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The Model for Improvement (template)

Step 1: The three fundamental questions

1. What are we trying to accomplish?

This will help you to develop your GOAL for improvement.

A 15% increase in the number of eligible patients who have a Heart Health Check completed over the
next three months. The current baseline is 20 per month.

2. How will we know that a change is an improvement?

Develop MEASURES to track the achievement of your goal.

We will measure monthly through our clinical auditing tool (Pen CS):

« Numerator: The number of non-Indigenous active patients aged 45 and over with all necessary risk
factors assessed to enable absolute CVD assessment.

« Denominator: The number of non-Indigenous active patients aged 45 and over.

And also monitor our Heart Health Check MBS item billing patterns.

3. What changes can we make that will lead to an improvement?

List your steps. This will help you develop IDEAS that you can test to help you achieve your goal. Note that each new GOAL (the
first fundamental question) will require a completed Model for Improvement template.

Idea #1: Have a practice team meeting to discuss ideas to increase the number of patients having a
Heart Health Check.

Idea #2: Coordinate with reception staff the promotion of Heart Health Checks to enable opportunistic
appointments and raise patient awareness.

Idea #3: Recall eligible patients identified via Pen CAT and monitor for an increase in the number of
Heart Health Checks being conducted over a three month period.

Idea #4: Plan a Heart Health Check promotional event within the next three months.

Idea #5: Implement a recall and reminder system for post-appointment follow-up and future Heart
Health Check appointments.
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Step 2: PDSA cycle

You will have noted your IDEAS for testing when you answered the third fundamental question in Step 1.
You can use this template to test an idea.

IDEA | Describe the idea you’re testing.

Refer to the third fundamental question.

#3 Recall eligible patients identified via Pen CAT and monitor for an increase in the number of Heart
Health Checks being conducted over a three month period.

PDSA cycle number: 1

PLAN | What will you do?

Explain your idea:

1. Communicate PDSA detail to practice staff.

2. Use Pen CAT to extract the number of non-Indigenous active patients aged 45 and over.

3. Filter for patients without a CVD diagnosis and those who haven't claimed any health assessment.

Who will carry it out?

Practice manager/practice nurse to complete the search. Reception staff to send out reminders and
make appointments. GP and practice nurse to conduct the checks. Practice manager to report Pen
CAT and billing data.

When will it take place? Where?

March to May

What do you predict will happen?
15% increase in the number of Heart Health Checks conducted. The current baseline is 20 per month.

What data/information will you collect that will help you measure improvement?

Number of appointments, number of Heart Health Checks completed, number of referrals to a lifestyle
management program e.g. Life!

Notes
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DO | Was the plan executed?

Consider the data you collected and document any unexpected events or problems.

« Started: Process of educating of staff and identifying patients. 148 patients met criteria.

« Invite was written up and sent out. 96 patients responded, 25 wanted more information. 60
appointments were made over the first out of three months.

« 52 attended, with 16 needing to get an up-to-date cholesterol done and these were required to return.

* All patients were seen by the nurse for height, weight, BMI and BP, before seeing their doctor and
then followed-up with a GPMP session where appropriate.

STUDY | Record, analyse and reflect on the results.

What have you learned? Do your outcomes compare with your predictions? If not, what happened?

* Number of Heart Health Checks (item 699) billed through Medicare = 32.
* Number of item 36 used for the Heart Health Check = 16.

* Number of GPMP and TCAs billed through Medicare = 14 (GPMPs commenced after Heart Health
Check in another appointment).

* Number of referrals to lifestyle modification program = 15, a mix between formal programs and
through our practice.

* Results published on notice board. Staff surprised how smoothly it ran.

ACT | What will you take away from this cycle?

What's your next step or idea, and how might you apply the cycle again?

Successfully conducted but will consider running a nurse-led clinic at the same time as the Heart
Health Checks so that education and GPMP can be started.

Posters in the waiting room suggesting patients over 35 calculate their heart age before any regular
appointment.

Identified that diagnosis was not being coded correctly and we need to discuss how we can tidy this up
to capture more eligible people.

Next ideas:
#1: Coordinate a Heart Health Check nurse-led clinic.
#2: Work on a process to improve coding of patient diagnosis with clinical team.

Note: This template was adapted fromm an Australian Primary Care Collaborative (APCC) resource.
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