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Planning Sheet
   




Practice Name: 
	PIP QI quarter:   please tick ü 
	Quarter 1
Nov – Jan     ☐
	Quarter 2
Feb – Apr     ☒
	Quarter 3
May – Jul     ☐
	Quarter 4
Aug – Oct     ☐

	Date: 10/3/2026

	
	
	
	

	Name of QIA 

	Increase the proportion of active patients with complete and up‑to‑date Social and Family History recorded in their health summary.



	PLAN

	Goal 
[image: Quality Improvement and  PIP QI]

	[bookmark: _Toc79754989]<What are we trying to accomplish and when? Make the goal simple, measurable, achievable, realistic and timely>

Increase the percentage of active patients with recorded Social and Family History from the current baseline to ≥75 % by 30/06/2026.







	[bookmark: _Toc79754990]Baseline Data:
	[bookmark: _Toc79754991]<What is our current data saying?>

According to CESPHN Practice Progress Report from 1/3/26
Social History - 52%, 
Family History is at 48%





	[bookmark: _Toc79754992]Data to be Collected:
	[bookmark: _Toc79754993]<What data will we use to track our improvement?>

We will run POLAR QIPC report > Clinical> Data Quality every 2 weeks to check % of RACGP active patients with Social & Family History recorded and to confirm that our change ideas are working. 


	[bookmark: _Toc79754994]Steps for Implementation

	[bookmark: _Toc79754995]What
	[bookmark: _Toc79754996]Who

	[bookmark: _Toc79754997]By When


	Organise a training session to demonstrate correct data entry in Clinical Software (no free text in Progress Notes) 

	
	

	Trial post it notes in consult rooms as a prompt to update opportunistically e.g. during GPCCMP, Health Assessment 

	
	

	Put on the agenda for next Clinical Meeting – team-based discussion to gain insight into current workflows and barriers 

	
	

	Improve New Patient Registration Form and trial for 1 month 


	
	

	Reception to review completed patient forms and gently prompt when Social and Family History not provided 
	
	

	Download Walrus – point of care prompt tool (part of our Polar licence) 
	
	







	DO – Insert any observations you had during implementation of this plan unforeseen amendments, unexpected events







	
· What actions were carried out (step-by-step if needed) 
· Who was involved
· Any deviations from the original plan

































	STUDY    Reflections, knowledge gained, effectiveness of improvement

	
Examples:
· Describe barriers such as time constraints during consultations and incomplete patient forms and how you addressed them 
· patients are reluctant to provide the information – we will consider a poster in the waiting room explaining why we ask these questions 
· improving new patient form does not result in immediate improvement because the patients don’t have the RACGP Active status yet




	ACT -  Next steps? 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

ABANDON -  record which change idea you will test next and start a new PDSA. 









Evidence of improvement. <Screenshots from extraction tool, Practice Progress Report> 

Baseline as at 1/3/26
[image: ]


Progress 1/4/2026 


Progress 1/5/2026












Data Entry in Best Practice 
[image: ]
If any one of the below items are recorded, the Social History quality indicator will be set as 'Recorded'.
[image: ]
· Marital status
· Sexuality
· Elite sports person
· Recreation (recorded as a pass if any information is stored for the patient, data not extracted by POLAR)
· Accommodation
· Lives with
· Has carer
· Other social history (recorded as a pass if any information is stored for the patient, no details leave the practice)
· Advanced Care Directive
· Enduring power of attorney






If any one of the below items are recorded, the Family History quality indicator will be set as 'Recorded'.
· Unknown (e.g. adopted)
· No significant family history
· Mother alive
· Father alive
· Other comment (recorded as a pass if any information is stored for the patient, no details leave the practice)
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Data Entry in Medical Director
Recorded as a pass if there is information recorded in the Family History comment box (content not extracted by POLAR)
[image: ] 

If any one of the below are recorded, the Social History quality indicator will be set as 'Recorded'.
The items are: 
· Marital status
· Occupation (recorded as a pass if any information is stored for the patient, data not extracted by POLAR)
· Sexuality
· ADF service
· Social history comment box (recorded as a pass if any information is stored for the patient, data not extracted by POLAR)





[image: ]
💬 GP Consultation Script (Short)
“Before we continue, I’d like to update your family and social history. This helps us assess risks and tailor your care. Has anyone in your immediate family had conditions like heart disease, diabetes, or cancer? And can you tell me about your lifestyle, cultural background, and support at home?”
(Use structured Best Practice fields to enter responses.)

💬 Admin Script
“Before your appointment, would you mind completing these fields in New Patient Form (Social & Family History form?)  It helps the doctor provide better care. It should only take 2–3 minutes.”

💬 Nurse Script
“I’ll run through your family history today. We ask about these conditions because they can help us identify risks early.” (Review questionnaire/new patient form and enter data into structured fields.)





	Once printed, this document is no longer controlled. 
Central and Eastern Sydney PHN is a business division of EIS Health Limited. 
ABN 68 603 815 818
www.cesphn.org.au

	
Page 1 of 1
Thursday, 26 March 2026


[image: ]

image1.png




image2.png
Demographic and clinical data quality Which quality measures would you focus

on improving for the next 6 months?

100%
s0%
60%

0% . 3%

6a% o
25 asx
20%
0%
& 4 ‘ o & 3
& s & P & N

s
r





image3.png
Open | Request Clinical View Utiities My Hee

Demographics Fo |,
Billing history.
Appointment history

Blood group Alt+Fe
Family history Ctri+F10
Occupational history Shift+F8
Alcohol & Smoking history Alt+F10

Launch SeNT




image4.png
e
.
Eite Atlete: DOves One

Advance Heath Diective: || Enduring Power of Atomey:

On screen commert:

e [ ]
o [ e

p [ ) s
Do you feel safe in your own home? [ Yes ONo
o





image5.png
£ Family & Social History

@ = [\ 1@

] Unknonn (e.q. Adopted) CINo signicant Famiy history
Age at death Cause of death:

b Ova O[]
s Ot O[]

Significant family history:

Moter:  [IDabetes  []typenenson [Heat dease [Swoke
[Colon cancer [Depression [ Breast cancer
Faher  [IDabetes  []Hhpenenson []Heat dsease []Sioke
[JColon cancer [] Depression
Reltionship Condition Comment Add
< >
Other comment

[ e [ God |




image6.png
Patient Details

Y R ey —

Mt sttskrown g Occpaton: |
Semualty Unknown v ADF Service: ‘
Fony oy Socil oy

] Update adéress for all famiy members
O Atocaptaise names





image7.png
Collecting & Entering Social & Family History from New Patient Form: Reception— Nurse — GP

v v

v
Verify & Code SFH Data

ﬂ Assess Risk Factors

' Give New Patient Form [=] Review Form & Enter Data
—

Q Check for Completeness Clarify Missing Details

Flag for

Pass Form
GP Review a Update Health Summary

to Nurse ﬂ Build 3-Generation FH

PS Enter Cultural & Admin Info

Upload to PMS Set Review Reminder

“Pending Clinical Entry”

- Flag for GP Verification

‘-‘-‘ Provide Team Feedback

Audit SFH Completion % }
\

@ Identify Gaps to Improve





image8.png
phn

NTRAL AND
EASTERN SYDNEY

An Australian Government Initiative





image9.png
o T LA N
B Ay
O~ [ I~





