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The Quality Improvement Toolkit 

This Quality Improvement (QI) 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 Quality Improvement (QI) activities using the Model for Improvement. 

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 Model for Improvement. 

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

• it is a simple approach that anyone can apply  

• it reduces risk by starting small  

• it can be used to help plan, develop and implement change that is highly effective.  

The Model for Improvement helps you break down your change into manageable pieces, which are then tested to 

ensure that the change results in measurable improvements. 

There is a COPD example using the Model for Improvement and a blank template for you to complete 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 optimalcare@bsphn.org.au 

This icon indicates that the information relates to the ten Practice Incentive Program (PIP) Quality 

Improvement (QI) 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. 
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Emphysema and chronic obstructive pulmonary disease (COPD) have a significant impact on Australians: 

• COPD affects 14% (or 1 in 7) Australians over 40 years of age.  This figure increases to 29% in Australians aged 
75 or over. 

• 7.5% of Australians 40 years old or over have COPD that has progressed to where symptoms may already be 
present and affecting daily life. Half of these people will not know they have COPD.  

• COPD is the second leading cause of avoidable hospital admissions.  

• In 2013, COPD was the fifth leading cause of death in Australia. In that year 6,462 people died from COPD (4.4% 
of all deaths).  

• Despite falling death rates, COPD is still a leading cause of death and disease burden after heart disease, stroke 
and cancer.  

• A thorough history and examination is the first step in COPD diagnosis, this is confirmed with spirometry. 

While there is currently no cure for COPD, there are things people can do to be more active with less troublesome 

breathing, keep out of hospital and have better quality of life.  

Source: https://lungfoundation.com.au/wp-content/uploads/2015/12/COPD-Backgrounder-2016.pdf 
 

  Activity 1. Understanding your COPD patient population 

Activity 1.1 – Data collection from CAT4 
The aim is to collect data to determine the number of patients coded with COPD, and to create various 
lists of patients for review to assist in building your COPD register. 

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

 
Description Pre  

Total 

Post 

Total 

1 

Identify patient population (Active 3x visits in 2 years) See 
instructions in link below. 

Identify active patients with at least 3 visits in the last 2 years 

  

2 

Identify your active patients with a COPD diagnosis 

Prior to any CAT4 search we recommend you click on ‘Clear 

Filters’ first. 

1. Click on View Filters 
2. In General tab 

  

CHRONIC OBSTRUCTIVE  
PULMONARY DISEASE (COPD) 

https://lungfoundation.com.au/wp-content/uploads/2015/12/COPD-Backgrounder-2016.pdf
https://help.pencs.com.au/display/CR/Identify+active+patients+with+at+least+3+visits+in+the+last+2+years
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Description Pre  

Total 

Post 

Total 

3. Select Active (3x in 2yrs) 
4. In Conditions tab 
5. Under Chronic, Respiratory select COPD 
6. Click Recalculate  
7. Click View Population (at top of page) 
8. You can then save in Excel (by selecting the floppy disk icon 

at the top of the report) and sort by provider and distribute 
to each individual GP for review.  

3 

Identify your active patients with COPD who have NOT 
completed spirometry within the past 12 months (COPD 
patients > 7 yrs old) 

In CAT4 

1. In General tab 

2. Under Age, input 7 in the Start Age section 

3. Select Active (3x in 2yrs) 

4. In Conditions tab 

5. Under Chronic, Respiratory select COPD 

6. Under Date Range (Visits) tab select <=12mths  

7. In MBS Attendance tab 

8. Under MBS Item Numbers select 11506  

9. Click Recalculate 

10. Click View Population (at top of page) 
11. You can then save in Excel (by selecting the floppy disk icon 

at the top of the report) and sort by provider and distribute 
to each individual GP for review   

  

4 

Identify your active COPD patients > 7 yrs old who have a 
FEV1/FVC of <0.7 

In CAT4 

1. In General tab 

2. Under Age, input 7 in the Start Age section 

3. Select Active (3x in 2yrs) 

4. In Conditions tab 

5. Under Chronic, Respiratory select COPD 

6. Click Recalculate  

In the report section of CAT4 

7. Select Measures tab 

8. Select Spirometry 

9. Select (FEV1/FVC <0.7) 
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Description Pre  

Total 

Post 

Total 

10. Select Export to generate report 

11. You can then save in Excel (by selecting the floppy disk icon 
and the top of the report) and sort by provider and 
distribute to each individual GP for review. 

5 

Identify your active COPD patients who have NOT received an 
influenza vaccine 

In CAT4 

1. In General tab 

2. Select Active (3x in 2yrs) 

3. In Conditions tab 

4. Under Chronic, Respiratory select COPD 

5. Click Recalculate  

In the report section of CAT4 

6. Select Immunisations tab 

7. Select Influenza 

8. Select Nothing Recorded  

9. Select Export to generate report 

10. You can then save in Excel (by selecting the floppy disk icon 
and the top of the report) and sort by provider and 
distribute to each individual GP for review. 

NOTE: The PIP QI Improvement measure is: 

Proportion of patients with COPD who were immunised 
against influenza. Follow the steps above but at Step 8 instead 
of “nothing recorded” select “current year”. 

 

  

6 

Identify your active COPD patients who have NOT received a 
pneumococcal vaccine 

In CAT4 
1. In General tab 

2. Select Active (3x in 2yrs) 

3. In Conditions tab 

4. Under Chronic, Respiratory select COPD 

5. Click Recalculate  

In the report section of CAT4 

6. Select Immunisations tab  

7. Select Adult 
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Description Pre  

Total 

Post 

Total 

8. Select Pneumococcal 
9. Select Overdue, At Risk Indigenous Nothing recorded, At 

Risk Non-Indigenous nothing recorded, At risk unknown 
nothing recorded 

10. Click Export 
11. You can then save in Excel (by selecting the floppy disk icon 

at the top of the report) and sort by provider and distribute 
to each individual GP for review. 

7 

Identify your active COPD patients who are smokers 

In CAT4 

1. In General tab 

2. Select Active (3x in 2yrs) 

3. In Conditions tab 

4. Under Chronic, Respiratory select COPD 

5. Select Recalculate  

In the report section of CAT4 

6. Select Smoking tab 

7. Select Status 

8. Select Daily Smoker (please note: if you have any patients 
with nothing recorded, then smoking status should be 
recorded for these patients 

9. Click Export  

10. You can then save in Excel (by selecting the floppy disk icon 
at the top of the report) and sort by provider and distribute 
to each individual GP for review. 

  

8 

Identify your active COPD patients who have a GP 
Management plan completed in the past 12 months 

In CAT4 

1. In General tab 

2. Select Active (3x in 2yrs) 

3. Select Conditions  

4. Under Chronic, Respiratory select COPD 

5. In Date Range (Results) tab 

6. Select <= 12 mths 

7. Click Recalculate 

In the report section of CAT4 

8. In MBS items tab 
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Description Pre  

Total 

Post 

Total 

9. Select Count 

10. Select (CDM-GPMP) 

11. Click Export 
12. You can then save in Excel (by selecting the floppy disk icon 

at the top of the report) and sort by provider and distribute 
to each individual GP for review. 

9 

Identify your active COPD patients who have NOT had a GP 
Management plan completed in the past 12 months 

In CAT4 

1. In General tab 
2. Select Active (3x in 2yrs) 
3. Select Conditions  
4. Under Chronic, Respiratory select COPD 
5. In Date Range (Results) tab 
6. Select <= 12mths 
7. Click Recalculate 
In the report section of CAT4 
8. In MBS items tab 
9. Select Not Recorded 
10. Select CDM-GPMP 
11. Click Export 
12. You can then save in Excel (by selecting the floppy disk icon 

at the top of the report) and sort by provider and distribute 
to each individual GP for review. 

  

10 

Identify your active COPD patients taking 5 or more 
medications who may benefit from a Home Medication Review 
(DMMR – Item 900 and 245) 

In CAT4 

1. In General tab 

2. Select Active (3x in 2yrs) 

3. Select Conditions  

4. Under Chronic, Respiratory select COPD 

5. Click Recalculate 

In the report section of CAT4 

6. Select Medications tab  

7. Select Medications Per Patient sub tab 

8. Select ‘with 5 meds, with 6 meds, with 7 meds, with 8+ 

meds’ 

9. Select MBS Items tab 

10. Select Not Recorded sub tab 

11. Select DMMR (This looks at item numbers 900 and 245) 
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Description Pre  

Total 

Post 

Total 

12. Click Export 
13. You can then save in Excel (by selecting the floppy disk icon 

at the top of the report) and sort by provider and distribute 

to each individual GP for review. 

Reflection comments as a result of completing Activity 1.1: 

 

 

 

 

Practice name:           Date: 

Team member: 
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Activity 1.2– Data collection from CAT4 – Identifying patients 
omitted from the register but who fit the diagnosis criteria 
 Complete the below table by collecting data from your CAT4 Data Extraction Tool. 

 Description Total 

1 

Identifying patients omitted from the COPD register by medication 

In CAT4 

1. In General tab 
2. Select Active (3x in 2yrs) 
3. In Conditions tab 
4. Under Chronic, Respiratory next to COPD select No 
5. Under Medications – Respiratory tab 
6. Select Management – Tiotropium and Management – Other (LAMA) 
7. Click Recalculate  
8. Click View Population (at top of page) 
9. You can then save in Excel (by selecting the floppy disk icon at the top of the report) and 

sort by provider and distribute to each individual GP for review. 

 

2 

Identifying patients omitted from the register with no diagnosis 

In Cleansing CAT 

1. In General tab 
2. Select Active (3x in 2yrs) 
3. In Providers tab select one GP 
4. Click Recalculate 

In the report section of CAT4 
5. Select Data Cleansing tab  
6. Select Indicated COPD with no diagnosis tab 
7. Click Export 
8. Redo above steps for each individual GP 
9. Distribute lists to appropriate GP for review 
10. For patients with identified COPD, ask GPs to correct diagnosis in practice software 

 

 

Reflection comments as a result of completing Activity 1.2: 

 

 

 

 

Practice name:           Date: 

Team member: 
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Practice decision point 

It is recommended that you have a practice meeting to review the data collection table results and 

determine any action that needs to be taken. The table below will help guide you through this process. 

Activity 1.3 – Review COPD patient data and identify what to do 
with the results 

Based on the review of the numbers identified when doing your data collection, document reflection and 

actions decided at team meeting in sections below.   

Questions to consider Status Action to be taken 

After reviewing the COPD 

lists, are there unexpected 

results? 

E.g. number of COPD patients 

without GPMP. 

 Yes, see action to be 

taken. 

 

 No, continue with the 

activity. 

 Please explain 
 
 
 
 What action will you take? 
 
 
 
 

Are there any COPD patients 

who have not received an 

influenza vaccination this 

year? 

 Yes, see action to be 

taken. 

 

 No, continue with the 

activity. 

 Please explain 
 
 
 
 What action will you take? 
 
 
 
 Who will be responsible for 

contacting these patients? 
 
 
 
Will a reminder be added to patient’s 
file for future years? 
 Yes   No 

Are there any COPD patients 

who are not up to date with 

their Pneumococcal 

vaccination? 

 Yes, see action to be 

taken. 

 

 No, continue with the 

activity. 

 Please explain 
 
 
 
 What action will you take? 
NB: More than one dose of 
pneumococcal vaccine is 
recommended for newly diagnosed 
COPD. Please check your latest 
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Immunisation Handbook for current 
recommendations. 
 

 
 
 
 

 
 Who will be responsible for 
contacting these patients? 
 
 
 

Are there any COPD patients 

who are smokers? 

 Yes, see action to be 

taken. 

 No, continue with the 

activity. 

 Please explain 
 
 
 
 What action will you take? 
 
 
 
 Who will be responsible for this? 
 
 
 

Are there any COPD patients 

who do not have a current 

GPMP? 

 Yes, see action to be 

taken. 

 

 No, continue with the 

activity. 

 Please explain 
 
 
 
 What action will you take? 
 
 
 
  Who will be responsible for this? 
 
 

Are there any COPD patients 

who do not have a 

spirometry recorded in the 

past 12 months? 

 Yes, see action to be 

taken. 

 

 No, continue with the 

activity. 

 Please explain 
 
 
 
 What action will you take? 
 
 
 
 Who will be responsible for this? 
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Reflection comments as a result of completing Activity 1.3: 

 

 

 

 

Practice name:           Date: 

Team member: 

 

  

Are there any patients taking 

tiotropium but do not have 

COPD recorded in their 

current conditions? 

 Yes, see action to be 

taken 

 

 No, continue with the 

activity 

 Please explain 
 
 
 
 What action will you take? 
 
 
 
 Who will be responsible for this? 
 
 

Are there any patients with 

indicated COPD but no 

diagnosis? 

 Yes, see action to be 

taken 

 

 No, you have completed 

this activity 

 Please explain 
 
 
 What action will you take? 
 
 
 
 Who will be responsible for this? 
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Activity 1.4 – Recording spirometry results 

In some practice software (e.g. Best Practice and Medical Director), spirometry results are imported from the 
spirometer’s software as an image or PDF rather than as specific coded data (similarly to pathology results). This 
can mean that information on spirometry results will not be able to be extracted by the CAT4 Data Extraction Tool. 
This information can be useful if you would like to look at whether your patients with COPD have spirometry 
results in or out of target ranges according to clinical guidelines. 

Activity 1.4 – Recording spirometry results 
 

Description  Status Action to be taken 

Are spirometry results 
recorded as values in your 
clinical software  
(not just an uploaded 
image)? 

 Yes 

 No: see 
action to be 
taken 

 Review how and where your spirometry information 
is being stored in your practice software 

 Refer to instructions on coding spirometry for Best 
Practice and Medical Director software) page 18 

 Document in practice policy 

Reflection comments as a result of completing Activity 1.4: 

 

 

 

 

Practice name:           Date: 

Team member: 
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Activity 1.5 – Build a system to maintain your COPD patient register: 
In a team meeting, discuss the following: 

Topic Question to consider Action to be taken 

Maintaining the register 

 

Appoint a ‘register manager’ to 

maintain the register in the future 

Who will this be? 

 

 

Will this person require training?  

 

Yes  No  

If yes, who will provide it and 

when will it take place? 

 

How much ‘protected time’ will this 

person require to maintain the 

register? 

 

 

Is that amount of time reasonable 

and will it fit within their workload? 

 

 

Implement a system to ensure this 

continues when the ‘register 

manager’ is away and/or leaves 

Who else will be responsible? 

 

 

 

Do they also require training? 

 

Yes   No  

If yes, who will provide it and 

when will it take place? 
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How will you document your system 

for maintaining the register so the 

system works even when the register 

manager is away? 

I.e. in policies and procedures 

 

 

 

A system for ensuring new 

information is gathered and 

recorded 

How will new cases be identified or 

when there is a change in diagnosis? 

 

How will the information reach the 

register manager and be coded 

appropriately? 

 

 How will GPs notify the ‘register 

manager’ of changes to patient 

information? 

 

Reviewing the register to 

confirm validity 

How frequently will the register 

manager check the quality of the 

information on the register? 

 

Are all patients still active? Yes  No  

Are clinicians actively entering 

diagnosis correctly?  

Yes   No  

Reflection comments as a result of completing Activity 1.5: 

 

 

 

 

Practice name:           Date: 

Team member: 
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 Activity 2. Establishing appropriate care pathways using  
 evidence-based guidelines 

Activity 2.1 – Identify roles for managing COPD patients within your 
practice 
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 COPD assessment and management. 

Activity Nurse GP 

Check lung function; perform pre and post spirometry (item 11506)   

Assess functional status; Complete COPD assessment task (CAT link)   

Review smoking status and support smoking cessation    

Check vaccination status for influenza and pneumococcal   

Measure height, weight, BMI   

Review diet/healthy eating   

Review physical activity and exercise tolerance   

Check mental health status and offer support services e.g. Lung 
Foundation Australia 

  

Provide self-care education and COPD action plan   

GP Management Plan   

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

  

Check inhaler device technique   

Refer symptomatic patients to pulmonary rehabilitation   

Review medications using stepwise COPD treatment guidelines   

Review frequency of exacerbations/hospitalisations   

Assess need for specialist referral    

Assess need (or review use) of long-term oxygen therapy   

Consider advanced care planning   
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Reflection comments as a result of completing Activity 2.1: 

 

 

 

 

Practice name:           Date: 

Team member: 

 

Best Practice guidelines  
Clinical guidelines recommend how healthcare professionals should care for people with specific conditions. 

They can cover any aspect of a condition and may include recommendations about providing information and advice, 
prevention, diagnosis, treatment and longer-term management. 

GPs and practice nurses should be following the latest best practice guidelines for COPD management. These 

include:  

COPD-X: Full Guidelines 

COPD-X: Concise Guide for Primary Care 

 The following section contains information that has been sourced directly from ‘COPD-X: Primary Care Respiratory 

Toolkit’ Dashboard > ‘Management of COPD’ tab 

Activity 2.2 – COPD assessment and diagnosis 
 

Description Status Action to be taken 

Are you using COPD-X plan for 

reference within your 

practice? 

 Yes: continue with activity 

 No: see action to be taken 

Refer to: https://copdx.org.au/  

Do all GPs and practice nurses 

know where to find these 

guidelines and feel confident 

in utilising their contents? 

 Yes: continue with activity 

 No: see action to be taken 

Refer to: https://copdx.org.au/copd-x-

plan/  

Are GPs and nurses aware of 

who would be at higher risk of 

COPD? 

 Yes: continue with activity 

 No: see action to be taken  

Refer to: 

https://lungfoundation.com.au/health-

professionals/clinical-

resources/copd/copd-the-statistics/  

https://lungfoundation.com.au/health-professionals/health-professional-conferences-training/
https://copdx.org.au/wp-content/uploads/2015/08/LFA-COPD-X-doc_V3.02_0815_WEB.pdf
https://lungfoundation.com.au/primary-care-respiratory-toolkit/
https://lungfoundation.com.au/primary-care-respiratory-toolkit/
https://copdx.org.au/
https://copdx.org.au/copd-x-plan/
https://copdx.org.au/copd-x-plan/
https://lungfoundation.com.au/health-professionals/clinical-resources/copd/copd-the-statistics/
https://lungfoundation.com.au/health-professionals/clinical-resources/copd/copd-the-statistics/
https://lungfoundation.com.au/health-professionals/clinical-resources/copd/copd-the-statistics/
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Description Status Action to be taken 

Do GPs and/or nurses use a 

Lung Health Checklist on 

patients at higher risk of 

COPD? 

 Yes: continue with activity 

No: see action to be taken 

Refer to: 

https://lungfoundation.com.au/lung-

health-checklist/  

Do you have a COPD screening 

device such as a COPD-6 or 

PIKo-6 in the practice? 

 Yes: continue with activity 

 No: see actions to be taken 

Investigate screening device options for 

your practice 

Reflection comments as a result of completing Activity 2.2: 

 

 

 

 

Practice name:           Date: 

Team member: 

The Lung Health Checklist is a quick way to identify those patients over 35 who are at risk of COPD 

The Lung Health Checklist 

Are you a smoker or ex-smoker? 

Do you or have you worked in a job that exposed you to dust, gas or fumes? 

Do you cough several times most days? 

Do you cough up phlegm or mucous most days? 

Do you get out of breath more easily than others your age? 

Do you experience frequent chest infections? 

Yes    No  

Yes    No  

Yes    No  

Yes    No  

Yes    No  

Yes    No  

If the patient says yes to any of these and is 35 years of age or older, they could be at risk of having COPD and would 

benefit from further testing either by conducting full diagnostic spirometry or conducting a test with a COPD 

screening device. 

To access the online checklist, refer to https://lungfoundation.com.au/lung-health/checklist/  

 

 

https://lungfoundation.com.au/lung-health-checklist/
https://lungfoundation.com.au/lung-health-checklist/
https://lungfoundation.com.au/lung-health/checklist/
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Activity 2.3 – Confirm diagnosis (spirometry) 

Confirm diagnosis (spirometry) 

Do you have a spirometer?                                              Yes   No  

If yes, does everyone feel confident and know how to use it?                                              Yes   No  

If no, do you refer your patients elsewhere for Spirometry? Yes   No  

If no, how do you measure/monitor the lung function of your patients with diagnosed or 
suspected COPD? 
 

 

 

 

Do GPs feel confident in reading spirometry results?                                              Yes   No  

Do you allow enough time for spirometry during consultations?                                                 Yes   No  

Are you claiming the MBS item for all spirometry completed, item 11506? Yes   No  

How do you record the spirometry result in your patients file? (see instructions for 

recording spirometry results) 

 

 

 

 

What does your data show? (% of Spirometry Not Recorded) (see Activity 1.1) 

 

 

 

 

 

Do you require any further education on spirometry?                                              Yes   No  
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Reflection comments as a result of completing Activity 2.3: 

 

 

 

 

Practice name:           Date: 

Team member: 

 

  Instructions - Entering spirometry results 
If results are imported directly from the spirometers software the data may be stored as an image or PDF and 

therefore not coded. This means the data will not necessarily be picked up by the CAT4 audit tool.  

 

 

Instructions - Entering spirometry results in Best Practice 
To enter patient spirometry results in Best Practice: 

1. Open patient file 

2. Select Clinical from the menu and select Respiratory Function 
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3. The Respiratory function screen will then appear.  Enter the values in as appropriate.  Save and close once 

complete. 

 

 
 

Instructions - Entering spirometry results in Medical Director 
To enter patient spirometry results in Medical Director: 

1. Open the patient’s file 

2. From the menu select Tools, Tool Box & Respiratory Function 

 

3. The Respiratory Tool Box will appear.  Enter the patients results from the spirometry result 
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4. Click Save. 

 

Spirometry is essential to confirm COPD diagnosis 

Spirometry is used to assess airflow obstruction and determine limitation of disease severity. The Spirometry 
Calculator will help determine the degree of severity based on FEV1. 

Spirometry Information – Lung Foundation Australia 

https://lungfoundation.com.au/primary-care-respiratory-toolkit/ 

Once COPD has been diagnosed, the following table helps classify the severity of COPD as outlined in the COPD-X 
Plan: Australian and New Zealand Guidelines for the management of Chronic Obstructive Pulmonary Disease 
(COPD-X). 

The severity of COPD is then used to tailor treatment. 
 

COPD 
Severity 

FEV1 (% predicted) 
Post-bronchodilator 

Symptoms 
History of 
Exacerbations 

Comorbid 
conditions 

Mild 60-80% predicted • Breathless on moderate exertion 

• Recurrent chest infection/bronchitis 

• Little or no effect on daily activities 

Frequency 
may increase 

Present 
across all 

https://lungfoundation.com.au/primary-care-respiratory-toolkit/
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Moderate 40-59% predicted • Increasing dyspnoea 

• Breathlessness on level ground 

• Increasing limitation of daily activities 

• Cough and sputum production 

• Exacerbations requiring 
corticosteroids and/or antibiotics 

with severity 
of disease 

severity 
groups 

Severe <40% predicted • Chronic cough 

• Dyspnoea on minimal exertion 

• Daily activities severely curtailed 

• Experience regular sputum 
production 

Optimising function for patients with COPD 
The principal goals of therapy are to stop smoking, to optimise function through symptom relief with medications 

and pulmonary rehabilitation, and to prevent or treat aggravating factors and complications. Adherence to inhaled 

medications regimes is associated with reduced risk of death and admissions to hospital due to exacerbations in 

COPD.  Source https://copdx.org.au/copd-x-plan/o-optimise-function/  

 
Some factors associated with optimising function for patients with COPD include: 

1. Assess severity of COPD using spirometry and COPD assessment tool (CAT) 

2. Reduce risk by assessing smoking status and assisting with smoking cessation 

3. Reduce risk by ensuring influenza and pneumococcal vaccines are up to date 

4. Optimise function by encouraging regular exercise and reviewing nutrition 

5. Provide education and COPD action plan 

6. GP Management Plan and Team Care Arrangement 

7. Consider comorbidities  

8. Refer symptomatic patients to pulmonary rehabilitation 

9. Use medications guided by severity 

10. Consider home medication review 

11. Assess psychosocial needs and utilise support services 

12. Consider specialist referral when required  

13. Check device use and adherence at each visit 

Activity 2.4 - COPD assessment tool 
Consider using assessment tools to measure level of functioning and symptoms. The COPD Assessment Tool is a 

simple and short (eight item) questionnaire for patients diagnosed with COPD. It is designed to form a foundation of 

understanding between clinician and patient and can help you achieve your aims in improving and maintaining your 

patient’s quality of life. 

COPD Assessment Tool http://www.catestonline.org/  
More information can be found at: http://lungfoundation.com.au/health-professionals/clinical-

resources/copd/primary-care-respiratory-toolkit/   

https://copdx.org.au/copd-x-plan/o-optimise-function/
http://www.catestonline.org/
http://lungfoundation.com.au/health-professionals/clinical-resources/copd/primary-care-respiratory-toolkit/
http://lungfoundation.com.au/health-professionals/clinical-resources/copd/primary-care-respiratory-toolkit/
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COPD assessment tool  

Do GPs and practice nurses know how to find the COPD Assessment Tool?                                                             Yes          No  

Do you have a template in your practice management software or do you use the 

online version?                                              

 Online    Paper  

Do GPs and practice nurses feel confident in interpreting the results?                                               Yes            No  

Reflection comments as a result of completing Activity 2.4: 

 

 

 

 

Practice name:           Date: 

Team member: 

 

Quality Improvement Activities using The Model for Improvement and 

PDSA 
After completing any of the workbook activities above you may identify areas for improvement in the 

management of patients with COPD. Follow these steps to conduct a Quality Improvement Activity using 

The Model for Improvement and PDSA. The model consists of two parts that are of equal importance.  

Step 1: The ‘thinking’ part consists of three fundamental questions that are essential for guiding 

improvement work: 

• What are we trying to accomplish? 

• How will we know that the proposed change will be an improvement? 

• What changes can we make that will lead to an improvement? 

Step 2: The ‘doing’ part is made up of Plan, Do, Study, Act (PDSA) cycles that will help to bring about rapid 

change. This includes: 

• Helping you test the ideas 

• Helping you assess whether you are achieving your desired objectives 

• Enabling you to confirm which changes you want to adopt permanently.  



  QUALITY IMPROVEMENT TOOLKIT 

Brisbane South PHN 27 COPD WORKBOOK 

 



  QUALITY IMPROVEMENT TOOLKIT 

Brisbane South PHN 28 COPD WORKBOOK 

Model for Improvement and PDSA worksheet EXAMPLE 
 

Step 1: The Thinking Part - The 3 Fundamental Questions 
 

Practice name:  Date: 

Team member: 

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

By answering this question, you will develop your goal for improvement 

Our goal is to: 

• Ensure patients who have a diagnosis of COPD receive an influenza vaccine. 

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 our active patients with COPD who have an influenza vaccine by 20% by 31 July. 

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

By answering this question, you will develop MEASURES to track the achievement of your goal. 
E.g. Track baseline measurement and compare results at the end of the improvement. 

 
We will measure the percentage of active patients with COPD who have had a flu vaccine. To do this we will: 

 A) Identify the number of active patients with COPD 

 B) Identify the number of active patients with COPD who have had a vaccine 

B divided by A x 100 produces the percentage of patients with COPD who have had a flu vaccine 

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

By answering this question, you will develop the IDEAS that you can test to achieve your CHANGE goal. 
You may wish to BRAINSTORM ideas with members of our Practice Team. 

 

Our ideas for change: 

1. Using CAT4, identify active patients with COPD who have not had a flu vaccine this year 

2. Identify patients from list exported from CAT4 and send SMS recall via hot docs 

3. Check vaccine stock, reorder if available 

4. Source and provide endorsed patient education resources on flu vaccination (in waiting rooms, etc) 

5. Run an awareness campaign for COPD 

The team selects one idea to begin testing with a PDSA cycle 

Note: Each new GOAL (1st Fundamental Question) will require a new Model for Improvement Guide 
Source: Langley, G., Nolan, K., Nolan, T., Norman, C. & Provost, L. 1996, The Improvement Guide, Jossey-Bass, San Francisco, 
USA. 
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Model for Improvement and PDSA worksheet EXAMPLE 
 

Step 2: The Doing Part - Plan, Do, Study, Act 
You will have noted your IDEAS for testing when you answered the third Fundamental Question in Step 1 
You will use this sheet to test an idea. 

 

PLAN Describe the brainstorm idea you are planning to work on.                        (Idea)  

Plan the test, 
including a plan for 
collecting data 

What exactly will you do? include what, who, when, where, predictions and data to be 
collected 

Idea: Identify active patients with COPD who have not had a flu vaccine recorded this year. 

What: Mary will conduct a search on CAT4 and identify active patients with COPD who have not had a flu vaccine 

recorded this year. 

Who: Receptionist (Mary) 

When: Begin 20 May 

Where: at the practice in Dr Bills room  

Prediction: 60% of the active COPD patient population will have had their flu vaccine recoded this year. 

Data to be collected: Number of active COPD patients and number of active COPD patients who have not had a flu 

vaccine recorded this year. 

DO Who is going to do what?                                                                     (Action) 

Run the test on a 
small scale 

How will you measure the outcome of your change? 

 
Completed 20 May – the receptionist contacted Brisbane South PHN for support with the PenCS CAT4 search and 
the export function. The data search was conducted very quickly, with the receptionist being upskilled to conduct 
further relevant searches.  

STUDY Does the data show a change?                                                           (Reflection)   

Analyse the results 
and compare them 
to your predictions 

Was the plan executed successfully?                                                    
Did you encounter any problems or difficulty? 

 
A total of 40 active patients (50%) with COPD have had their influenza vaccine status recorded this year = 10% 
lower than predicted. 

ACT 
Do you need to make changes to your original plan?                     (What next) 
OR Did everything go well?  

Based on what you 
learned from the test, 
plan for your next 
step 

If this idea was successful you may like to implement this change on a larger scale or try 
something new 
If the idea did not meet its overall goal, consider why not and identify what can be done to 
improve performance 
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1. Identify patients from list exported from CAT4 and send SMS recall  

2. Create a PenCS Topbar prompt to ensure all patients with COPD have a flu vaccine offered and result 

recorded at their next appointment. Review this by 31 July (in two months’ time) to determine if there has 

been an increase in the number of patients with flu vaccine status recorded. 

3. Ensure the clinical team know where to record the vaccine status in the medical software.  

4. Remind the whole team that this is an area of focus for the practice. 

 
Repeat Step 2 for other ideas – What idea will you test next? 
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Model for Improvement and PDSA worksheet template 

 
Step 1: The Thinking Part - The 3 Fundamental Questions 
 

Practice name:  Date: 

Team member: 

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

By answering this question, you will develop your GOAL for improvement 

 
 
 
 
 

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

By answering this question, you will develop MEASURES to track the achievement of your goal. 
E.g. Track baseline measurement and compare results at the end of the improvement. 

 
 
 
 
 
 
 

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

By answering this question, you will develop the IDEAS that you can test to achieve your CHANGE goal. 
You may wish to BRAINSTORM ideas with members of our Practice Team. 

Idea: 
 
 
Idea: 
 
 
Idea: 
 
 
Idea: 
 

 
Note: Each new GOAL (1st Fundamental Question) will require a new Model for Improvement 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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Model for Improvement and PDSA worksheet template 
 

Step 2: The Doing Part - Plan, Do, Study, Act cycle 
You will have noted your IDEAS for testing when you answered the third Fundamental Question in Step 1 
You will use this sheet to test an idea. 

PLAN Describe the brainstorm idea you are planning to work on.                (Idea) 

Plan the test, 
including a plan for 
collecting data 

What exactly will you do? Include what, who, when, where, predictions and data to be 
collected 

 
 
 

DO Who is going to do what?                                                                      (Action) 

Run the test on a 
small scale 

How will you measure the outcome of your change? 

 

STUDY Does the data show a change?                                                           (Reflection)   

Analyse the results 
and compare them 
to your predictions 

Was the plan executed successfully?                                                    
Did you encounter any problems or difficulty? 

 
 
 
 
 
 

ACT 
Do you need to make changes to your original plan?              (What next) 
OR Did everything go well?  

Based on what you 
learned from the 
test, plan for your 
next step 

If this idea was successful you may like to implement this change on a larger scale or try 
something new. 
If the idea did not meet its overall goal, consider why not and identify what can be done 
to improve performance.  

 
 
 
 
 

Repeat Step 2 for other ideas - What idea will you test next? 
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