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Why measure outcomes/quality improvement in 
diabetes?
300 people develop diabetes each day = 1.9 M Australians 
7Th commonest cause of death 
First Nations people are 3 times more likely to develop diabetes and 4 times more 
likely to die from diabetes causes
85% are type 2 diabetes and mostly managed in general practice 
Average GP FTE has 70-80 diabetes patients 
By setting goals and supporting patients achieve these helps in preventing 
complications

Goals cannot be achieved unless we record, measure and support outcomes  

1. https://www.diabetesaustralia.com.au/about-diabetes/diabetes-in-australia/

https://www.diabetesaustralia.com.au/about-diabetes/diabetes-in-australia


>50%
develop microvascular disease 
within 10 years1

72%
increased risk of stroke (median 5.5 years) 
compared to those without T2D2

54%
increased risk of MI (median 5.5 years) 
compared to those without T2D2

33%
increased risk of hospitalization for heart failure 
(at 4 years) compared to those without T2D3

Patients 
with T2D

are at 
increased 

risk of: 
Microvascular 

disease 
(kidney, nerves, 

eyes)

MI

Stroke

Heart failure

Managing patients with T2D means not just controlling HbA1c but  
preventing these interlinked micro- & macro-vascular events 

CV, cardiovascular; HbA1c, glycated haemoglobin; MI, myocardial infarction; T2D, type 2 diabetes.
1. Litwak L, et al. Diabetol Metab Syndr. 2013;5:57. 2. Shah AD, et al. Lancet Diabetes Endocrinol. 2015;3:105-113. 3. Cavender MA, et al. 
Circulation. 2015;132:923-931.



Marson, A., Raffoul, N., Osman, R., & Deed, G. (2021). 
Management of patients with type 2 diabetes and cardiovascular 
disease in primary care. Australian Journal for General Practitioners, 
50, 238-245. 

https://www1.racgp.org.au/ajgp/2021/april/patients-with-type-2-diabetes-and-
cardiovascular-d

https://www1.racgp.org.au/ajgp/2021/april/patients-with-type-2-diabetes-and-cardiovascular-d
https://www1.racgp.org.au/ajgp/2021/april/patients-with-type-2-diabetes-and-cardiovascular-d


https://www1.racgp.org.au/ajgp/2021/april/patients-with-type-2-diabetes-
and-cardiovascular-d

We all can do better in measuring 
outcomes for patients 

BP

LDL

HBA1c

https://www1.racgp.org.au/ajgp/2021/april/patients-with-type-2-diabetes-and-cardiovascular-d
https://www1.racgp.org.au/ajgp/2021/april/patients-with-type-2-diabetes-and-cardiovascular-d


Describe your improvement or 
change

What are the ways you could you 
improve outcomes for your diabetes 
patients?  

DOCUMENT THIS PROCESS FOR 
AUDITING !

ASSESS THE PRACTICE DIABETES 
Register:
1. Address “coding” of patients 
2. Database ‘cleansing’ 

FOCUS 
1. Individual patients - yourself
2. Whole of practice – yourself and 

colleagues

How to get started – Step 1



Consider small steps 
like..
Have you identified your patient population?

I. Code diabetes correctly: i.e. Diabetes 
type 2 NOT NIDDM 

Have you identified patients with indicated 
diabetes with no diagnosis?

I. Review your DIABETES REGISTER 

Small steps

1. Have you identified patients who may not 
meet optimum type 2 diabetes 
management guidelines?

2. Does the practice have a routine reminder 
for appropriate diabetes care? 

3. Have you reviewed clinical management 
goals for type 2 diabetes patients?



Do you know how to initiate a 
patient reminder within 
clinical software?

Is there a system to ensure 
patients recently diagnosed 
with diabetes are 
incorporated into the 
reminder system?

Then next steps….

1. Have you used the new 
Cardiovascular Risk 
Assessment Tool?

2. Have your patients been 
vaccinated? 

3. Have you recorded the 
patients BMI?

4. Have you measured the 
patient’s blood pressure? 



For example: 

Utilise your practice database for assessment 
of individual or practice clinical outcome 
measures/goals like:

1. Have you correctly identified your patient 
population?

2. Have you identified patients with indicated 
diabetes with no diagnosis?

USE SOFTWARE OR 

PRIMARY SENSE 

OR 
PENCAT. ETC 



Extract diabetes register patients

Medical 
Director

https://www.medicaldirector.com/help/#rhsearch=diabetes&rhhlterm=diabetes&rhsyns=%20&t=topics-
clinical%2FDiabetes_Register_Searches.htm

https://www.medicaldirector.com/help/#rhsearch=diabetes&rhhlterm=diabetes&rhsyns=%20&t=topics-clinical%2FDiabetes_Register_Searches.htm
https://www.medicaldirector.com/help/#rhsearch=diabetes&rhhlterm=diabetes&rhsyns=%20&t=topics-clinical%2FDiabetes_Register_Searches.htm






Extract diabetes register patients

https://www.nbmphn.com.au/getattachment/c21f2786-17db-43ba-b6ad-cea943a8d0c6/628_0323-Diabetes-
Toolkit_Primary-Sense_v1-1_F_.pdf

Best Practice:
Primary sense 

https://www.nbmphn.com.au/getattachment/c21f2786-17db-43ba-b6ad-cea943a8d0c6/628_0323-Diabetes-Toolkit_Primary-Sense_v1-1_F_.pdf
https://www.nbmphn.com.au/getattachment/c21f2786-17db-43ba-b6ad-cea943a8d0c6/628_0323-Diabetes-Toolkit_Primary-Sense_v1-1_F_.pdf




You can stratify patients who 
appear on this list  by different 
measures 

1

2



What does the data show? 

Individually: are there gaps in data? Missing HB A1c; BP etc

Whole of practice: are there gaps in management? Do we need to 
focus on care care planning/vaccinations etc





Align Diabetes 
register  patients 
who appear also on 
this list  

Then consider doing 
CVD risk scores to 
decide on 
management 
changes 



CVD Risk Assessment: cvdcheck.org.au



https://www.racgp.org.au/clinical-resources/clinical-guidelines/key-racgp-guidelines/view-all-racgp-guidelines/diabetes/type-2-diabetes-goals-for-
optimum-management

Individual goals

https://www.racgp.org.au/clinical-resources/clinical-guidelines/key-racgp-guidelines/view-all-racgp-guidelines/diabetes/type-2-diabetes-goals-for-optimum-management
https://www.racgp.org.au/clinical-resources/clinical-guidelines/key-racgp-guidelines/view-all-racgp-guidelines/diabetes/type-2-diabetes-goals-for-optimum-management


Clinical goals

https://www.racgp.org.au/clinical-resources/clinical-guidelines/key-racgp-guidelines/view-all-racgp-guidelines/diabetes/type-2-diabetes-goals-for-
optimum-management

https://www.racgp.org.au/clinical-resources/clinical-guidelines/key-racgp-guidelines/view-all-racgp-guidelines/diabetes/type-2-diabetes-goals-for-optimum-management
https://www.racgp.org.au/clinical-resources/clinical-guidelines/key-racgp-guidelines/view-all-racgp-guidelines/diabetes/type-2-diabetes-goals-for-optimum-management


Whole of practice

Practice Incentive 
Goals based on 
RACGP goals 





Step 2 – What are the impacts or outcomes? 

What results are you expecting? 
Have you already observed an impact/outcome? 

For example:
All practitioners are coding patients with diabetes identically 
Recalls for all diabetes patients working for:
- vaccinations
- HBA1C
- BP
- kidney health assessments
- weight management 



Step 3 – Monitor and evaluate

How do you plan to monitor or evaluate the effectiveness of these changes?

For example:

- regular timely recalls for individual patients are entered and updated 

- are you having practice meetings that address PIP gaps?

- have you set a regular individual reviews of goals into clinical records – eg HBA1c, kidney health 

BMI, and CVD risks. Eye health (REMEMBER ANNUAL DIABETES CYCLE OF CARE) 



CASE EXAMPLES



LET’S DO AN EXAMPLE:

BEST PRACTICE 

CODING DIABETES

 



LET’S DO AN EXAMPLE:

 MEDICAL DIRECTOR 

CODING DIABETES

 





LET’S DO AN EXAMPLE:

 MEDICAL DIRECTOR 

SETTING UP DIABETES 

RECALLS 
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Monitor and evaluate – Document and Compete forms

For example: REMEMBER ANNUAL DIABETES CYCLE OF CARE

- 3rd Monthly  HBA1c recalls for individual patients are entered and updated 

- Set a regular individual reviews of goals into clinical records – eg

• Kidney health (BP; urine ACR; eGFR annually – or more regularly if abn) 

• BMI

• CVD risks 

• Eye health 

• Foot checks 
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