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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: _________ 
	
	
	
	

	Name of QIA: 
	Identify patients with diabetes who are eligible for GPCCMP 


	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>

Reduce the number of patients who have a diagnosis of diabetes and have never had a GPCCMP from 506 to 400 in 3 months.


	[bookmark: _Toc79754990]Baseline Data:
	[bookmark: _Toc79754991]<What is our current data saying?>
· Number of active patients with diabetes= 826
· Number of active patients with diabetes who have never had GPCCMP= 506

POLAR Clinic Summary Report > Clinical > Diagnosis > Select Diabetes from Chronic Disease Category > MBS > Tracked MBS > Selected TMBS Item- GPCCMP > Never had

	[bookmark: _Toc79754992]Data to be Collected:
	[bookmark: _Toc79754993]<What data will we use to track our improvement?>
We will run monthly POLAR audits to track:
· Number of patients with diabetes eligible for GPCCMP
· Number of patients newly commenced on a GPCCMP
· Percentage of patients with diabetes on a GPCCMP

	[bookmark: _Toc79754994]Steps for Implementation

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

	[bookmark: _Toc79754997]By When


	Run POLAR audit to identify patients with diabetes who have never had a GPCCMP
	Practice manager
	

	Implement a workflow to offer GPCCMPs opportunistically during consultations
	GP
	

	Introduce a recall system to invite eligible patients to attend practice for GPCCMP
	Practice manager
	

	Include MyMedicare enrolment as a part of GPCCMP discussions and booking process for eligible patients
	Practice manager, reception staff and GP
	







	DO

	
<Did you do it? Insert any observations you had during implementation of this plan, unforeseen amendments, unexpected events>
· Generated a POLAR report to identify patients with diabetes who were not currently on a GPCCMP and created a working patient list
· Developed and maintained a patient register to track eligible patients and monitor follow-up
· Introduced opportunistic offering of GPCCMPs during consultations, including chronic disease visits and health assessments
· Implemented a recall system (SMS followed by phone calls) to invite eligible patients to attend for GPCCMP
· Checked MyMedicare status during GPCCMP discussions and assisted patients to enrol if eligible

	STUDY

	<Reflections: knowledge gained, effectiveness of improvement, measurement goals, potential changes that could be made in the next cycle> 
· Reduction in number of patients with diabetes who have never had a care plan from 506 to 405
· Opportunistic discussions during routine visits were more effective than recall alone
· SMS recalls had moderate response; follow-up phone calls improved engagement
· Maintaining a patient register improved tracking and accountability across the practice
· Including MyMedicare enrolment within GPCCMP discussions increased patient engagement and uptake

	ACT

	
<Next steps? Record the details of your option under the relevant heading below >

ADOPT -  Continue integrating GPCCMP enrolment into GPCCMP workflows

ADAPT -  Refine patient list to prioritise high-risk patients (e.g. patients with more than one chronic disease)

ABANDON -  What did not work? 










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