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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 diabetes and HbA1c 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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Diabetes is a serious complex condition which can affect the entire body. Diabetes requires daily self-care and can 
have a significant impact on quality of life and can reduce life expectancy. While there is currently no cure for 
diabetes, patients can live an enjoyable life by learning about the condition and effectively managing it. 

There are different types of diabetes; all types are complex and serious. The three main types of diabetes are type 
1, type 2 and gestational diabetes.1 

Diabetes is serious 
Around 1.7 million Australian's have diabetes.  Diabetes is the fastest growing chronic condition in Australia. 2  
Diabetes can be managed well but the potential complications are the same for type 1 and type 2 diabetes 
including heart attack, stroke, kidney disease, limb amputation, depression, anxiety and blindness. 

We know diabetes: 

• Is the leading cause of blindness in working age adults 

• Is a leading cause of kidney failure and dialysis 

• Increases the risk of heart attacks and stroke by up to four times 

• Is a major cause of limb amputations 

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

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

Diabetes Symptoms: 
Common symptoms include: 

• Being more thirsty than usual 

• Passing more urine 

• Feeling tired and lethargic 

• Always feeling hungry 

• Having cuts that heal slowly 

• Itching, skin infections 

• Blurred vision 

• Unexplained weight loss (type 1) 

• Gradually putting on weight (type 2) 

• Mood swings 

• Headaches 

                                                           
1 https://www.diabetesaustralia.com.au/what-is-diabetes 
2 https://www.diabetesaustralia.com.au/diabetes-in-australia 

DIABETES 

https://www.diabetesaustralia.com.au/type-1-diabetes
https://www.diabetesaustralia.com.au/type-1-diabetes
https://www.diabetesaustralia.com.au/type-2-diabetes
https://www.diabetesaustralia.com.au/gestational-diabetes
https://www.diabetesaustralia.com.au/what-is-diabetes
https://www.diabetesaustralia.com.au/diabetes-in-australia
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• Feeling dizzy 

• Leg cramps 

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

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

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

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

Toolkit Aim - To identify who in your practice is at risk of or has diabetes 

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. 

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

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

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

may be dangerous for people with diabetes. These will be highlighted throughout the toolkit. 

These include:  

Type II diabetes graphs and CAT4 
Pen CAT have developed a number of graphs for type II diabetes.  This is to support the management of diabetes 
patients and includes: 

• HbA1c recorded and results 

• GP Management plans and Team Care Arrangements 

• Influenza immunisation status 

• Kidney function tests 

• eGFR results 

• ACR results, and 

• Blood pressure recorded 

To access click here 
  

https://help.pencs.com.au/display/CG/Type+II+Diabetes+Graphs
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Activity 1. Understanding your diabetes patient population 

Activity 1.1 – Data collection from CAT4 
The aim of this activity is to collect data to identify patients with diabetes and to assist with their 
management 

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 diabetes with no 

diagnosis 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 with Type I diabetes   

1.1c 
Number of patients with Type II diabetes   

1.1d 
Number of patients with indicated diabetes with no diagnosis   

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

  

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

  

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

  

1.1h 

Number of active patients with diabetes who identify as Aboriginal or 
Torres Strait Islander (select Type I and Type 2 under Diabetes in the 
conditions tab & indigenous under the ethnicity tab) 

  

Please note: the RACGP defines active as 3 x visits in 2 years. This search criteria does not capture those patients 
who may come in for screening every 2 years, or twice in 2 years e.g. flu vaccine, hence the option to look at all 
active patients. 

 

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

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

 

Description Status Action to be taken 

After completing activity 1.1 

are there any unexpected 

results with your practice’s 

diabetes patients? 

 

 Yes: see actions to be taken 

 

 No: continue with activity 

Please explain: (for e.g. higher 

number of patients with diabetes 

or only a low percentage of 

patients with diabetes have a GP 

Management plan) 

 

 

How will this information be 

communicated to the practice 

team? 

 

Is your practice diabetes 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 diabetes, is it 

diabetes 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 

diabetes 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 

diabetes 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 

diabetes 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 – Extract additional data for an advanced search of your 
diabetes patients 
The aim of this activity is to collect data to identify patients assist with management of patients with 
diabetes 

Complete the below table by collecting data from your CAT4 Data cycle of care by items completed per 

patient OR Identify outstanding Diabetes Cycle of Care items OR Identify patients at risk for influenza with 

predisposing conditions 

 

 

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

Total 
number of 
active 
patients 

1.3a 
Active patients with Type II diabetes who have completed a diabetes 
cycle of care within the last 12 months 

  

1.3b 
Active patients with Type II diabetes with outstanding diabetes cycle of 
care items 

  

1.3c 

Identify patients with diabetes without HbA1c results 
recorded in the last 12 months 

  

1.3d 

Active patients with diabetes who have had an influenza 
vaccination completed in the past 15 months 

  

Reflection comments as a result of completing Activity 1.3: 

 

 

 

 

Practice name:           Date: 

Team member: 

 

 

 

 

https://help.pencs.com.au/display/CG/Cycle+of+Care+by+Items+Completed+Per+Patient
https://help.pencs.com.au/display/CG/Cycle+of+Care+by+Items+Completed+Per+Patient
https://help.pencs.com.au/display/CR/Identify+outstanding+Diabetes+Cycle+of+Care+Items+-+cross+tabulated
https://help.pencs.com.au/display/CR/Identify+Patients+at+risk+for+influenza+with+predisposing+conditions
https://help.pencs.com.au/display/CR/Identify+Patients+at+risk+for+influenza+with+predisposing+conditions
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Activity 1.4– Reviewing your practice diabetes profile 
 Complete the checklist below which reviews your practices diabetes patients. 

Description Status Action to be taken 

After completing activity 1.3 

are there any unexpected 

results with your practice’s 

diabetes patients? 

 

 Yes: see actions to be taken 

 

 No: continue with activity 

Please explain: (for e.g. high 

number of patients with diabetes 

without a HbA1c recorded or only 

a low percentage of patients with 

diabetes have an influenza 

vaccination) 

 

How will this information be 

communicated to the practice 

team? 

 

Have you created a TopBar 

prompt on all patients with 

diabetes for an Influenza 

vaccination? 

 Yes: continue with activity 

 

 No: see actions to be taken 

Follow the instructions to 

complete this 

After reviewing your practices 

diabetes 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 1.4: 

 

 

 

 

Practice name:           Date: 

Team member: 

http://help.pencs.com.au/display/CG/Creating+a+Prompt+in+CAT4
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Activity 1.5 - PIP QI Measures 
As part of the PIP QI measures, practices are to report on HbA1c results, influenza, blood pressure 

results specific to diabetes. See a snapshot on how your practice is going with reporting this 

information from your latest Benchmark report provided by Brisbane South PHN. 

 

 

 

 
 

 Description Percentage 

1.5a Active patients with Type I diabetes who have had a HbA1c result recorded in 

the previous 12 months 
 

1.5b Active patients with Type II diabetes who have had a HbA1c result recorded in 

the previous 12 months 
 

1.5c Active patients with Type I or II diabetes who have been immunised against 

influenza in the previous 15 months 
 

1.5d Active patients with Type I or II diabetes who have had a blood pressure 

recorded at the practice in the previous 6 months 
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Reflection comments as a result of completing Activity 1.5: 

 

 

 

 

Practice name:           Date: 

Team member: 

 

Activity 1.6 – Review PIP QI measure for diabetes patients 
Description  Status Action to be taken 

After reviewing your PIP QI 
measures from your latest 
Benchmark report, are you 
happy with your results? 

 Yes: continue with the 
activity 

 No: see actions to be taken 

Please explain: (for e.g. we have a low % 
of patients with diabetes and an influenza 
vaccination recorded) 

 

 

 

How will this information be 
communicated to the practice team? 

 

 

After reviewing your PIP QI 

measures, 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 to help set your 

goals. 

 

 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 1.6: 

 

 

 

 

Practice name:           Date: 

Team member: 
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Activity 2. Building your practice diabetes register 
Coding is simply a process of using an agreed standardised descriptor and stored as a series of numbers or letters 

(e.g. Diabetes Type 2 and Non-Insulin Dependent Diabetes Mellitus (NIDDM) which are the same health condition 

and are both coded as “Diabetes Type 2”). 

 

You may have identified that there are multiple ways clinical staff may enter a patient’s diagnosis in practice 

software. Some will type this information directly into the patient progress notes or enter this information as free 

text in the ‘reason for encounter’ or ‘diagnosis field’. This process is called free texting or un-coded diagnosis. Free 

text is not easily searchable in any database by the clinical software or third-party software (e.g. extraction tools) 

and is therefore not the preferred process. 

 

The recommended process is to use a diagnosis from the drop-down boxes provided in the clinical software. This is 

a coded diagnosis. If all clinical staff within the practice use the same codes to identify a diagnosis then it is easier to 

search for particular conditions. It also allows the practice software to create automatic prompts e.g. reminders and 

warnings. 

 

It is important to ensure your coding is consistent and agreed upon by all clinical staff in the practice, and diagnostic 

criteria for diabetes are uniform.  The following activity will guide you through this process. 

 

This resource highlights the benefits of having good quality data within your clinical software.  

 

Time required to… Good Data Poor Data 

Write a referral* 5 minutes Up to 10+ minutes 

Upload a shared health 

summary to the My Health 

Record* 

30 seconds Up to 5+ minutes 

Write & print a Health 

Summary* 
30 seconds Up to 5+ minutes 

*These are approximate estimations and will vary depending on the quality of data and software within your individual 
practice. These figures should be used as a guide. 
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Activity 2.1 – Determine terms of consistent coding 
The aim of this activity is for the clinical team to agree on consistent diabetes coding to be used within the practice.  

Description Status Action to be taken 

Are relevant practice team 

members aware of the 

importance of quality data 

including using consistent 

coding (avoiding free text)? 

 Yes: continue with this activity 

 

 

 No, see action to be taken 

Organise a practice team meeting 

to discuss how to develop a clinical 

coding policy for your practice 

Have you agreed on accepted 

terminology of diabetes codes 

from the drop-down lists in 

your practice software? 

 Yes: continue with this activity 

 

 

 No, see action to be taken 

Source list of clinical codes already 

available in current clinical 

software 

 

Source list of clinical codes from 

CAT4 clinical audit tool 

 

From these two lists agree on 

clinical codes for diabetes to be 

used within practice. 

_____________________________ 

_____________________________ 

_____________________________ 

_____________________________ 

Have your agreed clinical 

codes been included in your 

practice policy? 

 Yes: continue with this activity 

 

 

 No, see action to be taken 

Record agreed clinical codes in 

practice policy manual 

https://www.myhealthrecord.gov.au/data-cleansing-and-clinical-coding
https://www.myhealthrecord.gov.au/data-cleansing-and-clinical-coding
https://help.pencs.com.au/display/ADM/General+Data+Category+Mappings+BP
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Description Status Action to be taken 

Are practice team members 

aware of how to enter 

diagnosis in clinical software 

using agreed diabetes 

terminology? 

 Yes: continue with this activity 

 

 

 No, see action to be taken 

See instructions for Best practice 

users 

See instructions for Medical 

Director users 

After reviewing your practices 

clinical coding guidelines, 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 to 

help set your goals. 

 

 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 2.1: 

 

 

 

 

Practice name:           Date: 

Team member: 

 

  

https://bpsoftware.net/wp-content/uploads/2019/04/BpPremier_Indigo_ClinicalSetupGuide-1.pdf
https://www.medicaldirector.com/uploads/Getting_Started_with_MedicalDirector_Clinical.pdf
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Activity 2.2 – Cleaning up un-coded conditions in your practice 
software 

You can clean up un-coded conditions that have been recorded in your practice software. Cleaning up un-coded 
items makes it easier to perform database searches and manage third-party clinical audit tools. 

Instructions for cleaning up un-coded conditions in Best Practice 

  

It is also possible to clean up un-coded conditions 

the have been recorded in the ‘Past History’ 

section of Best Practice. This can assist when 

performing database searches or using 3rd party 

Clinical Audit tools. 

 

This cleanup is done via the BP Utilities function. 

Select Start > Programs > Best Practice Software > 

Best Practice > BP Utilities. Select your user name 

from the drop-down list. You will only have access 

to this function if you have sufficient user 

permissions. 

  

Double click on the icon. 

The ‘Past History cleanup’ screen 

will appear. The ‘Un-coded Past 

History’ is a current list of all Past 

History entries entered into the 

database (usually from a 

conversion or free texted), and the 

‘Conditions’ column is the 

complete list of ‘Coded Conditions’ 

entered into Best Practice. On the 

left-hand side, highlight the item 

that will be merged to a coded 

condition. On the right-hand side, 

enter the coded condition into the 

keyword search field. Highlight the 

condition to merge to, then select 

replace button. 
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Instructions for cleaning up un-coded conditions in Medical Director 

Medical Director provides a simple utility in HCN Maintenance that enables you to easily find un-coded Past 
Medical History items, and either link them to a coded item or replace them with the correct coded item. 

1. Double click the HCN Maintenance icon   to open HCN Maintenance. 
2. Select Medical Director Clinical in the list of Database Tasks on the left of the window. 

3. Double click the Diagnosis Coder icon  

 

The left-hand panel of this screen contains all the un-coded diagnosis entries in the Past Medical History database. 

The right-hand panel displays coded entries that you will select from to pair-up with your un-coded entries. Note 

that the right-hand panel is initially empty, but as you type into the text box above it, a list of items is generated 

underneath. 

Simply highlight the entry on the left and the one you want to link or replace it with on the right, and then click 

either the Link or Correct button. 

The Link button will attach the code for that diagnosis to the coded entry on the right. The Correct button will 

change the diagnosis on the left to that on the right (i.e. if the word was misspelled). 
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Activity 2.3 – Confirming the right patients are on the register 
Patients with diabetes diagnosis are central to the patient register.  The aim of this activity is to look at 

patients with indicated diabetes with no diagnosis reported.   

 

Description of patient 

list 

Patient information is 

updated in clinical 

software where relevant 

Patient information is 

included in diabetes 

register where 

relevant 

Completed 

Active patients with 
indications for 
diabetes with NO 
diagnosis  

The "Indicated 

Diabetes with no 

Diagnosis" Report will 

display the likelihood 

of Diabetes based on 

HbA1c, Anti-diabetic 

Medication and/or 

FBG being recorded in 

the patient record 

without a diagnosis: 

 

   

 

Reflection comments as a result of completing Activity 2.3: 

 

 

 

 

Practice name:           Date: 

Team member: 
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Data Cleansing – patients with indicated diabetes with no diagnosis 

The "Indicated Diabetes with no Diagnosis" Report will display the likelihood of Diabetes based on HbA1c, Anti-
diabetic Medication and/or fasting blood glucose being recorded in the patient record without a diagnosis: 

• Red = likely 

• Orange = possible 

• Yellow = flag for review 

 

Red: ANY of the following  
▪ HbA1c >= 6.5  
▪ OR HbA1c recorded AND on an 

Anti-diabetic Medication  
▪ OR FBG > 7 

Orange: ANY of the following  
▪ HbA1c >6 and <6.5  
▪ OR on an Anti-diabetic 

Medication excluding 
Metformin 

Yellow : ANY of the 
following  

• on Metformin 

 

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 2.4 – Distribute list of patients with indicated diabetes with 
no diagnosis to individual GPs 

Description Action to be taken 

After completing 
activity 1.1 note how 
many active patients 
have indicated 
diabetes 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 

 

 

http://help.pencs.com.au/display/CG/Data+Cleansing
https://help.pencs.com.au/display/CG/Indicated+Conditions+Report+Details
http://help.pencs.com.au/display/CR/Identify+patients+seen+by+a+particular+provider+or+group+of+providers
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Reflection comments as a result of completing Activity 2.4: 

 

 

 

 

Practice name:           Date: 

Team member: 

 

Activity 2.5 – Build a system to maintain your diabetes 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? 

 

Implement a system to ensure this 

continues when the ‘database 

manager’ is away and/or leaves 

Who else will be responsible? 
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Topic Question to consider Action to be taken 

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) 

Reflection comments as a result of completing Activity 2.5: 

 

 

 

Practice name:           Date: 

Team member: 
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Activity 2.6 - Recording diabetes measures & smoking status in your 
clinical software 

Description Status Action to be taken 

Are all the diabetes measures 

being recorded in the correct 

fields in your clinical software? 

(e.g.: BP, BMI, HbA1c, LDL, 

Cholesterol, smoking status,) 

 Yes: you have completed this 
activity 

 

 

 No, see action to be taken 

Review how and where your 
diabetes 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 diabetes risk factor 
information 

 

Document in practice policy 

 

Reflection comments as a result of completing Activity 2.6: 

 

 

 

 

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 3. Identifying patients who are at risk of developing 
diabetes 

Who is at risk of type 2 diabetes? 
People are at a higher risk of getting type 2 diabetes if they: 

• have a family history of diabetes 

• are older (over 55 years of age) - the risk increases as we age 

• are over 45 years of age and are overweight 

• are over 45 years of age and have high blood pressure 

• are over 35 years of age and are from an Aboriginal or Torres Strait Islander background 

• are over 35 years of age and are from Pacific Island, Indian subcontinent or Chinese cultural background 

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

Managing people at risk of developing Type II diabetes 
Life style modifications such as physical activity, dietary change and weight loss should be trialled before 
considering the use of pharmacological interventions for the prevention of type 2 diabetes in high risk individuals.  
 

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

• A risk score of 12 should be used to categorise high risk.  

• Risk assessment should begin at age 40 and from age 18 in Aboriginal and Torres Strait Islanders*.  

• Risk assessment should be repeated every 3 years.  

 
* It should be noted that the AUSDRISK may overestimate risk in those under 25 years of age and underestimate 
risk in Aboriginal and Torres Strait Islanders.  
 
In absence of specific strategies targeting low socio-economic people, strategies aimed at the general population 
are recommended. Culturally appropriate lifestyle interventions should be provided in accessible settings. 3 

AUSDRISK tool – what is included? 
The Australian Risk Assessment Tool (AUSDRISK) asks for the following information: 

• Age 

• Gender 

• Ethnicity/country of birth 

• Family history of diabetes 

• Previous history of high blood sugar including gestation diabetes 

                                                           
3 http://static.diabetesaustralia.com.au/s/fileassets/diabetes-australia/b1126d58-2763-403a-bd2d-44a241bb9189.pdf  

http://static.diabetesaustralia.com.au/s/fileassets/diabetes-australia/b1126d58-2763-403a-bd2d-44a241bb9189.pdf
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• Currently on blood pressure medication 

• Smoking status 

• Physical activity levels 

• Waist measurement 

The assessment tool can be obtained here. 

Activity 3.1 –Data collection from CAT4 
The aim of this activity is to collect data to identify patients who may be at risk of developing Type II 
diabetes 
Complete the below table by collecting data from your CAT4 Data Extraction Tool. Note - Instructions on 

how to extract the data is available from the CAT4 website.  Identify patients at risk of developing Type II 

diabetes 

 

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

Total 
number of 
active 
patients 

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

3.1b 
Number of patients aged >=40 with hypertension   

3.1c 
Number of female patients with a history of gestational diabetes mellitus   

3.1d 
Number of patients taking anti-psychotic medication   

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

  

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 3.1: 

 

 

 

 

Practice name:           Date: 

Team member: 

  

https://www1.health.gov.au/internet/main/publishing.nsf/Content/chronic-diab-prev-aus
https://help.pencs.com.au/display/CR/Identify+Patients+at+Risk+of+Diabetes+Mellitus+Type+II
https://help.pencs.com.au/display/CR/Identify+Patients+at+Risk+of+Diabetes+Mellitus+Type+II
https://help.pencs.com.au/display/CG/Assigned+Provider
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Activity 3.2– Reviewing your patients at risk of developing type II 
diabetes 

  

Complete the checklist below which reviews your patients at risk of developing type II diabetes. 

 

Description Status Action to be taken 

After completing activity 3.1 

are there any unexpected 

results with your patients at 

risk of developing type II 

diabetes? 

 

 Yes: see actions to be taken 

 

 No: continue with activity 

Please explain: (for e.g. large 

number of females with a history 

of gestational diabetes) 

 

 

 

How will this information be 

communicated to the practice 

team? 

Do relevant team members 

know where to complete 

AUSDRISK tool in your practice 

clinical software? 

 Yes: see actions to be taken 

 

 No: continue with activity 

See instructions for Best Practice 

users 

 

See instructions for Medical 

Director users 

Do all relevant team members 

know who is eligible for a Type 

2 Diabetes Risk Assessment 

Health Assessment? 

 Yes: see actions to be taken 

 

 No: continue with activity 

Refer to MBS section 
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Description Status Action to be taken 

After reviewing your patients at 

risk of developing type II 

diabetes, 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 3.2: 

 

 

 

 

Practice name:           Date: 

Team member: 

 

Instructions on completing AUSDRISK tool in Best Practice 
1. Open the patient’s file 

2. From the top menu, select Clinical and Diabetes risk 
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3. The assessment will open. Complete as appropriate  

4. Click Save to complete 

Cardiovascular risk calculator 
CVD is the leading cause of death in people with diabetes, making assessment of CVD risk a vital part of diabetes 
care. Some people for e.g. those with existing cardiovascular disease or people with diabetes who are over 60 
years of age do not need cardiovascular risk calculation as they are automatically considered at high cardiovascular 
risk. 

Adults with any of the following conditions do not require absolute CVD risk assessment: 

• Diabetes and aged >60 years 

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

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

• A previous diagnosis of familial hypercholesterolaemia 

• Systolic blood pressure ≥180 mmHg or diastolic blood pressure ≥110 mmHg 

• Serum total cholesterol >7.5 mmol/L 

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.   

http://www.cvdcheck.org.au/
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Best Practice Cardiovascular Risk Calculator 

1. Open patient file. 

 

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

 
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 
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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 

 

 

 

 

 

Using CAT4 to identify patients 
with elevelated CV risk 
The CV risk is calculated based on the Framingham Risk Equation and is used with the permission from the Heart 

Foundation. The risk assessment uses demographic information such as age, gender and ethnicity and lipid and 

blood pressure measures combined with smoking habits to calculate the likelihood of a cardiovascular event in the 

next five years. This is a quick and easy way to find patients that are at risk of a CV event. 

To access the instructions please click here. 

 

  

https://help.pencs.com.au/display/CR/Identify+elevated+CV+risk+-+Part+A
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Activity 4. Medicare item numbers for patients with Diabetes 
Patients with diabetes may be eligible to access chronic disease item numbers within the Medicare Benefit 
Schedule.  These are dependent on patient age, ethnicity and co-morbidities.  Conditions apply to each item 
number, please ensure the GP understands these prior to claiming the item number/s.  Brisbane South PHN have a 
comprehensive toolkit looking at MBS items, however, a summary of the item numbers include: 

Diabetes Cycle of Care 

The annual Diabetes Cycle of Care incentivises quality diabetes care (e.g. through MBS items 2517 & 2521). However, 
the scope of the annual Cycle of Care recommendations is narrower than the guidelines’ recommendations. 
Completion of an annual Diabetes Cycle of Care requires assessment of the following: 

• Taking a patient history 

• Performing a clinical examination 

• Arranging any necessary investigation 

• Implementing a management plan 

• Providing appropriate preventative care 

Patients and practitioners need to discuss desired outcomes and agree on goals to achieve. 4 
 
The annual Diabetes Cycle of Care must be completed over a period of 11 months and up to 13 months. This cycle 

of care is for patients with established diabetes (i.e. diagnosed for at least 12 months).  At a minimum the 

assessment must include: 

Activity Frequency 

Assess diabetes control by measuring HbA1c At least once every year 

Ensure that a comprehensive eye examination is 

carried out* 
At least once every two years 

Measure weight and height and calculate BMI** At least twice every cycle of care 

Measure blood pressure At least twice every cycle of care 

Examine feet*** At least twice every cycle of care 

Measure total cholesterol, triglycerides and HDL 

cholesterol 
At least once every year 

Test for microalbuminuria At least once every year 

Test for estimated Glomerular Filtration Rate (eGFR) At least once every year 

Provide self-care education Patient education regarding diabetes management 

                                                           
4 https://www.racgp.org.au/clinical-resources/clinical-guidelines/key-racgp-guidelines/view-all-racgp-guidelines/management-
of-type-2-diabetes 

https://bsphn.org.au/primary-care-support/general-practice-quality-improvement/
https://www.racgp.org.au/clinical-resources/clinical-guidelines/key-racgp-guidelines/view-all-racgp-guidelines/management-of-type-2-diabetes
https://www.racgp.org.au/clinical-resources/clinical-guidelines/key-racgp-guidelines/view-all-racgp-guidelines/management-of-type-2-diabetes
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Activity Frequency 

Review diet 
Reinforce information about appropriate dietary 

choices 

Review levels of physical activity 
Reinforce information about appropriate levels of 

physical activity 

Check smoking status Encourage cessation of smoking (if relevant) 

Review of medication Medication review 

*    Not required if the patient is blind or does not have both eyes. 

** Initial visit: measure height and weight and calculate BMI as part of the initial assessment. 

      Subsequent visits: measure weight. 

*** Not required if the patient does not have both feet. 

Recent changes to Diabetes Incentive Payments 
On the 1st August 2019, changes were made to the Diabetes Incentive & Outcomes Payments. The incentives 

through the practice incentive program and service incentive program were ceased. Incentives are now made via 

the PIP QI payment. Continuing to use these item numbers allows practices to use MBS billing codes to check that 

patients with Diabetes have had best practice care with regular reviews. 

Please note: the MBS items have remained the same.  

Full details about Diabetes cycle of care can be found at MBS Online 

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

care. More information can be found here.  

 
 
 
 

http://www.mbsonline.gov.au/internet/mbsonline/publishing.nsf/Content/Home
https://help.pencs.com.au/display/CG/The+Diabetes+SIP+Worksheet
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Activity 4.1 - Recording components of the Diabetes Cycle of Care in 
your clinical software 

Description Status Action to be taken 

Are all the components of the 

Diabetes Cycle of Care recorded 

in the correct fields in your 

clinical software? 

 Yes: you have completed this 
activity 

 

 

 No, see action to be taken 

Review how and where your 
Diabetes Cycle of Care 
information is being recorded in 
your practice software. 

 

Refer to instructions on entering 
information for Best Practice and 
Medical Director software  

 

Ensure all relevant team 
members are aware of how to 
record Diabetes Cycle of Care 
information 

 

Document in practice policy 

Reflection comments as a result of completing Activity 4.1: 

 

 

 

 

Practice name:           Date: 

Team member: 
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Instructions on entering Diabetes Assessments into Best Practice 
To manage a Diabetes Cycle of Care, expand the Enhanced Primary 

Care heading in the EHR tree, highlight Diabetes Cycle of Care and press 

the Add button. If the patient does not have Diabetes listed in their Past 

history, you will be prompted to enter the type of Diabetes that they 

are diagnosed with. 

The Diabetes Cycle of Care window displays the components of the 

Annual cycle of care that have been performed since the last Cycle of 

Care was completed, or in the last 12 months if there has not been a 

previous Cycle of Care recorded. 

Adding new values 

To record additional click on the ‘Add new values’ button. 

Observations 

If height, weight, BP or BSL has been recorded today, they will be 
automatically display in the Every 3 months section. Values 
previously entered for the patient will also be displayed.  

Foot & Fundus examinations 

It is possible to see at a glance whether an eye or foot 
examination has been performed within the Cycle of Care. 

Investigations 

If results are being downloaded via HL7, this section will be pre-populated with the last results, otherwise they can 
be entered here. Use the Lookup Ix button to view the previous results. 

Last visit to: 

To set the details of the specialists and dates when the patient saw them, click the ‘…’ button next to each entry. 
This will display the contact list where you can select the relevant specialist. 

Date of completion of the last Cycle of Care  

If a previous cycle of care has been recorded, this will be automatically set for you.  

New Review Date 

By default the system will add 3 months to the current date to calculate the next review date. This can be changed 
if required by clicking the down arrow next to the date and setting the required review date. If you wish a reminder 
to be created for this Review date, click the ‘Send reminder’ tick box. 

Complete the Cycle of Care 

At the visit where the Cycle of Care is completed, use the Complete this cycle of care checkbox to mark this cycle 

as completed. The next time the Add button on the Enhanced Primary Care page is clicked, a new blank Cycle of 

Care window will be opened. 
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Instructions on entering Diabetes assessments into Medical Director 
Medical Director allows doctors to record these activities required for a Diabetes Cycle of Care. It is important to 

record activities in the correct data fields and avoid entering the activities as ‘free text’ in the progress notes. By 

recording the information in the correct fields it will: 

• Improve efficiency when using Medical Director by reducing the amount of time searching for 
information in the patient progress notes 

• Improve consistency in how diabetes data is entered across all patients at the practice 

• Potentially increase the number of Diabetes Cycle of Care completed,  

• Allow the Pen Clinical Audit tool to extract accurate data on patients with diabetes 

 

1. Have the patient file opened 
2. Go to ‘clinical’ and select ‘diabetes record’ 

 

3. Click to ‘add values’ 
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Diabetes patients and Chronic Disease Management Plans (MBS 
items 721 & 723) 
 

Patients with diabetes experience complex diseases that are dynamic in nature requiring a range of interventions 

and support approaches at different times through the ageing journey. One approach is to complete and then 

review a GP Management Plan &/or Team Care Arrangement.  

 

There are two types of plans that can be prepared by the patient’s regular General Practitioner (GP) for Chronic 

Disease Management (CDM): GP Management Plans (GPMP); and Team Care Arrangements (TCAs)  

These plans are for: 

• A patient with a chronic (or terminal) medical condition, (i.e.: condition has been present or likely to be 

present for 6 months) – GPMP (GP only care planning) 

• If the patient has complex care needs and requires treatment from two or more other health care 

providers, - GPMP and TCA (GP and multidisciplinary team care planning) 

It is important that prior to claiming any MBS item numbers that GPs have a full understanding of the criteria and 

to ensure that the individual patient meets the criteria. More information can be found here.  

Review of GPMPs and TCAs (MBS item 732) 
Once a plan is in place, it should be regularly reviewed by the GP. This is an important part of the planning cycle, 

where the GP and patient check that the goals are being met and agree on any changes that might be needed.  

Exceptional circumstances exist for a patient if there has been a significant change in the patient's clinical condition 

or care requirements that necessitates the performance of the service for the patient. 

Description Item 

number 

Minimum claiming 

period 

Preparation of a GP Management Plan (GPMP) 721 12 months 

Coordination of Team Care Arrangements (TCA) 723 12 months 

Review of a GP Management Plan or Coordination of a Review of 

Team Care Arrangements  

732 3 months 

Using CAT4 to identify patients who may be eligible for a GP 
Management Plan and/or Team Care Arrangement 
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.  

 

https://www1.health.gov.au/internet/main/publishing.nsf/Content/mbsprimarycare-chronicdiseasemanagement
https://help.pencs.com.au/pages/viewpage.action?pageId=1479360
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Diabetes patients and Practice nurse chronic disease (item 10997) 
Item 10997 may be claimed by a medical practitioner, where a monitoring and support service for a person with a 

chronic disease care plan (GPMP &/or TCA) is provided by a practice nurse or Aboriginal and Torres Strait Islander 

health practitioner on behalf of that medical practitioner. This item can be claimed up to 5 times in a calendar year 

Full details about the criteria and how to ensure this is met can be found at MBS Online 
 

Aboriginal & Torres Strait Islander Health Assessment 
 
The Aboriginal and Torres Strait Islander Peoples Health Assessment is available to: 

• Children between ages of 0 and 14 years, 

• Adults between the ages of 15 and 54 years, 

• Older people over the age of 55 years. 

 
See MBS descriptor 

Diabetes patients and Health Assessments (MBS item 701-707) 
A health assessment is the evaluation of an eligible patient’s health and wellbeing. General practitioners use it to 
help decide if a patient needs: 

• preventive health care 

• education to improve their health and wellbeing 

• recommending appropriate interventions 

There are time-based MBS health assessment items: 701 (brief), 703 (standard), 705 (long) and 707 (prolonged). If 

you are a Non-vocationally registered GP, the following item numbers can be claimed: 224 (brief), 225 (standard), 

226(long) and 227 (prolonged). The following categories of health assessments may be undertaken by a medical 

practitioner under these items:  

• People aged 40 to 49 years (inclusive) with a high risk of developing type 2 diabetes as determined by the 
Australian Type 2 Diabetes Risk Assessment Tool 

• People between the age of 45 and 49 (inclusive) who are at risk of developing a chronic disease 

• People aged 75 years and older 

• Permanent residents of a Residential Aged Care Facility 

• People who have an intellectual disability 

• Humanitarian entrants who are resident in Australia with access to Medicare services, including Refugees 
and Special Humanitarian Program and Protection Program entrants 

• Former serving members of the Australian Defence Force including former members of permanent and 
reserve forces 

More information available here.  

 

http://www9.health.gov.au/mbs/search.cfm?q=10997&Submit=&sopt=S
http://www9.health.gov.au/mbs/search.cfm?q=715&Submit=&sopt=S
https://www1.health.gov.au/internet/main/publishing.nsf/Content/mbsprimarycare_mbsitem_general_factsheet
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Diabetes patients and Medication Reviews (MBS item 900) 
According to the Quality use of medicines to optimise ageing in Older Australians resource, as our population 
ages, more people are living with multiple chronic diseases with an associated increase in polypharmacy (multiple 
medicines use). Medicines use in older people is a complex balance between managing disease and avoiding 
medicines related problems. 
 
GPs may be able to claim a Medicare item number to complete a Home Medication Review in conjunction with a 
community pharmacist.  

 

HMR’s are targeted at patients who are: 

• currently taking five or more regular medications; 

• taking more than 12 doses of medication per day; 

• have had significant changes made to medication treatment regimen in the last three months; 

• taking medication with a narrow therapeutic index or medications requiring therapeutic monitoring; 

• experiencing symptoms suggestive of an adverse drug reaction; 

• displaying sub-optimal response to treatment with medicines; 

• suspected of non-compliance or inability to manage medication related therapeutic devices; 

• having difficulty managing their own medicines because of literacy or language difficulties, dexterity 
problems or impaired sight, confusion/dementia or other cognitive difficulties; 

• attending a number of different doctors, both general practitioners and specialists; and/or 

• recently discharged from a facility / hospital (in the last four weeks). 

Updates on the Medicare Benefit Schedule (MBS) item numbers including fees and item number criteria is 
available at MBS Online. 

Using CAT4 to identify all active patients with at least one chronic 
condition who may be 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. Instructions are available from CAT4 website. 

Diabetes patients and Mental Health treatment plan (if relevant) 
Research shows that having diabetes more than doubles the risk of developing depression. Living with a chronic 
condition like diabetes, coping with biological and hormonal factors plus needing to manage the condition on a 
daily basis may increase the risk of depression. 

Depression can increase the likelihood of developing diabetes complications. People with depression may find it 
harder to deal with everyday tasks. Over time, managing diabetes (regular blood glucose testing, taking 

https://sydney.edu.au/medicine/cdpc/resources/quality-use-of-medicines.pdf
http://www9.health.gov.au/mbs/search.cfm?q=900&Submit=&sopt=S
http://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/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
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medication, following a healthy eating plan and regular physical activity) can take its toll. This may increase a 
person’s risk of depression, which may in turn lead to their usual diabetes care being neglected.5 

There are a number of Medicare item numbers available for GPs to claim for mental health related consultations. 
Always refer to the Medicare Benefit Schedule for full details. The item numbers include: 
 

Item Description Medicare Criteria Frequency of claiming 

Mental Health Consultation (MBS 

item 2713) 

Mental health consultation lasting 

at least 20 minutes.  To claim this, 

the patient does not need to be on 

a Mental Health Plan.    

No limits to the amount of times 

this item number is claimed  

Mental Health Plan MBS Items 

2700, 2701, 2715 or 2717) 

  

A mental disorder is a term used to 

describe a range of clinically 

diagnosable disorders that 

significantly interfere with an 

individual's cognitive, emotional or 

social abilities 

The Mental Health Plan must 

include documenting the (results of 

assessment, patient needs, goals 

and actions, referrals and required 

treatment/services, and review 

date) in the patient's GP Mental 

Health Treatment Plan 

A new plan may be completed after 

12 months if clinically required and 

if the person meets eligibility 

criteria. Full details of the criteria 

can be found here. 

After plan has been completed, the 

patient is entitled to up to 10 

Medicare subsidised visits with a 

Psychologist per calendar year. Full 

details of the criteria can be found 

here. 

Review Mental Health Plan (MBS 

item 2712) 

 

The review item is a key 

component for assessing and 

managing the patient's progress 

once a GP Mental Health 

Treatment Plan has been prepared, 

along with ongoing management 

through the GP Mental Health 

Treatment Consultation.  A 

patient's GP Mental Health 

Treatment Plan should be reviewed 

at least once. 

Can be claimed every 3 months or 

at least 4 weeks after claiming the 

Mental Health Plan item number 

 
More information is available at Education guide for Mental Health Care 

                                                           
5 https://www.diabetesaustralia.com.au/depression-and-mental-health 

http://www.mbsonline.gov.au/internet/mbsonline/publishing.nsf/Content/Home
http://www9.health.gov.au/mbs/fullDisplay.cfm?type=note&qt=NoteID&q=AN.0.56
http://www9.health.gov.au/mbs/fullDisplay.cfm?type=note&qt=NoteID&q=AN.0.56
https://www.humanservices.gov.au/organisations/health-professionals/enablers/education-guide-better-access-mental-health-care-general-practitioners-and-allied-health
https://www.diabetesaustralia.com.au/depression-and-mental-health
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Activity 4.2 – Checklist for reflection on MBS claiming 
Complete the checklist below to review your practice’s MBS claiming for patients with diabetes. 

Questions to consider Status Action to be taken 

Are there any patients with 

diabetes without a diabetes 

cycle of care completed in 

the past 12 months? (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 diabetes cycle 
of care completed? 
 

Are there any patients with 

diabetes without a Home 

Medication Review 

completed in the past 12 

months? (note: not all 

patients with diabetes 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 

diabetes 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? 

 
 
 

http://www9.health.gov.au/mbs/search.cfm?q=2521&Submit=&sopt=I
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


  QUALITY IMPROVEMENT TOOLKIT 

Brisbane South PHN 46 DIABETES TOOLKIT 

 

Do relevant staff know where 

to find appropriate templates 

for GPMP/TCA  

 Yes, continue with the 

activity 

 

 No, see actions to be 

taken 

 

See templates available here 
 

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 

 
 
 

After reviewing the MBS 

claiming for patients with 

diabetes, are there any 

changes you would like to 

implement in the practice to 

help manage patients over 

the next 12 months? 

 Yes, see 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 

 

https://www.chnact.org.au/gp-management-plan-templates
mailto:askMBS@health.gov.au
http://medicareaust.com/MISC/MISCP02/index.html
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Reflection comments as a result of completing Activity 4.2: 

 

 

 

 

Practice name:           Date: 

Team member: 

 

Activity 4.3 – Data Collection - Chronic Disease Management 
claiming for diabetes patients 
The aim of this activity is to review your practices claiming of chronic disease management plans for diabetes 

patients 

Note – Information to complete this activity is available from your latest Benchmark report from Brisbane South 

PHN. (Examples of benchmark report below) 
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 Description Number Percentage 

4.3a Number of patients with diabetes   

4.3b Number of patients with diabetes with a GPMP claimed   

4.3c Number of patients with diabetes with a TCA claimed   

4.3d Number of patients with diabetes with a GPMP/TCA review 
claimed 

  

Reflection comments as a result of completing Activity 4.3: 

 

 

 

 

Practice name:           Date: 

Team member: 
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Activity 4.4– Reviewing your practice diabetes profile  
  

Complete the checklist below which reviews your practices diabetes profile from your benchmark report. 

 

Description Status Action to be taken 

After completing activity 4.3 

are there any unexpected 

results with your practice’s 

diabetes profile? 

 

 Yes: see actions to be taken 

 

 No: continue with activity 

Please explain: (for e.g. a low 

percentage of patients with 

diabetes have a GP Management 

plan) 

 

 

How will this information be 

communicated to the practice 

team? 

 

Is your practice chronic disease 

claiming for diabetes patients 

similar to other practices in the 

Brisbane South region 

(compare information from 

Benchmark report)? 

 Yes: continue with activity 

 

 No: see actions to be taken 

Outline the differences – (for 
e.g. our practice is lower at 
claiming GPMP than other 
practices) 

 

 

 

How will this information be 
communicated to the practice 
team? 
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Description Status Action to be taken 

Do relevant team members 

know how to use the MBS 

items app on TopBar 

 Yes: continue with activity 

 

 No: see actions to be taken 

For instructions on the MBS app 

refer here 

 

Contact the Digital Health team 

at Brisbane South PHN on 

ehealth@bsphn.org.au if your 

team requires additional training.  

 

After reviewing your practices 

diabetes 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 4.4: 

 

 

 

 

Practice name:           Date: 

Team member: 

 

  

https://help.pencs.com.au/display/TUG/MBS+App
mailto:ehealth@bsphn.org.au
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Activity 5. Establishing appropriate care pathways using 
evidence-based guidelines 

Activity 5.1 – Identify roles for managing diabetes 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 diabetes assessment and management. 

Activity Nurse GP 

Organise investigations (HbA1c, eGFR, lipids, bsl)   

Organise urine (microalbuminuria)   

Check immunisation status (influenza and pneumococcal if required)   

Foot examination   

Monitor blood pressure   

Height, weight & BMI   

Eye examination   

Complete cardiovascular risk assessment    

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

  

Review diet/healthy eating   

Review physical activity and exercise tolerance   

Review smoking & alcohol intake   

Check mental health status and offer support services    

Provide self-care education    

GP Management Plan   

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

  

Review medications    

Home Medication Review   
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Assess need for specialist referral    

Consider advanced care planning   

Reflection comments as a result of completing Activity 5.1: 

 

 

 

 

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 diabetes management. These 

include:  

• RACGP General practice management of Type 2 Diabetes 2016-2018 

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

• National Evidence Based Guidelines on Prevention, Identification and Management of Foot Complications 
in Diabetes 

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

• SpotOnHealth HealthPathways 

  

https://www.racgp.org.au/clinical-resources/clinical-guidelines/key-racgp-guidelines/view-all-racgp-guidelines/management-of-type-2-diabetes
https://www.racgp.org.au/clinical-resources/clinical-guidelines/key-racgp-guidelines/view-all-racgp-guidelines/national-guide/chapter-13-chronic-kidney-disease-prevention-and-m
https://www.racgp.org.au/clinical-resources/clinical-guidelines/key-racgp-guidelines/view-all-racgp-guidelines/national-guide/chapter-13-chronic-kidney-disease-prevention-and-m
https://www.baker.edu.au/Assets/Files/Foot_FullGuideline_23062011.pdf
https://www.baker.edu.au/Assets/Files/Foot_FullGuideline_23062011.pdf
https://diabetessociety.com.au/downloads/Type1guidelines(7Feb11).pdf
https://spotonhealth.healthpathwayscommunity.org/LoginFiles/Logon.aspx?ReturnUrl=%2findex.htm
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Activity 6. Recalls and Reminders 
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 

 

 

 

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 6.1 – Reminder system 
 Status Action to be taken 

Does your practice have a routine reminder 

for appropriate diabetes 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 diabetes 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 6.1: 

 

 

 

 

Practice name:           Date: 

Team member: 

 

Creating reminder category for monitoring diabetes in Best Practice 
To create a reminder category for monitoring patients with diabetes in Best Practice: (please note: always check 

the reminder list prior to creating a category as it may already be included) 

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 Annual diabetes 
review and then the interval.  

6. Click Save and Save 
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Creating reminder category for monitoring diabetes in Medical 
Director 
To create a reminder category for monitoring diabetes in Medical 

Director: (please note: always check the reminder list prior to 

creating a category as it may already be included) 

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.  

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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Activity 7. Referral pathways 

 

The aim is to ensure that practice staff have access to the relevant information and understand pathways for referral 

of patients to specialists and allied health staff as deemed clinically appropriate.  

Engaging other medical services (e.g. diagnostic services; hospitals and consultants; allied health; social, disability 

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

integration with other services. 

Diabetes is best managed with the support of a diabetes healthcare team. The team approach will help patients learn 

everything they need to know about diabetes, treatment and management.6 

Potential members of the multidisciplinary diabetes care team 
 

 7 

 
Reproduced with permission from: The Royal Australian College of General Practitioners. General practice 

management of type 2 diabetes: 2016–18. East Melbourne, Vic: RACGP, 2016. 

See disclaimer on page 75 in relation to permissions for this image  

                                                           
6 https://www.diabetesaustralia.com.au/health-care-team 
7 https://www.racgp.org.au/clinical-resources/clinical-guidelines/key-racgp-guidelines/view-all-racgp-guidelines/management-
of-type-2-diabetes/structured-care/care-program 

nurse 
 

 
 

 
Dentist 

 
Accredited practicing 
dietitian 

 
Podiatrist 

Worker 
Accredited 

exercise

 

 
 

optometrist 

 
Pharmacist 

 
Psychologist 

 

 

GP 

Patient 

https://www.diabetesaustralia.com.au/health-care-team
https://www.racgp.org.au/clinical-resources/clinical-guidelines/key-racgp-guidelines/view-all-racgp-guidelines/management-of-type-2-diabetes/structured-care/care-program
https://www.racgp.org.au/clinical-resources/clinical-guidelines/key-racgp-guidelines/view-all-racgp-guidelines/management-of-type-2-diabetes/structured-care/care-program
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Essential referral information for Diabetes mellitus patients – Refer your patient – Metro South 

health 

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.   

 

 

More information about referral criteria can be found from Metro South Health 

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.  

https://metrosouth.health.qld.gov.au/referrals
https://metrosouth.health.qld.gov.au/referrals/diabetes-and-endocrinology
https://spotonhealth.healthpathwayscommunity.org/LoginFiles/Logon.aspx?ReturnUrl=%2findex.htm
https://www.healthdirect.gov.au/australian-health-services
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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. 

Allied health professionals 

Allied Health 
Profession 

Information Contact Details 

Credentialled Diabetes 
Educators 

Credentialled Diabetes 
Educators (CDE) are 
specialist clinicians in 
Diabetes. They already 
hold a professional 
health care qualification 
and have completed a 
post graduate certificate 
in diabetes in education 
and care.  

Refer Your Patient Website: 
 
OR 

Find a Credentialed Diabetes Educator (CDE)  

 

Dietitian Dietitians understand 
how the body works and 
how food and drinks 
help nourish both 
healthy individuals and 
those with medical 
conditions that are 
affected by or treated 
with nutrition. 

Find an Accredited Practicing Dietitian (APD) 

Exercise Physiologist Exercise physiology is 
the physiology of 
physical exercise. It is 
one of the allied health 
professions that involves 
the study of the acute 
responses and chronic 
adaptations to exercise. 

Find an exercise physiologist  

Podiatrist Podiatrists are experts in 
foot, ankle and lower 
limb health. 

Find a Podiatrist  

Optometrist Optometrists are trained 
to examine the eyes to 
detect defects in vision, 
signs of injury, ocular 
diseases or abnormality 
and problems with 
general health, such as 
high blood pressure or 
diabetes. 

Find an Optometrist 

 

 

https://www.mycommunitydirectory.com.au/
https://metrosouth.health.qld.gov.au/referrals
https://www.adea.com.au/find-a-cde
https://daa.asn.au/find-an-apd/
https://www.essa.org.au/find-aep/
https://www.podiatry.org.au/find-a-podiatrist
http://www.optometry.org.au/find-an-optometrist/
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National Diabetes Services Scheme 

The NDSS assists people to better understand and self-manage their life with diabetes.  

After your patient has been registered with the NDSS, they will receive a registration card and an information book. 

The information book is designed to provide general information about the NDSS, services, products and 

understanding diabetes. The registration card will be required when purchasing products or accessing services.  

The NDSS provides products at subsidised prices to people who register for the Scheme, including blood and urine 

testing strips, and for eligible registrants, syringes, pen needles and insulin pump consumables. Product can be 

purchased over the counter at NDSS Access Points around Australia.  More information can be found here  

 

Activity 7.1 – 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  

 

 

 

 

 

 

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  

Or 

contact BSPHN Digital Health Team via 

email: ehealth@bsphn.org.au 

How will you communicate 

information so clinicians 

know where to access details 

on referring a patient to 

specialist services? 

What is the practice plan for communicating referral information? 

 

 

 

https://www.ndss.com.au/
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
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 Status Action to be taken 

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 7.1: 

 

 

 

 

Practice name:           Date: 

Team member: 

 

Support Options For Patients 
Desmond 

DESMOND stands for Diabetes Education and Self-Management for Ongoing and Newly Diagnosed. It is an 

education program designed to support people living with Type 2 Diabetes and can help them to: 

• Lower their HbA1c 

• Develop a better understanding of diabetes 

• Improve their physical activity levels 

• Take steps to lose weight 

• Take steps to quit smoking 

• Reduce their risk of depression 

• Improve their overall health 

It is a six-hour program, delivered by trained DESMOND educators as a full day or two half day sessions. Groups can 
take up to 10 participants living with diabetes, and each participant can bring a partner or friend with them for 
support. There is no cost to attend, but bookings are essential. For more information click here 
 

https://www.desmondaustralia.com.au/
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SMARTS Program 

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

There are five individual smarts programs: 

• CarbSmart 

• FootSmart 

• MedSmart 

• MeterSmart 

• ShopSmart 

These interactive sessions will increase your confidence and improve self-management of diabetes.  For more 
information click here.  

 

The COACH Program 

The COACH program is a free phone coaching service that can help people with Type 2 Diabetes manage their 
condition and reduce the risk of future complications and avoidable hospital admission.  
Coaches are qualified health professionals who discuss treatment specific to the patient’s condition. This can include 
their health targets, treatments and ways to manage the conditions, such as: 

• Blood glucose levels 

• Cholesterol 

• Blood Pressure 

• Diet 

The coach will be in contact by phone every 4-6 weeks over approximately 6 month, at a time suitable to the patient. 

At the end of each session the coach will send a letter recapping the call and confirming the time for the next session. 
The patient can ask for copies of this letter to be sent to any other health workers involved in their care. 

More information about the program can be found here. Brochure information and referral form.  

  

EXPOsing Diabetes 

EXPOsing Diabetes is a comprehensive educational program for people with Type 1 or Type 2 diabetes. Exposing the 

challenges of living with diabetes, it empowers your patients to live well with the help of the health care team. The 

aim is to breakdown the what, why and how of managing diabetes. For more information  

On the website and at the events the patient will be taken through topics such as: 

• What diabetes is 

• Why they need to try and avoid complications 

• What food and exercise to consider 

• How to stay well 

https://www.diabetesqld.org.au/managing-diabetes/type-2-diabetes/services-and-programs/smarts.aspx
https://www.qld.gov.au/health/staying-healthy/community/programs/coach
https://www.health.qld.gov.au/13health/coach/docs/coach-brochure.pdf
https://www.health.qld.gov.au/clinical-practice/referrals/coach/referral-form
https://www.diabetesqld.org.au/
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Fresh Start Kit 

The Fresh Start Kit is a diabetes start-up pack developed by Diabetes Queensland’s team of health professionals for 

people with diabetes. A Fresh Start with Diabetes Queensland takes away the guess work and myths, giving the 

patient the essential health care information and tools they need to live well, including: 

• 7 day meal plan – An easy to use healthy eating plan 

• Healthy shopping guide – The essential shopping companion to help your patient make better food choices 

at the supermarket 

• Label reading bookmark – A handy tool for understanding food labels 

• Diabetes diary – Designed to make keeping it easier for your patients to keep track of their blood glucose 

levels 

• Diabetes question card – Features important things to ask their GP 

• Up to 12 months membership to Diabetes Queensland which includes phone assistance in-between visits to 

your health care team, our quarterly magazine, monthly e-newsletters and more. 

Patients will also have unlimited access to phone support from diabetes educators, accredited dietitians and exercise 

physiologists. Please note there is a cost involved. For more information.  

Virtual Supermarket Tour 

The virtual supermarket tour is a free two hour classroom based session for people with diabetes and their carers. It 

provides practical information on how to make healthier choices at the supermarket. Delivered by a Dietitian, it 

covers topics such as: 

• Healthy eating for diabetes 

• Interpreting ingredient lists 

• Nutrition claims 

• Reading labels 

For more information  

  

https://www.diabetesqld.org.au/managing-diabetes/type-2-diabetes/services-and-programs/fresh-start.aspx
https://www.diabetesqld.org.au/managing-diabetes/type-2-diabetes/services-and-programs/smarts.aspx
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Activity 8. Resources and education 

Diabetes Resources for Health Professionals 
• General Practice Management of Type 2 Diabetes 2016-2018 – RACGP (Including summary of assessment) 

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

• Emergency Management of Hyperglycaemia in Primary Care (May 2018)  

• HbA1c and monitoring glycaemia – Australian Family Physician  

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

Society  

• Chronic Kidney Disease (CKD) Management in General practice: Guidance and clinical tips to help identify, 

manage and refer patient with CKD in your practice – Kidney Health Australia  

• Prevention, Screening and Referral of People with Diabetes-Related Foot Complications in Primary Care: 

information sheet – RACGP  

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

• Facts about Diabetic Eye Disease – National Eye Institute (NEI)  

• Australian Dietary Guidelines Full Document – NHMRC  

• Clinical Guidelines: Supporting Smoking Cessation – RACGP  

• What is a Tobacco Treatment Specialist (TTS)? - Australian Association of Smoking Cessation Professionals  

Education for Health Professionals 
• RACGP e-learning modules  

• Brisbane South PHN Education events  

• Diabetes Management for Health Professionals – CAN, APNA & Diabetes QLD  

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

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

professionals may include:  

o MedicineWise News – stepwise approach to management when metformin is not enough 

o Clinical eAudit – individualising management after metformin 

o Online case study – intensifying therapy in type 2 diabetes 

o Decision aid – lifestyle and metformin (to be used by consumers within a GP consultation) 

o Principles of pharmacological management of type 2 diabetes 

• Diabetes Management in the Primary Care Setting Unit 1 – Introduction to Diabetes (APNA)  

• Diabetes Management in the Primary Care Setting Unit 2 – Supporting People Living with Diabetes (APNA) 

*Note: Units 1 & 2 can be bought as a package for a reduced price 

https://www.racgp.org.au/clinical-resources/clinical-guidelines/key-racgp-guidelines/view-all-racgp-guidelines/management-of-type-2-diabetes
https://www.diabetesaustralia.com.au/best-practice-guidelines
https://diabetessociety.com.au/documents/Emergencymanagementofhyperglycaemiainprimarycare.pdf
https://www.racgp.org.au/afp/2012/januaryfebruary/hba1c-and-monitoring-glycaemia/
http://t2d.diabetessociety.com.au/
https://kidney.org.au/health-professionals/prevent/chronic-kidney-disease-management-handbook
https://kidney.org.au/health-professionals/prevent/chronic-kidney-disease-management-handbook
http://pcdsa.com.au/wp-content/uploads/2016/07/DPCA1-3_86-93_wm.pdf
http://pcdsa.com.au/wp-content/uploads/2016/07/DPCA1-3_86-93_wm.pdf
http://www.drsref.com.au/practicemanagement/foot_assessment.pdf
https://nei.nih.gov/learn-about-eye-health/eye-conditions-and-diseases/diabetic-retinopathy
https://www.eatforhealth.gov.au/sites/default/files/files/the_guidelines/n55_australian_dietary_guidelines.pdf
http://www.racgp.org.au/your-practice/guidelines/smoking-cessation/the-5-as-structure-for-smoking-cessation/
https://www.apsad.org.au/acsp
https://www.racgp.org.au/education/courses/activitylist/?keywords=ckd&triennium=17-19
https://bsphn.org.au/education-overview/education/
https://www.diabetesqld.org.au/health-professionals/services-and-programs/for-health-professionals/diabetes-management-for-health-professionals.aspx
https://www.nps.org.au/professionals/type-2-diabetes
https://apna.kineoportal.com.au/content/store/productinfo.jsp?category=Chronic%20Conditions&productid=1557
https://apna.kineoportal.com.au/content/store/productinfo.jsp?category=Chronic%20Conditions&productid=1558
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• Diabetes management for health professionals: Webinar Series – Diabetes QLD 

Resources for Patients 
• Diabetes Australia 

• Diabetes Queensland  

• Quitnow 

• My health for life 

Resources for Aboriginal and Torres Strait Islander Patients 
• Aboriginal and Torres Strait Islanders and Diabetes 

• Indigenous Diabetic Foot Program: Resource Store – Indigenous Diabetic Foot Program  

 

 
  

https://www.diabetesqld.org.au/health-professionals/services-and-programs/for-health-professionals/diabetes-management-for-health-professionals-webinar-series.aspx
https://www.diabetesaustralia.com.au/
https://www.diabetesqld.org.au/
https://www.health.gov.au/health-topics/smoking-and-tobacco/how-to-quit-smoking?utm_source=quitnow.gov.au&utm_medium=redirect&utm_campaign=digital_transformation
https://bsphn.org.au/primary-care-support/my-health-for-life/
https://www.diabetesaustralia.com.au/aboriginal-and-torres-strait-islanders
http://www.diabeticfootprograms.com.au/site/index.cfm?display=131086
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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 diabetes. 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.  
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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 HbA1c’s recorded on active patients with diabetes 

This is a good start, but how will you measure whether you have achieved this goal? The team will be more likely 

to embrace change if the goal is more specific and has a time limit. 

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

Our S.M.A.R.T. goal is to: 

• Increase the proportion of HbA1c results recorded on our active patient diabetes patients by 15% by 31st 

December. 

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 HbA1c results recorded on active patients with diabetes. To do this we will: 

 A) Identify the number of active patients with diabetes 

 B) Identify the number of active patients with diabetes and a HbA1c result recorded 

B divided by A x 100 produces the percentage of patients with diabetes who have a HbA1c recorded 

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. Identify patients with diabetes and no HbA1c recorded by completing a search on CAT4. 

2. Update the criteria on the practice software to ensure the HbA1c reminder is set at the appropriate 

interval. 

3. Create a prompt on TopBar to ensure all patients with diabetes have a prompt to check their HbA1c  

4. Clinical team discuss how they can ensure HbA1c is performed for all patients with diabetes 

5. Complete the diabetes cycle of care on an annual basis 

6. Source and provide endorsed patient education resources (in waiting rooms, toilets 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 patients with diabetes and no HbA1c recorded in the past 12 months. 

What: Lucy will set aside an hour on a Tuesday afternoon to conduct a search on CAT4 of all patients with diabetes 

and no HbA1c recorded. A top bar prompt will then be created to ensure these patients have a blood test done at 

their next appointment 

Who: Practice manager 

When: Begin 19 October 

Where: in the Practice manager office 

Prediction: 65% of the active diabetes patient population will have had a HbA1c completed in the past 12 months. 

Data to be collected: Number of active diabetes patients and number of active diabetes patients who have not 

had a HbA1c 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 20 December – on investigation it was identified that there were 5 different reminder categories for 
HbA1c. It took longer to do the check as categories needed to be merged, so there was only 1 category to choose 
from. The PHN staff provided some great instructions on merging reminder category 

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 323 active patients (55%) with diabetes have had a HbA1c completed in the past 12 months = 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 or letter 

2. Create a PenCS Topbar prompt to ensure all patients with diabetes have a prompt for HbA1c. 

3. Ensure the clinical team use the lists and categories provided in the clinical software package and not use 

free text.  

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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Disclaimer: The image “Potential members of the multidisciplinary diabetes care team” on page 58 

of this toolkit was obtained from the RACGP with the following conditions:  

1. Please ensure the following copyright statement is included:  

Reproduced with permission from: The Royal Australian College of General 

Practitioners. General practice management of type 2 diabetes: 2016–18. East 

Melbourne, Vic: RACGP, 2016.  

2. The use of RACGP material must be accompanied by the copyright statement stated above. 
3. Permission is granted for the use and reproduction in the current version only and is not for 

future revisions, future editions, or ancillaries or derivatives of any works. Permission must 
be requested on a case-by-case basis.  

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

5. Text, layout and content must be reproduced in the English language.  
6. The RACGP (along with its employees and agents) bears no liability (including for negligence) 

to you or any users of the content for any loss or damage, cost or other expense 
(consequential or otherwise) incurred in connection with such content for any reason 
whatsoever.  

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

 

  

mailto:permissions@racgp.org.au
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