
 

  



Step 1: The thinking part - The 3 fundamental questions 

Practice name:   Date:  

Team members:  

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

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

Our goal is to: 
Increase the number of people with advance care planning documentation completed.  
This is a good start, but how will you measure whether you have achieved this goal? The team will be more likely 
to embrace change if the goal is more specific and has a time limit. 
So, for this example, a better goal statement would be: 
 
Our S.M.A.R.T. goal is to increase the number of ACP documents completed for patients having a 75+ health 
assessment by 15% by 31st December. 

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

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

• We will measure the number of My health for life referrals for patients with high cholesterol eligible for the 

program. To do this we will: 

 A) Identify the number of active patients aged 75+ years with a health assessment. 

 B) Identify the number of active patients aged 75+ years with a health assessment who have ACP 

completed. 

B divided by A x 100 produces the percentage of patients 75+ with a health assessment and ACP completed. 
 
BASELINE MEASUREMENT:            37% of active 75+ year old patients have a health assessment and ACP     DATE: 

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

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

IDEA: Identify active patients 75+ eligible for a health assessment. 

IDEA: Ensure all relevant team members have received training on ACP.  

IDEA: Add ACP checkbox to templates for chronic disease management and health assessments. 

IDEA: Ask receptionist to provide all patients 65 years and older with an ACP brochure when they arrive at the 
practice.  

 

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

  

MFI and PDSA template EXAMPLE 

https://bsphn.org.au/wp-content/uploads/2021/10/2021_10_05_DriverDiagram_WEB_FILLABLEEXAMPLE_Approved.pdf


MFI and PDSA template 

Step 2: The doing part - Plan, Do, Study, Act 

You will have noted your IDEAS for testing when you answered the 3rd fundamental question in step 1. You will use this 

template to test an idea. Ensure you communicate the details of the plan to the entire practice team. 
 

IDEA Record the change idea you are testing 

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

Identify active patients 75+ eligible for a health assessment. 

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

Plan the test, 
including a plan for 
collecting data  

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

WHAT:  
Mary will conduct a search on CAT4 to identify active patients aged 75+ eligible for an annual health assessment. 
She will then generate individual lists for each GP and highlight the patients who do not have any record of ACP 
discussions from their medical record. Each GP will identify suitable patients to contact to organise an 
appointment for their health assessment. Mary will call the patient to organise an appointment time. On arrival at 
the practice, each patient will see the practice nurse who will complete parts of the health assessment, the GP 
will then complete the health assessment. Both the nurse and the GP will have discussions with the patients 
about ACP. 
WHO/WHEN/WHERE: 
Who: Practice manager                    When: Begin 30th October.            Where: Practice manager office. 
 
DATA TO BE COLLECTED: Number of active patients aged 75+ eligible for a health assessment and the number of 
active patients aged 75+ with a health assessment and advance health directive completed. 
 
PREDICTION: 52% of active patients 75+ eligible for a health assessment will have an assessment and ACP 
completed. 

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

Run the test on a 
small scale  

What did you do? Were there any deviations from the original plan? Record exactly what 
you did, the data collected and any observations. Include any unexpected consequences 
(positive or negative). 

• Done – completed 20th December – individual GP reports were generated from CAT4 outlining patients aged 75+ 
eligible for a health assessment. The reports were highlighted with patients who do not have any mention of ACP 
in their medical records. Each GP identified patients to contact and Mary arranged appointments with the nurse 
and GP to have their assessments completed. When we discussed advance care planning at our team meeting we 
identified that some of the GPs and Nurses needed upskilling in this topic. Team members participated in training 
which provided an opportunity for staff to freely speak to patients about ACP. Uptake of the appointments were 
high and the practice nurse reported people’s interests in understanding ACP. Some patients indicated that they 
would complete the forms, but there was no way for the practice to know when the forms were completed.  

 
 
 
 
 
 
 
 
 
 
 



STUDY  Analyse the data and your observations                                                                 

Analyse the results 
and compare them 
to your predictions  

Was the plan executed successfully? Did you encounter any problems or difficulties?  
What worked/didn’t work? What did you learn on the way? Compare the data to your 
predictions. Summarise and reflect on what was learned. 

A total of 47% eligible for a health assessment had ACP documentation in place. This was lower than predicted, 
but we still had improvements in our completion rates. The percentage may have been higher, but we had no 
way of tracking for some patients if they had an advanced care plan completed.  
 
Results have been shared with the whole practice team. 
 
Communicate the results of your activity with your whole team. Celebrate any achievements, big or small. 
 

ACT  Record what you will do next   

Based on what you 
learned from the 
test, record what 
your next actions 
will be 

Will you adopt, adapt or abandon this change idea? Record the details of your option 
under the relevant heading below. ADOPT: record what you will do next to support making 
this change business as usual; ADAPT: record your changes and re-test with another PDSA 
cycle; or ABANDON: record which change idea you will test next and start a new PDSA. 

ADOPT:  

• The practice has decided that they will adopt this. Mary will do a quarterly focus on generating reports 
from CAT4 to identify any active patients aged 75+ who do not have a current health assessment. 

ADAPT:  
 
ABANDON:  
 

Repeat step 2 to re-test your adapted plan or to test a new change idea  
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