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Quality Improvement

Quality Improvement is a system of regularly reviewing and refining processes in order to improve them, and
therefore improve the quality of care your patients receive and their health outcomes. A growing body of
evidence demonstrates that Quality Improvement activities lead to positive change in practices, particularly
when implemented using a whole of team approach.

Practice Incentives Program Quality Improvement Incentive

The Practice Incentives Program (PIP) Quality Improvement (QI) Incentive is a payment to general practices
for activities that support continuous quality improvement in patient outcomes and the delivery of best
practice care. General practices enrolled in the PIP QI Incentive commit to implementing continuous quality
improvement activities that support them in their role of managing their patients’ health.

They also commit to submitting nationally consistent, de-identified general practice data, against 10 key
Improvement Measures that contribute to local, regional and national health outcomes.

The Improvement Measures allow general practices to understand which patients may benefit from
preventative treatments or may need recall to ensure effective management of a specified chronic disease
(e.g. diabetes).

This can help delay progression of the condition, improve quality of life, increase life expectancy, and
decrease the need for high-cost interventions.

Quality Improvement Measures (QIMs)

The collection of the de-identified Improvement Measures that form the PIP Eligible Data Set are part of a
system of quality improvement that includes reflective practice, a common data baseline, and data analysis.

The Improvement Measures are not designed to assess individual general practice or general practitioner
performance. They do support a regional and national understanding of chronic disease management in
areas of high need, and future iterations will respond to emerging evidence on areas of high need.

Proportion of Patients with a Weight Classification - QIM 3

Recording of weight and height is a quality initiative in general practice and while it is a QIM that forms part
of the PIP QI eligible data set, there are practice accreditation measures around these measurements.

Body mass index (BMI) and waist circumference should be measured every two years and recorded in the
medical record. On its own, BMI may be misleading, especially in older people and muscular individuals, and
classifications may need to be adjusted for some ethnic groups. Waist circumference is a stronger predictor
of CVD and diabetes than weight alone.

The Role of General Practice in Managing Obesity

The Royal Australian College of General Practice (RACGP) acknowledge that GPs play a key role in
managing obesity.! GPs not only manage the patients at the individual level through primary health care, but
also have a good understanding of the community in which they work and are able to access population
health data in relation to Chronic Disease.

A number of RACGP resources and guidelines on risks associated with obesity can be found here.

The Importance of Data Cleansing

Data, in the form of a clinical record, provides a view of your patient’s health status. By having accurate and
up-to-date patient information that is recorded correctly in the clinical software, you will have accurate,

1 https://lwww.racgp.org.au/FSDEDEV/media/documents/RACGP/Position%20statements/Obesity-
prevention-and-management.pdf


https://www.racgp.org.au/clinical-resources/clinical-guidelines/key-racgp-guidelines/view-all-racgp-guidelines/guidelines-for-preventive-activities-in-general-pr/prevention-of-chronic-disease/overweight

accessible and comprehensive data. This can be used to provide the most effective care to your patients,
which may assist in the prevention and management of chronic disease.

Data can be used to:

+ diagnose a condition and determine appropriate treatment
* identify health related risks
* help manage a condition and minimise risk; and
» ensure that care is based on best practice guidelines.
From a general practice perspective, data can be used to:
* identify improvements in health service systems
» efficiently manage groups of people with similar health conditions; and
» inform resource planning and reduce waste.

To get the most out of your clinical software, data needs to be collected accurately, recorded in the right
place and maintained over time. If not, patient care may be compromised and efficiency suffers.

From a general practice perspective, data can be used to:

* identify improvements in health service systems
« efficiently manage groups of people with similar health conditions; and
» inform resource planning and reduce waste.

To get the most out of your clinical software, data needs to be collected accurately, recorded in the right
place, and maintained over time. If not, patient care may be compromised, and efficiency suffers. Good data
quality is a powerful resource for general practices but requires a consistent and coordinated approach from
all the general practice team.

Quality Improvement Data Cleansing Guide

This cleansing guide uses CAT4 to identify inactive and duplicate patients, patients with no DOB or gender
recorded, before looking for missing accreditation items from your practice software.

Start here: Login to Pen SC CAT4 = CAT4 mp View extracts mp select the latest extract mp View filter

Archive inactive patients within your clinical software

Clear Filters . Report section below  Visits . Last Visit >36mnths . Export
Most clinical systems have a feature to bulk activate patients who have not visited the
practice in a significant period — refer to clinical software guide.

Identify and merge duplicate patients

Clear Filters Select ‘active 3x 2 yrs’ Recalculate - Report section below

Data Quality tab -~ Duplicate Number Patient Report tab Export Duplicate Name
Patient Report tab - Export

Identify and update patients with no DOB recorded
Clear Filters Cleansing CAT view - Select ‘No Age’ Recalculate Report
section below - Missing Demographics Export

Identify and update patients with no gender recorded
Clear Filters Cleansing CAT view - Select Gender ‘Other’ Recalculate
Report section below Missing Demographics Export
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QUALITY IMROVEMENT MEASURES

Proportion of Patients with a Weight Classification

Change Improvement Ideas

High BMl/waist in adults
is the greatest

contributor to chronic
disease

High BMl/waist in
children 1 risk of obesity,
T2D & CVD in adulthood

BMI and
Waist
Measurement

Up to date clinical record

Opportunity to provide
education and

information to patients
Practice Nurse MBS

Quadruple Aim:

Patient experience
Provider satisfaction
Cost and
sustainability
Population health

Identify the patients that are eligible to
have a GP management plan, a Health
Assessment, TCA as well as having a
review of any of the above due and set
prompts to record BMI/Waist.

Search for all patients with a weight over
90kg with no BMI recorded and check to
see if they have a height recorded, then

calculate their BMI.

Search for patients over 50 with no
height/weight recorded.

Provide a list of patients to relevant
practitioner of patients identified without a
BMI who have other risk factors (smoking,
ethnicity, blood pressure etc)

Focus on patient groups (e.g. patients with
high cholesterol or high blood glucose
levels)

Contact the Practice Facilitation team for additional support: Ql@westvicphn.com.au

l ESTERN VICTORIA

An Australian Government Initiative

Clinical Audit Tools

Cat4 — install
Topbar — install and set up
prompts

Pen Recipe
GP Hub/PHN Exchange

Health Pathways

Weight Management in Obese
Adults
Weight Management in Children

Patient/Clinic Resources

GoShare

Heart Foundation
Diabetes Australia
Care Monitor

Webinars
Innovative approaches to CDM

Exercise and Diabetes



http://install.pencs.com.au/ClickOnce/CAT4/publish.htm
https://help.pencs.com.au/display/TTG/FULL+INSTALLATION+GUIDE+TOPBAR
https://help.pencs.com.au/display/TTG/FULL+INSTALLATION+GUIDE+TOPBAR
http://help.pencs.com.au/display/CR/Add+Weight%2C+Height+and+Waist+Measurements+to+Patient+Record
mailto:QI@westvicphn.com.au?subject=GP%20Hub%20on%20PHN%20Exchange
https://westvic.healthpathways.org.au/28082.htm
https://westvic.healthpathways.org.au/28082.htm
https://westvic.healthpathways.org.au/35608.htm
https://goshare.realtimehealth.com/conditions/274
https://www.heartfoundation.org.au/your-heart/know-your-risks/healthy-weight/waist-measurement
https://www.diabetesaustralia.com.au/maintaining-a-healthy-weight
https://westvicphn.com.au/health-professionals/health-topics/chronic-conditions-management/real-time-remote-monitoring-of-chronic-conditions/
https://youtu.be/vDB5ysJhH4Y
https://youtu.be/g63THup0hFo
mailto:QI@westvicphn.com.au

Plan Do Study Act (PDSA): Increasing Weight, Height and Waist Measurements in General Practices

Practice Name
Staff initiator:

Start date:

Purpose

PLAN

Write a concise
statement of what
you plan to do, and
the steps involved

Cycle number
Position title:

End date:

What are we trying to accomplish?

What do you plan to do?

Better identify patients who are at risk of Chronic Disease. Have a management plan in place for those patients.

Increase recording of BMI for patients in practice clinical information system

Ensure proper assessments undertaken for patients with high BMI

Identify patients who are at risk for obesity related complications

How will we know that change is an improvement?

What do you hope to achieve? (include measurement/outcome)

Increase the number of patients who have their waist measurements and BMI recorded and provide patient education on high waist
measure and BMI as greatest contributor to chronic diseases

What change can we make that will result in improvement?

Identify the patients that are eligible to have a GP management plan, a Health Assessment, TCA as well as having a review of any of the
above due. Recall patients and provide waist, height and weight measure as part of plan. Display of educational posters in waiting room

and hand out info (print and soft copy) sourced from Heart Foundation and Diabetes Australia or www.healthyweight.health.gov.au during
consultation.

By answering this, you will develop the GOAL for improvement. The goal must be SMART -
Specific, Measurable, Achievable, Relevant, Time-limited

From the questions/answers above, write your statement or aim of what you are attempting to achieve.
10% increase of active patients that have their waist, weight and height measurement recorded

How are you going to do this? (list the steps to be implemented)

Steps By whom By when
Consult with the PHN practice facilitator, develop a plan of action and present it at staff
meetings.

Form a QI team, discuss workflow and allocate roles & responsibilities. [ideally — practice
manager (can include PHN practice facilitator) and at least one GP, nurse and admin
staff.]

Use PenCat4 clinical audit tool to gather baseline data of patients that are eligible for a GP
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https://www.heartfoundation.org.au/your-heart/know-your-risks/healthy-weight/waist-measurement
https://www.diabetesaustralia.com.au/maintaining-a-healthy-weight
http://www.healthyweight.health.gov.au/

management plan, a Health Assessment, TCA or a review of such.
Export list and determine recall process

Use Topbar prompts for patients presenting
Recall patients for GP management plan review

Patients present to Practice Nurse first who will take weight, height and waist measure as
part of plan (bill item 10997 (5/year) or 10987(10/year for Aboriginal and Torres Strait
Islanders who have received a health assessment)

Enter measure into appropriate place in Best Practice

Patients with high BMI and high waist measures are provided with information on diet and
exercise.

Use access to GoShare https://goshare.realtimehealth.com.au/conditions/274 to send info
via SMS to patient

At completion of QI period, measure change by repeating reports using Pen/clinical
software. Recipes and assistance provided by PHN. Compare to baseline.

This may include how the patients react, how the doctors react, how the nurses react, how it fits in with your system or flow of
the patient visit. You will ask, “Did everything go as planned?”

What did you observe?

DO

Implement your
plan and write
down observations
you have during Where there any unexpected events?
your

implementation.

STUDY You will ask, “Do | have to modify the plan”
What did you learn?

After

implementation you

will study the

results and record Has there been an improvement?
how well it worked,
if you met your goal
and document
areas of
improvement.

Did you meet your measurement goal?
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https://goshare.realtimehealth.com.au/conditions/274

What could be done differently?

ACT If it did not work, what you can do differently in your next cycle to address that.
If it did work, are you ready to spread it across your entire practice?

Here you will write What did you conclude from this cycle?

what you came

away with for this

implementation,

whether it worked

or not.

To access additional PDSAs and other quality improvement ideas, please contact the Practice Connect website or your practices facilitation team on
Ql@westvicphn.com.au
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Optimising Medicare Benefits Schedule (MBS) Items

In some practices, practice nurses also manage or contribute to nurse-led clinics to which GPs can refer
patients. The benefits of employing a nurse can include improved outcomes in chronic disease; an increased
range of services available at the practice, including patient education, improved integration and referral to
services; and enhanced consumer satisfaction.

The BMI/Waist recordings can be achieved through the ongoing management of regular patient
consultations and/or by management of chronic diseases by nurses and general practitioners.

The MBS provides a series of Medicare item numbers which provide rebates for medical practitioners to
manage chronic or terminal medical conditions by preparing, coordinating, reviewing or contributing to
chronic disease management plans (CDMP). General practices can increase the recording of the BMI and
waist measurements as part of any of these management plans, or through their reviews.

There are five MBS item numbers in the chronic disease management items list.

ltem Description Fee? Claiming Frequency
Number
721 Preparation of a GP Management Plan (GPMP) Fee: Once every 12 months
$150.10
723 Coordination of the development of Team Care Fee: Once every 12 months
Arrangements (TCA) $118.95
729 Contribution to a Multidisciplinary Care Plan or to a Fee: Once every 3 months
review for a patient who isn’t in a residential aged care $73.25
facility
731 Contribution to a Multidisciplinary Care Plan or to a Fee: Once every 3 months
review for a resident in an aged care facility $73.25
732 Review of either a GPMP or TCA Fee: Once every 3 months
$74.95

Utilise item 10997 for follow-up by PN or Aboriginal and Torres Strait Islander Health Practitioner if patient
has a GP Management Plan or TCA in place. Fee: $12.40.

Does the patient have
a chronic or terminal
medical condition?

NO YES

Patient is not eligible ¢ |

fora GPMP or TCA

Does the patient also require
NO ongoing treatment from a YES =7
multidisciplinary team?

Patient is eligible for both
aGPMPand TCA

Patient is eligible

for a GPMP only




Health Assessments are another way of increasing the recording of the BMI/waist measurements for patient
cohorts. A health assessment provides opportunity for examining a patient’s lifestyle to identify possible
improvements as well as early warning signs of disease or illness. Heart disease, diabetes and some
cancers can often be picked up in their early stages, when treatment may be more successful.

Health assessments are generally included in a patient’s routine medical care.

There are four time-based MBS health assessment items:

Item Description Type Fee?

Number

701 Attendance by a medical practitioner to undertake a Brief Fee:
short health assessment, lasting not more than 30 $61.75
minutes

703 Attendance by a medical practitioner to undertake a Standard Fee:

medium health assessment, lasting more than 30 $143.50

minutes but less than 45 minutes

705 Attendance by a medical practitioner to undertake a Long Fee:

long health assessment, lasting at least 45 minutes but $198.00
less than 60 minutes
707 Attendance by a medical practitioner to undertake an Prolonged Fee:
extended health assessment, lasting at least 60 minutes $279.70
715 Aboriginal and Torres Strait Islander peoples health <15 years old $220.85

= 15 years < 55 years old
= 55 years old

assessments for children, adults and older people

Using care plans and health assessments as the optimum time to increase the BMI recordings of the
practice’s patients, means the practice is achieving all four outcomes of the quadruple aim. For patients who
have a GPMP or TCA already in place, general practices may elect to recall and review the patients for a
review of their care plan every three months using the item number 732.

Practitioners can claim item 732 twice on the same day. One claim will be for the GPMP review and the
other to the TCAs review. The Medicare claimant will then need to correctly fill in the MBS item descriptions
and explanatory notes.

i Quality and
Patient Population
Experience Improved health

P Safe and effective outcomes Health
of Care care
Reducad disease
Timely and equitable burden
access .
) ) Improvement in

Patient and family individual behavioural
needs met and physical health
Efficiency and Increased clinician and
effectiveness of services staff satisfaction
Increased resourcing to Evidence of leadership
primary care and teamwork

Sustainable Evaluation of Quality improvement |mpr0.\u"9d
Commissioning culture in practice Provider

Cost Satisfaction

2 please note that the information provided is a general guide only. It is ultimately the responsibility of treating practitioners to use their
professional judgment to determine the most clinically appropriate services to provide, and then to ensure that any services billed to
Medicare fully meet the eligibility requirements outlined in the legislation.

This sheet is current as of the Last updated date shown and does not account for MBS changes since that date.
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Using Data to Drive Success

PHN Exchange is an innovative population health knowledge management system that’s designed to
support, influence and improve health outcomes.

Gathering data from multiple sources, PHN Exchange presents a customisable view for PHN staff, health
planners and health providers to use in a multitude of ways to better inform decision making.

As a living needs assessment tool, PHN Exchange has been specifically designed to localise data and
information and deepen understandings about communities in a given region.

The PHN Exchange can be found HERE.

Publicly available Health Risk data can be used to inform your practice on Chronic Disease, obesity, Health
and wellbeing and other factors across the western Victorian region, however more specific data can be
found via logging in to access your practice data.

General Practices have access to several features within the PHN Exchange that have been organised into
a dashboard named the GP Hub.

The GP Hub also contains helpful information to assist a practice in data quality such as your last data
extract date and:

e Provides trend over time and benchmarking against your peers within the PHN Catchment, the benchmark
is calculated from the average of all participating practices.

e Provides a tool to assist the practice to undertake data analysis and evidence-based quality improvement
activities.

e Supports partnership between your practice and Western Victoria PHN, by providing a common suite of
reports.

Data displayed in the GP Hub is generated from extracted general practice data. All data is an aggregated
estimate of practice data.

The value of the GP Data Report is reliant on the quality and completeness of practice records and clinical
coding within your clinical information system.

Note: Charts below only show WVPHN region baselines, actual charts will have a second line with the
practice result.

QIMO1 Diabetes QImMo2a Smoking
Proportion of patients with diabetes with a current HbA1c result Proportion of patients whose smoking status has been recorded

I Practice Proportion PHN Proportion I Practice Proportion PHN Proportion

%,

Qimo3a QIMO4 Influenza 65 years
Proportion of patients with a weight classification recorded Propartion of patients aged 65 and over who were immunised against influenza

I Fractice Proportion PHN Praportion I Fractice Proportion PHN Praportion

2
%EJ
%,

& i & g
& = ¥ ¥ & =
QIMO5 Influenza Diabetes QIMOS Influenza COPD
Proportion of patients with diabetes who were immunised against influenza In the previous 15 months  Proportion of patients with COPD who were immunised against influenza in the previous 15 months
I Fractice Proportion PHN Proportion I Fractice Proportion PHN Proportion
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https://phnexchange.com.au/home.php?phn=206
https://phnexchange.com.au/priority-areas.php?phn=206&pri=Health%20Risk%20Factors

RESOURCES

e Centres for Disease Control and Prevention, Growth charts

e Department of Health, Helpful tips for measuring waist circumference

¢ World Health Organization, BMI charts for children:
o Children aged 5-19 years

o Children aged under <5 years

e Dietary guidelines for adults brochure

e Dietary guidelines for children brochure

e Healthy drinks resource package

e Poster

e Heart Foundation, Obesity fact sheet

¢ RACGP, National guide to preventative health assessment for Aboriginal and Torres Strait Islander
people - Lifestyle

¢ RACGP, Red Book Prevention of Chronic Disease - Overweight

e Cancer Council, Introduction to 'Talking to patients about health and weight' training - YouTube
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http://www.cdc.gov/growthcharts/cdc_charts.htm
http://healthyweight.health.gov.au/wps/portal/Home/get-started/are-you-a-healthy-weight/how-do-you-measure-your-waist-circumference/!ut/p/a0/04_Sj9CPykssy0xPLMnMz0vMAfGjzOJ9LFydPbxMDD3djQMMDDzdnEP8Q8OcjNy9DPULsh0VAWZyjas
http://www.who.int/growthref/who2007_bmi_for_age/en/index.html
http://www.who.int/childgrowth/standards/bmi_for_age/en/index.html
http://www.eatforhealth.gov.au/sites/default/files/files/the_guidelines/%20n55g_adult_brochure.pdf
http://www.eatforhealth.gov.au/sites/default/files/files/the_guidelines/%20n55f_children_brochure.pdf
http://www.health.gov.au/internet/publications/publishing.nsf/Content/sugar-%20drinks-toc
http://www.eatforhealth.gov.au/sites/default/files/files/the_guidelines/indigenous_australian_dietary_%20guidelines_poster_HiRes.pdf
https://heartfoundation.org.au/images/uploads/publications/NAHU-%20Obesity.pdf
https://www.racgp.org.au/clinical-resources/clinical-guidelines/key-racgp-guidelines/view-all-racgp-guidelines/national-guide/chapter-1-lifestyle/overweight-and-obesity
https://www.racgp.org.au/clinical-resources/clinical-guidelines/key-racgp-guidelines/view-all-racgp-guidelines/national-guide/chapter-1-lifestyle/overweight-and-obesity
https://www.racgp.org.au/clinical-resources/clinical-guidelines/key-racgp-guidelines/view-all-racgp-guidelines/guidelines-for-preventive-activities-in-general-pr/prevention-of-chronic-disease/overweight
https://www.youtube.com/watch?v=GgLsQzQ_OmU

