guidelines, are
there any changes you would like
to implement in the practice to
help manage patients over the
next 12 months?

Status

[ Yes, see action to be taken
to help set your goals.

[J No, you have completed
this activity.

QUALITY IMPROVEMENT TOOLKIT

Action to be taken

Refer to the MFI and the Thinking
part at the end of this document.

Refer to the Doing part - PDSA of the
MFI to test and measure your ideas
for success.

Activity 2.2 — Cleaning up un-coded conditions in your practice software
/ The aim of this activity is to identify and clean up any un-coded diabetes conditions in your practice software.

Cleaning up un-coded items makes it easier to perform database searches and manage third-party clinical

audit tools.

Identify

Follow the instructions for Best Practice or MedicalDirector to identify the number of un-coded diabetes

conditions.

Date data collected

Number of un-coded diabetes conditions

What is a reasonable timeframe to complete this activity:

Who will be completing this activity:

Results

After you have actioned any un-coded diabetes diagnosis, perform another database search in your practice
software and record the number of un-coded conditions to track your results.

Date data collected

Number of un-coded diabetes conditions

Activity 2.3 — Ensure all patients are coded with correct diagnosis

The aim of this activity is to ensure all patients diagnosed with a non-specific diagnosis of diabetes are coded
f correctly in your practice software.

Description

Status

Action to be taken

After completing activity 1.1d note
how many active patients are
recorded as undefined diabetic.

Number:

Brisbane South PHN
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https://www.medicaldirector.com/help/#t=topics-maintenance%2FDiagnosis_Coder.htm&rhsearch=diagnosis&rhsyns=%20&rhhlterm=diagnosis

Is there an explanation as to this
result?

L1 Yes: continue with activity.

[ No: see action to be taken.

Provide information (e.g. GPs
unsure where to enter
diagnosis, coding issue,
information inconclusive, etc.).

How will this information be
communicated to the practice
team?

Have you distributed lists to
individual GPs for review and
update of their diagnosis?

[ Yes: continue with activity.

] No: see action to be taken.

Ensure you follow up in a
week’s time to receive the
reviewed reports back from the
GP.

Refer to instructions.

After reviewing your patients
marked as undefined diabetic, are
there any changes you would like to
implement in the practice to help
manage patients over the next 12
months?

[ Yes, see action to be taken to
help set your goals.

] No: you have completed this
activity.

Refer to the MFI and the
Thinking part at the end of this
document.

Refer to the Doing part - PDSA
of the MFI to test and measure

your ideas for success.

As diabetes diagnoses are central to the patient register, the aim of this activity is to look at patients with
indicated diabetes with no diagnosis reported.

This activity will require you to access the indicated diabetes with no diagnosis report which displays the
likelihood of diabetes based on HbA1lc, anti-diabetic medication and/or FBG (fasting blood glucose) being
recorded in the patient record without a diagnosis.

After completing activity 1.1e note
how many active patients have
indicated diabetes with no
diagnosis.

Number:

Brisbane South PHN
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https://help.pencs.com.au/display/CG/Indicated+Conditions+Report+Details

Is there an explanation as to this [] Yes: continue with activity. Provide information (e.g. GPs
result? unsure where to enter diagnosis,
coding issue, information

[ No: see action to be taken. inconclusive, etc.).

How will this information be
communicated to the practice

team?

Have you distributed lists to [] Yes: continue with activity. Ensure you follow up in a week’s
individual GPs for review and time to receive the reviewed
update of their diagnosis? reports back from the GP.

] No: see action to be taken. Refer to instructions.
After reviewing your patients with [ Yes, see action to be taken Refer to the MFI and the
indicated diabetes with no to help set your goals. Thinking part at the end of this
diagnosis, are there any changes document.

you would like to implement in the Refer to the Doing part - PDSA of

L1 No: you have completed this the MFI to test and measure

practice to help manage patients

? .
et e e 2 et activity. your ideas for success.

]

VvV V'V
% It is recommended that you have a practice meeting to review the data collection table results and
determine any action that need to be taken.
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Activity 3 - Identifying patients who are at risk of developing

Who is at risk of type 2 diabetes?
People are at a higher risk of getting type 2 diabetes if they:
e have a family history of diabetes
e are older (over 55 years of age) - the risk increases as we age
e are over 40 years of age and are overweight
e are over 40 years of age and have high blood pressure
e are over 18 years of age and are from an Aboriginal or Torres Strait Islander background
e are over 18 years of age and are from Pacific Island, Indian subcontinent or Chinese cultural background

e are a woman who has given birth to a child over 4.5 kgs (9 Ibs), or had gestational diabetes when pregnant,
or had a condition known as Polycystic Ovarian Syndrome.*

Australian Risk Assessment Tool (AUSDRISK)

The Australian Risk Assessment Tool (AUSDRISK) should be used to identify people at high risk of developing
diabetes.

It should be noted that the AUSDRISK may overestimate risk in those under 25 years of age and underestimate risk
in Aboriginal and Torres Strait Islanders.

In absence of specific strategies targeting low socio-economic people, strategies aimed at the general population
are recommended. Culturally appropriate lifestyle interventions should be provided in accessible settings.

Activity 3.1 —Data collection from CAT4

The aim of this activity is to collect data to identify patients who may be at risk of developing Type 2
diabetes.
Complete the below table by collecting data from your CAT4 Data Extraction Tool. Note - Instructions on

how to extract the data is available from the CAT4 website. |dentify patients at risk of developing Type 2

diabetes.

Description Total Total
number of | number of
active active
patients as | patients

per RACGP
criteria (3
visits in 2
years)

3.1a Number of patients aged >= 40 years old with a BMI >= 30

31b Number of patients aged >=40 with hypertension

4 https://www.diabetesaustralia.com.au/about-diabetes/type-2-diabetes/
> http://static.diabetesaustralia.com.au/s/fileassets/diabetes-australia/b1126d58-2763-403a-bd2d-44a241bb9189.pdf
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Description Total Total
number of | number of
active active
patients as | patients

per RACGP
criteria (3
visits in 2
years)

31c Number of female patients with a history of gestational diabetes mellitus

3.1d Number of patients taking anti-psychotic medication

Number of Aboriginal and Torres Strait islander patients aged >=18 years
3.1e
old

Please note: You can search lists by individual providers and provide to them to identify patients with multiple
chronic conditions.

Activity 3.2— Reviewing your patients at risk of developing type Il diabetes
/ Complete the checklist below which reviews your patients at risk of developing type Il diabetes.

Description Status Action to be taken
After completing activity 3.1 [1 Yes: see action to be taken. Please explain: (e.g. high number of
are there any unexpected people with a history of gestational
results with your patients at diabetes).
risk of developing type 2 1 No: continue with activity.
diabetes?
How will this information be
communicated to the practice team?
Do relevant team members [ Yes: continue with activity. Refer to the AUSDRISK tool or see
know where to complete instructions for Best Practice.

AUSDRISK tool in your practice 1 No: see action to be taken.
clinical software?

Do all relevant team members [ Yes: continue with activity. Refer to MBS section.
know who is eligible for a type
2 diabetes risk assessment [1 No: see action to be taken.

health assessment?
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Description

After reviewing your patients
at risk of developing type 2
diabetes, are there any
changes you would like to
implement in the practice to
help manage patients over the

Status

[ Yes, see action to be taken
to help set your goals.

] No: you have completed
this activity.

QUALITY IMPROVEMENT TOOLKIT

Action to be taken

Refer to the MFI and the Thinking part
at the end of this document.

Refer to the Doing part - PDSA of the
MFI to test and measure your ideas for
success.

next 12 months?

Cardiovascular risk calculator

Cardiovascular disease (CVD) is the leading cause of death in people with diabetes, making assessment of CVD risk
a vital part of diabetes care. Some people, for example those with existing cardiovascular disease or people with
diabetes who are over 60 years of age, do not need cardiovascular risk calculation as they are automatically
considered at high cardiovascular risk.
Adults with any of the following conditions do not require absolute CVD risk assessment:

e Diabetes and aged >60 years

e Diabetes with microalbuminuria (>20 mcg/min or urine albumin-to-creatinine ratio [UACR] >2.5 mg/mmol
for men, and >3.5 mg/mmol for women)

e Moderate or severe chronic kidney disease (CKD) (persistent proteinuria or estimated glomerular filtration
rate [eGFR] <45 mL/min/1.73 m2)

e A previous diagnosis of familial hypercholesterolaemia
e Systolic blood pressure 2180 mmHg or diastolic blood pressure 2110 mmHg
e Serum total cholesterol >7.5 mmol/L.

Activity 3.3 —Data collection from CAT4

The aim of this activity is to collect data to identify patients with diabetes who may be at risk of developing
cardiovascular disease.

Complete the below table by collecting data from your CAT4 Data Extraction Tool. Note - Instructions on
how to extract the data is available from the CAT4 website: identify elevated CVD risk (select diabetes
under conditions).

Description Total Total
number of number of
active active
patients as  patients
per RACGP
criteria (3
visits in 2
years)

Number of patients with diabetes who are at high risk of a cardiovascular

3.33 | eventin the next 5 years
b Number of patients with diabetes who are at medium risk of a
3.3 cardiovascular event in the next 5 years
Number of patients with diabetes who are missing data to be able to
3.3c report on risk of cardiovascular event
Brisbane South PHN 15 DIABETES TOOLKIT
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cardiovascular disease.

_V

Complete the checklist below which reviews your patients with diabetes at risk of developing

After completing activity 3.3
are there any unexpected
results with your patients
with diabetes at risk of
developing CVD?

[ Yes: see action to be taken.

L1 No: continue with activity.

Please explain: (e.g. large number of
patients missing data to report on CVD
risk).

How will this information be
communicated to the practice team?

Do relevant team members
know where to complete CVD
risk tool in your practice
clinical software?

] Yes: continue with activity.

] No: see action to be taken.

Refer to instructions from Best Practice
or MedicalDirector.

After reviewing your diabetes
patients at risk of developing
CVD, are there any changes
you would like to implement
in the practice to help
manage patients over the
next 12 months?

[ Yes, see action to be taken
to help set your goals.

[J No: you have completed this
activity.

Refer to the MFI and the Thinking part
at the end of this document.

Refer to the Doing part - PDSA of the
MFI to test and measure your ideas for

success.

Brisbane South PHN

16



https://kb.bpsoftware.net/au/bppremier/lava/Content/Clinical/PatientRecord/ClinicalFunctions.htm?Highlight=cardiovascular%20risk
https://www.medicaldirector.com/help/#t=topics-clinical%2FCardiovascular_Risk_Calculator_Absolute_CVD_Risk.htm&rhsearch=diabetes%20risk&rhsyns=%20&rhhlterm=diabetes%20risk

QUALITY IMPROVEMENT TOOLKIT

Activity 4 — Goals for optimum management of diabetes

The following table lists lifestyle and blood sugar goals for optimum management for all people with type 2
diabetes. For guidance on specific assessment intervals, advice and arrangements, refer to the relevant sections of
the Management of type 2 diabetes: a handbook for general practice.

Individual goals

Encourage all people with type 2 diabetas to approach/reach these goals.

Diat Advisa aating according to the Avustralian distary guideliines, with attention to quantity and type of food

Acvise individual distary review for pecple with difficulty managing weight, difficulty maintaining glucoss
levels in target range, CVD risk, or if otherwise concernad

BMI Achisa a goal of 5—10% weight loss for people who are overwaight or obese with type 2 diabates

For people with EMI =35 kg/m?® and comorbidities, or BMI =40 kg/mé, consider facilitating greater
wight-loss maasuras

Physical Children and adolescents: at least 60 min'day of moderate-to-vigorous physical activity, plus muscle-

activity and bone-strengthening aciivities at least three daysfweak
Adults: 150 minutes of aerobic activity, plus 2-3 sessions of resistance exorciss (to a total =80 minutas)
Der waok

Cigaratte Zero par day

consumption

Alcohol Acvise =2 standard drinks (20 g of alcohol) per day for men and women

consumption

Blood Achiisa 4-7 mmol/L fasting and 510 mmol/L postprandial

glucose

SMEG i recommended for patients with type 2 dizbates who are using insulin. Education should be
provided regarding freguency and timing of insulin dosa

For people not on insulin, the nead for and frequency of SMBG should be individualised, depending on
type of glucoss-lowering medications, leval of glycasmic control and risk of hypoglycaamiz, as an aid to
salf-managemeant

SMEG B recommended in pregnancy complicated by diabetes or gestational diabatos

SMEG B also recommended for people with hyperglycaemia arising from intercurrent illness. t may be
healpful in hasmoglobinopathios or other conditions where HoA1c maasuraments may be unralizble

monitoring

Reproduced with permission from: The Royal Australian College of General Practitioners. Management of type 2
diabetes: A handbook for general practice. East Melbourne, Vic: RACGP, 2020.

See disclaimer at the end of the toolkit in relation to permissions for this image.

6 https://www.diabetesaustralia.com.au/wp-content/uploads/Available-here.pdf
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Activity 4.1 — Data collection from CAT4

The aim of this activity is to collect data to identify patients who may not meet optimum type 2 diabetes

management guidelines.
Complete the below table by collecting data from your CAT4 Data Extraction Tool.

Note - Instructions on how to extract the data is available from the CAT4 website: Conditions AND BMI or Physical

activity or smoking status or alcohol status recorded or fasting blood glucose. (Ensure you select type 2 diabetes

under the conditions tab prior to each search).

Description Total
number of

active
patients

4.1a Number of active patients with type 2 diabetes (from activity 1.1c)

Number of active patients with type 2 diabetes and a BMI classified as
4.1b overweight and obese

Number of active patients with type 2 diabetes and a BMI classified as .

4.1c morbid obesity

Number of active patients with type 2 diabetes who are do not have height and
4.1d weight recorded

Number of active patients with type 2 diabetes who have had a physical activity
e assessment completed
4.1f Number of active patients with type 2 diabetes who are daily smokers

Number of active patients with type 2 diabetes who have their alcohol
4.1g status as drinker

Number of active patients with type 2 diabetes who have nothing
4.1h recorded in their alcohol status
) Number of active patients with type 2 diabetes with a fasting blood glucose
4.1i between <5.5 and <7.0
4.1 Number of active patients with type 2 diabetes with a fasting blood glucose >=7.0

Number of active patients with type 2 diabetes with no fasting blood glucose

4.1k recorded

Please note: you may wish to conduct these searches on the RACGP’s definition of an active patient i.e. 3 visits in 2
years.
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Complete the checklist below which reviews your patients’ diabetes optimum goals.

After completing activity 4.1, are
there any unexpected results with
your patient’s diabetes optimum
goals?

[ Yes: see action to be taken.

1 No: continue with activity.

Please explain: (e.g. more people
with type 2 diabetes who are
overweight and obese than
expected).

How will this information be
communicated to the practice
team?

After completing activity 4.1c
please note the number of patients
with diabetes with a BMI >35. Does
the practice team have a plan to
assist these patients?

] Yes: continue with activity.

] No: see action to be taken.

Consider facilitating greater
weight loss measures.

Consider conducting a search on
CAT4 to identify if these patients
have co-morbidities.

How will this information be
communicated to the practice
team?

After completing activity 4.1d, do
you have any patients with diabetes
who do not have their height and
weight recorded?

[ Yes: see action to be taken.

[] No: continue with activity.

Does a practice team member
have the responsibility to review
the list of patients?

o Yes o No

Who is the team member?

What is the timeframe to ensure
all of these patients have their
height and weight recorded?

Consider creating a Topbar
prompt for these patients.
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After completing activity 4.1h, do
you have any patients with diabetes
who do not have their alcohol
status recorded?

[ Yes: see action to be taken.

1 No: continue with activity.

Does a practice team member
have the responsibility to review
the list of patients?

o Yes o No

Who is the team member?

What is the timeframe to ensure
all of these patients have their
alcohol status recorded?

Consider creating a Topbar
prompt for these patients.

After completing activity 4.1k, do
you have any patients with diabetes
who do not have their blood
glucose level recorded in the past
12 months?

[ Yes: see action to be taken.

1 No: continue with activity.

Does a practice team member
have the responsibility to review
the list of patients?

O Yes o No

Who is the team member?

What is the timeframe to ensure
all of these patients have their
blood glucose level recorded?

Consider creating a Topbar
prompt for these patients.

After reviewing your patients’
individual goals for optimum
diabetes management, are there
any changes you would like to
implement in the practice to help
manage patients over the next 12
months?

[ Yes, see action to be taken
to help set your goals.

[] No: you have completed
this activity.

Refer to the MFI and the Thinking
part at the end of this document.

Refer to the Doing part - PDSA of
the MFI to test and measure your

ideas for success.
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Treatment targets for people with type 2 diabetes Includa the following. For a comprahansive list of assessmants

and scraening Intervals, refer to the sectlon *Assessment of ihe patient with type 2 diabatas'.

HbA{C Targat neads Indvidualisation acconding o patient drcumstances
Genarally =7% (53 mmolimof

Liplds Initlation of pharmacotnarapy |5 dependant on the assassmeant of absoluta CVD risk [refar to the
Australlan absolute cardiovascular disease risk calculator). This uses mutiple nsk factors, which IS
consldared more accurate than the usa of Indvidual paramatars
Onca therapy |s Initiated, the specified targets apoly; however, thesa targefs should De used as a guide to
freatment and not 23 a manadatony tanget

Total =4 0 mmolfL

cholesterol

HOL-Z =1.0 mmolL

Lo -C =2 0mmol/L; <1.8 mmolL If estabiished CVD 1= present

Mon-HDL-C =2 5 mmol/L

Trigycanides <2 0 mmal/L

Blood =1 40vE0 mmHg

prassure Lower biood pressure targets may be considerad for yOUNQSr peopie and for Secondary prevantion In
thosa at nigh risk of siroka
The target for peopie with diabetes and albuminurta’probeinuria remans «<130/E0 MMHQ. AS aways,
freatment targets should D INAMAUaISSd and monifored Tor side afaects rom medications usad to kower
blood pressure

Lirine UACH:

albumin = women: <3.5 mgmmol

axcretion » Man: =2.5 mgmmci
Timed cvernight collection: <20 pgsmin; spot collaction: <20 mg/L

Vaccination Recommended Immuniatons: Infuenza, pneumococcus, dphthena-tetanus-aceluar pariussis [dTpa).
Cansider: nepatitis B (1 traveling), nerpes zostar

BMI, bady masz inday: TV, cardinvasoular dissass; 5Ps, genaral practitioners: HbA To, ghvcated hesmogiobin; HOL-C, high-densiy inoprodsin

cholestarol L -C, low-dansiy fpoprotain chokesterol SMBG, soff-monitonng of binod gucnss; LACH, unne aiburmin-fo-creatinine rafio.

Reproduced with permission from: The Royal Australian College of General Practitioners. Management of type 2
diabetes: A handbook for general practice. East Melbourne, Vic: RACGP, 2020.

See disclaimer at the end of the toolkit in relation to permissions for this image.

7 https://www.diabetesaustralia.com.au/wp-content/uploads/Available-here.pdf
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Activity 4.3 — Data collection from CAT4

The aim of this activity is to collect data to review clinical management goals for patients with type 2

diabetes.

Complete the below table by collecting data from your CAT4 Data Extraction Tool. You can also review
your practice’s data dashboard and diabetes management table on the monthly benchmark report provided by
Brisbane South PHN.

Note - Instructions on how to extract the data is available from the CAT4 website: Conditions AND Hb+Alc or lipids
or blood pressure or ACR or influenza or pneumococcal vaccine or adult vaccines. (Ensure you select type 2
diabetes under the conditions tab prior to each search).

Description Total
number of

active
patients

4.33 Number of active patients with type 2 diabetes (from activity 1.1c)

Number of active patients with type 2 diabetes with no HbAlc recorded in
4.3b the past 12 months

Number of active patients with type 2 diabetes with a HbAlc within the

4.3c normal range (<6% - <7%) recorded in the past 12 months

4.3d the past 12 months >7% - < 8%

Number of active patients with type 2 diabetes with a HbAlc recorded in
4.3e the past 12 months >8% - < 10%

Number of active patients with type 2 diabetes with a HbAlc recorded in
4.3f the past 12 months >10%

Number of active patients with type 2 diabetes with a HbAlc recorded in .

Number of active patients with type 2 diabetes with a cholesterol status >4mmol/L

= recorded in the past 12 months

Number of active patients with type 2 diabetes with triglycerides >2mmol/L

4.3h recorded in the past 12 months

Number of active patients with type 2 diabetes with LDL >2.5mmol/L recorded in
4.3i the past 12 months (the target is over 2 or 1.8 if established CVD — please consider this
when generating your report from CAT4)

Number of active patients with type 2 diabetes with no blood pressure
4.3j recorded in the past 12 months

Number of active patients with type 2 diabetes with a blood pressure
4.3k recorded > 140/90 in the past 12 months
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Description Total
number of

active
patients

Number of active patients with type 2 diabetes with no ACR recorded in the past
4.3l months

Number of active patients with type 2 diabetes with an ACR recorded >25 male or >
4.3m 35 female in the past 12 months

Number of active patients with type 2 diabetes with no influenza
4.3n vaccine recorded in the past 15 months
Number of active patients with type 2 diabetes with an influenza
4.30 vaccine recorded in the past 15 months
4.3p Number of active patients with type 2 diabetes overdue for a pneumococcal vaccine
4.3q Number of active patients with type 2 diabetes with no pertussis vaccine recorded

Number of active patients with type 2 diabetes with their latest pertussis vaccine
4.3r recorded > 10 years

Please note: you may wish to conduct these searches on the RACGP’s definition of an active patient i.e. 3 visits in 2
years.

Activity 4.4 - Reviewing your practice’s type 2 diabetes patient’s clinical management

goals.
/ Complete the checklist below which reviews your patient’s diabetes clinical management goals.

Description Status Action to be taken
After completing activity 4.3, are [ Yes: see action to be taken. Please explain: (e.g. more people
there any unexpected results with with type 2 diabetes who have not
your patients’ diabetes clinical had an influenza vaccine recorded

management goals? than expected).

1 No: continue with activity.

How will this information be
communicated to the practice
team?
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After completing activity 4.3b
please note the number of patients
with diabetes with no HbA1c
recorded in the past 12 months. Is
there an explanation for this result?

[ Yes: continue with activity.

] No: see action to be taken.

Please explain: (e.g. data issues
with results being incorporated
into patient’s notes, new GP who
requires training to use the
practice software etc.).

Does a practice team member
have the responsibility to review
the list of patients?

o Yes o No

Who is the team member?

What is the timeframe to ensure
all of these patients have a HbAlc
recorded?

After completing activity 4.3h, do
you have any patients with type 2
diabetes with no blood pressure
recorded?

[ Yes: see action to be taken.

[] No: continue with activity.

Does a practice team member
have the responsibility to review
the list of patients?

o Yes o No

Who is the team member?

What is the timeframe to ensure
all of these patients have their
blood pressure recorded?

Consider creating a Topbar
prompt for these patients.

After completing activity 4.31 & m,
are you happy with the rates of
influenza vaccination for patients
with type 2 diabetes in the past 15
months?

[ Yes: see action to be taken.

1 No: continue with activity.

Does a practice team member
have the responsibility to review
the list of patients?

o Yes o No

Who is the team member?

What is the timeframe to increase
the number of influenza vaccines
recorded?

Brisbane South PHN
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Description Action to be taken
Are all the diabetes measures being | (7 yes: continue with activity. Review how and where your
recorded in the correct fields in diabetes risk factor information is
your clinical software? (e.g.: BP, being recorded in your practice
BMI, HbA1c, LDL, cholesterol, software.
smoking status). [ No, see action to be taken.

See instructions on entering
information in Best Practice or
MedicalDirector.

Ensure all relevant team members
are aware of how to record
diabetes risk factor information.

Document in practice policy.

After reviewing your patients’ ] Yes, see action to be taken Refer to the MFI and the Thinking
clinical management goals for type to help set your goals. part at the end of this document.

2 diabetes, are there any changes Refer to the Doing part - PDSA of

O No: you have completed the MFI to test and measure your

you would like to implement in the

practice to help manage patients this activity. ideas for suCcess.

over the next 12 months?

PIP QI Measures

As part of the PIP QI measures, practices are to report on HbAlc results, influenza and blood pressure
results specific to diabetes. See a snapshot on how your practice is going with reporting this
information from your latest benchmark report provided by Brisbane South PHN. Information on how to access
your practice reports is available on BSPHN website.

Dashboard QI 1. Diabetes — HbA1c result Dashboard QI 5. Diabetes - Influenza immunisation

55% 70% 55%
active patients with Type | active patients with Type || active patients with Type | or Il
Diabetes who have had a Diabetes who have had a Diabetes who have been
HbAlc result recorded in the HbAlc result recorded in the immunised against influenza in
previous 12 months previous 12 months the previous 15 momnths
Dashboard QI 10. Diabetes — Blood pressure results
53%

active patients with Type | or I
Diabetes who have had a blood
pressure recorded at the practice in
the previous 6 months
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Activity 4.5 - Reviewing data from your practice’s trend report

The aim of this activity is to review your practice’s data trend lines from the trend report provided by
Brisbane South PHN.

You will need your practice’s trend report to complete this information. Information on how to access

your practice reports is available on BSPHN website.

ﬁ Dashboard D1. Diabetes

5% 35% 32% 26%
active population active patients with  active patients with  active patients with
with coded Diabetes and a Diabetes and a TCA Diabetes and a
Diabetes diagnosis GPMP GPMP or TCA Review

Percentage Percentage

current last

Description

quarter quarter

4.5 Active patients with a diabetes diagnosis and HbAlc recorded in
i last year
A5 Active patients with diabetes medication prescribed with no
’ diabetes diagnosis
45 Active patients with a diabetes diagnosis and smoking, BP, LDL,
.5¢
BMI, foot/eye exam recorded in the last year

Activity 4.6 — Reviewing your practice benchmark and trend reports

j Complete the checklist below which reviews your practices benchmark and trend reports.

Description Status Action to be taken

After reviewing your practice’s
benchmark report are there
any unexpected results with
your diabetes measures?

[ Yes: see action to be taken.

1 No: continue with activity.

Please explain: (e.g. high number of
patients with diabetes without an
HbAIc recorded).

How will this information be
communicated to the practice team?
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Is your practices data from your
benchmark report similar to
other practices in the Brisbane
south region?

L1 Yes: continue with activity.

[ No: see action to be taken.

Outline the differences — (e.g. our
practice’s recording of BMI for patients
with diabetes is much lower than other
practices).

How will this information be
communicated to the practice team?

After reviewing your PIP QI
measures are you happy with
your results?

[ Yes: continue with the
activity.

(] No: see action to be taken.

Please explain: (e.g. we have a low
percentage of patients with diabetes
and a blood pressure recorded in the
past 6 months).

How will this information be
communicated to the practice team?

After reviewing your practice’s
trend report in activity 4.5, are
there any unexpected results?

[ Yes: see action to be taken.

] No: continue with activity.

Please explain: (e.g. we only have a low
percentage of patients with diabetes
and measures recorded, however, our
trend line is increasing).

How will this information be
communicated to the practice team?

After reviewing your practice’s
benchmark and trend reports,
are there any changes you
would like to implement in the
practice to help manage
patients over the next 12
months?

[ Yes, see action to be taken
to help set your goals.

] No: you have completed this
activity.

Refer to the MFI and the Thinking part
at the end of this document.

Refer to the Doing part - PDSA of the
MFI to test and measure your ideas for

success.
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Activity 5 - Identifying patients with diabetes and other chronic
medical conditions

Activity 5.1 —Data collection from CAT4
The aim of this activity is to collect data to identify patients with diabetes and at least one other chronic
medical condition.
Complete the below table by collecting data from your CAT4 Data Extraction Tool. Note - Instructions on
_ how to extract the data is available from the CAT4 website. Co-morbidities OR Chronic Conditions.

Description Total Total
number of number of
active active
patients as  patients

per RACGP
criteria (3
visits in 2
years)

5.1a Number of patients with diabetes and 1 other chronic medical condition

5.1b Number of patients with diabetes and 2 other chronic medical conditions

5.1c | Number of patients with diabetes and 3 other chronic medical conditions

5.1d | Number of patients with diabetes and 4 other chronic medical conditions

Number of active patients with diabetes & CVD (select diabetes ‘yes’ &

>.1e cardiovascular disease ‘yes’ and recalculate)

Number of active patients with diabetes and chronic kidney disease

5.1f (CKD) (select diabetes ‘yes’ & renal impairment ‘yes’ and recalculate)

Please note: You can search lists by individual providers and provide to them to identify patients with multiple
chronic conditions.

Activity 5.2— Reviewing your patients with multiple chronic medical conditions
j Complete the checklist below to review your patients with multiple chronic medical conditions.

Description Status Action to be taken
After completing activity 5.1, [ Yes: see action to be taken. Please explain: (e.g. higher number
are there any unexpected of patients with 3 chronic medical
results with your patients’ conditions).

comorbidities: O No: continue with activity.
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How will this information be
communicated to the practice
team?

After completing activity 5.1,
make note of the patients with
diabetes and CVD. Do you need
to review your process for
managing these patients?

[ Yes: see action to be taken.

[ No: continue with activity.

Consider completing a GP
management plan. Refer to MBS
online for criteria.

Refer to Brisbane South PHN’s QI
Toolkit = Chronic Conditions — CVD.

After completing activity 5.1,
make note of the patients with
diabetes & CKD. Do you need to
review your process for
managing these patients?

[ Yes: see action to be taken.

] No: continue with activity.

Consider a medication review.

Consider recalling the patient to
check if they are meeting
treatment goals.

Refer to Brisbane South PHN’s QI
Toolkit — Chronic Conditions — CKD.

After reviewing your practice’s
comorbidities profile, are there
any changes you would like to
implement in the practice to
help manage patients over the
next 12 months?

[] Yes, see action to be taken
to help set your goals.

] No: you have completed this
activity.

Refer to the MFI and the Thinking
part at the end of this document.

Refer to the Doing part - PDSA of
the MFI to test and measure your

ideas for success.
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Activity 6 - Medicare item numbers for patients with Diabetes

Patients with diabetes may be eligible to access chronic disease item numbers within the Medicare Benefit
Schedule (MBS). These are dependent on patient age, ethnicity and co-morbidities. Conditions apply to each item
number, please ensure the GP understands these prior to claiming the item number/s. Brisbane South PHN have a
comprehensive toolkit looking at MBS items, however, a summary of the item numbers include:

MBS items
. Diabetes cycle of care
. GP Management Plans (GPMP)
. Team Care Arrangements (TCA)
. Nurse chronic disease item number
. Mental health items
. Aboriginal and Torres Strait Islander health
assessment
° Home medication review
. MBS telehealth fact sheet
\\ : //
AT)-
= TIP: GPs are required to make sure each patient
meets the MBS criteria prior to claiming each

item number.

Diabetes SIP worksheet — CAT4
This worksheet can be used to assist identify patients who have met the criteria for an annual diabetes cycle of

care.
Reidentify Report [patient count = 26] - DIABETES SIP WORKSHEET
Filtering By: Conditions (Diabetes - Yes), Selected: Diabetes SIP lterns Completed (11, 13)
i Surname |[First  [Sex  |D.0.B HbAde | Eye | BMI | BMIG | BP BP 6. | Foot |Footé. | Chol | Trig | HOL | MAIb ing| eGFR
Hame <fmths  12mithe | <6mths | 12mths | <6mths  12mths E
1000 [Swneme  |Frestname [F 0MTASZE | 66 290 E] 10/70 o 55 11 174 | 1100 i Ed
_104
B Swname |Frstname [ 007428 | 68 EE F] 14070 4 67 24 108 | 400 N a2
oS L8
1912 [Suneme [Frstname [F OTNSZE | 98 EE 4 12070 4 42 14 0gz | 2300 ¥ 68
17
1568 |Sumname |Frstname [F (307N | 65 37 4 12070 4 45 09 206 | 400 4 53
_252
1121 |swneme [Frstname M 007N | 96 224 4 137071 oA 70 11 261 | 3200 4 65
7
1338 |Suname |Frstname [F 0E07AGE | 74 296 F] 126060 1 34 10 107 | eo0 N ]
308
1256  |Suname |Frstname [ 0O7AS3E | T4 %0 4 120170 ) 33 11 111 9100 )
322
1588 |Sumname |Frstname [F (307N | 58 23 4 12070 4 51 18 143 | 1500 4
_352
362 [Swneme [Frstname M 03M7AS4D | 68 359 E] 127584 o 39 23 [ 4.00 ¥ 68
1212 |Sumneme |Frstname [F 7RG | 75 256 4 15770 4 49 07 147 | 800 i a7
AT
Flefine Selectan Addwithéram Paliert Consent for Shering Dala -[ Go | i3
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https://bsphn.org.au/primary-care-support/general-practice-quality-improvement/
http://www9.health.gov.au/mbs/search.cfm?q=2521&Submit=&sopt=I
http://www9.health.gov.au/mbs/search.cfm?q=721&Submit=&sopt=I
http://www9.health.gov.au/mbs/search.cfm?q=723&Submit=&sopt=I
http://www9.health.gov.au/mbs/search.cfm?q=10997&Submit=&sopt=I
http://www9.health.gov.au/mbs/fullDisplay.cfm?type=note&q=AN.0.56&qt=noteID&criteria=2713
http://www9.health.gov.au/mbs/search.cfm?q=715&Submit=&sopt=I
http://www9.health.gov.au/mbs/search.cfm?q=715&Submit=&sopt=I
http://www9.health.gov.au/mbs/search.cfm?q=900&Submit=&sopt=I
http://www.mbsonline.gov.au/internet/mbsonline/publishing.nsf/Content/Factsheet-TempBB
https://help.pencs.com.au/display/CG/The+Diabetes+SIP+Worksheet

Activity 6.1 — Data collection from CAT4

The aim of this activity is to collect data to identify patients to assist with management of patients with

diabetes.

QUALITY IMPROVEMENT TOOLKIT

= Complete the below table by collecting data from your CAT4 Data cycle of care by items completed per
patient OR Identify outstanding Diabetes Cycle of Care items.

Description Total Total
number of | number of
active active
patients as  patients
per RACGP
criteria (3
visits in 2
years)

Active patients with Type 2 diabetes who have completed a DCOC within

6.1a the last 12 months
6.1b Active patients with Type 2 diabetes with outstanding DCOC items

Activity 6.2 - Recording components of the diabetes cycle of care in your clinical software

4 The aim of this activity is to review the process used in your practice to record components of the DCOC.

Action to be taken

Description Status

Are all the components of the
DCOC recorded in the correct
fields in your clinical software?

I Yes: you have completed
this activity.

Review how and where your DCOC
information is being recorded in your
practice software.

Refer to instructions on entering
information for Best Practice and
MedicalDirector software.

[ No, see action to be taken.

Ensure all relevant team members are
aware of how to record DCOC
information.

Document in practice policy.
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https://help.pencs.com.au/display/CG/Cycle+of+Care+by+Items+Completed+Per+Patient
https://help.pencs.com.au/display/CG/Cycle+of+Care+by+Items+Completed+Per+Patient
https://help.pencs.com.au/display/CR/Identify+outstanding+Diabetes+Cycle+of+Care+Items+-+cross+tabulated
https://kb.bpsoftware.net/au/bppremier/lava/Content/Clinical/EPC/EPC-DiabetesCycleofCare.htm?Highlight=diabetes
https://www.medicaldirector.com/help/#t=topics-clinical%2FDiabetes_Assessment.htm&rhsearch=diabetes%20coc&rhsyns=%20&rhhlterm=diabetes%20coc
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Activity 6.3 — Data collection from CAT4

The aim of this activity is to collect data to determine the number of MBS claims made for patients with
ﬂ diabetes over the past 12 months.

Complete the below table by collecting data from your CAT4 Data Extraction Tool. You may also obtain
management plan information from your latest benchmark report from Brisbane South PHN.

& Dashboard D1. Diabetes

5% 35% 32% 26%
active population active patients with  active patients with  active patients with
with coded Diabetes and a Diabetes and a TCA Diabetes and a
Diabetes diagnosis GPMP GPMP or TCA Review

Note - Instructions on how to extract the data is available from the CAT4 website. Number of people eligible for a
Home Medication Review or Number of people eligible for GPMP/TCA or Number of patients eligible for Health
Assessment or Number of people eligible for an Aboriginal and Torres Strait Islander health assessment or Number
of people eligible for a mental health treatment plan.

Description Total
number of

active
patients

Number of active patients with diabetes who may be eligible for a GPMP (ensure
6.3a you select diabetes under Conditions)

Number of active patients with diabetes who may be eligible for a TCA (ensure you
6.3b select diabetes under Conditions)

Number of active patients with diabetes who may be eligible for a Health

6.3 Assessment (ensure you select diabetes under Conditions)

Number of active patients with diabetes who may be eligible for a Home
6.3d Medication Review (ensure you select diabetes under Conditions)

Number of active patients with diabetes who may be eligible for an Aboriginal and
6.3e Torres Strait Islander assessment (ensure you select diabetes under Conditions)
- Number of patients with diabetes who may be eligible for a mental health

treatment plan (ensure you select diabetes under Conditions)

Please note: not all patients with diabetes are eligible for MBS item numbers. Please make sure that each patient
meets the criteria prior to claiming.
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https://help.pencs.com.au/display/CR/Identify+all+active+patients+with+at+least+one+chronic+condition+who+are+eligible+for+a+Medication+Review
https://help.pencs.com.au/display/CR/Identify+all+active+patients+with+at+least+one+chronic+condition+who+are+eligible+for+a+Medication+Review
https://help.pencs.com.au/pages/viewpage.action?pageId=175703503
https://help.pencs.com.au/pages/viewpage.action?pageId=179700458
https://help.pencs.com.au/pages/viewpage.action?pageId=179700458
https://help.pencs.com.au/display/CR/Identify+patients+eligible+for+an+annual+715+Aboriginal+and+Torres+Strait+Islander+Health+Assessment
https://help.pencs.com.au/display/CR/Identifying+patients+eligible+for+a+Mental+Health+Treatment+Plan
https://help.pencs.com.au/display/CR/Identifying+patients+eligible+for+a+Mental+Health+Treatment+Plan

Complete the checklist below to review your practice’s MBS claiming for patients with diabetes.

After completing activity 6.3
are there any unexpected
results with your practice’s
diabetes MBS claiming?

[ Yes: see action to be taken.

] No: continue with activity.

Please explain: (e.g. a low percentage
of patients with diabetes have a
GPMP).

How will this information be
communicated to the practice team?

Are there any patients with
diabetes without a diabetes
cycle of care completed in the
past 12 months? (refer to MBS
criteria & activity 6.1).

[ Yes, see action to be taken.

[ No, continue with activity.

Please explain

What action will you take?

How will you use this information to
increase the number of DCOC
completed?

Are you happy with the rates of
HMRs for patients with
diabetes in the last 12 months?
(Note: not all patients with
diabetes will be eligible for a

HMR, refer to MBS criteria).

[ Yes, continue with activity.

] No, see action to be taken.

Please explain

What action will you take?

How will you use this information to
increase the number of Home
Medication Reviews completed?
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Are there any patients with
diabetes without a GPMP &/or
TCA completed in the past 12
months? (Note: not all patients
identified in the search will be
eligible for a GPMP or TCA e.qg.
not regular GP, refer to MBS
criteria).

1 Yes, see action to be taken.

[] No, continue with activity.

Please explain

What action will you take?

How will you use this information to
increase the number of management
plans completed?

Have you created a Topbar
prompt on all patients with
diabetes who may be eligible
for a GPMP?

[ Yes: continue with activity

] No: see action to be taken.

Refer to instructions.

Do you know the contact
details for any MBS related
guestions?

L] Yes, continue with activity.

[] No, see action to be taken.

Email: askMBS@health.gov.au

Provider Enquiry Line - 13 21 50

Do relevant staff know that
Medicare provides online
training modules?

[ Yes, continue with activity.

] No, see action to be taken.

More information can be obtained
from Medicare Australia e-learning
modules.

After reviewing the MBS
claiming for patients with
diabetes, are there any changes
you would like to implement in
the practice to help manage
patients over the next 12
months?

[ Yes, see action to be taken
to help set your goals.

] No, you have completed this
activity.

Refer to the MFI and the Thinking part
at the end of this document.

Refer to the Doing part - PDSA of the
MFI to test and measure your ideas for
success.
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Complete the checklist below to review your practice’s roles and responsibilities for managing patients with
diabetes.

Consider how best to use your practice staff to provide optimum care and the impact this will have on the
workload and appointment system. This involves systematically determining if your practice is set-up and equipped
to provide evidence-based diabetes assessment and management.

Organise investigations (HbAlc, eGFR, lipids, BGL)

Organise urine (microalbuminuria)

Check immunisation status (influenza, pneumococcal and
dTpa if required)

Foot examination

Monitor blood pressure

Height, weight & BMI

Eye examination

Complete cardiovascular risk assessment

Updating patient reminders for regular monitoring
(frequency depends on patients condition)

Review diet/healthy eating

Review physical activity and exercise tolerance

Review smoking & alcohol intake

Check mental health status and offer support services

Provide self-care education

GPMP

Consider comorbidities (CKD, anxiety, depression,
cardiovascular disease, lung cancer)

Review medications

HMR
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Activity Nurse GP Admin

Assess need for specialist referral

Consider advanced care planning

Maintain patient database

Update and order patient resources
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As part of the RACGP accreditation standards, it is a requirement that practices provide health promotion, illness
prevention, preventive care and a reminder system based on patient need and best available evidence. Brisbane
South PHN have a comprehensive toolkit to assist you to review your practice recall and reminder systems,
however, the aim of this activity is to assist with diabetes specific recall and reminders. You can also access other
Ql tools via medical software modules that will assist your practice to merge duplicate recall/reminder lists in your

practice’s clinical software. These modules are:
e Module 7 — Recalls, Reminders and Screening using MedicalDirector
e Module 8 — Recalls, Reminders and Screening using Best Practice

You can access these modules via DiscoverPHN.

) The aim of this activity is to review the practice’s reminder system.

Does your practice have a routine [ Yes, continue with activity.
reminder for appropriate diabetes care?

] No, see action to be taken.

Refer to instructions from Best
Practice or MedicalDirector.

Do clinicians know how to initiate a [ Yes, continue with activity.
patient reminder within clinical software?

(] No, see action to be taken.

Clinician education on setting up
patient reminders

Is there a system for ensuring patients [ Yes, policy is working.
recently diagnosed with diabetes are

[ Yes, policy is not working,

incorporated into the reminder system see action to be taken.

1 No policy, see action to be
taken.

Revise policy

Practice policy on reminders to be
implemented

After reviewing your practice’s recall and [l Yes, see action to be taken
reminder system, are there any changes to help set your goals.

you would like to implement in the [J No, you have completed
practice, to help manage patients, over

this activity.
the next 12 months?

Refer to the MFI and the Thinking
part at the end of this document.

Refer to the Doing part - PDSA of the
MFI to test and measure your ideas

for success.
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https://bsphn.org.au/support/for-your-practice/quality-improvement/#quality-improvement-toolkits
https://bsphn.org.au/discover-phn/
https://kb.bpsoftware.net/au/bppremier/lava/Content/Clinical/Reminders/AddingAReminderReason.htm?Highlight=reminder
https://kb.bpsoftware.net/au/bppremier/lava/Content/Clinical/Reminders/AddingAReminderReason.htm?Highlight=reminder
https://www.medicaldirector.com/help/index.htm#t=shared-content%2FStart_Clinical.htm&rhsearch=confidential

The aim is to ensure that practice staff have access to the relevant information and understand pathways for referral
of patients to specialists and allied health staff as deemed clinically appropriate.

Engaging other medical services (e.g. diagnostic services; hospitals and consultants; allied health; social, disability
and community services) assists the practice in providing optimal care to patients whose health needs require
integration with other services.

Diabetes is best managed with the support of a diabetes healthcare team. The team approach will help patients learn
everything they need to know about diabetes, treatment and management.®

Diabetes
; nurse Credontiallod
Commurity practitioner diahalns
©ara NUrsE oducator

Practice nursa

Social worker

Endocrinclogist

Reproduced with permission from: The Royal Australian College of General Practitioners. Management of type 2
diabetes: A handbook for general practice. East Melbourne, Vic: RACGP, 2020.

See disclaimer at the end of the toolkit in relation to permissions for this image.

8 https://www.diabetesaustralia.com.au/health-care-team
9 https://www.diabetesaustralia.com.au/wp-content/uploads/Available-here.pdf
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Metro South Health is the major provider of public health services, and health education and research, in Brisbane
south, including Logan, Redlands and Scenic Rim regions. Refer Your Patient website is to assist health
professionals access public health services for patients. It provides a single point of entry for all new referrals.

On the website, it outlines available health professionals, criteria to access appointments with the health
professionals, expected wait times plus all the information that is required in the referral.

Essential referral information for Diabetes mellitus referrals

b Type of diabetes and duration of diseass

b Details of all treatments offered and efficacy

» Presence of any complications and details when screening last performed
b Previous allied health reviews of risk factors

b Height, weight, BMI

r BP

b History of smaoking

b Ho&Ac (current and previous results)

r FBC, ELFT, fasting lipids — cholesteral, LDL, HDL, Tg results
¢ Urine albumin: creatinine results

b Medication history

If a specific test result is unable to be obtained due to access, financial, religious, cultural or consent
reasons a Clinical Override may be requested. This reason must be clearly articulated in the body of
the referral.

SpotOnHealth HealthPathways provides clinicians in the greater Brisbane south catchment with web-based
information outlining the assessment, management and referral to other clinicians for over 550 conditions.

It is designed to be used at point of care primarily by general practitioners but is also available to specialists,
nurses, allied health and other health professionals.

Health Services Directory is a joint initiative of all Australian governments, delivered by HealthDirect Australia, to
enable health professionals and consumers access to reliable and consistent information about health services.

My Community Directory lists organisations that provide services that are free or subsidised to the public in
thousands of locations across Australia. These services are organised into various Community Directories.
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Allied health professionals

Allied Health Profession ‘ Contact Details

Credentialled Diabetes Refer Your Patient website.
Educators OR

Find a Credentialed Diabetes Educator (CDE).
DS Find an Accredited Practicing Dietitian (APD).
Exercise Physiologist Find an exercise physiologist.
Podiatrist Find a Podiatrist.
Optometrist Find an Optometrist.

National Diabetes Services Scheme (NDSS)

The NDSS assists people to better understand and self-manage their life with diabetes. NDSS also provides people
living with diabetes access to support, information, education services and self-management programs (such as
DESMOND, SMARTS, Live You Life Expos etc).

After your patient has been registered with the NDSS, (please note GPs and nurse can register the patient), they
will receive a registration card and an information booklet (NDSS starter pack) from Diabetes Queensland. The
information book is designed to provide general information about the NDSS, services, products and provide an
understanding of diabetes. The registration card will be required when purchasing products or accessing services.
Further information about eligibility is available from NDSS.

Activity 9.1 — Referral pathways
Complete the checklist below in relation to referral pathways.
ﬂ This activity is designed to raise your awareness of local referral options available for you and your patients
o to facilitate co-ordinated and therefore optimal care.

Question to consider Status Action to be taken

Do all GPs and nurses have login | [ Yes, continue with activity. | Refer to instructions to obtain access.
details for SpotOnHealth

HealthPathways?
[ No, see action to be taken.

Do all GPs and nurses know how | [ Yes, continue with activity. | Refer to instructions from PenCS.
to access SpotOnHealth

Or
HealthPathways via Topbar?

[ No, see action to be taken. | contact BSPHN Digital Health Team via
email: support@bsphn.org.au.
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https://metrosouth.health.qld.gov.au/referrals
https://www.adea.com.au/find-a-cde
https://daa.asn.au/find-an-apd/
https://www.essa.org.au/find-aep/
https://www.podiatry.org.au/find-a-podiatrist
http://www.optometry.org.au/find-an-optometrist/
https://www.ndss.com.au/
https://www.ndss.com.au/about-the-ndss/registration/
https://www.ndss.com.au/living-with-diabetes/managing-diabetes/continuous-glucose-monitoring/
https://spotonhealth.communityhealthpathways.org/LoginFiles/RequestLogin.aspx?topic=RequestAccess
https://help.pencs.com.au/display/TUG/Health+Path+Ways+App
mailto:support@bsphn.org.au

How will you communicate
information so clinicians know
where to access details on
referring a patient to specialist
services?

What is the practice plan for communicating referral information?

After reviewing your practice’s
referral system, are there any
changes you would like to
implement in the practice, to
help manage patients, over the
next 12 months?

[ Yes, see action to be taken
to help set your goals.

[ No, you have completed
this activity.

Refer to the MFI and the Thinking part
at the end of this document.

Refer to the Doing part - PDSA of the
MFI to test and measure your ideas for

success.

DESMOND stands for Diabetes Education and Self-Management for Ongoing and Newly Diagnosed. The program
recognises that there is no ‘one size fits all’ approach to diabetes management. It is intended to provide a
welcoming and non-judgemental space where patients can plan how to manage their diabetes.

The program has demonstrated benefits for participants in both Australia and the UK. Results have shown that

DESMOND can help patients to:
e lower their HbAlc

e develop a better understanding of diabetes

e improve physical activity levels

e take steps to lose weight
e take steps to quit smoking

e reduce risk of depression

e improve overall health.

The Smarts programs are a range of short group education sessions designed to help patients better manage their
diabetes. They provide opportunities for patients to learn practical skills that can help to improve their diabetes
management. This program is offered through Diabetes Queensland and is free of charge. Each session runs for
two or three hours, dependent on the program. Bookings are essential.

These are the individual Smarts programs:

e Carb Smart
e Foot Smart
e Med Smart

e Monitor Smart
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https://www.desmondaustralia.com.au/
https://www.diabetesqld.org.au/type-1-diabetes/diabetes-education-workshops/

Beat it is an 8 week group exercise and lifestyle program to help you better manage your diabetes and improve
your general health. It is available for people living with type 1 or type 2 diabetes and involves moderate-intensity
aerobic, strength and balance based exercises as well as education sessions on healthier living. It is free of charge
for people registered with NDSS. The Beat it program includes:

e initial health and fitness assessment e education sessions throughout
e 16 group sessions (two per week) e progress tracking
e individualised exercise program e final consultation.

OzDAFNE stands for Dose Adjustment For Normal Eating — less guesswork, more freedom, better health. It is a
group program for adults with type 1 diabetes. The program is designed to equip participants with the tools to self-
manage their insulin doses, including working out how much insulin is needed for the amount of carbohydrate
eaten, and how to manage exercise, illness and hypoglycaemia.

The DAFNE program has been evaluated in a number of countries. Results have shown DAFNE can help participants
to:

e improve their HbAlc e avoid weight gain
e reduce diabetes distress, depression and e reduce the incidence of severe
anxiety symptoms hypoglycaemia.

e increase dietary freedom

This service delivers The COACH Program® which is a state-wide, structured, telephone-based, chronic disease
program that helps people with in-scope chronic conditions such as:

e coronary artery disease (CAD), (such as myocardial infarction, angina pectoris, cardiac stenting or cardiac
bypass surgery)

e type 2 diabetes
e pre-diabetes
e chronic obstructive pulmonary disease (COPD).

The service:
e aimsto improve the quality of life of participants by developing in them the self-management skills
required to reduce the progression of their chronic condition, and to better navigate the health system

e employs a partnership approach between the patient and their General Practitioner (GP). Patients are
taught the skills required to self-manage their condition, with their GP as their primary care provider

e utilises The COACH Program, which has been shown to reduce avoidable hospitalisations and provides
another option for individuals who have limited access or willingness to attend conventional services.

The program runs for approximately 6 months, with a call every 4-6 weeks.
e Refer a patient form (PDF, 66KB)
e SMoCC Program fact sheet (PDF, 91KB) - for health service providers
e SMoCC Program brochure (PDF, 2.93MB) - for patients
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Diabetes resources for health professionals

Management of type 2 diabetes: a handbook for general practice— RACGP

National Evidence Based Guidelines for the Management of Type 2 Diabetes Mellitus = NHMRC

National Evidence Based Clinical Care Guidelines for Type 1 Diabetes in Children, Adolescents and Adults

Emergency Management of Hyperglycaemia in Primary Care - RACGP

HbA1c and monitoring glycaemia — Australian Family Physician

T2D Treatments: A New Blood Glucose Management Algorithm for Type 2 Diabetes — Australian Diabetes

Society

Guidance and clinical tips to help identify, manage and refer patient with CKD in your practice — Kidney

Health Australia

Microvascular complications: foot care — RACGP

Basic Foot Assessment Checklist — National Association of Diabetes Centers: Australasian Podiatry Council

Diabetes retinopathy — National Eye Institute (NEI)

Australian Dietary Guidelines— NHMRC

Clinical Guidelines: Supporting Smoking Cessation — RACGP.

National Diabetes Nursing Education Framework 2020-2022 — NDSS.

Education for health professionals

RACGP e-learning modules

Brisbane South PHN education events
Diabetes Management for Health Professionals — CAN, APNA & Diabetes QLD

NDSS - online learning for health professionals

Diabetes Nursing Education Framework

Foot Forward For Health Professionals
Diabetes Qualified

Focus on Type 2 Diabetes — National Prescribing Service (NPS)

You can find a number of resources focused on type 2 diabetes on the NPS. Specific resources of interest to health

professionals may include:

MedicineWise News — stepwise approach to management when metformin is not enough
Clinical eAudit — individualising management after metformin

Online case study — intensifying therapy in type 2 diabetes

Decision aid — lifestyle and metformin (to be used by consumers within a GP consultation)
Principles of pharmacological management of type 2 diabetes

Diabetes management for health professionals: Webinar Series — Diabetes QLD

Programs for health professionals (including face-to-face and online sessions)— Diabetes QLD

Diabetes update for Aboriginal and Torres Strait Islander Health Workers and Practitioners using Feltman
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https://www.racgp.org.au/getattachment/41fee8dc-7f97-4f87-9d90-b7af337af778/Management-of-type-2-diabetes-A-handbook-for-general-practice.aspx
https://www.diabetesaustralia.com.au/best-practice-guidelines
https://diabetessociety.com.au/downloads/Type1guidelines(7Feb11).pdf
https://www.racgp.org.au/clinical-resources/clinical-guidelines/key-racgp-guidelines/view-all-racgp-guidelines/emergency-management-of-hyperglycaemia
https://www.racgp.org.au/afp/2012/januaryfebruary/hba1c-and-monitoring-glycaemia/
http://t2d.diabetessociety.com.au/
https://kidney.org.au/health-professionals/prevent/chronic-kidney-disease-management-handbook
https://www.racgp.org.au/clinical-resources/clinical-guidelines/key-racgp-guidelines/view-all-racgp-guidelines/diabetes/foot-complications
http://www.drsref.com.au/practicemanagement/foot_assessment.pdf
https://www.nei.nih.gov/learn-about-eye-health/eye-conditions-and-diseases/diabetic-retinopathy
https://www.eatforhealth.gov.au/guidelines
https://www.racgp.org.au/clinical-resources/clinical-guidelines/key-racgp-guidelines/view-all-racgp-guidelines/supporting-smoking-cessation
https://www.ndss.com.au/wp-content/uploads/national-diabetes-nursing-education-framework.pdf
https://www.racgp.org.au/education/courses/activitylist/?keywords=ckd&triennium=17-19
https://bsphn.org.au/education-overview/education/
https://www.diabetesqld.org.au/health-professionals/services-and-programs/for-health-professionals/diabetes-management-for-health-professionals.aspx
https://www.ndss.com.au/health-professionals/support-services/online-learning/
https://www.ndss.com.au/wp-content/uploads/national-diabetes-nursing-education-framework.pdf
https://www.footforward.org.au/for-health-professionals/
https://www.diabetesqualified.com.au/
https://www.nps.org.au/professionals/type-2-diabetes
https://www.diabetesqld.org.au/health-professionals/services-and-programs/for-health-professionals/diabetes-management-for-health-professionals-webinar-series.aspx
https://www.diabetesqld.org.au/health-professional-programs/
https://www.diabetesqld.org.au/about-diabetes/first-nations-health-unit/training-for-health-workers/
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Resources for patients

Diabetes Australia

Diabetes Queensland

National Diabetes Services Scheme (NDSS)

MyDESMOND
Baby Steps — support for women previously diagnosed with gestational diabetes

Foot Forward
Keep Sight
Quitnow

My health for life

Resources for Aboriginal and Torres Strait Islander patients

First Nations Health Focus — Brisbane South PHN

Aboriginal and Torres Strait Islanders and Diabetes

Indigenous Diabetic Foot Program: Resource Store — Indigenous Diabetic Foot Program

First Nations Health Unit — Diabetes Queensland

Resources for Culturally and Linguistically Diverse (CALD) patients

Information in your language - NDSS

Health Translations

DESMOND — adapted for Arabic and Maori and Pacific Islander communities — contact Diabetes

Queensland (info@diabetesqld.org.au) to enquire about when and where programs are planned.
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https://www.diabetesaustralia.com.au/
https://www.diabetesqld.org.au/
https://www.ndss.com.au/services/support-programs/type-2-diabetes-and-me-online-course/
https://www.ndss.com.au/services/support-programs/mydesmond/
https://www.ndss.com.au/services/support-programs/baby-steps/
https://www.footforward.org.au/
https://www.keepsight.org.au/
https://www.health.gov.au/health-topics/smoking-and-tobacco/how-to-quit-smoking?utm_source=quitnow.gov.au&utm_medium=redirect&utm_campaign=digital_transformation
https://bsphn.org.au/primary-care-support/my-health-for-life/
https://firstnationshealthfocus.org.au/
https://www.diabetesaustralia.com.au/aboriginal-and-torres-strait-islanders
http://www.diabeticfootprograms.com.au/site/index.cfm?display=131086
https://www.diabetesqld.org.au/about-diabetes/first-nations-health-unit/training-for-health-workers/
https://www.ndss.com.au/about-diabetes/information-in-your-language/
https://healthtranslations.vic.gov.au/bhcv2/bhcht.nsf/htsearchresults?open&st=b&v=1&tx=domestic_violence&jn=.773519&sl=&so=&sc=&sz=q=domestic%20violence%7C%7C%7C%7Cbasic%7C
https://www.diabetesqld.org.au/news/cultural-advice-and-desmond/
mailto:info@diabetesqld.org.au

See below for suggested goals related to diabetes you may wish to achieve within your practice:

Ensure all diabetic patients are coded correctly with
the correct diagnosis in the clinical software.

Refer to CAT4 recipe: ensure all diabetic patients are

coded correctly with the correct diagnosis.

Increase adult smoking and alcohol status for patients
with type 2 diabetes recorded in clinical software to
75%.

Refer to CAT4 recipe: increase adult smoking and

alcohol status for patients with type 2 diabetes.

Increase HbA1c recording for type 2 diabetic patients
to 95% or higher and increase ACR recording by 10%.

Refer to CAT4 recipe: increase HbAlc and ACR
recordings for patients with type 2 diabetes.

Increase the number of flu injections given to diabetes
patient over the past 15 months by 10%.

Refer to CAT4 recipe: identify the number of diabetes

patients who have not received a flu injection in the

past 15 months.

Ensure that 90% of active diabetes patients have their
blood pressure recorded.

Refer to CAT4 recipe: CVD with no BP recorded —
please note: you will be required to select diabetes
instead of CVD.

It is suggested that you meet in your practice team to discuss how at your practice you can improve the recording

of diabetes measures. Some suggestions you may consider include:

asking the practice nurse to opportunistically see patients prior to their GP appointment to obtain height,

weight, waist measurements, BP, smoking and alcohol status

asking patients to complete a summarised new patient form with their height, weight, waist

measurements, BP, smoking and alcohol status and also check their address, contact details, NOK and

emergency contact details

actively contacting patients who are do not have measures recorded e.g.: proactively contact patients with

diabetes who have not yet had their flu injection in the past 15 months

Brisbane South PHN

45

ensuring Topbar is installed on every workstation and fully operational.



https://help.pencs.com.au/pages/viewpage.action?pageId=174097260
https://help.pencs.com.au/pages/viewpage.action?pageId=174097260
https://help.pencs.com.au/pages/viewpage.action?pageId=174097277
https://help.pencs.com.au/pages/viewpage.action?pageId=174097277
https://help.pencs.com.au/pages/viewpage.action?pageId=174097298
https://help.pencs.com.au/pages/viewpage.action?pageId=174097298
https://help.pencs.com.au/display/CR/Identify+Patients+at+risk+for+influenza+with+predisposing+conditions
https://help.pencs.com.au/display/CR/Identify+Patients+at+risk+for+influenza+with+predisposing+conditions
https://help.pencs.com.au/display/CR/Identify+Patients+at+risk+for+influenza+with+predisposing+conditions
http://help.pencs.com.au/display/CR/CVD+Patients+with+no+BP+recorded
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Model for Improvement diagram

Question 1
WHAT ARE WE TRYING TO ACCOMPLISH?
By answering this guestion you will develep your goal.

Question 2
HOW WILL WE KNOW THAT CHANGE 15 AN IMPROVEMENT?
By answering this guestion you will develop measures for tracking your goal.

Question 3
WHAT CHANGES CAN WE MAKE THAT WILL RESULT IN IMPROVEMENT?
By answering this guestion you will develop ideas for change.

What data ?
neads to be 4+

collected L]

WHO, WHAT,
WHEN, WHERE?

14Yd ONDINIHL T d3lS

including a plan for collecting data.
State the objectives of the test,
Make predictions about what
will happen and why.
Based on your Develop a plan Try out

, (%]
analysis, adopt, to test the the test on a -
adapt or abandon change. small scale. %
your idea. Carry out the test. %)
Test your adaptations with Document problems
another PDSA cycle ar and unaxpected ()
start a new PDSA observations. (]
for a different set aside Record collected =
idea. time to analyse data. (]

the data and study E
the results. =
Analyse the collected data. -]

Compare the data to your predictions.
Summarise and reflect an
what was leamed.

+

Source: htp:/ Mwwwihiorg/resources/Pages/Howtolmprove/SciencecfimprovementTestingChanges. aspx
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MFI and PDSA template EXAMPLE

Step 1: The thinking part - The 3 fundamental questions

Practice name: Date:
Team members:

Q1. What are we trying to accomplish? (Goal)

By answering this question, you will develop your GOAL for improvement.
Record this as a S.M.A.R.T. goal (Specific, Measurable, Achievable, Relevant, Time bound).

Our goal is to: Increase the number of HbAlc's recorded on active patients with diabetes.
This is a good start, but how will you measure whether you have achieved this goal? The team will be .
more likely to embrace change if the goal is more specific and has a time limit.

So, for this example, a better goal statement would be:

Our S.M.A.R.T. goal is to: Increase the proportion of HbAlc results recorded on our active patient diabetes
patients by 15% by 31°' December.

Q2. How will I know that a change is an improvement? (Measure)

By answering this question, you will determine what you need to MEASURE in order to monitor the achievement
of your goal. Include how you will collect your data (e.g. CAT4 reports, patient surveys etc.). Record and track
your baseline measurement to allow for later comparison.

We will measure the percentage of HbAlc results recorded on active patients with diabetes. To do this we will:
A) ldentify the number of active patients with diabetes.
B) Identify the number of active patients with diabetes and an HbA1lc result recorded in the past 12 months.

B divided by A x 100 produces the percentage of patients with diabetes who have a HbAlc recorded in the past
12 months.

BASELINE MEASUREMENT: 63% of active diabetes patients have an HbAlc recorded in the past 12 months.

Q3. What changes could we make that will lead to an improvement? (List your IDEAS)

By answering this question, you will generate a list of IDEAS for possible changes you could implement to assist
with achieving your S.MA.R.T goal. You will test these ideas using part 2 of this template, the ‘Plan, Do, Study,
Act (PDSA)’ cycle. Your team could use brainstorming or a driver diagram to develop this list of change ideas.

IDEA: Identify active patients with diabetes who do not have an HbAlc recorded in the past 12 months.

IDEA: Update the reminder criteria on the practice software to ensure the HbAlc reminder interval is set at the
appropriate time.

IDEA: Complete diabetes cycle of care on an annual basis for all active patients with diabetes.
IDEA: Clinical team develop a system for flagging eligible patients and addressing screening opportunistically.
IDEA: Source and provide endorsed patient education resources (in waiting rooms, toilets etc.).

Note: Each new GOAL (1st Fundamental Question) will require a new MFI plan.
Source: Langley, G., Nolan, K., Nolan, T., Norman, C. & Provost, L. 1996, The Improvement Guide, Jossey-Bass, San Francisco, USA.
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MFI and PDSA template EXAMPLE
Step 2: The doing part - Plan, Do, Study, Act

You will have noted your IDEAS for testing when you answered the 3rd fundamental question in step 1. You will use this
template to test an idea. Ensure you communicate the details of the plan to the entire practice team.

Record the change idea you are testing

Which idea are you going to test? (Refer to Q3, step 1 above)

Identify active patients with diabetes who do not have an HbAlc recorded in the past 12 months.

PLAN Record the details of how you will test your change idea

Plan the test, What exactly do you plan to do? Record who will do what; when they will do it (day, time
including a plan for  etc) and for how long (1 week, 2 weeks etc); and where (if applicable); the data to be
collecting data collected; and predictions about the outcome.

WHAT: Lucy will set aside an hour on a Tuesday afternoon to conduct a search on CAT4 of all active patients with
diabetes and no HbAlc recorded. A Topbar prompt will then be created to ensure these patients have a blood
test done at their next appointment.

WHO/WHEN/WHERE:
Who: Practice Manager When: Begin 19" October. Where: Practice manager’s office.

DATA TO BE COLLECTED: Number of active diabetes patients and number of active diabetes patients who have
not had an HbAlc completed in the past 12 months.

PREDICTION: 78% of the active diabetes patient population will have had an HbAlc completed in the past 12
months.

_ Run the test, then record your actions, observations and data

Run the test on a What did you do? Were there any deviations from the original plan? Record exactly what
small scale you did, the data collected and any observations. Include any unexpected consequences

(positive or negative).

Done — completed 20" December — on investigation it was identified that there were 5 different reminder
categories for HbAlc. It took longer to do the check as categories needed to be merged, so there was only 1
category to choose from. The PHN staff provided some great instructions on merging reminder categories. A
Topbar prompt was created which assisted the practice team identify diabetes patients who did not have an
HbA1C result recorded when they attended for an appointment. Lucy contacted patients via SMS who did not
have an HbA1c results recorded, which resulted in 17 people making an appointment to see their GP for their
GPMP review.
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STUDY Analyse the data and your observations

Analyse the results =~ Was the plan executed successfully? Did you encounter any problems or difficulties?

and compare them
What worked/didn’t work? What did you learn on the way? Compare the data to your

to your predictions
predictions. Summarise and reflect on what was learned.

At the end of the focus on HbAlc results, 72% of patients with diabetes had a result recorded. This has resulted in
a 9% increase in results which is 3% lower than our goal.

Results have been shared with the whole practice team. Whilst we didn’t achieve our goal, we can see the benefit
in discussing this with eligible patients. The practice principals were very pleased to hear about the 17 people
who came in for a GPMP review. Lucy has been commended for her work in identifying eligible patients.

Communicate the results of your activity with your whole team. Celebrate any achievements, big or small.

ACT Record what you will do next

Based on what you  Will you adopt, adapt or abandon this change idea? Record the details of your option

learned from the under the relevant heading below. ADOPT: record what you will do next to support making
test, record what this change business as usual; ADAPT: record your changes and re-test with another PDSA
your next actions cycle; or ABANDON: record which change idea you will test next and start a new PDSA.
will be

ADOPT:

The practice will regularly monitor HbAlc results via the monthly benchmark report supplied by Brisbane
South PHN to ensure the rates are increasing.

Lucy will ensure a Topbar prompt has been created for all patients with diabetes to ensure they have their
HbAlc recorded.

ADAPT:

ABANDON:

Repeat step 2 to re-test your adapted plan or to test a new change idea
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The image “Potential members of the multidisciplinary diabetes care team” was

obtained from the RACGP with the following conditions:

1.

Please ensure the following copyright statement is included:

Reproduced with permission from: The Royal Australian College of General Practitioners.
Management of type 2 diabetes: A handbook for general practice. East Melbourne, Vic:
RACGP, 2020.

The use of RACGP material must be accompanied by the copyright statement stated above.
Permission is granted for the use and reproduction in the current version only and is not for
future revisions, future editions, or ancillaries or derivatives of any works. Permission must
be requested on a case-by-case basis.

The RACGP’s consent must be sought before making any alterations or adaptions to the
table or figure. If granted (at the RACGP’s discretion), you must indicate the material has
been adapted with permission.

Text, layout and content must be reproduced in the English language.

The RACGP (along with its employees and agents) bears no liability (including for negligence)
to you or any users of the content for any loss or damage, cost or other expense
(consequential or otherwise) incurred in connection with such content for any reason
whatsoever.

For clarification of these permissions please contact the RACGP on email: permissions@racgp.org.au.
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