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Introduction 

 

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 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, and that minimal effort is wasted.  

There is an Influenza 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 QI in your practice please contact Darling Downs and West Moreton PHN on 

practicesupport@ddwmphn.com.au 

Due to constant developments in research and health guidelines, the information in this document will need to be updated 

regularly. Please contact Darling Downs and West Moreton PHN if you have any feedback regarding the content of this 

document. 

This icon indicates that the information relates to the ten Practice Incentive Program (PIP) QI measures. 
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PALLIATIVE CARE AND END OF LIFE CARE  

 

Palliative care aims to improve quality of life for patients with life-limiting illnesses. It is often linked to the care 

of people with cancer; however, patients with non-cancer end-stage chronic or complex conditions also have 

significant needs. 

The symptom burden and care needs for patients with end-stage, non-malignant illnesses are similar to those of 

patients with advanced cancer. These patients benefit from a palliative approach, comprising management of 

the underlying condition and attention to symptoms, psychosocial needs and carer support. Advance care 

planning provides an opportunity to prepare for future illness episodes, including provision of end-of-life care. 

General practitioners are well placed to provide palliative care for patients with advanced non-cancer illnesses.1 

Topics that will be included in this toolkit include: 

• Chronic Complex Illness 

• Important conversations including interpreter services 

• Assistance to live at home longer 

• Teams 

• MBS items 

• Resources 

 
CHRONIC COMPLEX ILLNESS  
 

Chronic diseases are long lasting, often life-limiting conditions that warrant end-of-life planning. End-of-life 

planning should occur before conditions progress to later stages where a person’s ability to make end-of-life 

choices may be impeded. Chronic diseases are becoming increasingly common and are a priority for action in 

the health sector. Australian Institute of Health & Welfare commonly reports on 8 major groups: arthritis, 

asthma, back pain, cancer, cardiovascular disease, chronic obstructive pulmonary disease, diabetes and mental 

health conditions. 

Leading causes of death, by sex, 2016 

 

 

 

 
 
 
 
 
 
 
 
 

 
 
 
 

1 Palliative care for the patient without cancer, Nov 2018, Mounsey, Ferrer & Eastman 

https://www.aihw.gov.au/reports-data/health-conditions-disability-deaths/chronic-disease/overview
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STAGES FOR CHRONIC CONDITIONS 

 
• well (no condition) 
• at risk of developing 
• undiagnosed 
• diagnosed 
• high risk and complex 
• advanced. 

 
HOW COMMON ARE CHRONIC CONDITIONS? 
 

Chronic conditions range from minor conditions (e.g. short sightedness and minor hearing loss) to debilitating 

and restrictive complaints (e.g. musculoskeletal conditions) to potentially life- threatening illnesses (e.g. 

cancer and coronary heart disease). 

 

According to self-reporting in the 2014-15 National Health Survey, 1 in every 2 Australians (50%) have at 

least one prominent (i.e. arthritis, asthma, back pain, cancer, cardiovascular disease, chronic obstructive 

pulmonary disease, diabetes or mental health conditions) chronic condition2. 2014-15 National Health Survey 

data also indicated that nearly a quarter of all Australians (23%), and 3 in every 5 Australians (60%) aged 

over 65 years, had two or more chronic conditions. 

Chronic conditions were responsible for around three-quarters of the total non-fatal burden of disease in 

Australia in 20113. About a third of the burden experienced by the population could be prevented by 

reducing the exposure to modifiable risk factors (including both behavioural and biomedical risk factors). 

The risk factors causing the most burden was tobacco use, high body mass, alcohol use, physical inactivity 

and high blood pressure³. 

Aboriginal and Torres Strait Islander people experience poorer health and have worse health outcomes 

than other Australians, with a burden of disease 2-3 times greater than the general Australian population. 

In addition, they are more likely to: 

 

• die at a younger age (death rates are around 5 times that for non-indigenous people in the 35-44 age group); 
• experience disability; and  
• report their health as fair 4. 

Increasing prevalence of chronic conditions has also been attributed to early detection and improved 

treatments for diseases that previously caused premature death, as well as behavioural factors, such as 

smoking or poor diet, that increase the risk of developing chronic conditions. 

Population ageing and improved treatments have also contributed to people living longer with chronic 

conditions. 

 

2 Australian Institute of Health and Welfare 2016. Australia's health 2016. Australia's health no. 15. Cat. no. AUS 199. 

Canberra: AIHW. 

3 Australian Institute of Health and Welfare 2016. Australian Burden of Disease Study: impact and causes of illness 

and death in Australia 2011. Australian Burden of Disease Study series no. 3. Cat. no. BOD 4. Canberra: AIHW. 

4 Australian Institute of Health and Welfare 2014. Australia's health 2014. Australia's health series no. 14. Cat. 

no. AUS 178. Canberra: AIHW. 
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ABOUT CO-MORBIDITY  
 

Chronic complex conditions cannot be cured. It is estimated that many people living with chronic complex 

conditions have more than one comorbidity. Comorbidity refers to the occurrence of two or more diseases in a 

person at one time. 

1 in 4 (23%) Australians – 5.3 million people had two or more chronic conditions in 2014-2015.5 

 

 
The rate of comorbidity and the number of chronic diseases experienced increases with aged. Almost 1 

in 3 (29%) people aged 65 and over reported having three or more chronic disease, compared with just 

2.4% of those under 45. 

 

Comorbidity of selected chronic diseases, by age, 2014-15 

More information about comorbidities in Australia click here 

https://www.aihw.gov.au/getmedia/666de2ad-1c92-4db3-9c01-1368ba3c8c98/ah16-3-3-chronic-disease-comorbidities.pdf.aspx
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COMPLEX HEALTH NEEDS 

 

Complexity is co-morbidity plus a range of other social, support, mental and other problems combined. 

“Complex patients”: usually defined as patients with complex care needs, with a combination of multiple 

chronic conditions, mental health issues, medication-related problems, and social vulnerability. 

 

5 Australian Institute of Health and Welfare 2016. Australia’s health 2016. Australia’s health series no. 15. Cat. 

No. AUS199. Canberra AIHW 

 

  Activity 1. Understanding your patient population  

 

Activity 1.1 – Data collection from CAT4 

The aim is to collect data to determine the number of patients with a complex medical condition. 

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

Note: Instructions on how to extract the data is available from the PenCS website. 

 

 
Description 

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

1.1a Number of active patients 

https://help.pencs.com.au/display/CR/Identify+active+patients+with+at 
+least+3+visits+in+the+last+2+years 

 

1.1b Number of active patients with Congestive heart failure 
https://help.pencs.com.au/display/CR/Identify+all+active+patients+wit 
h+at+least+one+chronic+condition+who+are+eligible+for+a+Medicatio 
n+Review (follow instructions to the disease tab count) 

 

1.1c Number of active patients with COPD 
https://help.pencs.com.au/display/CR/Identify+all+active+patients+wit 
h+at+least+one+chronic+condition+who+are+eligible+for+a+Medicatio 

n+Review (follow instructions to the disease tab count) 

 

1.1d Number of active patients with Dementia 

https://help.pencs.com.au/display/CR/Dementia+Patients+and+Carers 

 

1.1e Number of active patients with chronic renal failure 
https://help.pencs.com.au/display/CR/Identify+all+active+patients+wit 

h+at+least+one+chronic+condition+who+are+eligible+for+a+Medicatio 
n+Review (follow instructions to the disease tab count) 

 

https://help.pencs.com.au/display/CR/Identify%2Bactive%2Bpatients%2Bwith%2Bat%2Bleast%2B3%2Bvisits%2Bin%2Bthe%2Blast%2B2%2Byears
https://help.pencs.com.au/display/CR/Identify%2Bactive%2Bpatients%2Bwith%2Bat%2Bleast%2B3%2Bvisits%2Bin%2Bthe%2Blast%2B2%2Byears
https://help.pencs.com.au/display/CR/Identify%2Ball%2Bactive%2Bpatients%2Bwith%2Bat%2Bleast%2Bone%2Bchronic%2Bcondition%2Bwho%2Bare%2Beligible%2Bfor%2Ba%2BMedication%2BReview
https://help.pencs.com.au/display/CR/Identify%2Ball%2Bactive%2Bpatients%2Bwith%2Bat%2Bleast%2Bone%2Bchronic%2Bcondition%2Bwho%2Bare%2Beligible%2Bfor%2Ba%2BMedication%2BReview
https://help.pencs.com.au/display/CR/Identify%2Ball%2Bactive%2Bpatients%2Bwith%2Bat%2Bleast%2Bone%2Bchronic%2Bcondition%2Bwho%2Bare%2Beligible%2Bfor%2Ba%2BMedication%2BReview
https://help.pencs.com.au/display/CR/Identify%2Ball%2Bactive%2Bpatients%2Bwith%2Bat%2Bleast%2Bone%2Bchronic%2Bcondition%2Bwho%2Bare%2Beligible%2Bfor%2Ba%2BMedication%2BReview
https://help.pencs.com.au/display/CR/Identify%2Ball%2Bactive%2Bpatients%2Bwith%2Bat%2Bleast%2Bone%2Bchronic%2Bcondition%2Bwho%2Bare%2Beligible%2Bfor%2Ba%2BMedication%2BReview
https://help.pencs.com.au/display/CR/Identify%2Ball%2Bactive%2Bpatients%2Bwith%2Bat%2Bleast%2Bone%2Bchronic%2Bcondition%2Bwho%2Bare%2Beligible%2Bfor%2Ba%2BMedication%2BReview
https://help.pencs.com.au/display/CR/Dementia%2BPatients%2Band%2BCarers
https://help.pencs.com.au/display/CR/Identify%2Ball%2Bactive%2Bpatients%2Bwith%2Bat%2Bleast%2Bone%2Bchronic%2Bcondition%2Bwho%2Bare%2Beligible%2Bfor%2Ba%2BMedication%2BReview
https://help.pencs.com.au/display/CR/Identify%2Ball%2Bactive%2Bpatients%2Bwith%2Bat%2Bleast%2Bone%2Bchronic%2Bcondition%2Bwho%2Bare%2Beligible%2Bfor%2Ba%2BMedication%2BReview
https://help.pencs.com.au/display/CR/Identify%2Ball%2Bactive%2Bpatients%2Bwith%2Bat%2Bleast%2Bone%2Bchronic%2Bcondition%2Bwho%2Bare%2Beligible%2Bfor%2Ba%2BMedication%2BReview
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1.1f Number of active patients with cancer 
https://help.pencs.com.au/display/CR/Identify+all+active+patients+wit 
h+at+least+one+chronic+condition+who+are+eligible+for+a+Medicatio 
n+Review (follow instructions to the disease tab count and select cancer 
conditions tab) 

 

1.1g Number of active patients with a BMI < 20 
https://help.pencs.com.au/pages/viewpage.action?pageId=47317101 

 

 

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. 

 

Reflection comments as a result of completing Activity 1.1: 

 

 

 

 

Practice name:           Date: 

Team member: 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

https://help.pencs.com.au/display/CR/Identify%2Ball%2Bactive%2Bpatients%2Bwith%2Bat%2Bleast%2Bone%2Bchronic%2Bcondition%2Bwho%2Bare%2Beligible%2Bfor%2Ba%2BMedication%2BReview
https://help.pencs.com.au/display/CR/Identify%2Ball%2Bactive%2Bpatients%2Bwith%2Bat%2Bleast%2Bone%2Bchronic%2Bcondition%2Bwho%2Bare%2Beligible%2Bfor%2Ba%2BMedication%2BReview
https://help.pencs.com.au/display/CR/Identify%2Ball%2Bactive%2Bpatients%2Bwith%2Bat%2Bleast%2Bone%2Bchronic%2Bcondition%2Bwho%2Bare%2Beligible%2Bfor%2Ba%2BMedication%2BReview
https://help.pencs.com.au/pages/viewpage.action?pageId=47317101
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Activity 1.2 – Data collection from CAT4 – Co-morbidities  

The aim is to collect data to determine the number of patients with a complex medical condition. 

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

Note - Instructions on how to extract the data is available from the PenCS website: 

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

 

The aim of this activity is to collect data to determine the number of patients with more than 1 chronic 

medical condition 

 
Description Total number 

1.2a Number of active patients with 1 chronic condition 
 

1.2b Number of active patients with 2 chronic conditions 
 

1.2c Number of active patients with 3 chronic conditions 
 

1.2d Number of active patients with 4 chronic conditions 
 

1.2e Number of active patients with 4+ chronic conditions 
 

 

Reflection comments as a result of completing Activity 1.2: 

 

 

 

 

Practice name:           Date: 

Team member: 

 

 

 

 

 

 

 

https://help.pencs.com.au/display/CG/Co-morbidities
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Activity 1.3 – Understanding your practice chronic disease population 

 The aim of this activity is to increase your understanding of the active complex chronic 
disease patient population. 

 

 

Description Status Action to be taken 

After completing activity 1.1 are there 
any unexpected results with your 
practice’s complex chronic disease 
patient population? 

 

 

 Yes, see actions to be 
taken to help set you 
goals. 

 
 

 No, you have completed 
this activity. 

 

Please explain: (for e.g. higher diabetes 
population than expected, practice has a 
low population of people with 
cardiovascular disease). 

How will this information be 
communicated to the practice team? 

 

After reviewing your patient chronic 
disease population, 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 you 
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 1.2: 

 

 

 

 

Practice name:           Date: 

Team member: 
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DARLING DOWNS AND WEST MORETON PHN CHRONIC DISEASE TOOLKITS  

The Darling Downs and West Moreton PHN have a number of chronic disease toolkits available that assist you 

and your practice to review specific conditions. These toolkits are designed to assist practices conduct quality 

improvement activities and set goals to see some improvements in patient health care. 

The toolkits are under continual development. Chronic disease topics include:  

• Asthma 

• Cardiovascular disease 

• Chronic Kidney disease 

• COPD 

• Diabetes 

• Mental Health 

• Osteoporosis.  
 

THE BEST PRACTICE TOOLS TO SUPPORT THE EARLY IDENTIFICATION OF END OF LIFE PATIENTS 

• SPICT Tool/Surprise Question: 

http://www.spict.org.uk/the-spict/ 

 

 To access the HealthPathways portals, visit https://www.ddwmhealthpathways.com.au/#Access  

 

 

  

http://www.spict.org.uk/the-spict/
https://www.ddwmhealthpathways.com.au/#Access
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 Activity 2. Important conversations 
 

IMPORTANT CONVERSATIONS AND CHRONIC MEDICAL CONDITIONS 

As was outlined in chronic complex illness section, on statistics and comorbidities, it’s important to offer to 

discuss early in the patient’s diagnosis or illness what is likely to occur in the future. Patients can then plan their 

health care, time and life. The amount of information a particular patient will want to hear will vary. Having a 

conversation just as someone is dying is much harder than starting earlier on. 

 

IMPORTANT CONVERSATIONS FOR NON-ENGLISH-SPEAKING PATIENTS  

 

For patients who don’t speak English use the TIS (Telephone Interpreter Service) or the Appointment Reminder Translation Tool. 
This Appointment Reminder Translation Tool is available online and allows you to translate appointment details into your patient’s 
language. 
 
More information in relation to interpreter services is in Darling Downs and West Moreton PHN Patient Populations toolkit.       
 
ADVANCE CARE PLANNING 

 

Advance care planning involves thinking and making choices now to guide the future of the patient’s health care. 

It is also a process of them communicating their wishes. If they have strong beliefs about what they want to 

happen in the future, it is particularly important for the patient to make their plans and wishes known now. This 

can be done by having a conversation and writing down the individuals’ preferences. 

Advance care planning documents will only be used if a person is unable to make or communicate their 

decisions. People can change their mind, their plans, their Statement of Choices and legal documents at any 

time while they have decision-making capacity to do so. 

 
ADVANCE CARE PLANNING FORMS 

 

There are a number of forms available to assist people to communicate their decisions. These are: 
 

 

 

 

 

 

Statement of Choices Form A - for people who can make their own health care decisions. 

 

 

 

 

 

https://www.tisnational.gov.au/
https://www.swslhd.health.nsw.gov.au/refugee/appointment/
https://www.swslhd.health.nsw.gov.au/refugee/appointment/
https://bsphn.org.au/wp-content/uploads/2019/08/QI-Toolkit-Patient-Population.pdf
https://metrosouth.health.qld.gov.au/sites/default/files/soc-qldhealth-form-a.pdf
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Statement of Choices Form B - for people who cannot make their own health care decisions or who 

require support with decision-making. 

 

 

 

 

 

 

 

Statement of Choices Form A and B combined - for health care providers. 

 

 

 

 

 

 

 

Advance Health Directive form--for people who have decision-making capacity. 

 

Some patients may initiate discussions about the end of life with you and it is best that you are prepared 

to these unexpected questions from patients or relatives. 

 

 

 

 

 

 

 

 

 

 

 

 

 

https://metrosouth.health.qld.gov.au/sites/default/files/soc-qldhealth-form-b.pdf
https://metrosouth.health.qld.gov.au/sites/default/files/soc-qldhealth.pdf
https://publications.qld.gov.au/dataset/power-of-attorney-and-advance-health-directive/resource/6a3af073-cdba-4b82-8de7-eabe65950c24
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Activity 2.1 – Advance care documentation  

The aim of this activity is to ensure relevant people in your practice know the importance of end of 

life conversations and planning 

 

Description Status Action to be taken 

 

Do all relevant practice team members 
know where to locate advance care 
planning documentation? 

 

 Yes, continue with this 
activity 

 

 No, see actions to be 
taken 

 

Forms can be located at My Care, My 
Choices – Advance Care Planning 

 

How will this information be 

communicated to the relevant practice 
team members? 

 

Do any of the practice team require 
training/assistance on having end of life 
conversations? 

 

 Yes: see actions to be 
taken 

 No: continue with the activity  

 

Training available at End of 
Life essentials Or 
Caresearch 

 

How will this information be communicated 
to the practice team? 

 

After reviewing your end of life 
conversations/ documentation 
processes, 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 you 
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. 

Other Ideas: 

Visit the Darling Downs and West Moreton PHN website and find information about Advance Care Planning. There is a link to 

Advance Care Planning Australia where you can find various resources, get the latest ACP news, and sign up for online learning.  

Reflection comments as a result of completing Activity 2.1: 

 

 

 

 

Practice name:           Date: 

Team member: 

https://metrosouth.health.qld.gov.au/acp/queensland-advance-care-planning-forms
https://metrosouth.health.qld.gov.au/acp/queensland-advance-care-planning-forms
https://www.endoflifeessentials.com.au/
https://www.endoflifeessentials.com.au/
https://www.caresearch.com.au/CareSearch/tabid/3876/Default.aspx
https://www.ddwmphn.com.au/aged-care
https://www.advancecareplanning.org.au/


           

 

 

 

15 
 

 

 

 

 

Activity 3. Assistance for patients to live at home longer 
 

 

LIVING IN THEIR OWN HOME 

 

For most people, living as independently as they can in their own home as they age is what they want. But 
sometimes they might need some help with daily tasks that they can no longer manage. 

For example, they might need help with home maintenance, need aids and equipment, or they might need 
help with tasks like dressing or preparing meals. 

 
Aged care services are designed with the aim of meeting changing needs of the older population. My Aged Care 

is a service for people aged 65 years and older, available to assist with services. This includes: 

• Help at home 

• Short term care in an aged care facility (respite) 

• Permanent placement at an aged care facility 

To access these services, patients need to be assessed in their home. To book this assessment, register 

with My Aged Care 

 

National Disability Insurance Scheme (NDIS) is a service available to Australians aged under 65. NDIS can 

provide all people with disability with information and connections to services in their communities such as 

doctors, sporting clubs, support groups, libraries and schools, as well as information about what support is 

provided by each state and territory government. 

To access this service please contact NDIS 
 

QUEENSLAND COMMUNITY SUPPORT SCHEME 

 

The Queensland Community Support Scheme (QCSS) provides supports to people who, with a small amount of 
assistance, can maintain or regain their independence, continue living safely in their homes, and actively 
participate in their communities. 

 
To be eligible for the QCSS, patients need to be under 65 years old (or under 50 years old for Aboriginal 
or Torres Strait Islander people) with: 
 

• a disability (and are not eligible for the National Disability Insurance Scheme) 

• chronic illness, mental health or other condition, or 

• circumstances that impact ability to live independently in the community. 
 

To find out more information about QCSS please click here 
 

ACTIVITIES OF DAILY LIVING – HEALTH ASSESSMENTS 

 

Under the Medicare Benefit Schedule (MBS), GPs are able to complete Health Assessments on all patients 

aged 75 years and older, 55 years and older for Aboriginal and Torres Strait Islander patients. As part of this 

assessment GPs and Nurses are to assess the patient’s physical function, including the patient’s activities of 

daily living, and whether the patient has had a fall in the last 3 months.  

https://www.myagedcare.gov.au/assessment
https://www.ndis.gov.au/
https://www.qld.gov.au/community/getting-support-health-social-issue/community-home-care-services/queensland-community-support-scheme/about-the-queensland-community-support-scheme
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Activity 3.1 – Assistance for patients to live longer at home  

The aim of this activity is to ensure relevant people in your practice know who to refer patient’s for assistance 
to live in their own home longer. 

 

 

 

 

For more information on health assessments, please refer to the MBS criteria, My aged care national screening 

and assessment form and RACGP The Silver Book 

Reflection comments as a result of completing Activity 3.1: 

 

 

 

 

Practice name:           Date: 

Team member: 

Description Status Action to be taken 

Do all relevant practice 
team members know who 
to refer patients to get 
assistance to live in their 

own home longer? 

 Yes: 

continue with the 
activity 

 
 
 No: see actions to 

be taken 

Refer to the My Aged Care website: 
https://www.myagedcare.gov.au/ 

 
 
 

How will this information be communicated to the 
relevant practice team members? 

Do all relevant practice 
team members know who 
to refer patients to who 
are 65 years and younger? 

 Yes: 
continue with the 
activity 

 
 
 
 No: see actions to 

be taken 

Refer to QCSS website 
 
 
 

How will this information be communicated to the 
practice team? 

After reviewing your 
assistance for patients to 
live at home longer 

processes, 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 you 
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. 

http://www9.health.gov.au/mbs/search.cfm?q=701&Submit&sopt=I
https://agedcare.health.gov.au/programs-services/my-aged-care/national-screening-and-assessment-form
https://agedcare.health.gov.au/programs-services/my-aged-care/national-screening-and-assessment-form
https://agedcare.health.gov.au/programs-services/my-aged-care/national-screening-and-assessment-form
https://www.racgp.org.au/clinical-resources/clinical-guidelines/key-racgp-guidelines/view-all-racgp-guidelines/silver-book/tools/barthel-index
https://www.myagedcare.gov.au/
https://www.qld.gov.au/community/getting-support-health-social-issue/community-home-care-services/queensland-community-support-scheme
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Activity 4. Palliative Care Teams 

 

No one health professional has all the skills and knowledge to address and manage end-of-life needs for the 
patients and families. Effective teamwork is crucial in strengthening against moral distress and is enabled 
when: 
 

• Patients and families are a central part of health care teams 

• Effective teamwork encompasses leadership, clear goals, clear roles, trust, 
respect and a cultural readiness to allow patients to steer care 

• Effective end-of-life care requires you to speak up, to advocate 

• Feeling safe to speak up is a key to effective teams 

• Everyone in the team can learn about the best way to approach conflict. 
 

PALLIATIVE CARE TEAM MEMBERS  

Palliative care is provided by a team of healthcare professionals with a range of skills. The palliative care team 
works together to meet physical, psychological, social, spiritual and cultural needs of the patient. It also helps 
the family and carers. 

 
The members of the palliative care team may include: 
 

• doctors 

• nurses 

• allied health professionals 

• volunteers 

• carers 
 

More information about palliative care services available in the Darling Downs and West Moreton region can 
be found here. 
 
PALLIATIVE CARE AND HEALTHPATHWAYS  

 

HealthPathways provides clinicians in the Darling Downs and West Moreton region with web- based information 
outlining the assessment, management and referral of 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 the HealthPathways portals, visit https://www.ddwmhealthpathways.com.au/#Access  

HealthPathways is a useful tool for accessing information to assist with managing your palliative care patients. 
It boasts a range of benefits including: 

 

• Best available information on how to assess and manage common clinical 
conditions, including when and where to refer patients. 

• Easy online access to clinical and patient resources for in-consult use, peer-
reviewed and localised to our region. 

• Integrated, concise, and saving you time. 

You can search for a particular topic and under each topic there is a range of information available that 

may include: 

https://www.palliaged.com.au/tabid/4248/Default.aspx
https://www.ddwmhealthpathways.com.au/#Access
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• Information specific to Aboriginal & Torres Strait Islander people 

• Information specific to culturally and linguistically diverse communities 

• Assessment tools and pathways 

• Management steps according to the latest guidelines 

• Requests/referral pathways 

• Clinical Resources 

• Patient Information 

• References 
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Activity 4.1 – Palliative Care Teams 

The aim of this activity is to ensure relevant people in your practice know how to 
access palliative care teams 

 

 

 

 

Description Status Action to be taken 

Do all relevant practice 
team members know who 
to refer a patient to for 
Palliative care services? 

 Yes: 
continue with the 
activity 

 
 
 No: see actions 

to be taken 

 

To access the HealthPathways portals, visit 

https://www.ddwmhealthpathways.com.au/#Access  

How will this information be communicated to the 
relevant practice team members? 

 

Do all relevant practice 
team members know how 
to access Health Pathways 
end of life/palliative care 
resources? 

 Yes: see actions 
to be taken 

 

 No: continue with 
the activity 

Refer to Health Pathways section 
 
 

How will this information be communicated to the 
practice team? 

 

After reviewing referral 
process, 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 you 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. 

Do all relevant practice 
team members know that 
patients can upload 
advance care directives to 
My Health Record? 

☐Yes  

 

☐ No  

Refer to how to add an advance care plan to My Health 
Record  

https://www.ddwmhealthpathways.com.au/#Access
https://www.myhealthrecord.gov.au/for-you-your-family/howtos/add-advance-care-plan
https://www.myhealthrecord.gov.au/for-you-your-family/howtos/add-advance-care-plan
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Reflection comments as a result of completing Activity 4.1: 

 

 

 

 

Practice name:           Date: 

Team member: 

Activity 5. Medicare Benefit Schedule (MBS) items  

 

The Australian Government has changed the way we care for Australians with chronic diseases and complex 
conditions – aiming to keep them out-of-hospital and living happier and healthier lives at home. This has been 
done via the Healthier Medicare package. 

 
HEALTH ASSESSMENTS (ITEMS 701-707, 715)  

A health assessment is the evaluation of a patient’s health and wellbeing. Eligible practitioners use it to help decide if a patient 
needs: 
 

• preventive health care 

• education to improve their health and wellbeing 
 
Please refer to the MBS online for more information on 75+ Health Assessments and Aboriginal & Torres 
Strait Islander Health Assessments 
 

HOME MEDICATION REVIEWS (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 is a complex balance between managing disease and avoiding medicines related 
problems. 
 
GPs are able to claim a Medicare item number to complete a Home Medication Review in conjunction with 
a community pharmacist. Please refer to the MBS online on Home Medication Reviews 
 

CHRONIC DISEASE MANAGEMENT PLANS (ITEMS 721, 723, 732)  

 

Older people 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 a GP 

Management Plan &/or Team Care Arrangement. Please refer to the MBS toolkit for more information. 

 

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. 

https://www.health.gov.au/internet/main/publishing.nsf/Content/healthiermedicare
http://www9.health.gov.au/mbs/search.cfm?q=701&Submit&sopt=I
http://www9.health.gov.au/mbs/search.cfm?q=715&Submit&sopt=I
http://www9.health.gov.au/mbs/search.cfm?q=715&Submit&sopt=I
http://www9.health.gov.au/mbs/search.cfm?q=715&Submit&sopt=I
https://sydney.edu.au/medicine/cdpc/resources/quality-use-of-medicines.pdf
http://www9.health.gov.au/mbs/search.cfm?q=900&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
http://www9.health.gov.au/mbs/search.cfm?q=721&Submit&sopt=I
http://www9.health.gov.au/mbs/search.cfm?q=723&Submit&sopt=I
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Full details about the criteria and how to ensure this is met can be found at MBS Online 
 

CASE CONFERENCES (ITEM 739)  

Case conference item number 739 is available to provide the opportunity for holistic, informed approach 

to ongoing care for providers, carers and family. The case conference needs to 

• be organised by the GP; 

• 20 to 40 minutes duration; 

• Requires the GP and at least 2 other health care providers to be present. 

 

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

 

MENTAL HEALTH TREATMENT PLAN (IF RELEVANT)   

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 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 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 can be completed 
every 12 months & at least 3 
months after claiming an item 
2712 – review Mental Health Plan 

 
 
After plan has been completed, 
the patient is entitled to up to 10 
Medicare subsidised visits with a 
Psychologist per calendar year. 

Review Mental Health Plan 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 

 

http://www9.health.gov.au/mbs/search.cfm?q=10997&Submit&sopt=S
http://www9.health.gov.au/mbs/search.cfm?q=739&Submit&sopt=S
http://www.mbsonline.gov.au/internet/mbsonline/publishing.nsf/Content/Home
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More information is available at Education guide for Mental Health Care 
 

MEDICARE ITEM NUMBERS FOR PATIENTS IN A RESIDENTAL AGED CARE FACILITY 

 
Patients in a residential aged care facility may be eligible for the following Medicare item numbers. 
 

COMPREHENSIVE MEDICAL ASSESSMENTS (ITEM 701-707) 

This health assessment is available to new residents on admission into a residential aged care facility. It is 

recommended that new residents should receive the health assessment as soon as possible after admission, 

preferably within six weeks following admission into a residential aged care facility. 

 

The item number can be claimed every 12 months. More information can be found at MBS Online 

CARE PLAN CONTRIBUTION (ITEM 731) 

 

GPs can be requested to contribute to eligible multidisciplinary care plan, prepared by RACF or other provider. 

GP’s contribution is to give advice, prepare part of the plan or amendments to the plan, and add a copy to 

the resident’s medical records. 

Where clinically indicated, on submission of item 731 claim, residents may be eligible to access five allied 

health services in addition to those funded by RACF. 

 

The item number can be claimed every 3 months. More information can be found at MBS Online 

 

RESIDENTIAL MEDICATION MANAGEMENT REVIEW (ITEM 903) 

 

A RMMR is a review of medications in collaboration with the pharmacist report, for residents at risk of 

medication-related problems or significant change in medical condition. 

 

GP initiates RMMR with an accredited pharmacist for permanent residents (new or existing). The item number 

can be claimed every 12 months.  

 

More information can be found at MBS Online 

CASE CONFERENCE - see information above   

MENTAL HEALTH TREATMENT PLANS - see information above 

 

DARLING DOWNS AND WEST MORETON PHN MEDICARE QI TOOLKIT 

 

The Darling Downs and West Moreton PHN will be releasing a Medicare QI toolkit. Keep an eye out in 

Moodle for new QI Toolkits available soon.  

 

 

https://www.humanservices.gov.au/organisations/health-professionals/enablers/education-guide-better-access-mental-health-care-general-practitioners-and-allied-health
http://www9.health.gov.au/mbs/fullDisplay.cfm?type=note&q=AN.0.40&qt=noteID
http://www9.health.gov.au/mbs/fullDisplay.cfm?type=note&q=AN.0.40&qt=noteID
http://www9.health.gov.au/mbs/fullDisplay.cfm?type=note&q=AN.0.40&qt=noteID
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Activity 5.1 – Data Collection from CAT4 

 

Complete the below table by collecting data from CAT4. Instructions on how to do this can 

be found at: https://help.pencs.com.au/display/CG/MBS+Items & 

https://help.pencs.com.au/display/CG/MBS+Attendance+Filter 

The aim of this activity is to collect data to determine the number of MBS claims made for the specific items at 

your practice over the past 12 months. 

 
Description Total 

5.1a Number of health assessments claimed 
 

5.1b Number of Home Medication review claimed 
 

5.1c Number of Residential Medication reviews claimed 
 

5.1d Number of GP Management Plans claimed 
 

5.1e Number of Team Care Arrangement Plans claimed 
 

5.1f Number of Nurse chronic disease item numbers claimed 
 

5.1g Number of Home Medication Reviews Claimed 
 

5.1h Number of Mental Health item numbers claimed 
 

 

Please note: You may wish to change the dates of your searches to compare previous years &/or different 

time frames. You may also wish to look just at patients who fit the end of life/palliative criteria as identified in 
activity 1.1. You may also wish to search by a particular provider.  

Instructions on how to do this can be found at: 

https://help.pencs.com.au/display/CR/Identify+patients+seen+by+a+particular+provider+or+group+of+provi

ders 

Reflection comments as a result of completing Activity 5.1: 

 

 

 

 

Practice name:           Date: 

Team member: 

 

 

 

 

https://help.pencs.com.au/display/CG/MBS%2BItems
https://help.pencs.com.au/display/CG/MBS%2BAttendance%2BFilter
https://help.pencs.com.au/display/CR/Identify%2Bpatients%2Bseen%2Bby%2Ba%2Bparticular%2Bprovider%2Bor%2Bgroup%2Bof%2Bproviders
https://help.pencs.com.au/display/CR/Identify%2Bpatients%2Bseen%2Bby%2Ba%2Bparticular%2Bprovider%2Bor%2Bgroup%2Bof%2Bproviders
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Activity 5.2 – Understanding your practice’s MBS claiming  

 

The aim of this activity is to increase your understanding of the MBS item number claiming 

at your practice 

 

Description Status Action to be taken 

After completing activity 

5.1 are there any unexpected results 
with the number of MBS items claimed 
at your practice? 

 Yes: see actions to be 
taken 

 

 No: continue with activity 

Please explain: (for e.g. low number of 
health assessments completed, higher 
rate of GPMP than expected) 

How will this information be 
communicated to the practice team? 

After reviewing your patient MBS 
claiming, 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 you 
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 5.2: 

 

 

 

 

Practice name:           Date: 

Team member: 
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Activity 6. Marking Patients Deceased in your clinical software 
 
Once a patient has passed away, it is important for a GP to review the patient file and to ensure that a staff 

member marks the patient as deceased in your clinical software package. This is to ensure accurate information 

is kept for each patient and reminder letters/contacts are not made with a deceased patient’s family. 

MARKING PATIENTS AS DECEASED IN MEDICAL DIRECTOR  

1. Select patient from the list 

2. Click on Delete 

3. Select Mark as deceased 

 

 
4. You are then asked to enter date of death 

 

5. Select OK to save 
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MARKING PATIENTS AS DECEASED IN BEST PRACTICE  

1. Open the patient’s file 

2. Select Edit Patient 
 

3. Select Deceased and enter the date of death 

4. Select Cause and enter the reason for death from the list supplied 
 

5. Select save to complete 
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GPS AND DEATH AUDIT 

The GP may wish to complete a Death Audit This helps to review the treatment, services and if the health 

needs of the patient were met. 

 

Activity 7. Resources and Training 
 

The Advance Project is a practical, evidence-based toolkit and a training package, specifically designed to 

support Australian general practices to implement a team-based approach to initiating advance care planning 

(ACP) and palliative care into everyday clinical practice. 

 

End-of-life care in residential aged care facilities toolkit - aims for improving resident, family and staff 

satisfaction with care and increased numbers of residents dying in their place of choice. 

 

Palliative Care Education & Training Collaborative – This is a GP online learning module which can be accessed through PEPA’s 

free Learning Management system. GPs will be required to make a free log in and then can commence learning on the following 

palliative care modules:  

• Principles of Palliative Care 

• Communicating with people with life-limiting illnesses 

• Advance Care Planning 

• Assessing and Managing Symptoms 

• Assessing and Managing Pain 

• Awareness of Self-Care 

 

End of Life essentials toolkit - This website provides online learning opportunities and practice 

resources for doctors, nurses and allied health professionals to improve the quality and safety of 

end-of-life care. 

 

End of Life law for Clinicians - End of Life Law in Australia provides accurate and practical 

information to assist you to navigate the challenging legal issues that can arise with the end of 

life decision-making. It is a broad introduction to end of life laws in each Australian State and 

Territory to help you know the law, and your rights and duties. 

 

Palliative Care Online Training – this is an online training program to help aged and community 

care workers, carers, volunteers, family members and health professionals who provide palliative 

care to aged persons in the community. The modules will help you develop your skills and 

confidence, so that the next person you care for at the end of their life will benefit. 

 

After completing any of the workbook activities, you may identify areas for improvement in the management of patients. Follow 

these steps to conduct a QI Activity using The Model for Improvement and PDSA.  

 

 

 

 

https://www.caresearch.com.au/caresearch/tabid/3604/Default.aspx
https://www.theadvanceproject.com.au/tabid/5217/Default.aspx
https://www.caresearch.com.au/eolcareracf/tabid/4596/Default.aspx
https://palliativecareeducation.com.au/
https://www.endoflifeessentials.com.au/tabid/5264/Default.aspx
https://end-of-life.qut.edu.au/
https://ahha.asn.au/pallcareonline
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THE MODEL FOR IMPROVEMENT AND PDSA 

The model consists of two parts 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.  

 

THE PLAN-DO-STUDY-ACT (PDSA) CYCLE  

The Plan-Do-Study-Act (PDSA) cycle is a useful tool for documenting a test of change. Running a PDSA cycle is another way of 

saying testing a change —you develop a plan to test the change (Plan), carry out the test (Do), observe, analyse, and learn from 

the test (Study), and determine what modifications, if any, to make for the next cycle (Act).  

Fill out one PDSA worksheet (at the end of this document) for each change you test. In most improvement projects, teams will 

test several different changes, and each change may go through several PDSA cycles as you continue to learn. Keep a file (either 

electronic or hard copy) of all PDSA cycles for all the changes your team tests.  

 
Plan:   Plan the test, including a plan for collecting data.  

• State the question you want to answer and make a prediction about what you think will happen. 

• Develop a plan to test the change. (Who? What? When? Where?) 

• Identify what data you will need to collect. 

 

Do:   Run the test on a small scale.  

• Carry out the test. 

• Document problems and unexpected observations. 

• Collect and begin to analyse the data. 

 
Study:  Analyse the results and compare them to your predictions.  

• Complete, as a team, if possible, your analysis of the data. 

• Compare the data to your prediction. 

• Summarize and reflect on what you learned. 
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Act:   Based on what you learned from the test, make a plan for your next step.  

• Adapt (make modifications and run another test), adopt (test the change on a larger scale), or abandon (don’t 
do another test on this change idea). 

• Prepare a plan for the next PDSA. 

 

Source: Institute for Healthcare Improvement ∙ ihi.org  

To find out more about QI, please contact your Darling Downs and West Moreton PHN Primary Care Liaison Officer (PCLO) 

directly or email practicesupport@ddwmphn.com.au 

mailto:practicesupport@ddwmphn.com.au
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THE MODEL FOR IMPROVEMENT AND PDSA WORKSHEET EXAMPLE 

 
Step 1: The Thinking Part 
 
The 3 Fundamental Questions 

 

Practice name:  Date: 

Team member: 

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

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

 

Our goal is to:  

• Ensure all our patients with a chronic medical condition has a GP Management plan claimed.  

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.  

 

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

• Increase the number GP Management plans on patients with Cardiovascular disease by 10% by 30th October.  

 

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

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

•  

•  

We will measure the percentage of active patients with cardiovascular disease who have a GP Management plan recorded. To 

do this we will:  

 

• A) Identify the number of active patients with cardiovascular disease 

 

• B) Identify the number of active patients with cardiovascular disease and a GPMP claimed B divided by A x 100 

produces the percentage of patients with Cardiovascular disease and a GPMP recorded. 
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Q3. What changes could we make that will lead to an improvement?                               (List your IDEAS) 

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

•  

Our ideas for change:  

 

• 1. Using CAT4, identify active patients with Cardiovascular disease and a GPMP not claimed  

• 2. Provide training to any relevant staff members on how to complete a GPMP.  

• 3. Ensure practice staff know where to enter the GPMP in the software  

• 4. Source and provide endorsed patient education resources on management plans (in waiting rooms, etc)  

 

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

 
 
Note: Each new GOAL (1st Fundamental Question) will require a new Model for Improvement Guide 
 
Source: Langley, G., Nolan, K., Nolan, T., Norman, C. & Provost, L. 1996, The Improvement Guide, Jossey-Bass, San Francisco, 
USA. 
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THE 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: Increase the number of our active patients with cardiovascular disease to have a GPMP recorded by 10% by 30th 

October.  

 

What: Collect information on CAT4 on the number of patients with cardiovascular disease with and without a GPMP  

 

Who: Receptionist (Sally)  

 

When: Begin 1 October for 4 weeks  

 

Where: in Dr Brown’s office on Wednesday afternoons  

 

Prediction: 10% increase in the number of our patients, who visit the practice over this time period, with cardiovascular 

disease and a GPMP recorded. Predicted the practice would have 50% of these already in place.  

 

Data to be collected: Number of active patients with cardiovascular disease and the number of active patients with 

cardiovascular disease who have not had a GPMP recorded. 

 

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 15th October – the receptionist contacted Darling Downs and West Moreton PHN for support with the Pen CS CAT4 
search and the export function. The data search was conducted very quickly, with the receptionist being upskilled to conduct 
further relevant searches. 
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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 87 active patients (32%) with Cardiovascular disease have had a GP Management plan recorded this year = 18% 

lower than predicted. The lower predicted percentage was suspected to be due to change in nursing staff. 

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 

 
• 1. Need to identify which GPs are not completing GPMPs on Cardiovascular disease patients and help increase the % 

completed.  

• 2. Need to monitor our CAT4 reports to ensure recording rates continue to increase.  

• 3. Ensure the clinical team know how to complete GPMP templates in medical software. 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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THE MODEL FOR IMPROVEMENT AND PDSA WORKSHEET TEMPLATE 

 
Step 1: The Thinking Part 
 
The 3 Fundamental Questions 
 

Practice name:  Date: 

Team member: 

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

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

 
 

 
 

 
 
 
 
 
 
 
 
 

 

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

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

 
 

 
 
 
 
 
 
 
 

 
 
 
 
 
 

 



           

 

 

 

36 
 

 

 

 

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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THE MODEL FOR IMPROVEMENT AND PDSA WORKSHEET TEMPLATE 

 

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 

 
 
 
 
 
 
 
 
 
 

 
 

 

DO Who is going to do what?                                                                                 (Action) 

Run the test on a 
small scale 

How will you measure the outcome of your change? 

 
 
 
 
 
 
 
 

 
 
 
 
 

 

 
 
 
 
 

 



           

 

 

 

38 
 

 

 

 

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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Digital health tools that can assist your practice with 
Quality Improvement 
 
HEALTHPATHWAYS  

HealthPathways is a local online portal assisting GPs and other health professionals with information about clinical 

assessment and management, and clear referral pathways into local services. HealthPathways is being actively 

promoted as the principal tool for use during consultations.  

The pathways are written by experienced, local GPs and are reviewed by qualified experts (e.g. medical specialists). 

It is anticipated HealthPathways will become the main resource utilised by GPs to inform treatment and referral 

decisions. 

DDWMPHN supports two HealthPathways portals – Darling Downs and West Moreton: 

To access the portals, visit https://www.ddwmhealthpathways.com.au 

 

SMART REFERRALS  

The Smart Referrals programs supports clinical and business change through the streamlined creation and 

management of referrals to Queensland specialist outpatient services.  Smart Referrals allows those involved in 

patient care to better manage the patient journey, improve patient safety and reduce specialist outpatient wait 

times. 

Program components include GP Smart Referrals, allowing GPs to create and submit electronic referrals from 

existing practice software. 

☐ Learn more about Smart Referrals from the QLD Health site HERE 

☒ View Smart Referral resources and PDF Guides to installation and set up HERE 

 

THE QUEENSLAND HEALTH VIEWER – THE VIEWER  

The Health Provider Portal (HPP) service provides a summary patient healthcare details to registered and 

authenticated health practitioners. All information on display is provided via secure tunnel access to Queensland 

Health’s read-only clinical application, The Viewer.  This read-only online access will allow GPs to view public 

hospital information including appointment records, radiology and laboratory results, treatment and discharge 

summaries, and demographic and medication details. 

☐ Learn all about The Viewer and FAQs HERE  

☐ Already registered? Access The Viewer HERE 

☐ Email the team: connectingqld@health.qld.gov.au 

 

MY HEALTH RECORD 

It is important to upload a Shared Health Summary (SHS) to the My Health Record of a patient with a chronic or 

complex condition to ensure continuity of care throughout their healthcare journey and ensure practice 

eHealth Practice Incentive Payment (ePIP) eligibility criteria are met. 

☐ See cheat sheets on how to upload information to the My Health Record system HERE 

☐ See a 1 min video on how to upload a SHS in Best Practice software HERE  

☐ See a 1 min video on how to upload a SHS in Medical Director software HERE  

https://www.ddwmhealthpathways.com.au/
https://www.health.qld.gov.au/clinical-practice/innovation/smart-referrals
https://www.health.qld.gov.au/clinical-practice/innovation/smart-referrals/smart-referrals-resources
https://www.health.qld.gov.au/clinical-practice/database-tools/health-provider-portal/gps-resources/support
https://www.health.qld.gov.au/clinical-practice/database-tools/health-provider-portal/gps-resources/hpp-login
mailto:connectingqld@health.qld.gov.au
https://www.myhealthrecord.gov.au/for-healthcare-professionals/howtos/shared-health-summaries
https://www.myhealthrecord.gov.au/
https://www.myhealthrecord.gov.au/for-healthcare-professionals/practice-incentives-program
https://www.myhealthrecord.gov.au/for-healthcare-professionals/general-practice
https://www.youtube.com/watch?v=CO0TW3P9DRU
https://www.youtube.com/watch?v=RlcjR9EBD1w
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☐ Access refresher training and eLearning modules HERE  

☐ Read about eHealth on the RACGP website HERE 

☐ Don’t have access to the My Health Record system or claim the ePIP?   

Start registration process HERE. 

 

ELECTRONIC PRESCRIPTIONS  

Electronic prescriptions will improve medicines safety and provide new options and convenience for patients and 

their medicine supply, allowing prescribers and their patients to use an electronic Pharmaceutical Benefits Scheme 

(PBS) prescription. 

Electronic prescriptions form part of the broader digital health and medicines safety framework. They enable the 

prescribing, dispensing and claiming of medicines, without the need for a paper prescription.  Existing prescribing 

and dispensing processes will not change. Patients can still choose which pharmacy they attend to fill their 

prescription and can choose an electronic prescription as an alternative to a paper prescription. Paper prescriptions 

will still exist. 

Learn more about Electronic Prescriptions from the Australian Digital Health Agency site HERE. 

 
 
 
  

https://www.myhealthrecord.gov.au/for-healthcare-professionals/howtos/elearning-modules
https://www.racgp.org.au/running-a-practice/technology/clinical-technology/electronic-records/my-health-record-in-general-practice/my-health-record-resources
https://www.myhealthrecord.gov.au/for-healthcare-professionals/practice-incentives-program
https://www.myhealthrecord.gov.au/for-healthcare-professionals/howtos/registration-overview
https://www.digitalhealth.gov.au/get-started-with-digital-health/electronic-prescriptions/for-prescribers
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