QUALITY IMPROVEMENT ACTIVITY (QIA) @ phn
PLANNING SHEET

EASTERN SYDNEY

Person Centred
Medical
Neighbourhood

An Australian Government Initiative

Quality Improvement Team
Roles/Responsibilities

GOAL To refer diabetic patients with active foot ulcers to the SLHD High Risk Foot Service

(Simple, Measurable, Achievable, Realistic, Timely) within 4 weeks of diagnosis within 12 months
What are we trying to accomplish and when?

Track number of SLHD letter responses to individual patient referrals

INITIAL BENCHMARK We currently do not refer any diabetic patients to the HRFS
What is our current data saying?
IDEAS 1. GPs to identify and compile list of high risk diabetics with active ulcers to the
What changes will we make that will lead to an improvement? HRFS
NER Tl IR Al T practlceeﬁpe)(;:glﬁ?geaar;d Areidesigned toigiveyouisome 2. Before referral, discuss expectations regarding HRFS with patient
The QI Team should develop these ideas together. 3. Doctors to share appropriate resources to patients and carers (see link)
To assist with clinical decision making, consider using HealthPathways, see: 4. Put on agenda at staff meetings to discuss as a team

HealthPathways Sydney: https://sydney.communityhealthpathways.org/

U oarty el e 5. Education sessions/staff training held for doctors and nurses

P/w: healthcare 6. Arrange followup appointment with referred patient
HealthPathways South East Sydney: https:/sesydney.healthpathwayscommunity.org | 7- Ensure all GP's record foot assessment COC completion for patients in
Username: sesydney clinical software.

P/w: healthcare
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PLAN STUDY ACT
How will we do it? Review/reflect on results Next steps?

What Lessons learnt Review or extend
m What did/didnt’'t work well? activity?
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