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Quality Improvement Record
Model for Improvement and Plan-Do-Study-Act (PDSA) template. 
For more information on the Model for Improvement and PDSA method, visit the 
Brisbane South PHN Quality Improvement website.

Our General Practice Quality Improvement (GPQI) Team can work with you to 
provide practical advice and resources to help implement your QI activities. 
For support call 3864 7540 or email support@bsphn.org.au.

Practice name:

Team members:Date:

Create a S.M.A.R.T. goal (Specific, Measurable, Achievable, Relevant, Time-bound) 

Example: We aim to increase the BMI recording rates from 35% to 40% between 1st July and 31st December.

Ideas: What changes could you make that will lead to an improvement?
Brainstorm with your team ideas to help reach your goal. Test the ideas using the Plan-Do-Study-Act (PDSA) method. 
Four blank PDSA templates are provided on the following pages to record the testing of different ideas.

Measure: How will you measure and track your improvement?
  Outline how you will collect the data, including how often and where from. 

Idea 1:

Idea 3:

Idea 2:

Idea 4:

Goal: What are you trying to accomplish?

https://bsphn.org.au/practice-support/quality-improvement
mailto:support%40bsphn.org.au?subject=


Plan-Do-Study-Act (PDSA) Cycle

PLAN Include what, who, when, where, predicted 
outcome and data to be collected. Plan the test including how to collect data.

STUDY Review and reflect on the results. Compare 
what happened to your predictions.Analyse and study the outcome..

ACT Does your idea work? Does it need any changes? Will 
you test a new idea? Record the next steps.

DO
Was the plan carried out? What was done? Document 
any unexpected events or problems. Record any 
observations and data collected.

Run the test on a small scale.

Idea:
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	Text Field 3: Wilma (Practice Nurse)
Fred (GP)
Betty (Receptionist)
	Text Field 25: 1st of August
	Text Field 24: 
	Text Field 23: 
	Text Field 22: 
	Text Field 21: 
	Text Field 15: 
	Text Field 14: Review recall and reminder system to ensure routine patient care reminders are being initiated.
	Text Field 13: Send reminder to patients with diabetes type I or II who have an overdue GPMP/review.
	Text Field 11: Search Primary Sense to identify patients with diabetes who have not had their BP recorded. Create internal prompt for next visit. 
	Strategic Objectives 4: We will measure the number and percentage of patients with diabetes who have a current BP recorded (< 6months) each month until the end of December.

To do this, we will initially run the Primary Sense PIP QI - Ten Measure report to establish our baseline. We will then run the Primary Sense report at the end of each month and record our increases to track improvements. 

Baseline (1st August): 55 out of 91 patients (60%) with diabetes have a current blood pressure recorded. 
	Strategic Objectives 2: By 31st December, we will increase the proportion of our "RACGP" active patients with diabetes that have had their blood pressure (BP) recorded in the last 6 months by 5%, from 60% to 65%.

	Text Field 2: Practice Flintstones
	Text Field 56: Search Primary Sense to identify patients with diabetes who have not had their BP recorded. Create internal prompt for next visit.
	Strategic Objectives 12: Our team value the importance of checking and recording BP results for patients with diabetes and will
continue to do this as part of the practice process when engaging with our patients with diabetes and incorporate
this into business as usual. 

Our next step will be to trial Idea 3: Reviewing our internal reminder process for routine patient care items. We aim to make this a more sustainable change. 

	Strategic Objectives 11: 
The plan was successful and went better than we expected. We were able to easily identify 12 patients with diabetes that had an appointment in the next 4 weeks and were due for a blood pressure reading. Creating the alert in the appointment note was not time consuming and in two instances the GPs were able discuss CVD risk with the patients, checking the patient's individual CVD risk using the AusCVDrisk calculator and implementing changes to their diabetes management to reduce their risk. 

We were very proud of what we achieved so we included this in our monthly staff email to congratulate the team. 
	Strategic Objectives 10: 16 August - Wilma, the practice manager ran the diabetes mellitus report in Primary Sense. Wilma checked the
existing appointment field in the Primary Sense report to identify any patient who had an existing appointment.
Wilma found 12 patients had appointments booked so she added alerts in the appointment booking so that Fred, the GP could action this at the patient's appointment.
25 August – Fred, the GP saw his first diabetic patient from the list and recorded his BP. As the patient had recently had their cholesterol levels recorded, Fred opportunistically checked the patient's cardiovascular (CVD) risk using the AusCVDRisk calculator. 
20 September – Wilma ran the Primary Sense report again to see how they were tracking and sent an email to the clinical staff explaining the QI project focus, inviting questions from staff members. 
	Strategic Objectives 9: Wilma, the practice manager will run a Diabetes Mellitus report in Primary Sense on 15
August. Wilma will check the "existing appointment" field in the report to identify patients that have an upcoming appointment. If they do have any appointment booked, Wilma will create a blood pressure reminder note in the appointment booking. For patients without an appointment, Wilma will set up an internal BP reminder in their record. 

We predict that we will see an increase of an additional 10 patients with diabetes having their BP recorded over the next 4 weeks, as a result of the idea. 


