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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 CKD and GP Management plan 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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What is CKD? 

Chronic kidney disease is defined as the occurrence of kidney damage and or reduced kidney function that lasts for 
3 months or more. Approximately 1.7 million Australians (1 in 10) over 18 years of age have indicators of CKD.  
Fewer than 10% of people (over 1.5 million Australians) with CKD are aware that they have the condition.  Kidney 
and urinary tract diseases are the 9th leading cause of death in Australia.  CKD puts people at an increased risk of 
cardiovascular disease.  People with CKD are up to 20 times more likely to die from cardiovascular disease than 
require dialysis or transplantation.  Early detection and management of CKD can reduce the decline in kidney 
function by up to 50% and may even be reversible. 1 
 

General practice is the ideal setting to address identified care gaps for the treatment of CKD.  General practice is 

ideal for primary and secondary prevention and is often the first point of contact for treatment coordination, 

access to medications, additional tests and referrals to other providers.   

Toolkit Aim - To identify who in your practice has chronic kidney disease 

and how these patients are being managed. 

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. 

Unfortunately, kidney disease often shows no signs until you have lost up to 90% of your kidney function. Chronic 
kidney disease can be diagnosed with a simple blood test (eGFR) or by a simple urine test (urine albumin creatine 
ration, urine ACR). CKD is diagnosed by either an eGFR less than 60mL/min/1.73m2 OR an elevated urine albumin 
creatinine ratio that persists for 3 months or more.    
  

                                                           
1 https://kidney.org.au/cms_uploads/docs/linking-kidney-disease-cardiovascular-disease-and-diabetes-fact-sheet.pdf 

CHRONIC KIDNEY DISEASE (CKD) 
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Who is at risk of CKD? 

Adult Australians are at increased risk of developing CKD if they: 

• have diabetes 

• have hypertension 

• have established cardiovascular disease 

• have a family history of kidney failure 

• are obese (body mass index ≥ 30 kg/m2) 

• are a smoker 

• are 60 years or older 

• are of Aboriginal or Torres Strait Islander origin 

• have a history of acute kidney injury (AKI) 
 

Signs and Symptoms of CKD 

CKD is generally asymptomatic. 

• Up to 90% of kidney function may be lost before symptoms are present, so annual checking of those at risk 
is essential. 

• People with CKD may not notice any symptoms until they reach Stage 5. The first signs of CKD may be 
general, and include but are not limited to: 

• high blood pressure 

• itch 

• passing urine at night 

• restless legs 

• blood in the urine 

• shortness of breath 

• tiredness 

• nausea/vomiting 

• reduced appetite2 

                                                           
2 https://kidney.org.au/cms_uploads/docs/kidney-fast-facts-fact-sheet.pdf  

https://kidney.org.au/cms_uploads/docs/kidney-fast-facts-fact-sheet.pdf
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Chronic kidney disease progresses in 5 different stages 

Each stage of chronic kidney disease is related to the level of kidney function and kidney damage.3 

Stage 1– a normal eGFR greater than or equal to 90 millilitres per minute per 1.73m2, and albuminuria, 
haematuria, a pathological abnormality or a structural abnormality. 

Stage 2– a slightly decreased eGFR between 60 and 89 millilitres per minute per 1.73m2, and albuminuria, 
haematuria, a pathological abnormality or a structural abnormality. 

Note: If kidney function is at stage 1 or 2, the person only has chronic kidney disease if albuminuria, 
haematuria, a pathological abnormality or a structural abnormality are present. 

Stage 3a– a mild to moderate decrease in eGFR between 45 and 59 millilitres per minute per 1.73m2. 

Stage 3b– a moderate to severe decrease in eGFR between 30 and 44 millilitres per minute per 1.73m2. 

Stage 4– a severe decrease in eGFR between 15 and 29 millilitres per minute per 1.73m2. 

Stage 5– end-stage kidney disease, as eGFR decreases to less than 15 millilitres per minute per 1.73m2, or 
dialysis is started. 

 

Using CAT4 to identify your practices CKD patients  
There are a few searches that you can do on CAT4 to identify patients at risk of CKD and also assist with 

management of patients with CKD. Correctly identifying and coding people that have CKD allows for regular 

monitoring, treatment optimisation and is vital for automatic software prompts for e.g. Medications that may be 

dangerous for people with CKD. 

These include:  

 

Data Cleansing – patients with indicated CKD with no diagnosis 

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

The "Indicated CKD with no diagnosis" report displays patients where the staging of CKD, as determined by the 
combined results of kidney function (eGFR) and kidney damage (the level of albuminuria using ACR), indicates the 
possibility of CKD. 

The report displays: 

• eGFR, ACR and the resulting Indicated Staging of CKD 
• Colour code for the Clinical Action Plan to manage CKD 
• Other CKD Risk Factors 

Patients on dialysis are displayed as 'level 5' CKD.  

 

Red  
•Clinical Action Plan to 
be monitored 1-3 
monthly 

Orange  
•Clinical Action Plan to 
be monitored 3-6 
monthly 

Yellow  
•Clinical Action Plan to 
be monitored 12 
monthly 

No Colour 
patients without a CKD 
diagnosis and with a eGFR < 60 
and no ACR 

                                                           
3 https://kidney.org.au/your-kidneys/detect/kidney-disease/stages-of-chronic-kidney-disease 

http://help.pencs.com.au/display/CG/Data+Cleansing
https://help.pencs.com.au/display/CG/Indicated+Conditions+Report+Details
https://kidney.org.au/your-kidneys/detect/kidney-disease/stages-of-chronic-kidney-disease
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Identify all active patients with at least one chronic condition who may be eligible for a Medication 

Review 

https://help.pencs.com.au/display/CR/Identify+all+active+patients+with+at+least+one+chronic+condition+who+ar

e+eligible+for+a+Medication+Review 

Patients with chronic conditions often are taking multiple medications and would benefit from a review of their 

medications. This will ensure appropriate medications are prescribed and helps to reduce side effects and other 

medication related risks. 

Identify patients with a chronic disease who may be eligible for a GP Management Plan and/or 

Team Care Arrangement 

https://help.pencs.com.au/pages/viewpage.action?pageId=1479360 
The Chronic Disease Management — GP services on the Medicare Benefits Schedule (MBS) enable GPs to plan and 
coordinate the health care of patients with chronic or terminal medical conditions, including patients with these 
conditions who require multidisciplinary, team-based care from a GP and at least two other health or care 
providers.  
 

Chronic Kidney Disease and CAT4 
Pen CAT have developed a CKD tab.  This is to support: 

1. the management of kidney disease patients and 

2. early identification of ‘at risk’ kidney disease patients 

To access the CAT Chronic Kidney Disease management guide  
 

CKD at Risk Graph 

Target population is patients >= 15 years without a CKD diagnosis.  Patients must have one or more of the risk 
factors present in their clinical record. 
 
 
A stacked bar chart showing the % of patients that have an ‘at risk’ 
value for each of the CKD risk items:  

• Smoking,  

• Diabetes (Diagnosis, HbA1c>=6.5, BSL>11.1 or FBG>7),  

• Hypertension (Diagnosis or BP>140/90),  

• Obesity (BMI>30),  

• CVD Diagnosis, or  

• ATSI with Age>30 
 
Yellow = Risk factor not recorded 
Red = Has this risk factor 
Recommendations for early detection of CKD are available at http://www.kidney.org.au 
  

http://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/display/CR/Identify+all+active+patients+with+at+least+one+chronic+condition+who+are+eligible+for+a+Medication+Review
http://help.pencs.com.au/pages/viewpage.action?pageId=1479360
https://help.pencs.com.au/pages/viewpage.action?pageId=1479360
https://help.pencs.com.au/display/CG/CAT+CKD+%28Chronic+Kidney+Disease%29+Management+and+Risk+Quick+reference+Guide
http://www.kidney.org.au/
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CKD At Risk Graph > Worksheet 

The worksheet provides a report of all the risk factors for the target population. 
From the CKD At Risk Graph 

• Tick ‘Select All’ 

• Click ‘Worksheet’ 

 

CKD Management Graph 

Target population is patients >= 15 years with a CKD diagnosis and without a history of renal dialysis or kidney 

transplant. 

A stacked bar chart showing the % of patients that have a recorded value for each of the management items:  

• Blood Pressure,  

• BMI,  

• HbA1c (if Diabetic),  

• LDL,  

• Total Cholesterol, 

• Smoking,  

• ACE/ARB prescribed,  

• Statin prescribed. 
 
Dark Green = Recorded 
Light Green = Recorded and at target 

Yellow = Recorded and not at target 
Red = Not Recorded 

CKD Management Graph > Worksheet 

The worksheet provides a report of all the management items for the target population. From the CKD 
Management Graph 

• Tick ‘Select All’ 

• Click ‘Worksheet’ 
Some additional items of relevance are included: ACR, eGFR and Diabetes diagnosis. 
  



  QUALITY IMPROVEMENT TOOLKIT 

Brisbane South PHN 12 CHRONIC KIDNEY DISEASE (CKD) TOOLKIT 

Activity 1. Understanding your CKD patient population 

Activity 1.1 – Data collection from CAT4 
The aim of this activity is to collect data to identify patients at risk of CKD, also assist with management of 
patients with CKD 

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. Indicated CKD with no diagnosis 

or CKD Management & Risk Guide or 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 patients eligible 

for a Diabetes Cycle of Care 

 

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

Total 
number of 
active 
patients 

1.1a 

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 

  

1.1b 
Number of patients at risk of CKD (from CKD at Risk Worksheet)   

1.1c 
Number of patients with CKD (from CKD Management Worksheet)   

1.1d 
Number of patients with indicated CKD with no diagnosis   

1.1e 
Number of active patients with CKD who may be eligible for a Home 
Medication Review 

  

1.1f 
Number of active patients with CKD who may be eligible for a GP 
Management Plan &/or Team Care Arrangement plan 

  

1.1g 
Number of active patients with CKD who may be eligible for a Health 
Assessment 

  

1.1h 
Number of active patients with CKD who may be eligible for a Diabetes 
Cycle of Care (ensure you select Renal Impairment under Conditions) 

  

 

  

https://help.pencs.com.au/display/CG/Indicated+Conditions+Report+Details
https://help.pencs.com.au/display/CG/CAT+CKD+%28Chronic+Kidney+Disease%29+Management+and+Risk+Quick+reference+Guide
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=1480168
https://help.pencs.com.au/pages/viewpage.action?pageId=1480168
https://help.pencs.com.au/pages/viewpage.action?pageId=1479270
https://help.pencs.com.au/display/CR/Identify+patients+eligible+for+an+Annual+Diabetes+Cycle+of+Care
https://help.pencs.com.au/display/CR/Identify+patients+eligible+for+an+Annual+Diabetes+Cycle+of+Care
https://help.pencs.com.au/display/CR/Identify+active+patients+with+at+least+3+visits+in+the+last+2+years
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Reflection comments as a result of completing Activity 1.1: 

 

 

 

 

Practice name:           Date: 

Team member: 

 

Activity 1.2– Reviewing your practice CKD profile 
  

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

 

Description Status Action to be taken 

After completing activity 1.1 

are there any unexpected 

results with your practice’s CKD 

patients? 

 

 Yes: see actions to be taken 

 

 No: continue with activity 

Please explain: (for e.g. higher 

number of patients with CKD or 

only a low percentage of patients 

with CKD have a GP 

Management plan) 

 

 

How will this information be 

communicated to the practice 

team? 

 

Is your practice CKD profile 

similar to other practices in the 

Brisbane South region 

(compare with information 

from your latest Benchmark 

report)? 

 Yes: continue with activity 

 

 No: see actions to be taken 

Outline the differences – is it 

patients with CKD, is it CKD risk 

factors) 

 

 

How will this information be 

communicated to the practice 

team? 
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Description Status Action to be taken 

Have you created a TopBar 

prompt on all patients with CKD 

who may be eligible for a Home 

Medication Review? 

 Yes: continue with activity 

 

 No: see actions to be taken 

Follow the instructions to 

complete this 

Have you created a TopBar 

prompt on all patients with CKD 

who may be eligible for a GP 

Management Plan? 

 Yes: continue with activity 

 

 No: see actions to be taken 

Follow the instructions to 

complete this 

After reviewing your practices 

CKD profile, are there any 

changes you would like to 

implement in the practice to 

help manage patients over the 

next 12 months? 

 Yes: see actions to be taken 

 

 No: you have completed this 

activity 

Refer to the Model for 

Improvement (MFI) and the 

Thinking part at the end of this 

document  

Refer to the Doing part - PDSA of 

the Model for Improvement 

(MFI) to test and measure your 

ideas for success 

 

Reflection comments as a result of completing Activity 1.2: 

 

 

 

 

Practice name:           Date: 

Team member: 

 

  

http://help.pencs.com.au/display/CG/Creating+a+Prompt+in+CAT4
http://help.pencs.com.au/display/CG/Creating+a+Prompt+in+CAT4
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Activity 1.3 – Chronic Kidney Disease measures on Benchmarking 
report 
The aim of this activity is to review your practice’s data dashboard on the monthly benchmarking report provided 

by Brisbane South PHN. 

You will need your practice’s benchmarking report to complete this information. 

 

 Description Number 

1.3a Active population with coded CKD diagnosis  

1.3b Active patients with CKD and smoking status recorded  

1.3c Active patients with CKD and blood pressure recorded  

 

Reflection comments as a result of completing Activity 1.3: 

 

 

 

 

Practice name:           Date: 

Team member: 
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Activity 1.4 – Recording risk factors & smoking status in your clinical 
software 
 

Description Status Action to be taken 

Are all the chronic kidney 

disease risk factors being 

recorded in the correct fields in 

your clinical software? (e.g.: BP, 

BMI, HbA1c, LDL, Cholesterol, 

smoking status, ACE/ARB, 

statin) 

 Yes: you have completed this 
activity 

 

 

 No, see action to be taken 

Review how and where your 
chronic kidney disease risk factor 
information is being recorded in 
your practice software. 

 

See instructions on entering 
information in Best Practice 

 

See instructions on entering 
information in Medical Director  

 

Ensure all relevant team 
members are aware of how to 
record chronic kidney disease 
risk factor information 

 

Document in practice policy 

 

Reflection comments as a result of completing Activity 1.4: 

 

 

 

 

Practice name:           Date: 

Team member: 
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Instructions on entering measurements into Best Practice 
1. Have the patient’s file open 
2. From the top menu, select Clinical and then Observations 

 

3. Enter the appropriate information 

 

4. Click save to complete 
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Instructions for entering smoking status in Best Practice 
1. While the patient file is open, select Open and alcohol & smoking history 

 

 

2. Select Tobacco on the left-hand side menu 

3. Once you have entered the information, select Save 

Instructions on entering measurements into Medical Director 
1. Have the patient’s file open 
2. From the top menu select Tools, Tool Box & Tool Box 

 

3. Select the appropriate tab and enter the relevant information 

 

4. Click save to complete. 
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Instructions on entering smoking status into Medical Director 
1. Have the patient file open 

2. From the ‘patient’ menu select ‘details’  

3. This will then open up a screen where you can enter patient details, allergy/reactions, family/social history, 

smoking, alcohol and personal details. 

4. Select Smoking  

 

5. Once you have entered the details, select save.   
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Activity 1.5 – Confirming the right patients are on the register 
Patients with chronic kidney disease diagnosis are central to the patient register.  The aim of this activity is 

to look at patients who indicated CKD with no diagnosis reported.   

 

Description of patient 

list 

Patient information is 

updated in clinical 

software where relevant 

Patient information is 

included in chronic 

kidney disease register 

where relevant 

Completed 

Active patients with 
indications for CKD 
with NO diagnosis  

The "Indicated CKD 

with no Diagnosis" 

Report displays 

patients where the 

staging of CKD, as 

determined by the 

combined results of 

kidney function 

(eGFR) and kidney 

damage (the level of 

albuminuria using 

ACR), indicates the 

possibility of CKD. 

   

 

Reflection comments as a result of completing Activity 1.5: 

 

 

 

 

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 1.6 – Distribute list of patients with indicated CKD with no 
diagnosis to individual GPs 

Description Action to be taken 

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

 
 

Number: _________________________________________________________________ 

Is there an 
explanation as to 
this result? 

(For e.g. Coding issue, information inconclusive etc.): 
_______________________________________________________________________ 

_______________________________________________________________________ 

_______________________________________________________________________ 

 

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

 Yes 

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

You have completed this activity 

 No  

Follow the instructions to complete this 

 

 

Reflection comments as a result of completing Activity 1.6: 

 

 

 

 

Practice name:           Date: 

Team member: 

 

  

http://help.pencs.com.au/display/CR/Identify+patients+seen+by+a+particular+provider+or+group+of+providers
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Activity 1.7 – Checklist for reflection on MBS claiming 
Complete the checklist below to review your practice’s MBS claiming for patients with CKD. 

Questions to consider Status Action to be taken 

Are there any patients with 

CKD without a Home 

Medication Review 

completed in the past 12 

months? (note: not all 

patients with CKD will be 

eligible for a HMR, refer to 

MBS criteria)  

 Yes, see action to be 

taken 

 

 No, continue with the 

activity. 

Please explain 
 
 

 
What action will you take? 

 
 
 

 
How will you use this information to 
increase the number of Home 
Medication Reviews completed? 
 
 

 

Are there any patients with 

CKD without a GP 

Management Plan &/or Team 

Care Arrangement Plan 

completed in the past 12 

months? (note: not all 

patients identified in the 

search will be eligible for a 

GPMP or TCA e.g. not regular 

GP, refer to MBS criteria) 

 Yes, see action to be 

taken 

 

 No, continue with the 

activity. 

Please explain 
 
 

 
What action will you take? 

 
 

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

 
 
 

Do relevant staff know where 

to find specific CKD templates 

for GPMP/TCA (for e.g. Red, 

orange and yellow stages)  

 Yes, continue with the 

activity 

 

 No, see actions to be 

taken 

 

See GPMP – CKD – red clinical action 
plan 
 
 
See GPMP – CKD – orange clinical action 
plan 
 
 
See GPMP – CKD – yellow clinical action 
plan 

 
 

http://www9.health.gov.au/mbs/search.cfm?q=900&Submit=&sopt=I
http://www9.health.gov.au/mbs/search.cfm?q=721&Submit=&sopt=I
https://kidney.org.au/cms_uploads/docs/gpmp-ckd-red-clinical-action-plan.doc
https://kidney.org.au/cms_uploads/docs/gpmp-ckd-red-clinical-action-plan.doc
https://kidney.org.au/cms_uploads/docs/gpmp-ckd-orange-clinical-action-plan.doc
https://kidney.org.au/cms_uploads/docs/gpmp-ckd-orange-clinical-action-plan.doc
https://kidney.org.au/cms_uploads/docs/kha-gpmp-ckd-yellow-clinical-action-plan.doc
https://kidney.org.au/cms_uploads/docs/kha-gpmp-ckd-yellow-clinical-action-plan.doc
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Are there any patients with 

CKD without a Health 

Assessment completed in the 

past 12 months? (note: 

please ensure that MBS 

criteria is met) 

 Yes, see action to be 

taken 

 

 No, continue with the 

activity. 

Please explain 
 
 

What action will you take? 
 

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

Do relevant staff know what 

the criteria is for completing 

Home Medication Reviews, 

Health Assessments and 

Management Plans through 

Medicare? 

 Yes, continue with the 

activity 

 

 No, see actions to be 

taken 

Refer to MBS criteria at:  
 
Home Medication Review Criteria 

 
Health Assessments 
 
Management Plan Criteria 

 
 
 

Does the practice have a 

system for tracking Medicare 

item number claiming? 

 Yes, continue with the 

activity. 

 No, see actions to be 

taken 

Do GP’s have access to their day sheets 
to identify MBS item numbers claimed? 

 
 

Does the practice nurse check that any 
assessments completed have the 
correct billing? 

 
 

 
Are item numbers checked against 
appointment diary prior to batching? 

 

Do you know the contact 

details for any MBS related 

questions? 

 Yes, continue with the 

activity. 

 

 No, see actions 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 the 

activity 

 No, see actions to be 

taken 

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

 
 
 

http://www9.health.gov.au/mbs/search.cfm?q=701&Submit=&sopt=I
http://www9.health.gov.au/mbs/search.cfm?q=701&Submit=&sopt=I
http://www9.health.gov.au/mbs/search.cfm?q=701&Submit=&sopt=I
http://www9.health.gov.au/mbs/search.cfm?q=701&Submit=&sopt=I
http://www9.health.gov.au/mbs/search.cfm?q=900&Submit=&sopt=S
https://www.humanservices.gov.au/organisations/health-professionals/topics/education-guide-health-assessments-and-your-record-keeping-responsibilities/32851
http://www9.health.gov.au/mbs/search.cfm?q=721&Submit=&sopt=S
mailto:askMBS@health.gov.au
http://medicareaust.com/MISC/MISCP02/index.html
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Reflection comments as a result of completing Activity 1.7: 

 

 

 

 

Practice name:           Date: 

Team member: 

Activity 1.8 – Build a system to maintain your CKD patient database: 
In a team meeting, discuss the following: 

Topic Question to consider Action to be taken 

Maintaining the database 

 

 

Appoint a ‘database manager’ to 

maintain the database 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 

database? 

 

 

Is that amount of time reasonable 

and will it fit within their workload? 

 

After reviewing the MBS 

claiming for patients with 

CKD, are there any changes 

you would like to implement 

in the practice to help 

manage patients over the 

next 12 months? 

 Yes, see actions to be 

taken 

 

 No, you have completed 

this activity 

Refer to the Model for Improvement 

(MFI) and the Thinking part at the end 

of this document  

Refer to the Doing part - PDSA of the 

Model for Improvement (MFI) to test 

and measure your ideas for success 
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Topic Question to consider Action to be taken 

Implement a system to ensure this 

continues when the ‘database 

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? 

How will you document your system 
for maintaining the database so the 
system works even when the 
database 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 

database manager and be coded 

appropriately? 

 

How will GPs notify the ‘database 

manager’ of changes to patient 

information? 

 

Reviewing the database to 

confirm validity 

How frequently will the database 

manager check the quality of the 

information on the database? 

 

Are all patients still active? Yes  No  

Are clinicians actively entering 

diagnosis correctly?  

Yes   No  

Please note: the definition of “database” is referring to the clinical software program that is used by your practice. 
(for e.g.: Medical Director, Best Practice, Genie etc) 
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Reflection comments as a result of completing Activity 1.8: 

 

 

 

 

Practice name:           Date: 

Team member: 
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Activity 2. Identifying patients with CKD and other chronic medical 
conditions 

Activity 2.1 –Data collection from CAT4 
The aim of this activity is to collect data to identify patients at with CKD 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 

https://help.pencs.com.au/display/CG/Co-morbidities   Chronic Conditions 

https://help.pencs.com.au/display/CG/Conditions+Filtering 

 

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

Total 
number of 
active 
patients 

2.1a Number of patients with 1 chronic medical condition   

2.1b 
Number of patients with 2 chronic medical conditions   

2.1c 
Number of patients with 3 chronic medical conditions   

2.1d 
Number of patients with 4 chronic medical conditions   

2.1e 
Number of active patients with 4+ chronic medical conditions   

2.1f 
Number of active patients with CKD & Diabetes (select Diabetes yes & 
Renal Impairment Yes and recalculate) 

  

2.1g 
Number of active patients with CKD and Cardiovascular disease (select 
Cardiovascular 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. For instructions https://help.pencs.com.au/display/CG/Assigned+Provider 

Reflection comments as a result of completing Activity 2.1: 

 

 

 

 

Practice name:           Date: 

Team member: 

https://help.pencs.com.au/display/CG/Co-morbidities
https://help.pencs.com.au/display/CG/Conditions+Filtering
https://help.pencs.com.au/display/CG/Assigned+Provider
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Activity 2.2– Reviewing your patients with multiple chronic medical 
conditions 

  

Complete the checklist below which reviews your patients with multiple chronic medical conditions. 

 

Description Status Action to be taken 

After completing activity 2.1 

are there any unexpected 

results with your patients’ 

comorbidities? 

 

 Yes: see actions to be taken 

 

 No: continue with activity 

Please explain: (for e.g. higher 

number of patients with 3 

chronic medical conditions) 

 

 

 

How will this information be 

communicated to the practice 

team? 

After completing activity 2.1 do 

you have any patients with CKD 

& Diabetes? 

 Yes: see actions to be taken 

 

 No: continue with activity 

Consider completing a Diabetes 

Cycle of Care. Refer to MBS 

online for criteria 

 

Refer to National Evidence Based 
Guideline for Diagnosis, 
Prevention and Management of 
Chronic Kidney Disease in Type 2 
Diabetes 

 

Refer to Brisbane South PHN’s QI 

Toolkit – Chronic Conditions - 

Diabetes 

http://www9.health.gov.au/mbs/search.cfm?q=2521&Submit=&sopt=I
http://www9.health.gov.au/mbs/search.cfm?q=2521&Submit=&sopt=I
http://static.diabetesaustralia.com.au/s/fileassets/diabetes-australia/14d82dbb-d776-40c5-a848-9b22f251514e.pdf
http://static.diabetesaustralia.com.au/s/fileassets/diabetes-australia/14d82dbb-d776-40c5-a848-9b22f251514e.pdf
http://static.diabetesaustralia.com.au/s/fileassets/diabetes-australia/14d82dbb-d776-40c5-a848-9b22f251514e.pdf
http://static.diabetesaustralia.com.au/s/fileassets/diabetes-australia/14d82dbb-d776-40c5-a848-9b22f251514e.pdf
http://static.diabetesaustralia.com.au/s/fileassets/diabetes-australia/14d82dbb-d776-40c5-a848-9b22f251514e.pdf
http://static.diabetesaustralia.com.au/s/fileassets/diabetes-australia/14d82dbb-d776-40c5-a848-9b22f251514e.pdf
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Description Status Action to be taken 

After completing activity 2.1 do 

you have any patients with CKD 

& Cardiovascular disease? 

 Yes: see actions 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 – 

Cardiovascular 

 

After reviewing your practices 

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 actions to be taken 

 

 No: you have completed this 

activity 

Refer to the Model for 

Improvement (MFI) and the 

Thinking part at the end of this 

document  

Refer to the Doing part - PDSA of 

the Model for Improvement 

(MFI) to test and measure your 

ideas for success 

 

Reflection comments as a result of completing Activity 2.2: 

 

 

 

 

Practice name:           Date: 

Team member: 
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CARDIOVASCULAR RISK CALCULATOR 
CKD is an important risk factor for cardiovascular disease.  Even early CKD is a significant risk factor for 
cardiovascular events and death4.  All adults 45 and over (or 35 and over if ATSI) without existing cardiovascular 
disease or who are not automatically considered at high risk should be targeted.  People who have moderate or 
severe CKD are automatically at high cardiovascular risk and do not need to use the risk calculator (ACR 
>25mg/mmol in men or >35 mg/mmol in women or eGFR <45).   

The following groups are also automatically at high risk and do not need to use the calculator: 

• diabetes > 60 years,  

• diabetes with microalbuminuria,  

• familial hypercholesterolaemia,  

• SBP >180 or DBP >110,  

• total cholesterol > 7.5,  

• ATSI >74 years of age.   

The Australian Absolute cardiovascular disease risk calculator has been produced by the National Vascular Disease 
Prevention Alliance for the information of health professionals.  To use the calculator, you will need patients age, 
blood pressure, smoking status, total and hdl cholesterol and ECG LVH if know. This calculator can be accessed at 
http://www.cvdcheck.org.au/ . It is also included in Best Practice and Medical Director.   

Best Practice Cardiovascular Risk Calculator 

1. Open patient file. 

 

2. Select Clincial and Cardiovascular Risk 
3. The Cardiovascular risk screen will open 

                                                           
4 https://kidney.org.au/health-professionals/prevent/chronic-kidney-disease-management-handbook 

http://www.cvdcheck.org.au/
https://kidney.org.au/health-professionals/prevent/chronic-kidney-disease-management-handbook
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4. Enter patient results in the appropriate box.  After all the details have been entered a score will appear.   
5. Click save for this to be recorded in patients file 

Medical Director Cardiovascular Risk Calculator 

1. Open patient file. 
2. Select Tools, Tool Box & Cardiovascular Risk 

 

 
3. The Cardiovascular Risk Calculator screen 
will appear 

 

4. Enter the patient results in the 
appropriate boxes.  The result will appear on 
the calculator guide 

5. Click save and this results will be saved in the 
patient’s file 
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Activity 3. Establishing appropriate care pathways using evidence-
based guidelines 

Activity 3.1 – Identify roles for managing CKD 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 CKD assessment and management. 

Activity Nurse GP 

Organise eGFR test   

Organise urine ACR (albumin creatinine ratio)   

Check all patients with CKD have had an initial diagnostic evaluation 
with FBC, CRP, ESR, fasting lipids and glucose and renal ultrasound 

  

Organise renal ultrasound   

Monitor blood pressure   

Complete cardiovascular risk assessment (if not high risk)   

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    

GP Management Plan   

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

  

Review medications    

Home Medication Review   

Assess need for specialist referral    

Consider advanced care planning   



  QUALITY IMPROVEMENT TOOLKIT 

Brisbane South PHN 33 CHRONIC KIDNEY DISEASE (CKD) TOOLKIT 

Reflection comments as a result of completing Activity 3.1: 

 

 

 

 

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 CKD management. These 

include:  

Kidney Health Australia clinical guidelines 

Chronic kidney disease management in General Practice 

Patient and Caregiver Guideline for the Diagnosis and Management of Autosomal Dominant Polycystic Kidney 

Disease 

Chronic kidney disease guidelines 

SpotOnHealth HealthPathways 

  

https://kidney.org.au/advocacy/advocacy-and-policy/resources-publications/publications/clinical-guidelines
https://kidney.org.au/health-professionals/prevent/chronic-kidney-disease-management-handbook
https://kidney.org.au/cms_uploads/docs/adpkd-patient-caregiver-guidlelines-may-2017.pdf
https://kidney.org.au/cms_uploads/docs/adpkd-patient-caregiver-guidlelines-may-2017.pdf
https://www.clinicalguidelines.gov.au/assessment/2547/kha-cari-chronic-kidney-disease-guidelines
https://spotonhealth.healthpathwayscommunity.org/LoginFiles/Logon.aspx?ReturnUrl=%2findex.htm
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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.   

Reminders, recalls and prompts (flags) 
Reminders are used to initiate prevention, before or during the patient visit. They can be either opportunistic or 

proactive. Recalls are a proactive follow up to a preventive or clinical activity. Prompts are usually computer 

generated, and designed to opportunistically draw attention during the consultation to a prevention or clinical 

activity needed by the patient. Using a recall system can seem complex, but there are three steps you can take: 

• be clear about when and how you want to use these flags 

• explore systems used by other practices, your PHN, and information technology specialists to ensure you 
get the correct system 

• identify all the people who need to be recalled and place them in a practice register. This will help to 
ensure that the recall process is both systematic and complete.  

Train IT Medical – Recall and reminder resources for Medical 
Director  
Train IT Medical have a number of resources available for practices to use to assist managing their recall and 

reminder systems. These include: 

Sample Recall Management Protocol/Flowchart 

Bulk Recall Cleanup 

MedicalDirector learning resources 

Sample Quality Improvement Activity 

Train IT Medical ‘Recalls, Reminders & Screening’ using MD Presentation 

Read our MedicalDirector Clinical Top 5 ‘Recalls & Reminders’ Tips 

Train IT Medical – Recall and reminder resources for Best Practice 
Train IT Medical have a number of resources available for practices to use to assist managing their recall and 

reminder systems. These include: 

Reminders quick reference guide 

Creating a reminder template 

Sending SMS reminders to patients 

Recall & reminders – why it’s so hard 

 

CKD AND RECALLS & REMINDERS 

https://trainitmedical.com.au/wp-content/uploads/2018/07/MD-Sample-Recall-Management-Protocol-No-actions.pdf
https://trainitmedical.com.au/wp-content/uploads/2018/07/Medical-Director-Summary-Sheet-Bulk-Recall-Cleanup-v2.pdf
https://www.medicaldirector.com/help/#t=shared-content%2FStart_Clinical.htm
https://trainitmedical.com.au/wp-content/uploads/2018/07/Setting-up-a-recall-and-reminder-systems-example-PDSA-Five-star-case-study-1.pdf
https://trainitmedical.com.au/presentations
https://trainitmedical.com.au/medicaldirector-clinical-top-5-recalls-reminders-tips
https://trainitmedical.com.au/wp-content/uploads/2018/06/BpPremier_Indigo_QRG_Reminders.pdf
https://trainitmedical.com.au/wp-content/uploads/2012/07/BP_FAQ-BP-Creating-a-Reminder-Template.pdf
http://kb.bpsoftware.net/au/bppremier/lava/Content/Management/SMSReminders/UsingSMSReminders.htm?Highlight=sms
https://trainitmedical.com.au/recalls-reminders-why-is-it-so-hard
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Activity 4.1 – Reminder system 
 Status Action to be taken 

Does your practice have a routine reminder 

for appropriate CKD tests? 

 Yes, continue with activity 

 

 No, see action to be taken 

For instructions on creating a 

reminder in Best Practice 

For instructions on creating a 

reminder in Medical Director 

Is consent obtained from patients to be 

included in the practices reminder system? 

 Yes, how is this done? 

 

 No, see action to be taken 

Include a section on New patient 

information sheet about consent to 

participate in reminder system 

 

Clinicians ask patients prior to 

placing them on reminder system 

How does the practice record if a patient 

DOES NOT wish to be contacted offering 

reminder appointments?  

 

Do clinicians know how to initiate a patient 

reminder within clinical software? 

 Yes, continue with activity 

 

 No, see action to be taken 

Clinician education on setting up 

patient reminders  

How regularly are reminder lists generated 

for each doctor/nurse? 

Doctor Practice 

nurse 

Create a practice policy for 

frequency of generating lists 

Nominate a practice member to 

generate reminder lists 
  

Is there a system for reviewing and 

actioning reminder lists? i.e. 

• all posted 

• all telephoned 

• wait for patient to attend 

• GPs review lists and classifies 
reminders. 

 Yes, continue with activity 

 

 No, see action to be taken 

Create policy for activating 

reminders due  

Nominate a practice member to 

activate reminders due  

Is there a system to identify in the 

appointment book when a patient is 

coming in for a reminder appointment 

 Yes, continue with activity 

 

 No, see action to be taken 

Use of a symbol in the appointment 

book to identify type of 

appointment 
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 Status Action to be taken 

Is there a process for acting on or removing 

outstanding reminders? E.g. patients fail to 

attend, reminder no longer needed 

 Yes, continue with activity 

 

 No, see action to be taken 

GP education on removing 

reminders  

Document practice process on 

removing reminders  

Is there a practice policy on how reminders 

are to be implemented? E.g. entering all 

reminders for the upcoming 12 months to 

ensure all tests are performed? 

 Yes, policy is working 

 Yes, policy is not working, 

see action to be taken  

 No policy, see action to be 

taken 

Revise policy  

Practice policy on reminders to be 

implemented  

Is there a system for ensuring patients 

recently diagnosed with CKD are 

incorporated into the reminder system  

 Yes, policy is working 

 Yes, policy is not working, 

see action to be taken  

 No policy, see action to be 

taken 

Revise policy  

Practice policy on reminders to be 

implemented 

After reviewing your practice recall and 

reminder system, are there any changes 

you would like to implement in the practice, 

to help manage patients, over the next 12 

months? 

 Yes, see actions to be 

taken 

 No, you have completed 

this activity 

 

Refer to the Model for 

Improvement (MFI) and the 

Thinking part at the end of this 

document.  

 

Refer to the Doing part - PDSA of 

the Model for Improvement (MFI) to 

test and measure your ideas for 

success 

Recommendation – other methods for engaging patients 

 Decide on targeted promotional material (posters/flyers) for your practice waiting room 

 Include promotional material on your website  

 Develop an invitation letter for patients  
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Reflection comments as a result of completing Activity 4.1: 

 

 

 

 

Practice name:           Date: 

Team member: 

 

Creating reminder category for monitoring CKD in Best Practice 
To create a reminder category for monitoring patients with CKD in Best Practice: 

Please note - the frequency of monitoring will depend on the severity of CKD. See guide below and refer to 

https://kidney.org.au/cms_uploads/docs/08_stages-of-ckd.pdf   

Red  
•Clinical Action Plan to 
be monitored 1-3 
monthly 

Orange  
•Clinical Action Plan to 
be monitored 3-6 
monthly 

Yellow  
•Clinical Action Plan to 
be monitored 12 
monthly 

No Colour 
patients without a CKD 
diagnosis and with a eGFR < 60 
and no ACR 

 

1. Select Setup>Configuration from the main Best Practice screen.  

2. Scroll down on the left-hand side to find the Reminders icon.  

3. The top section of the screen shows the Reminder Reason list- this is the full list of reminder reasons 
available when reminders are being created within the patient record. 

4. Choose Add. 

 

 

 

 

 

5. Type in the reason as CKD bloods and 
then the interval.  

6. Click Save and Save 

 

https://kidney.org.au/cms_uploads/docs/08_stages-of-ckd.pdf
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Creating reminder category for monitoring CKD in Medical Director 
To create a reminder category for monitoring CKD in Medical Director: 

 

Please note - the frequency of monitoring will depend on the severity of CKD. See guide below and refer to 

https://kidney.org.au/cms_uploads/docs/08_stages-of-ckd.pdf   

Red  
•Clinical Action Plan to 
be monitored 1-3 
monthly 

Orange  
•Clinical Action Plan to 
be monitored 3-6 
monthly 

Yellow  
•Clinical Action Plan to 
be monitored 12 
monthly 

No Colour 
patients without a CKD 
diagnosis and with a eGFR < 60 
and no ACR 

 

1. Select Tools > Options. Medical Director options appears. 

2. Select the Recall tab. The list of recall reasons is presented. 

3. Select Add.  

4. Enter a name/description for the recall reason you wish to add. 

https://kidney.org.au/cms_uploads/docs/08_stages-of-ckd.pdf
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5. Modify other settings as desired, 
note that these settings are simply 
the defaults for this recall reason, 
which can be overridden when 
you go to create a new recall for 
the patient. 

o Recall Interval: How often the 

recall should occur, when it is 

used for recurring recalls (as 

opposed to once-off recalls)  

o Gender Restriction: Whether the recall reason's availability is limited to a specific gender 

o Age Range Restriction: Whether the recall reason's availability is limited to a specific age group.  

6. Click Save to confirm. You will be returned to the Recall tab, where your new recall reason is now 
listed. 
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The aim of this activity 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, consultants; allied health; social, disability and 

community services) assist the practice to provide optimal care to patients whose health needs require integration 

with other services. 

Indications for referral to Nephrologist 

The management of CKD is always a collaborative effort, involving at least the individual and their General 
Practitioner. As kidney function declines, and as complications and comorbidities increase, it is likely that the 
contribution of others will be needed for optimal care. 5 

 

More information about referral to Nephrologist can be found from Metro South Health 

                                                           
5 https://kidney.org.au/cms_uploads/docs/ckdm-in-gp-handbook.pdf  

REFERRAL PATHWAYS 

https://metrosouth.health.qld.gov.au/referrals/nephrology/chronic-kidney-disease
https://kidney.org.au/cms_uploads/docs/ckdm-in-gp-handbook.pdf
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SpotOnHealth HealthPathways  

SpotOnHealth Health Pathways 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. 

To access SpotOnHealth Health Pathways you will need to login 

Health Services Directory 

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 

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. 

Refer Your Patient 

Metro South Health is the major provider of public health services, and health education and research, in the 
Brisbane south side, 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.   
 

  

https://spotonhealth.healthpathwayscommunity.org/LoginFiles/Logon.aspx?ReturnUrl=%2findex.htm
https://www.healthdirect.gov.au/australian-health-services
https://www.mycommunitydirectory.com.au/
https://metrosouth.health.qld.gov.au/referrals
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Activity 5.1 – Referral Pathways 
Complete the checklist below in relation to referral pathways. 

 

This activity is designed to raise your awareness of local referral options available for you and your patients to 

facilitate co-ordinated and therefore optimal care.  

 Status Action to be taken 

Do all GPs and 

Nurses have login 

details for 

SpotOnHealth 

HealthPathways? 

 Yes, 

continue 

with the 

activity 

 

 No, see 

Action to 

be taken 

 

To obtain access 

https://spotonhealth.healthpathwayscommunity.org/LoginFiles/RequestL

ogin.aspx?topic=RequestAccess 

 

 

 

 

 

 

Do all GPs and 

Nurses know how 

to access 

SpotOnHealth 

HealthPathways 

via Topbar? 

 Yes, 

continue 

with the 

activity 

 

 No, see 

Action to 

be taken 

 

See instructions: 

https://help.pencs.com.au/display/TUG/Health+Path+Ways+App  

Or 

contact BSPHN Digital Health Team via email: ehealth@bsphn.org.au 

Do all GPs know 

the criteria for 

referring patients 

to Nephrologist? 

 Yes, 

continue 

with the 

activity 

 

 No, see 

Action to 

be taken 

See referral criteria: 

https://metrosouth.health.qld.gov.au/referrals/nephrology/chronic-

kidney-disease 

https://spotonhealth.healthpathwayscommunity.org/LoginFiles/RequestLogin.aspx?topic=RequestAccess
https://spotonhealth.healthpathwayscommunity.org/LoginFiles/RequestLogin.aspx?topic=RequestAccess
https://help.pencs.com.au/display/TUG/Health+Path+Ways+App
mailto:ehealth@bsphn.org.au
https://metrosouth.health.qld.gov.au/referrals/nephrology/chronic-kidney-disease
https://metrosouth.health.qld.gov.au/referrals/nephrology/chronic-kidney-disease
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 Status Action to be taken 

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 

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 

actions to 

be taken 

 

 No, you 

have 

completed 

this 

activity. 

 

Refer to the Model for Improvement (MFI) and the Thinking part at the 

end of this document.  

 

Refer to the Doing part - PDSA of the Model for Improvement (MFI) to 

test and measure your ideas for success 

 

Reflection comments as a result of completing Activity 5.1: 

 

 

 

 

Practice name:           Date: 

Team member: 
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CKD Resources for Health Professionals 
Chronic Kidney disease in the elderly – Australian Family Physician  

90% of those with chronic kidney disease don’t know they have it – Australian Doctor  

Chronic kidney disease and measurement of albuminuria or proteinuria – Medical Journal of Australia  

CKD Guidelines for GPs 
Chronic Kidney Disease Management handbook  

GPMP & TCA Kidney disease template  

Education for Health Professionals 
RACGP e-learning modules  

 

Resources for Patients 
My Kidneys My Health – Handbook and App – Kidney Health Australia  

Check my kidney’s – take the test – Kidney Health Australia  

Keeping your kidneys healthy  

Yesterday, Today & Tomorrow: Personal accounts of people living with kidney failure  

Key fact sheets about Kidney Disease in several languages  

Resources for Aboriginal and Torres Strait Islander Patients 
Are your kidneys ok?  

Bush tucker, healthy eating & wellness  

Important jobs your kidneys do  

Indigenous health guidelines and tools 
  

CKD RESOURCES 

https://www.racgp.org.au/afp/2012/december/ckd-in-the-elderly/
https://www.ausdoc.com.au/news/90-those-chronic-kidney-disease-dont-know-they-have-it
https://www.mja.com.au/journal/2012/197/4/chronic-kidney-disease-and-measurement-albuminuria-or-proteinuria-position
https://kidney.org.au/health-professionals/prevent/chronic-kidney-disease-management-handbook
https://mphn.org.au/templates
https://www.racgp.org.au/education/courses/activitylist/?keywords=ckd&triennium=17-19
https://kidney.org.au/cms_uploads/docs/kha-my-kidneys-my-health.pdf
https://kidney.org.au/your-kidneys/support/indigenous-resources/have-a-kidney-health-check
https://kidney.org.au/your-kidneys/prevent/keeping-your-kidneys-healthy
https://kidney.org.au/about-us/resources-library/kidney-health-publications/yesterday-today-and-tomorrow-personal-accounts-of-people-living-with-kidney-failure
https://kidney.org.au/about-us/resources-library/translations
https://kidney.org.au/your-kidneys/support/indigenous-resources/are-your-kidneys-ok
https://kidney.org.au/your-kidneys/support/indigenous-resources/bush-tucker-healthy-eating-and-wellness-1299
https://kidney.org.au/your-kidneys/support/indigenous-resources/important-jobs-your-kidneys-do
https://kidney.org.au/advocacy/guidance-and-tools/indigenous-health
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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 46 CHRONIC KIDNEY DISEASE (CKD) TOOLKIT 

 



  QUALITY IMPROVEMENT TOOLKIT 

Brisbane South PHN 47 CHRONIC KIDNEY DISEASE (CKD) TOOLKIT 

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: 

• Increase the number of GP Management plans completed on patients with CKD. 

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 number of GP Management plans completed on patients with CKD by 5% by 10th May. 

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 CKD who have a GP Management plan completed in the 

past 12 months. To do this we will: 

 A) Identify the number of active patients with CKD 

 B) Identify the number of active patients with CKD and a GP Management plan completed 

B divided by A x 100 produces the percentage of patients with CKD and a GP Management plan completed 

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 CKD with no GP Management plan. 

2. Identify patients from list exported from CAT4 and send SMS recall to encourage participation 

3. Clinical team discuss how they can encourage patients to have a GP Management plan completed 

4. Review practice GP Management Plan templates to ensure there is consistency for all patients with CKD 

5. Source and provide endorsed patient education resources on CKD (in waiting rooms, etc) 

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 CKD who have not had a GP Management Plan completed in the past 12 months. 

What: Bill will conduct a search on CAT4 and identify active patients with CKD who have not had a GPMP recorded 

in the past 12 months 

Who: Receptionist (Alex) 

When: Begin 19 April 

Where: at the practice in Dr Black’s room (on his day off) 

Prediction: 15% of the active CKD patient population will have had a GPMP completed in the past 12 months. 

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

completed in the past 12 months. 

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 10 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 68 active patients (15%) with CKD have had a GP Management Plan completed in the past 12 months = 
exactly what was 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 or letter 

2. Create a PenCS Topbar prompt to ensure all patients with CKD have a prompt for GP Management Plan. 

3. Ensure the clinical team know where to complete GP Management plan templates 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 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. 

 
 
 
 
 
 
 

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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