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Introduction

Purpose of this guide

This guide provides clinical staff with the knowledge and procedures required to effectively
use Bp Premier within an Aboriginal Community Controlled Health Organisation
(ACCHO). It is designed to support consistent clinical documentation, accurate patient
record management, preventative health activities, chronic disease management, recalls
and reminders, clinical coding, and other day-to-day clinical workflows.

The guide outlines standard workflows and best-practice procedures to assist clinicians in
delivering high-quality, culturally safe, and patient-centred care while maintaining
compliance with organisational policies, privacy legislation, RACGP Standards,
accreditation and reporting requirements.

This document should be used as both a training resource for new clinical staff and a
reference guide for experienced users performing clinical activities within Bp Premier.

Intended Audience

This guide is intended for clinical staff working within an Aboriginal Community Controlled
Health Organisation (ACCHO), including:

e General Practitioners (GPs)

o General Practice Registrars

e Nurses and Nurse Practitioners

e Aboriginal Health Workers and Aboriginal Health Practitioners
¢ Allied Health Professionals

e Visiting Specialists and other authorised clinical users

The guide assumes users have basic computer skills but limited experience using Bp
Premier. It focuses on the clinical functions of the system and does not cover practice
administration, appointment management, billing, Medicare claiming, or other workflows
performed primarily within the administrative functions.

Software version

The guide is current for the Spectre SP1 revision edition of the Bp Premier software. As
software functionality is updated periodically, some screens and features may differ
slightly depending on your practice's installed version and configuration.
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Topic 1 — Recording essential clinical data

Health summary data

Adding allergies and adverse reactions

The currently ‘Allergy/Adverse Drug Reactions’ information will appear in red on the top left of the
patient screen.

Important: If the patient has no allergies or adverse reactions, tick ‘Nil Known’ to indicate the

patient has been asked about allergies.
To add or edit ‘Allergies/Adverse reactions’:

1 Open the patient record (F2)
2 Click on the Reactions button.

3 Select Add and select from the dropdown list

according to:

4 Select the Nature of the Reaction

Drug Class
Ingredient
Specific Product
Non Drug

Other

Allergies £ Adverse Diug Reachons:

HReactions

Item Reaction

Houze duzt mite

Severity

Bronchozpasm Severe

Trifle

A new allergy £ AllergiesfAdverse reactions

Alurniniurm Hydr
Item

Housze dust mite

Trifl=

A new allergy

Aluminium Hedroside

[ Mil krwowean

Reaction

Bronchospazm
Mauzea

Bronchospaszm hdild

Severity
Severs
Severs

add I Edt

I

Delete ]

Save

J

Lancel ]

5 Enter the Severity and any relevant comments

6 Select Save.

Note: You must use ‘Drug Class’, ‘Ingredient, or ‘Specific product’ method
when searching and choose an item from the dropdown list to generate
automatic alerts when a medication is prescribed. If you add a medication
name via the ‘Other’ method, then no automatic alerts will be triggered.

TIP: Tick the ‘Nil Known’ checkbox to indicate that the patient has been
asked about their allergies but does not have any known allergies.

TIP: You can notate that you have updated allergy/drug reaction

data when prescribing by ticking the checkbox ‘Allergy/Drug

reaction history has been checked'.

# Add reaction

EGGS

O Ingredi

() Speci

(7) Drug class

ltem

Art bites
Band Aids
Bee stings
Cats

ient

ic product
Dogs
Eggs

(® Non drug Elastoolast
<

(O Other
Nature of
Severity:

Commert

Cockroach dander

reaction Convulsion >

Severs

Egq whites onfy|

Save

Cancel

[ ] Allergy./Dnug reaction history has been checked

5 AH&MRC

Aboriginal Health & Medical

¥ Research Council of NSW

Bp Premier Clinical Workbook | Version 2.0 | Page 4



)
Adding Past Medical History:

1 Open the patient record (F2).

2 Select the ‘Past history’ tab.

3 Select the ‘Add’ button in the top left of the window.

" ) 2 "
4 Enter the date the condition was first |
diagnosed in the date field. If a specific date is
Search ‘CHRONIC K ‘ Keyword search Sonym
not known, enter the Year it was first Conciion A Condton: |
Chronic Kidney Disease Left Right Bilateral
d |agnosed . Chronic Kidney Disease, Stage 1

Chronic Kidney Disease, Stage 2 Acute
Chronic Kidney Disease, Stage 3
Chronic Kidney Disease. Stage 3a Mild Moderate Severe

5 Enter the first few characters of the condition Chronic Kidney Disease, Stage % )
Chronic Kidney Disease, Stage 4 Active Oinactive
in the ‘Search’ field then double click on the o Ky Dsesee, Sage o [ Provisonsl dgnosis i
Fracture
relevant diagnosis to select. ( Displaced
6 Tick ‘Active’ to indicate the condition is v []Spm Greenalick
Further details
Current | 10.6.2018 eGFR = 59 ACR < 1.7 mg/mmol Send to My Health Record
[] Confidential
7 Tick ‘Send to My Health Record’ as [ include in summaries
. Save as reason for visit
appropriate.
[] Save this condition in favourites list
Save Another Cancel
8 Tick ‘Include in Summaries’ to include the
diagnosis on health summaries.
9 Tick ‘Confidential’ to indicate that the diagnosis is not to be shared.
10 Tick ‘Save as Reason for Visit’ if applicable.
11 Enter any relevant comments in the Further Details section as required.
12 Save.
Note: Tick ‘No significant PMH’ if there is no past medical history to record.
Active problems: significant PMH
Date Condition Severity Description Summary Corfidential My Health Record  Details
2000 Asthma Yes No Yes Dr Jones
24/03/2015  Diabetes Melitus, Type 2 Yes No Yes
15/08/2018  Chronic Kidney Disease, Stage 3 Yes No Yes 10.6.2018 eGFR = 53 ACR < 1.7 mg/mmol
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Recording immunisations

In Bp Premier the relevant immunisation schedule will appear according to the age of the patient.
To access immunisation data within the patient record:

Adding a childhood immunisation

Add Edit Delete Print
1 Open the patient record (F2) - A | Birth: [ Daegven: [ |
2 months:

2 Click on Immunisation tab
[] Diphtheria, Tetanus, Pertussis, Hep B, HIB, Polio

[] Preumococcus Rotavirus
4 months:

[] Diphtheria, Tetanus, Pertussis, Hep B, HIB, Polio

3 Tick the checkbox for the vaccine/s being
given. The immunisation schedule will appear.

[] Pneumococcus Rotavirus
6 months:

[C] Diphtheria, Tetanus, Pertussis, Hep B, HIB, Polio

If the patient is eight years old or less, the
screen shows the childhood immunisation

schedule to the left of the Vaccines given list. 12 months:
Vaccinations for which the child patient is too 4/ Observations Bx:s'z’ic'ig:lc“ﬁ“a SV
young will be disabled. &l Famity/Social istory -
SR Clinieal imanee 3 '
/ Immunisation x | 4 Select the vaccine/s from the list.
i"a"ah'ev“ﬂ"es | . 5 The Billing provider and Given by fields
accine [accinates Against .
imajev Japanese Encephaitis default to the logged-in user, but can be
Imojev Intradermal - Ceased ~ Japanese Encephalitis I
Imu:sv Subcutaneous - Cea... Jazansse Encephalitis Changed )
Pertussis, Diphtheria, Tet:
Infanix Hexa | Dnepht:Z:a.Teta'\:n: Peﬂz::. Poliomyeltis. HIB. Hepatis B 6 Select the Site and Route of
Billing Provider Given By admln IStratIOﬂ
Dr Fred Findacure (Main surgery) ~ [ Include inactive D Fred Findacure 7 Enter the Sequence number for the
Date: |1a/07208 B~ ustralia vaccination (if applicable)
Route: @ IMI[JSC () Oral [ Intradermal Site: | Left Dettoid v Sequence: 1 8 Enter a Batch No. & expiry date
School ID | Vaccine Type: NIP/Commonwealth . .
Bachto: [1zs o] Ewey (@ 1402026 <| () Seve btch detss 9 Enter Serial No. and School ID if
applicable.
Comment:
10 Select the Vaccine Type
11 Save.
8 Send reminder M{EZ(}TD'
@5endto AR [ Save | Cancel
Biling Provider
Note: If updating a patient’s immunisation record it is possible to Dr Fredernick Findacure (Main surge
select “Not given here” or ‘Given overseas’ in the Billing Provider
drop-down list. This will allow you to record the vaccination in Bp Mot given here
Premier but will not send to AIR. DYGiven Overseas
Ur lva Cure (Main surgery)
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Adding an adult immunisation

1
2
3
4
5

(=2}

8
9

Open the patient record (F2)

Click on Immunisations tab
Select Add.

Select the vaccine/s from the list.

The Billing provider and Given by fields default
to the logged-in user, but can be changed.

Select the Site and Route of administration

Select the Sequence number for the vaccination
(if applicable)

School ID (If applicable)
Enter a Batch No. & expiry date.

10 Select the Vaccine Type

11 Tick Send to AIR to ensure this encounter is sent

/£ Immunisation
Available Vaccines
accine
Pneumovax 23

Polio Sabin (Oral)
Poliomyelitis
Prevenar

Vaccinates Against

Pneumococcus (23 valent)

Diphtheria, Tetanus, Pertussis, Poliomyeltis, HIB

Poliomyelitis
Poliomyelitis
Pneumococcus (7 valent)

@ng Provider

Date:

| |Route:

School ID

Dr Fred Findacure (Main surgery)

14/07/2026 (@~

@ No.: (58985898 v

v [ Include inactive

ustralia

@ ™M [JSC (JOral () intrademmal Site:  Left Dektoid

Given By

| Vaccine Type: N|P/Commonwealth

- Sequence: 1

Save batch ‘19

Comment:

@ Send reminder |14/12/2026 [~

H Sendto AIR
to the AIR automatically. e [ Swe ][ Cowul
12 Tick Send Reminder & enter a reminder date (if applicable)
13 Save.
Immunisation data will send directly to AIR without manual intervention (if configured). However it
is a good idea to check for any immunisation records not sent to AIR as follows:
1 Select Utilities > Australian Immunisation Register (to see list of unsent vaccine records)
2 Select Send to AIR
# Australian Immunisation Register
File View Help
5
LR-R Send to AIR
Immunisations given since Fiterby doctor: | Al <! Fiterbylocation: | Al v
Name DOE Yaccine Date given Sequence Batch Expiry date Serial number Billing provider Location Medicare No
g 09/03/1972  Afluria Quad 04/11/2020 1 /1 Dr F. Findacure Main surgery 2343970153
Alan Abbott 09/03/1972  Mfluria Quad 30/06/2021 2 /7 DrF. Findacure Main surgery 2343970153
Alan Abbott 09/03/1972  COVID 19 Vaccine #27/09/2021 1 7634736 I Dr F. Findacure Hopetown 2343970153
Jade Abbott 16/07/1985  ActHib 02/02/2021 4 I Dr F. Findacure Main surgery 2343570152
Jade Abbott 16/07/1985 Infanrix Hexa 05/05/2021 1 I Dr F. Findacure Main surgery 2343570152
David Anderson 04/01/1955  COVID 19 Vaccine #26/03/2021 1 I Dr F. Findacure Main surgery 6288253443
David Anderson 04/01/1955  COVID 19 Vaccine A26/03/2021 1 65656565 26/03/2021 8738472387568 Dr F. Findacure Hopetown 6288253443
David Anderson 04/01/1955 Fuarix 21/05/2021 1 837462367 I Dr F. Findacure Main surgery 6288253443
David Anderson 04/01/1955  COVID 19 Vaccine #13/06/2021 2 I Dr F. Findacure Main surgery 6288253443
David Anderson 04/01/1958  COVID 19 Vaccine #23/06/2021 2 I 878787878 Dr F. Findacure Hopetown 6288253443
John Anderson 02/02/1945 Fuarix 16/11/2020 1 878787 I Dr F. Findacure Main surgery
John Anderson 02/02/1945  Afluna Quad 22/02/2021 2 Iy Dr F. Findacure Main surgery
John Anderson 02/02/1945  Comvax 05/05/2021 1 I Dr F. Findacure Hopetown
John Anderson 02/02/1945  ActHib 08/07/2021 1 s Dr F. Findacure Main surgery
John Anderson 02/02/1945  COVID 19 Vaccine #17/09/2021 1 8786866 I Dr F. Findacure Main surgery
Anna Andrews 04/08/1938  ActHib 29/03/2021 1 I Dr F. Findacure Main surgery 3500265122
Anna Andrews 04/08/1988  Afluria Quad 15/08/2021 1 I Dr F. Findacure Main surgery 3500265122
Graham Andrews 14/03/2000  COVID 13 Vaccine #25/04/2021 1 I Dr F. Findacure Hopetown 3500265122
Heather Andrews 12/05/1963  Agrippal 05/03/2021 1 I Dr F. Findacure Hopetown 3500265122
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Download immunisation records from AIR

To check the list of vaccinations on AIR and download vaccination records to the patient file in Bp
Premier:

O g A WO N =

Open the patient record (F2)

Click on Immunisations tab

Select View AIR

Select History button

Highlight a vaccine in the list

History

Right Click > Select Save to patient list

F View AIR -

General

Histore

Get Individual Immunisation Histary Statement

Immunisation History:

Date Vaccine Brand Dose Status  Editable Action Req Reason Code  Mess
1722021 Plizer Comimatw 3" Walid M
18/06/2021 Astrader Save to patient record
230372021 Astrad A v v

i Research Council of NSW
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Recording risk factors

Adding Alcohol Intake

From the patient record:

£ Family & Social History x
1 Select Open > Alcohol & Smoking History & Current Alcshl ke Otk
Days perweek: [3 Standard drinks per day: [4
2 Tick checkbox if non-drinker OR ol Doscson:  [Binges on weskerds
3 Enter no. of days per week alcohol is consumed &
Social Past Alcohol Intake
4 Standard drinks per day consumed § | ow OOccosionsl ~~ @Moderste O Heawy
Lo i 4 Yearstated: 2000 Year stopped
5 Enter a Description (if necessary) Ocaupation
6 Select Past Alcohol intake u Commert:  pdeed: ke 207
Nc‘ohul
7 Year started and stopped
CAGE Question: Standard Drink! Audit-C
8 Any relevant comments T§m : :
9 Save - —

To perform a scored assessment of alcohol
consumption and to access previous assessments for this patient.

. . £ Audit-C Assessment
10 Click on Audit-C e pesssmet )
1. How often do you have a drink containing alcohol? O Never
11 Select answers to questions 1, 2 and 3. ‘;";‘j"““-m .
(®) 2-4 times per mont
(O 2-3times per week
12 Save & Close O 4o tines per week
gayH;:wmavystmadMs:mannmqalcoho\doyouhaveonaryucal 012 @34 Os56 079 O10+
3. How often do you have 6 or mare drinks on one occasion? O Never
Recording a Smoking Assessment £
(O Weekly
From the patient record R,
1 Select Open > Alcohol & Smoking History S [5
2 Click Tobacco icon st e sove | [Savesce ] | Gose
3 Select Smoking Status
4 Select product & enter quantity per day |/ Family & Social History X
. Cumrent Smoking Hish
5 Enter Year started smoking & o
(C) Non smaker (@) Ex smoker () Smoker
. . Family ——
6 Select support options as required. ) froars
Past Smoking History
7 Enter any relevant comments @ Quentty/dey  Qnkrown O<1 C1-3 @10-18 O20-3 Odos
P Year started: 2022 ‘Year stopped: 2021
8 Save. # [z ]
4 Yes No
TlP: Dou b|eC|ICk on the WOFd tObaCCO or aICOhOI at the Occupation Brief advice to stop smoking given Prescribed cessation medication
. . . . - Provided cessation behavioural support Refered to cessation support
top of the patient record and it will quickly take you ‘ ‘_j . _
straight to the relevant screen. 1A -
Acshol 12/07/21IDaily Pt taken action to quit, advice given
TIP: 1f smoking status has not changed since the last QY || s e [Commrmmimmmroni ]
assessment, tick ‘Check box and save if up to date’ to &
Tobacco
Save Cancel
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record that the information has been asked and answered.
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Recording Family History

1 Select Open > Family History
2 Tick Unknown if the patient’s history is not known
3 Tick No significant family history if nothing chronic or significant to record
4 Mother Alive? Yes or No. If no, enter age at death and select cause of death
5 Father Alive? Yes or No. If no, enter age at death and select cause of death
6 Significant Family History: Tick relevant conditions for |/ fmiyaseattioy - %
both mother and father from the available list of & [ Unknown e 3. Adopte) e sonsicant Fariy hitory
Age at death Cause of death
checkboxes. Ty ) Mebesve? Eves [l
7 Use Add to enter details about significant medical &. Fatershe? (e e o ik
. . Significant family history:
conditions for other family members Soci Mober  [IDsbetes  [Jtypetension [JHest dseose (]Sroke
. [JColon cancer ] Depression ] Breast cancer
| 27
8 Enter any relevant comments £ fae:  Cl0boiss  [JHypteron [ Homt domes [JStoks
Oomepation [[]Colon cancer [] Depression
Relationship Condtion Comment
9 Save' 1 Father Ischaemic heart disease &
L Mother Depression
Aicohol Brother Asthma Delete
TIP: Tick Unknqw_n or No_ Significant History’ if applicable : FS—
to record that this information has been asked about and by
answered by the patient.
Save Cancel
Recording Social History
£ Family & Social History X
1 Select Open > Social History & Marta tatus Mard %
2 Select Marital Status o e ’
Bite Athlete [Yes No
3 Select Sexuality &
i . Social Advance Care Directive v | Enduiing Guardian v
4 Tick Elite Athlete Yes/No 5| .
,/_ n screen comment. Wheelcharr
5 Select if an Advance Care Directive or Enduring O | Recrestiona acives: [Snow Sang. orsendng
Guardian is in place = oosmmcdetin Own home v Uves wth: [Spouse v
. u Has carer: No v | Carerdetalls Iscarer pNo
6 Enter any On Screen Comments to appear in the Moohad | ey onnbone? e —
demographics section of the clinical record in RED. Other social htry
7 Enter recreational activities as applicable Tebwoto
8 Select Accommodation and Carer status Sove Sancel

9 Tick Yes/ No to ‘Do you feel safe in your own home?’
10 Add any additional comments relevant to social history

11 Save.
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Recording cancer screening test results
Record Cervical Screening test results (CST)

Cervical screening data must be entered manually into Best Practice in order for it to be recognised
in search queries. Since there is no national standard coding system for Cervical Screening in
Australia, the results don’t automatically populate this area of the patient record. The test result
must appear in the Cervical Screening section (ie after being manually added from either the Inbox
or the results section in the patient record.

From the Patient Record:

1 Select the Cervical Screening

section on the menu (left of Edit Delée Prirt

patient screen)

] Mo longer requires cervical screening ] Opt out of cervical screening
2 Select the Add button and enter
the following detail:
F Cervical screening result e
e Date Performed:
e Performed By: e Sk
T T cST PAP Performed by: Dr Frederick Findacure « | [Include inactive providers
¢ eSt ype : or (®) Cervical Screening Test (O) Pap smear
e Tick if Unsatisfactory specimen [ Unsatisfactory specimen
. HPV FCR: HFV 16 (O Detected (®) Not detected
e HPV PCR details HPV 18 O Detected @® Not detected
e |LBC Result: HPVnet 16118 (O Detected (® Not detected
e Tick if Endocervical Cells Present LBC Resul: Negative v
. . Endacervical cells present
3 Enter any comments in Other Information [ Endocenica ol prese
Cther information:
4 Add a reminder as required for further/future
screening
5 Select the Save button. Add reminder Save Cancel

Enter CST results from the Inbox:

1 Select the result in the list and action as per the practice protocol (ie Select the relevant action
to be taken)

2 Select the Add CST result button and enter the test results data as per the instructions above.

3 Save
This resultis: Action to be taken: Store result in: Store for location: | Main surgery w
() Nomal () No action () Investigations Include header
() Abnomal (_) Reception to advise (®) Comespondence in Details
() Stable (O Nurse to advise (O Clinical Images
() Acceptable () Doctorto advise Send Message
(0) Unacceptable () Send routine reminder Add Reminder i Add INR
(O) Being treated (") Non-urgent appointment Add Action Add C5T result
(O) Under specialist care  (_) Urgent appointment Renmis Next - Skip e
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Record Bowel Screening Test Results (FOBT)

Bowel Screening data must be entered manually into BP Premier in order for it to be recognised in
search queries. The test name must contain ‘FOBT’ for it to be recognised as a Bowel screening
test. The test result can be entered from the Patient record.

From the Patient Record:

1 Select the Investigation Reports item on the menu (left of

patient screen)

2 Select the Add button

[ - Investigation reports ]
Add View Delete Prirt Values [ Comezpondence In
Filter: V Mark result as given Atomised values 3
(A nvesigation report H
4 Enter the details of the FOBT Screening test: Provéer: s Pathology Sevios o] Detecftest
e Provider Testrame:  [FORT | [ Cortidertial
Notation: Normal =] Actionto betaken: [ action =] [ Has been actioned
e Test name = FOBT Checkedby: | Dr Frederick Findacure |  Date checked:
e Date of test: - J
e Notation:
e Action to be taken (as per practice protocol)
e Tick Has Been actioned if already processed
e Checked By & Cancel
e Date Checked
e Comments (if necessary)
5 Select the Save button.
Add View Delete Print Values
Fier “| | Mark reslt as given Momised values
Date Test name Checked by Date checked Action Status Comment Provider
O wy2m7 | FoBT Dr Frederick Findacure  04/03/2017 Mo action Iy Mormal Best Pathology Service

AH&MRC
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Recording Mammogram Results

Breast Screening data must be entered into the Investigation Reports area in BP Premier in order
for it to be recognised in search queries. The test name should be entered as ‘Breast Mammogram
Screening’. The test result can be entered from the Patient record.

From the Patient Record:

1 Select the Investigation Reports item on the menu (left of patient

screen)

2 Select the Add button

Fitter:

Mark result as given

Values

Atomised values

3 Enter the details of the Mammogram Screening test:

e Provider

e Test name = Breast Mammogram Screening

® Date Of teSt £ Investigation report
i Provider: Best Pathology Service +| Dateoftest:
e Notation:
Testrame:  [Breast Mammogram Screening | O confidentil
° Action to be taken leation Normal ~ | Actionto be taken: | No action | [Has he* actioned
. Cnecked by | Or Frederick Findacure  ~ |  Date checked __4/D3/2D1? EN
e Has Been actioned
e Checked By
e Date Checked
e Comments (if necessary)
Save Cancsl
4 Select the Save button.
View Delete Print Values
Filter: ~ Mark result as given Momised values
Date Test name Checked by Date checked Action Status Comment Provider
[ 040372017 Breast Mammogram Screening Dr Frederick Findac:urel 04/03/2017 Mo action L MNormal Best Pathology Service

i AH&MRC
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Recording Baby Birth Weights

Observations are recorded using the Clinical

=

> Observations item in Bp Premier.

It is important to record ALL baby birth weights accurately in Bp Premier for the data to

flow through to the various reports that use th

is information.

s My Health Record Bp Comms Help
1 Open the baby’s patient record (F2) b 2\dk Q | () SR o HL|
2 Select CIinicaI > Observations ; ——— DOB.: 2201/2021 Age: 18mths  Bith Sex:XFer
3 Change the date displayed on this screen to match the | oae
baby’s date of birth. — this step is essential. Temp: ] [ympane .

4 Enter the baby’s weight (in kg), length etc Pulee: [ 1] e

Resp. rate:
5 Select ‘Save’. _D

Weight : 17 Length:

Head circ.{cm): l:l 02 Sat.: l:l
To link a mother’s and baby’s record in Bp Premier from T -
the mother’s obstetric record:
1 Open the mothers patient record (F2)
2 Select the ‘Obstetric History’ tab £
3 Highlight the relevant pregnancy from the list
4 Double click to open and update - PO O P P
5 Record the Finish Date (this will be the birth date) Di‘:

the Outcome and any complications —
= Birth details
6 Next
Baby name: |L0ui

7 Enter the delivery details Bith weight (gms) P —
8 NeXt Sex: o
9 Select Add Apgar 1 Apgar 5
10 Enter Baby’s name (if known) and birthweight,

Sex, Apgar scores

11 Click ‘Add to patient database’

Add to patient database

Save Cancel

12 Complete the patient details (child) on the patient demographic page.

13 Select ‘Save’.

AH&MRC
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Topic 2 — Data Cleansing

Archiving patient records

Marking patients as inactive in bulk

You may wish to search your patient database and mark those patients who you have not seen for
many years as inactive.

Marking patients as inactive is a relatively simple process as is reactivating them again.

By marking patients as inactive you are removing them from view when you search the database,

their information is not included in standard patient searches and you won’t send them recall
letters.

This activity is called archiving and is an important aspect of database cleansing as it has a

significant impact on reporting including nKPI data. Therefore you should regularly archive inactive

patients and only re-activate a patient when they visit again.

0 N O O

9

From the Main Screen, select Utilities>Search.
Select the Visits button

Enter the From date — this date will be used to
select ALL patients who have not visited since this
date.

Select ‘NOT’ to search for patients NOT seen
since the date selected above. This step is
essential.

Tip: You can type directly on top of the year date
to change

Press ‘Add’ button
Click OK then
Select Run Query

,fh?earch for visits hed
Seen by: All users ~ [ Include inactive providers
From: A 1420272021 B~
To: [14/02/2023 @~
ono oo | erer

Condition
AND NOT Seen since 14/02/2021

OK

Cancel

Select (highlight) all patients that you want to inactivate in the onscreen list. (Use Shift and

arrow keys to select multiple patients).

Select File>Mark as Inactive.

10 Select Yes to confirm

/i Aboriginal Health & Medical
¢ Research Council of NSW
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Abbott, Katrina

Drugs ] [ Conditions ] [ ] [ Immunisations ] [ Pap smears ] [ Cbservations ] [ Famity/ Social ]
print 1 +(LRnawey ||
o - e
anEs JIN (SELECT IntemallD FROM Visits WHERE VisitDate »= 20110505 AND RecordStatu
Mail merge 2, firstname
Add to reminders -
ratients [T Include deceased patients 11 matching recaords
Nam Close Ctrl+kddress 008, Age Medicare Ho. Medicare expiny File Mo,

i/ i/
Bartholomew, Raymond 354 Main Road, Bridgeman Downs. 4035 27/11/1928  B5yrs 4133180466 -1 31/01/2006
Bishop, Rose 89 Gavin Street, Rutherford. 2320 24/01/1926  BByrs 22594247003 -1 311272004
Jones, Annie 123 Hiott 5t, Newcastle. 2300 12/05/1382  32yrs £
Jores, Catherine 5/173 Queen Street, Bendigo. 3552 10/12/1960 53yrs 4133180457 - 2 I
Jones, Desmond B/173 Queen Street, Bendigo. 3552 12/10/1958  BByrs 4133180457 -1 /7
Jones, Walter 2 Oldham Road, Kenmore. 4065 02/02/19305  109yrs 3500158282 -1 I
Marshal, Elizabeth Jean 15 Albert 5t, St Peters. 5065 02/11/1548  G5yms 6500110502 - 2 i/
Marshall, Sandra 450 Richard 5t, Kings Cross. 2011 12/02/15972  42yms 5500064571 - 1 Iy
Moore, Mandy 68 Bridge Road, Noosavile. 4566 11/04/1966  48yrs 4326455623 -1 I

789461
785464

TIP: Ensure you can see ‘inactive’ patients easily in the Appointment Book. Go to Setup >
Configuration > Appointments and tick ‘Include inactive patients when making an appointment’.

Include Inactive patients when making an appointment
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Marking individual patient records as inactive (or deceased)

If one patient or family inform you they are moving away or no longer visiting the practice, you may
wish to individually inactivate the patient record/s.

To mark patients as inactive from the Main Screen:

1 Go to the Main Screen, Open (F2).
2 Search for the patient whom you wish to mark as inactive.
3 Double click to Open the Edit patient screen.
4 Tick the box marked ‘Inactive’ or Deceased as required.
5 Add date of death and cause of death if known for deceased patients.
6 Save.
£ Edit patient x
[ T e U desthldeme ||
: Family name: * |Anderson Lookup Hl using: HI (® Medicare No. DVA No.
: Givenname: * [David T HI Status: v v
. Middle name: Medicare No. 6288253443 ||RN: Expiry:| 12/23 ;ﬂ;_;'oto
; Preferred name: | David Pension/HCC No.:  |403123456H | Expiry: | 1/12/2023 ~
[ Date of Bith 4/01/1955 | Age:  [Bys Pension cardtype: | Health Care Card Yl Gerersl nates:
F Bith Sex: Male ¥ DVA No : l:l ] 27/7/22 Email consert given
[ Gender ldentity: | Male ~ Safety Met Mo.
[ Pronouns: He/Him/His v Record No.: | Patient 1D: |2 ‘
t Ethnicity: Aboriginal but not Tomes Strait Islander v Usual provider: ~ [1Drs only Aopointment ntes:
Address Line 1 ||51 Wallace Street Deny access to other users
Address Line 2. | Registered for Voluntary Patient Enrolment
City/Suburb: Bundaberg | Postcode ‘45?[} Usual wisit type: w
Postal Address Usual account: Direct Bill ~
¢ City/Suburb: | Postcode ‘ Health Ins. Fund: | |
d Contact Notes Comms Consent
Home phone: Work phone: Health Ins. Mo 21342233 | Expiry: |D 14/02/2023 V| SMS: Mot Enabled

Mobile phone: | 0424530286 Contact via: | Mobile ph.  + Religion: Best Health App: Mot Enrolled

E-mail i @ iy Fred And
( Email |DawdandersonCYahoD.com ‘ Head of family: e rews Set [ [ Inactive [ Deceased ]
Congents to: . Frod Androms —
Appointments, Reminders, Clinical Comm, Health awareness Next of kin: Set ] Registered for CTG PBS Co-payment relief
EOM Out De-ldentified Data Extraction Emergency contact: [ed Andrews Set Verfied: Nat yet verfied
Update address of all family members X
Occupation: Factory worker Set Medicare/DVA Concession
[] Update address of all cumently at orginal address
" These name fields are used for Health Identfier lookups. Health Care Home: | NI v| |J14/02/2023 ~| [HCH
eScipt Token: v [ 14/02/2023 Cause ]
Created By: Practice Last Updated By: Frederick Findacure Referal details Bank account
Created On: 31/08/2020 02:41:28 FM Last Updated On: | 14/02/2023 01:48:58 FM Save Cancel
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Updating health summary data

Updating the Medication List

It

is vital the medication list (Current Rx) section of the patient record is accurate. The information

in the current medication list is shared with other providers via the Health Summary and therefore
should be kept up to date.

To cease a medication in the list

1
2
3
4
5
6

Select the patient (F2)

Select Current Rx

Select a medication from the list

Hit the delete key on your keyboard. You will be prompted to select a reason for cessation.
Select a reason from the drop-down list

Delete

Note: If a prescription is marked as ‘once-only’, when the date has been reached for that
medication to have finished, Bp Premier will move the script to the Past prescriptions area. Long
term medications that have been fully utilised will display in red in the Current medications list to

prompt the prescriber to remove or represcribe them.
Add Edit I Delete I Print Run all checks
Script date 5082016 B Tick the boxes of the items that you wart to print
ltems in red have been calculated to have been fully used
Drug name Strength Dose Quantty  Rpts Scripttype  Longtemn  Last script Approval No Subst Reg. 24 First script Reason for prescription
[] Losec 20mg Tablet 20mg 1 Daily 30 1 FES ez 23 06 Yes Mo 2
|| Ventolin CFC-Free 100mca/dose h100mea/dose 1-2 puffs Every 4 hours pm 24200 dose 5 PBS/AOTC  Yes 05/ Yes Mo Asthma

f CeasePRx X

Losec 20mg Tablet

Date ceased: 5/08/2016 ~

Reason for cessation: ‘ w

|| Add to allergies/adverse reactions

Delete Cancel
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Clean up Past Medical History

Clinical coding refers to diagnoses being added using the Past history screen in Bp Premier by
selecting from a coded list rather than using free text.

Add or Delete to update the Past History section to reflect:

e Chronic conditions
o Significant events in the patient’s medical history

Edit to update for relevance / remove duplicated entries and to add helpful additional detail eg.
Who diagnosed that condition, detail of surgery etc.

Add, Edit or Delete to update the Past History list

Add Edit Delete Print

Active problems: No significant PMH
Date Condition Severity Description Summary Corfidertial My Health Record  Details

Psoriasis Yes No Yes
1588 Gluten Enteropathy Yes No No Date:
25/01/2000  Osteoarthritis Chronic Yes No Yes
13/02/2000  Eczema Yes No No Under care of Dr J Smith Dematologist
2003 Asthma Yes No Yes 10 years between episodes
18/02/2013  Diabetes Melltus Yes No No
08/07/2022  Gout Yes No Yes
12/07/2022  Kidney disease Yes No Yes
15/09/2022  Chronic pain Yes No Yes
15/09/2022 Hypertension Yes No Yes
1570972022  COPD Yes No Yes
3041172022 Recument UT| Yes No Yes
05/12/2022 Kidney disease Yes No Yes
15/12/2022  Hepatitis C Yes No Yes Currently on treatment
15/12/2022  Syphilis No Yes No
04/01/2023  Adthritis Yes No Yes
07/02/2023  Depression Yes No Yes
08/02/2023  Heant failure, acute Yes No Yes Cardiologist: Dr Rosie Schinn
Inactive problems:
Date Condition Severity Description Summary Corfidential My Health Record  Details

Shoulder replacement Yes No Yes Reverse Prof Mark Brown
1572 Rheumatic fever Yes No Yes Last Echo in 2000 nomal
12/09/1999 Migraine Yes No No Last migraine 2009
18/02/2012 Tonsilectomy Yes No No Patient indicated ENT removed tonsils as they were enlarged and causing sleep apn
12/08/2022  Glandular fever Yes No Yes
08/02/2023  Pyelonephritis Yes No Yes Diagosed in xyz hospital
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Topic 3 — Practice Systems

Actions, Reminders and Recalls

Bp Premier includes a range of built-in practice management tools that help healthcare teams
deliver safe, organised and proactive patient care. These tools support practices to manage clinical
follow-up, monitor preventive health activities, communicate with patients and ensure that
important tasks are completed in a timely manner. When used consistently, they improve continuity
of care, reduce the risk of missed follow-up and help practices meet clinical, accreditation and
quality improvement requirements.

This topic explains how Bp Premier uses Actions, Recalls and Reminders to manage patient
follow-up and practice workflows. Although these features have different purposes, they work
together to ensure that clinical tasks, preventive health activities and patient reviews are identified,
tracked and completed. Understanding when and how to use each tool is essential for maintaining
accurate patient records, supporting effective team communication and delivering high-quality
patient care.

Actions

Similar to a post-it note on a hard copy patient file, actions will alert you to items flagged for follow
up with the patient (clinical or social) when they next visit in the Notifications area of the record.

Examples include:

e Discuss smoking
e Recheck BSL
e Follow-up referral to dietician

Notifications:

Type Due Reason
Unactioned reports 01/05/2020 There are 5 unactioned reports for this patient!
Reminder due 24/05/2026 ActHib Immunisation

Follow-up refemal

A odirars
ALU0! LO/UI

Adding an Action:

1 Open a patient record and click on the _ _ )
Actions button [ Preventive Health Actions ]I[

Reminders
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2 Click on Add New

3 Select from the list of actions or

type your own Action description

in the Other Action field.

4 Save.

TIP: Tick the box when saving Referrals or saving Pathology or
Radiology requests to ‘Add an entry to the Actions database’. This

# Action

Action to be taken:

Action

12mth Immunisation
2mth Immunisation
4-By Immunisation
Amth Immunisation
6mth Immunisation

m

BP Check 1.
Cther action:
Commert:

Action date: 20/10/2013 [E~

4

30

7
14
21

Priority:

October 2013 L4

Mon Tue Wed Thu Fri  Sat Sun

1 2 3 4 5 6
8 g 10 11 12 13
15 16 17 18 19 20
2 23 24 25 2w 27

2®[2]3 32 1 2 3
4 5 6

6 7 8 g 10
[ Today: 291042013

[[ Save i [ Cancel

can help you track significant referrals and requests.

Marking Actions as performed

[] Add an entry to the actions databaze

Check the Notifications area in the middle of the patient screen regularly and keep it up-to-date
by deleting or completing actions that have been resolved. For example, when you do the repeat
BSL testing, double-click on the Action and select ‘Mark as Performed’ or delete when complete.

Following up Outstanding Actions

You can view the outstanding actions you have for all your patients from the Main Screen. Click on
Clinical > Actions. Use the Mark as performed and Delete from list buttons to manage the list.

& Actions ‘:'J \_I@ h

File Help

Ly B

The actions in this list are overdue, but have not been marked as perfomed: [[ Mark as pefomed ] [ Dielete from lit ]]

Doctor [N\ ,] Priority: [High .]

Mame Action Fricrity Due Doctor Address D.0EB. Age Medicare Mo Medicare expiy - File No
Abbott, Alan John Follow up specialist refemal High 130172012 Dr. F. Findacure 12 Jogger St, Albany Creek. 4035 30/06/1945  EBws 4133180467 -1 nAnzs07 1n0m
Adams, Felix Alexander Discuss diet High 05/02/2013  Di. F. Findacue 35 Yanabine Road, Landsboiough, 4550 30121928 Bdws 4133180466 - 1 3/01/2008 245
Abbott, AlanJohn Recheck BSL High 10/04/2013 D F. Findacure 12 Jogger St, Albany Creek. 4035 304061945 BBy 4133180467 -1 FA22007 10
Alen, Janelle “SKIN CHECK REQUIRED EVERY 4 MONTHS  High 30/06/2013  Dr. F. Findacure 22 Star Street, Fremantle. 6180 HA4A%E 4T e 2234567891 -1 30/09/2004 E750
Abbott, Anastasia Rose Discuss referral to physio High 11092013 Di. F. Findacure 12 John St, Albany Creek. 4035 25/02/2004  Gus 4133180467 -4 F1H272007 104

TIP: Doctors can access this list weekly (filtering by own name) and ‘Mark as performed’ or ‘Delete

from list’ as appropriate.
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Reminders

Designing a reminder protocol

Agree and document a reminder management protocol for the practice team to follow. See the
sample protocol below as an example of what this might look like for your practice.

BEiJr}PRACTICE —BLANK REMINDER MANAGEMENT PROTOCOL
DOCTOR ADDS REMINDER to PATIENT FILE ‘

l

If REMINDER is ‘CLINICALLY SIGNIFICANT' If REMINDER is NOT ‘CLINICALLY SIGNIFICANT”
Generate list of Generate a list of all reminders
‘CLINICALLY SIGNIFICANT reminders DAILY not marked ‘Clinically Significant

!

-

i L]

Doctor remaves/updates reminder (Open patient > Reminders button>Remove or Edit) and marks cutstanding investigation /
correspondence as ‘given’ if relevant when patient returns.

The RACGP Standards for General Practices (5th edition) refers to reminders as occurring when a
patient is added to a recommended preventive activity list that is managed on a periodic basis to
help manage preventive care.

Indicator

C4.1» A Our patients receive appropriately tailored information about health promotion,
iliness prevention, and preventive care.

Each practice will need to design a system which effectively differentiates between their general
preventive reminders and their true recalls (ie those that are clinically significant).

See Appendix 1 for more sample reminder management protocols
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Creating an Effective Reminder List

The first step to creating an effective recall and reminder system is often to create a clear list of

recall and reminder reasons.

1 From the Main Screen of Bp Premier select

‘Setup’ > ‘Configuration’

2 Select the ‘Reminders’ icon from the left

column

Setup | Help

Printers

Practice details

Configuration

3 Use Add, Edit, Delete buttons to create an effective list.

£ Configuration

Reminder reason

Asthma review
Blood Test

General Blood Test (Clinically Signficant)
BP Check

S Ii Breast check
Care plan

Cervical screening
Cervical Screening Test (Clinically Signficant)

Type

Momal
Normal
Momal
Normal
Momal
Momal
Nomal
Momal v

Edit Delete  [Clean up l

Databasze Fields to be printed on Reminder list

“‘t\’ Reminder type Source Mame Size {mm) ~

S Normal Supplied Name 50

Reason 40

Date Due 20

Doctor 45
Phone 25 o

Add Edit Delete Add Edit Delete
E‘E—: [ Mliow free text reminders

ﬂ_.:‘: Allow free text comments Send as: Mail merge =

Check "Mark as sent’ box as defautt
Default reminder list interval: 1 week e

Display Actions/Reminders less than El months old

Save Cancel

TIP: Once you have an effective list, untick ‘Allow free text reminders’ and Tick ‘Allow free text
comments’ as this will allow clinicians to add detail to help identify the reason for the reminder in

the future eg which particular blood tests etc.

Shift+F3
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Adding new reminder reason to the list:

Select the ‘Add’ button in the ‘Reminder reason’ section on the top.

Enter a New Reminder Reason

Select a Reminder Type if you want to group
reminders together for the purposes of handling them
separately to others. Eg Chronic Disease
Management.

Tick ‘Clinically Significant’ if a label is required to
indicate there may be a risk of harm to the patient if not
followed up. This allows the practice to separate the
‘clinically significant recalls’ from the preventative
health reminders that may be processed separately
when generating reminder lists, SMS and letters.

Press ‘Save’ button

;f.; Reminder reason

Reason IDiabeIes Review

Type Nommal

[ Clinically significant

Defautt interval (O Days

(O Weeks
(® Months

O Years

Save

Cancel

The reminder reason will be added to your reminder reasons list.

Aboriginal Health & Medical
¢ Research Council of NSW
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Reminder List Bulk Clean Up

It is common for similar labels to end up on the reminder list. The first step to cleaning this up is to
edit the list of available reasons and then merge old reason codes into valid reason codes on the
newly defined list.

To access the Reminder List clean up facility;

# Configuration %
5 * || Reminder reason Type A
G ,y 2mth Immunisation Normal
. . = - 4mih mmunisation Normal
1 From the Main screen of BP Premier, select Setup > ; : ot b saaton Mo
immunisation m;
Configuration O e o et s —
Reeuts inpot Asthma review Nomal
2 Select the ‘Reminders’ icon in the column on the left. “:"“" — O lomd >
£ e |Ceanwp
3 After editing the list of available reminder reasons in — : e —
minder type ource jame: ize mm) ~
the list, select the Clean Up button. Nomnal Suppied Newe =
Date Due 20
4 Highlight the entries in the left hand column that o ‘
you want to merge with an entry in the right hand | = I
(] Allow free text remin
column. o sttt Swie Motmoce .
[ Check Mark as sent’ box as default
5 Select the ‘Change’ button to effect the merge. Dotk remndec el [Tweak
Display Actions/Reminders less than |99 | months old
Save Cancel
f.’ Clean up reminders X
P
Reminders ~ Reasons ~
*Result *Result
12mth Immunisation 12mth Immunisation
4mth Immunisation 2mth Immunisation
Adacel Polio Immunisation 4-5y Immunisation
Asthma review 4mth Immunisation
BP Check 6mth Immunisation
Breast check Asthma review
Care plan BP Check
Cholesterol check Breast check
Care plan
COLONSCOPY holesterol check
labeles review Diabetes review
Faecal Occult Blood v DVA review v

TIP: You can merge multiple entries at once. This can be done by Holding down the Shift or
Control keys while selecting the entries with the mouse.

TIP: A key factor in helping ensure an effective reminder system is to keep this list manageable.
Clearly define your reminders and ensure all staff understand the practice ‘system’.
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Add View & Modify Patient Reminders

In the patient record:

1 Open the patient record (F2)

2 Click on the Reminders button. If the patient has a Reminder that is overdue or due in the next
30 days, it will show up in blue in the Notifications area.

3 Choose ‘New’

4 Select a Reason from the list.
5 Select the Due date required.

6 Add any relevant reminder comments
that can be used to provide additional
detail when viewing the reminder at a
later date. These will not be
communicated to the patient.

7 Save.

At location: Main surgery

Reminder Type: | aj

Fact Sheets Preventive Health Actions Reminders
New
/ Reminder X
To see: Dr Frederick Findacure X Remind in: |5 O Days

Reminder reason:
Reason Default interval = #
2mth Immunisation 2 months
4mth Immunisation 2 months
Bmth Immunisation 2 months
12mth Immunisation 6 months
4-By Immunisation 3years
ADF Post Discharge GP He... 1year
Asthma review 1year
1year
' Blood Test | 1 week
ood Test {Clinically Signffi... 1 week
Bowel screening 1year v

Reminder comments:

l LFT, Vit D| |

These comments will NOT be communicated to the
patient

O Weeks
(® Months
O Years

Reminder date: 3/01/2019 B~

4 January 2019 4

Mon Tue Wed Thu Fri Sat Sun
31 1 2 3 4 5 6
7 8 9 10 1 12 13
14 15 16 17 18 19 20
21 2 23 24 25 2% 27
28 29 30 31 1 2 3
4 5 6 7 8 9 10

5 6 8 9
[ Today: 3/07/2018

[[] Automatically update this reminder when sent to patient

N

Years

Save Cancel

TIP: It is possible to filter the reminder reason list by ‘Reminder Type’. The type can be used to
differentiate reminders that have been grouped together under a given Type eg Chronic Disease
Clinic, Travel Clinic etc. To add types, go to Setup > Configuration > Reminders.
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From the Inbox:

1 Open the Inbox (F3)

2 Select the item / test

result

Go to ‘This result is’
section and choose the
appropriate response.

Under ‘Action to be
taken’ select the relevant
action (according to your
practice protocol).

Click on the ‘Add
Reminder’ button.

-

J Inbex

File Edit Utilities View Help

FHIER UMD & B

o [ Patient. Test3ze € & |[F [k L
[@] 01/03/2006 INR
@ 01/09/2006 FBE

PATIENT, TEST32E

10 LYON PARK RD, NORTH RYDE. 2113
Phone: 9941¢64l¢

Birthdate: 19/02/19€0 Sex: F
Your Reference: Lab Reference:

Laboratory: SDS PA
Addressee: HELLO

HOLOGY
MPUTER DEPARTMENT

Name of Test: NR
Requested: 01/09/2006 Collected:

eg. Normal, Abnormal, Stable etc

}u.mum_mnmm\ Store result in: Store for location: | Main surgery v
(O Nomal (O No action ® Investigations Include header

O Abnomal (O Reception to advise (O Comespondence in

(O Stable (O Nurse to advise Clinical Images

(O Acceptable (O Doctorto advise

(O Unacceptable (O Send routine reminder Add Reminder | Add Pagt History Add INR Graph
(O Being treated (O Non-urgent appointmer Add Action Add CST resutt

QUnder specialist care () Urgent appomtmev

o

revious Next Skip Finish

The reminder window will be presented.
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6 Choose an applicable # Reminder x
¢ H ’ E—
Reminder reason’ from Tosee D Frederck Fndscure v Remindin: [§ | Oays

. O Weeks
the I|St At location: Main surgery v @ Morths
Reminder Type: Al & e
Reminder date: | 30172019 [
Reminder reason:
Reason Default interval A 4 January 2019 4
‘ A ’
7 From the ‘Remind In 2nth Immristion 2months Mon Tue Wed Thu Fri Sat Sun
. 4mth Immunisation 2months 31 1 2 3 4 5 6
section select the Gnth Immunisation 2morths 7 8 9 10 1 12 13
. . 12mth Immunisation 6 months 1415 16 17 18 19 20
appropriate reminder 45y Immurisation 3years 2 2 8 %387
. ADF Post Discharge GP He... 1year 4 7 P = 2 ; 1‘:
interval or choose a due sthma eviw 1year =i
ear
date Blood Test 1 [veek
Bload Tact Clcicall. Sicoi_1veck
Bowel screening 1year v
D Automatically update this reminder when sent to patient
Reminder comments:
LFT, Vit D|

These comments will NOT be communicated to the

patient Save Cancel
8 Add any relevant These comments can be used to provide additional detail when
reminder comments viewing the reminder at a later date. These will not be

communicated to the patient

9 Press ‘Save’ button

Practice staff can then mail merge these patient records with a relevant reminder letter, phone or
send an SMS message to notify patients when their reminder falls due.

: : AH&MRC Bp Premier Clinical Workbook | Version 2.0 | Page 29

Aboriginal Health & Medical
Research Council of NSW



Viewing and editing reminders
From the patient screen:

1 Select the Reminders button

/ Reminders X
The following reminders are in the database for this patient: [] Show actioned reminders [ Include deleted reminders
Due Reason Comments Doctor Location Added On Added by

23/09/2018 Blood Test FBT. LFT, Lipids Dr F. Findacure Main surgery 23/06/2018 Dr Frederick Findacure

A list of reminders added to a patient record can be viewed. Due dates, reasons and comments
can also be seen for each reminder, if entered.

Highlight the reminder to be edited
Select the Edit button

Delete Close

2
3
4 Edit the reminder detail
5

Save.

Note: Tick the Show actioned and Include deleted reminders boxes to view reminders in these
categories.
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Generate patient reminders

1 From the main screen select the Open Reminders List icon

2 Best Practice

File Clinical Management LUtilities Yiew Setup Help

FERPMI [Lsdltss OB

2 Click the Select patients button Select patients
3 Tick all Reasons to include
4 Tick all Users to generate reminders for £ Select patients for reminders x
. . . Select reasons: [ Clinically significant only Select users
5 Tick to select which Locations to generate Ferbytype: Al 2 Mo
reminders for (if applicable) — ] | B2 Mot specied
[] ash ) Drl. Cure
6 Select a due date range to include D] Blood Pressure Check OrF. Findacure
. . [] Blood Test
7 Choose whether to include overdue reminders and [ Blood Test (Ciinically Significant)
. . . . [ Bowel screening
reminders on inactive patient records. [ Breast check
[ Care plan
8 OK [] Care Plan Review
Cervical Screening Test Select all Deselect al
[] Cervical Screening Test (Clinically Signi...
[] Health assessmert Location
A list of reminders that meet the criteria will be displayed L tmmurisation Not specified
[ Influenza Vaccination Default
on the screen. [ Pap Test Main surgery
[ Preumovax
[ Prostate check
[ Skin check
[ Skin Check (Clinically Significant) v
Select all Deselect all Select all Deselect al
Once you have generated the list you can choose to _

. . . Due between: | 9/07/2018 [E~ [ Include overdue reminders
open, print or save (click on the file dropdown menu for I [ include inactive patients
these selections).

QK Cancel

You can also remove reminders from the list (Remove
from List button) and delete reminders (Delete Reminder button).

Selecting the ‘Clinically Significant only’ checkbox will mean that only reminders with this
indicator will be included in the list that is generated. This feature enables clinically significant
reminders to be easily identified and managed separately to other reminders.

(=3 Reminders

File View Help

IL J\ Remove from list Delete reminder Send reminders View appointments Follow up Reminders

Sotby @Datedve (O Name 14 reconds

Narme Reminder Reason Comment Due Doctor Location Address

Pbbott, Alan ActHib Immurnisation 17122019 A Bxtemal Vendor Main surgery 1 Hamony Street, Sydney
Anderson, David ACAM2000 Immunisation A. BExtemal Vendor Main surgery 61 Wallace Street, Chelsea. 3136
Anderson, David ACAM2000 Immunisation A Extemal Vendor Main surgery 61 Wallace Street. Chelsea. 3136
Abbott, Alan Skin Check A. Extemal Vendor Main surgery 1 Hamony Strest, Sydney
Anderson, Penny Blood test A. Extemal Vendor Main surgery 61 Wallace Street, Bundaberg. 4670
Abbott, Alan Blood test A. Extemal Vendor Main surgery 1 Hamony Street, Sydney

Anderson, David Adacel Immunisation Main surgery 61 Wallace Street, Chelsea. 3136
Anderson, Penny Asthma review 11/01/2024 A. Extemal Vendor Main surgery 61 Wallace Street, Bundaberg. 4670

AH&MRC Bp Premier Clinical Workbook | Version 2.0 | Page 31

boriginal Health & Medical
Research Council of NSW



- B

Send patient reminders

After selecting the patients that are due

™

. . £
to receive a reminder(above): _
(® Mail merge O Attemative outputs
. Leﬂefm Templates: Printed list Labels Save as file
1 Choose Send Reminders HsMs (1) - Bp Comms: Clinical Reminder Me
- Letter: Reminder letter Update options
2 Choose Bp Comms tab A ‘
Save a copy of letter/message in each patient's record

3 Select a message template from 'BpComms 'Leﬂef [4] Add a new reminder for those marked as auto-update

the drop down Iist lGimcal T "l [] Combine reminders for the same patient

) Hi <PtPrefemedName >, your reminder for
4 Select the Letter tab and select a e st s Al O Using the practice's refemed contact method order and patiet's
ot reply t;?vrlmgeqn tztt;?‘sithe following number of messages will be sent

letter template. it
5 Tick ‘Save a copy of

letter/message in each patient’s

record’
6 Tick ‘Add a new reminder for

those marked as auto-update’ as

applicable.
7 Tick ‘combine reminders for the

t. t, | bl Unused messages: 1000 SMS

same patient’ as applicable. =
8 Edit the message detail if required.
9 Press ‘Send’.
The messages will be sent directly to the patient’s mobile number and letters will be sent to the
default printer. If you have ticked to save a copy in the patient’s record, a copy will be filed under
Correspondence Out and a Reminder Sent notification will also be visible on the screen (under
Notifications) to show the status of the reminder message (ie sent).

Type Due Reason
|| Reminder sent 20/03/2019 Breast check  Sent on 21/03/2019. )
‘C-:-rresa:-c-ndence has been added to the file since the last visit!
Add View Delete Print Record Note Details Import
Search
Date Subject Addressee Sender Status

21/03/2005 Moving Practice Location Dr A Practitioner Final
| SMS Clinical Reminder Mrs Penny Anderson Dr Frederick Findacure Final

Additionally, a contact note will have been automatically added to the patient record when the SMS
was generated. This can be viewed in patient demographics > Contact Notes.
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Reason Al v Method: | py v | Message status: | gy

S Refresh message statuses

Betwe%n |21,"02r'201 9 () and 21/03/2019 @ | Location: Al ~ | [[] Show only contact notes with replies
[_D.ilﬁ. Beason Method Becorded by Commenis Noteno Beplies Message status Location
21/03/2019 Reminder SMS Dr Frederick Findacure 1 0 Delivered Main surgery
4:039 Wl
= )
BestHealth
Today 4:03 pm

This is an example of what the patient sees when the message
Hi Penny, your - is received on their phone.

reminder for Breast

check is due. Please

contact the practice on

0424580286 to make

an appointment. Do

not reply.

& O @
1000 - €
QWERTYUI OP

A S DFGHJKIL

AH&MRC Bp Premier Clinical Workbook | Version 2.0 | Page 33

Aboriginal Health & Medical
Research Council of NSW



)
Following up Recalls and Reminders

The follow up reminders screen shows all reminders that have been sent previously but not marked
as completed by default (All unactioned). You can view sent reminders and send a second follow
up reminder letter/SMS as follows:

1 Re-open the Reminders List from the Main Screen.

£ Best Practice

Select patients Remove from list Delete reminder Send reminders

View appointments

I Follow up Reminders

2 Select Follow up reminders button to generate a list.
3 Select Filter by action: Unactioned only
4 Select a date range (based on date previously sent)
5 Filter by Doctor, Location and Reminder Reason as required
6 Select Send listed reminders again to reopen the send screen and proceed to sending a letter
or SMS, or phoning the patient as per practice protocol.

3 L

Fiter by action: | Unactioned only v | [/ Show al patients [ ] include inactive patients [_] Show Cinically significant o Actions for highlighted reminder:

By provider: Al ~ | By location: Al v| Reason: Ml v Contact notes Book appointment

Sent on or after: |21/03/2018 :'7 Sent on or before: 21/03/2019 :'7 Send listed reminders again Performed No longer required
Name Reason Doctor Location Sent Sent as Contac.. Actionad Action . Actioned by Status
Abbott, Alan Health assessment DrF. Findacure Main surgery 21/03/2019  Letter 1 Sent
Anderson, Penny Blood Test (Clinically Significant) DrF. Findacure Main surgery 21/03/2019  Letter 1 Sent
Anderson, Penny Breast check DrF. Findacure Main surgery 21/03/2019  SMS 1 Deliversd
Anderson, Penny Cervical Screening Test Dr F. Findacure Main surgery 21/03/2019 Letter 1 / Sent
AAndrews, Heather Cervical Screening Test DrF. Findacure Main surgery 21/03/2019 Letter 1 /1 Sent

The following options are also available on the Follow up reminders screen:

Select the ‘Performed’ button if patients on the list have returned for the item indicated as the

reminder reason.

Select ‘No longer required’ button if the reminder is no longer needed and no further follow up

is necessary.

Use ‘Contact Notes’ button to record details of any patient contact regarding a reminder.

Use ‘Book Appointment’ button to view and book an appointment for the patient.
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Removing reminders from the patient record

When the patient visit and the patient record is opened, there will be an entry in the Notifications
window in RED alerting the clinician that a reminder notification was sent to this patient on a

specified date.

a Hh WO N -

Notifications:

Type Due Reason

Eeminder o 01092017 o piestion

Reminder sent TR Rl R /sthma review  Sent on 08/02/2018.
P rETETITE TT e e ey e

Open the patient record (F2)

Find the ‘Reminder Sent’ notation in the ‘Notifications’ window.

Once the service has been performed, you need to remove or update the reminder
Highlight the reminder in the list and right click.

Select ‘Mark as performed’ or ‘Mark as no longer required’.

Type

Action

Frays

event
it
evernt
t

Notifications:

Unactioned reports
Reminder due

ve health
ve health
ve health

a st

View

Due Reason
01/09/2020 There are 5 unactioned reports for this patient!
ActHib Immuniggticn

Follow-up refe: Add action

Jaccination Add reminder

07 “‘ e —— Delete item
Delete Print Open Visit
Category: py Mark item as performed
Mark as no longer required

The reminder will be closed with a status of ‘performed’ or deleted and will be removed from the
Notifications display area on the patient record.
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Managing results

Recalling patients from the Inbox
Results, Scanned or imported new Correspondence

The Inbox contains scanned or imported documents as well as electronically received pathology
and radiology results. In addition the Inbox will now hold electronically received documents such
as discharge summaries, specialist letters etc.

The Inbox needs to be checked and cleared regularly (several times each day). Over time there
should be fewer additional incoming hard copies and faxed documents.

To access the Inbox click on the tray with green arrow icon from the main screen or View> In-box
(or F3).

File Clinical Management gtilities View Setup Help

2| & W %(0) @ B

(3

anlalTafl& Q@ LHEE
o
@ 01/09/2006 FBE
5§ Test.Gut
© 28/07/2011 NSW PAP TEST REMINDER

10 H RYDE. 2113
Phone:

Birthdate:
Your Referen
Laboratory: SD
Addressee: EE

0 Sex: F Medicare Number :
Lab Reference: 06-1250-INR-0
GY

UTER DEPARTMENT Referred by: HELLO COMPUTER DEPARTMENT

Name of Test: INR
Requested: 01/09/2006 Collected: 01/0%/200& Reported:

Outstanding requests - tick # retumed.

[CJ09/07/2018  INR
Recommended therspeutic ranges for INR:
0=3_01__ Trearsmen BF_anA T3
This resultis: Action to be taken: Store resultin: Store for location: | Man surgery v
|s expected O Nomal O No action (@ Investigations. Include header
O Abnomal O Reception to advise O Comespondence in
O Stable O Nurse to advise O Cinical mages
AR | | Aready Troated = O Acceptable O Doctorto advise
: As expected O Unacceptable O Send routine reminder Add Reminder || Add Pagt History Add INR Graph
b Must see t O Being treated (O Non-urgent appointment Add Action Add CST resuit
Non urgent = -~
Nomsilfor < O Under specialit care ) Urgent appointment e s S Faish

Note the ‘Comment’ box and the multiple choices in the ‘Action to be taken’ list. A clear practice
protocol should be in place for an effective follow-up system.
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Designing a Practice ‘System’ for managing incoming correspondence

Hold a team meeting to decide and clearly document which choices clinicians will select and how

they will be followed up.

SAMPLE PATHOLOGY PROTOCOL - 2 GP practice

‘ PATHOLOGY REQUESTED BY CLINICIAN ‘

!

INCOMING REPORTS ——— > INBOX L
Doctor selects Doctor selects Doctor selects
‘NO ACTION" ‘RECEPTION TO ADVISE’ and either types a specific comment or chooses ‘DOCTOR TO ADVISE".

Result is auto-filed in patient record.

from pre-defined list. Result is auto-filed in patient record.

Result is auto-filed in patient record.

'

No follow up action is required
by staff however a list of 'no
action’ results can be viewed at

any time from Follow-up Inbox
if required. If contact is made
‘record note’.

L

V

Every day reception staff generate a list of ‘Reception to Advise’ from
Follow-up Inbox.

i

Doctor contacts patient.

Notes details of contact in ‘Today's notes’.

Reception staff follow up all patients on ‘Reception to Advise’ list as per
doctor's comment eg. “Write letter’.

|

As each patient on list is contacted reception staff choose ‘Record Note’
and detail contact made eg. rang on mobile phone, no answer. If
possible appointment is made directly from Follow-up Inbox screen to
activate the ‘recall’ symbol automatically, otherwise add symbol
manually when making a recall appointment.

=

| Once appointment is made, select ‘Mark as Contacted’.

When patient next presents for
consultation doctor gives results
and marks result as ‘given’.

-

| Doctor sees patient and marks result as ‘given’.

¥

Doctor either sees patient or gives result
on phone and marks result as ‘given’.

]

staff routinely check list of Investigation Reports to ensure all
‘Mark as Contacted’ patients have also been ‘given’ their results.

Each practice will design a system which effectively differentiates between incoming
correspondence requiring no further action, non-urgent follow up and urgent follow up with the
patient based on the clinical significance of each result or incoming document.’

See Appendix 2 for more sample results/correspondence management protocols
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Following up Results

7 sest e T

File Clinical Management Utilities View Setup Help
FEDMI O sdlwed @B

The ‘Follow Up In-box’ is designed to help with contacting patients needing about results/incoming
correspondence. Use ‘Filter by Action’ and follow-up according to comments and practice protocol.

o

Available options include:

e Mark as Contacted,
Mark Result as Given,
Record Note,

Send Message (SMS),
Make Appointment
Add a Reminder

i Follow up inbox
Eile Utilities View Help
YAV VNEHDOS B
Reports checked since: [26/06/2018 v Fitter by action: | All unactioned o All Checked by: All ~

(® Date checked (O Name [ splt by location

Mark as contacted  Mark result as given Record note Send Message Make appointment Reminder }on by

Date ch. .. Patient Phone Report name Date pe... Action Comment
B 26/06/2019 Anderson, Penny 0410600652(M) 26/06/2019 Urgent appointment ~ Abnormal
. 26/06/2019 Patient, Test32e 99416416(H) INR 01/09/2006 Non-urgent appointmer Abnormal
L. 26/06/2019 Patient, Test32e 99416416(H) FBE 01/09/2006 Urgent appointment  Abnomal

Tip: Regularly access this list and filter the list to see correspondence where the patient has been
‘contacted’ but not marked as ‘notified’ and follow up as appropriate.
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Marking results as given

Results can be marked as given from the ‘Follow Up In box’ and from the Investigation and
Correspondence In sections on the patient record. This step is the final step in the patient follow up
process after which further follow up ceases. It also serves as an audit trail.

|There are unchecked reports for this patient!
Add Wiew Delete Print Record Mote Yalues

—| Filer: ~ Mark result as given Atomized values

1 Select Investigation Reports

Expand Collapse Add View Delete Print Record Note Values
----- Fitter: ~ HAtomised values
Date Test name Checked by Date checked Action
[] 15/06/2003 MASTER FULL BLOOD COUNT Other practice 16/06/2003 Doctor to advist
[]15/06/2004  E/LFT (MASTER) Other practice 16/06/2004 No action
[] 15/06/2004 LIPID STUDIES Other practice 16/06/2004 No action
1 15/06/2004 MASTER FULL BLOOD COUNT Other practice 16/06/2004 No action
[] 15/06/2004 MASTER IRONM STUDIES Other practice 16/06/2004 Mo action
[ 23/07/2004 HPV DNA Dr Frederick Findacure  10/09/2020 Reception to ac
n [ 23/07/2004 HPV DNA Dr Frederick Findacure  10/09/2020 Send routine rer
i [1 15/06/2005 E/LFT (MASTER) Other practice 16/06/2005 No action
Comespondence Out [ 15/06/2005 LIPID STUDIES Other practice 16/06/2005 No action
Past iptions [ 15/06/2006  E/LFT (MASTER) Other practice 16/06/2006 No action
[ 157062006 LIPID STUDIES Other practice 16/06/2006 Mo action
/ Observations [[] 15/06/2006 MASTER FULL BLOOD COUNT Other practice 16/06/2006 No action
& Family/Social history [] 15/06/2006 MASTER IRON STUDIES Other practice 16/06/2006 Mo action
o [ 15/06/2007  E/LFT (MASTER) Other practice 16/06/2007 No action
- Clinical images []15/06/2007  LIFID STUDIES Other practice 16/06/2007 No action
----- b, Enhanced Primary Care [ 15/06/2008 E/LFT (MASTER) Other practice 16/06/2008 Mo action
[ 15/06/2008 LIPID STUDIES Other practice 16/06/2008 Doctorto advist

2 Tick the checkbox to select a result.

3 Select Mark result as given once discussed with the patient.

To see a list of all unactioned reports in Bp Premier | [ Display Unactioned report list in patient record

on closing the patient record, go to Setup > B Popup Unactioned report list when closing the patient record
Preferences and tick these options:

| £ Unactioned Reports X |
| The following reports have not been marked as given
Date checked Report name Date performed ~ Action Comment Status Complete Checked by Location Addressed to
01/09/2020 Clinical photograph 05/02/2020 No action Seeing specialist Come Yes A. Extemal Vendor Main surgery A. Extemal Vi
27/04/2022 29/10/2021 No action jsbdvkjvbsjdbdvjsdb Yes A. Extemal Vendor Main surgery A. Exemal Vi
29/06/2022 25/05/2022 Doctor to advise bla bla bla Contacted 26/09/2022  Yes A. Extemal Vendor Main surgery A. Extemal Vi
23/05/2023 20/09/2022 No action Nomal Yes A. Extemal Vendor Main surgery A. Extemal Vi
26/05/2026 25/09/2025 Non-urgent appoin Abnomal Actioned on Yes Dr F, Findacure Main surgery Dr F. Findacu
Select the reports that are to be marked as given or removed () Hide no action reports  [C) Hide reports >12 months old

View Record fjote Mark as given Delete Close

This acts as a reminder to the clinician to mark off any outstanding results before closing the file.
Review the list before finalising the visit and Mark results as given once communicated to the
patient.
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TIP: If you see the red notation ‘There are unchecked reports for this patient’ click on Clinical >
Unchecked Reports (or Alt F11) to access the results directly from the Inbox.

|There are unchecked reports for this patient!

Add Wiew Delete Print Record Mote Values
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Using Contact notes

Contact Notes are used to record patient communications/contact attempts including SMS, email,
phone, letter and they include the outcome of the contact attempt.

Contact notes can be manually or automatically generated in a patient record and can be accessed
via a number of screens including the patient demographic screen, appointment book, reminders
and follow up reminders window, inbox, patient list and via the clinical record.

A contact note is automatically created when a mail merge is done (generating either a letter or
SMS) from both the reminder and follow up reminder lists and the follow up inbox when patient
notifications are sent. Subsequent contact attempts can be added to a contact note to track all

activity relating to patient reminders and recalls.

fi Contact notes - Mrs Penny Anderson

Reason Al -
Between:  [26/05/2019 @
Date Reason Method
26/06/2019 Reminder SMS
26/06/2019 Reminder SMS
26/06/2019 Reminder SMS

28/05/2019 Comespondence In SMS
28/05/2019 Cormespondence In SMS
28/05/2019 Comespondence In SMS

<

[] Show deleted

Method:

and

Al v | Message status: | g ~  Refresh message statuses
26/06/2019 @~ ‘ Location: Al | [[] Show only contact notes with replies
Recorded by Comments Note no Replies Message status Location
Dr Frederick Findacure 1 0 Sent/Pending Delivery Main surgery
Dr Frederick Findacure 1 0 Sent/Pending Delivery Main surgery
Dr Frederick Findacure 1 0 Delivered Main surgery
Dr Frederick Findacure 2 0 Sent/Pending Delivery Main surgery
Dr Frederick Findacure 1 0 Sending Failed Main surgery
Dr Frederick Findacure 1 0 Sending Failed Main surgery
>
Add View Delete Print Rese

Close

TIP: To find automatically generated contact notes, go to either the patient record and select
View>Contact Notes or via the source screen (e.g. Inbox Follow Up) select the item in the list and

select ‘Record note’.
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Adding a new contact note:

Contact notes that have been generated via an automated process (such as follow up to an
incoming test result or reminder) may require subsequent follow up attempts for the same item.
(eg. phone call) and this can be recorded against the original contact note.

To add a new note (to an existing note) from the patient record:

1 From the main screen select View > Contact Notes
2 Filter by Reason etc to locate the note > View

3 Select Add.
4

Other contacts details should only be used if the person contacted is NOT the patient and
they are listed as Emergency contact, Next of Kin or carer).

Select a contact reason and method.
Enter a comment as required.

Select a message status.

0 N O O

Save.

{«5 Reminder note - Mrs Penny Anderson X

Patient contact details
Patient name Mrs Penny Anderson Age: 25yrs Prefemed contact via:  9MS

Home phone: Work phone: Mobile phone: 0410600692

Other contact’s details

Contact type: ~

Home phone: Work phone: Mobile phone:

Communication details

Contact reason: Reminder Contact method: | Phone v Contact with Patient v
Contact date: 26/06/2019 ") Reminder reason: | Breast check Mark reminder as: Sent ~

Contact attempt no.

User comments:

Phoned patient to remind herto breast check due and to book an appt to see Dr Findacure as he is on leave for 6 weeks from Aug 1]

Message status: | Successful ~

View reminder Cancel

TIP: When adding a new contact note to an existing note than has been automatically generated,
the contact attempts will automatically increase by 1 each time a new contact note is added and
saved.
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Topic 4 - Documents and templates

Generating and sending letters

Generating a letter

Select the New Letter icon within a patient record.

Select Templates > Use template from the drop-down menu.

Select the template from the list (select from All, Custom or Supplied categories),

Open

Review the completed letter or document and make any changes required.

To print the letter, select File > Print

Save the letter in the patients record by selecting File > Save

Complete the letter details

0 Click File > Save.

1
2
3
4
5 |If prompted for information, add data, select > Next then Insert
6
7
8
9
1

>

TIP : Add commonly used templates to your list of
Favourites so they are easy to find and use in the
WordProcessor. Click Add and select the template

from the list to add to favouirites.

ABC Medical Clinic
20 Swan Street
Sydney 2000
Patient Health Summary
Name: Mr Alan Abbott Train IT Medical
Address: 1 Harmony Street 30 Rainbow Cove
Sydney Sydney 2000
D.OB.: 01/03/1940 0410600692
Record No.:
Home Phone
Work Phone:
Mobile Phone: 0410600692
Printed on 14th July 2026
Allergies | Adverse reactions:
ACE Inhibitors
Penicillin Chest pain, Moderate
Aldose reductase Chest pain, Severe
inhibitors
Abciximab Candidiasis, Moderate
Aspirin Rash, Mild
Alkylating Bronchospasm, Mild
antineoplastic agent
Template favourites

Template name

Advara HeartCare (NSW)

ASSIST

Asthma Action Plan

ATSI Health assessment, 55+
Centrelink Medical Certificate (SU..
Health Summary

Specialist referral

Specialist refemral - UCC

Add Delete
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Send a letter via email:

1 Open a letter (double click on the letter in Correspondence Out)

2 Select ‘Send mail’ @

3 To send to the patient, tick ‘Use patient email’. The email address recorded in the patient
details screen will be used.

4 To send to the addressee on the letter, tick ‘Use addressee email’

5 If there is no patient/addressee email address recorded, type it in the To: field.

F BpE-mail X
Ta: |test.paiierrt@test[com.au |
lUze addressee e-mail Use patient e-mail
cc: | |
Subject: |BF‘S Letter - Mr David Anderson |
Attachment: () REF @PDF| I PIN: IW”
Use account: | ) outlook office365.com ~ Send Cancel
6 To send to a contact, other than the patient or addressee, click on the ““*' button and search

for the contact in the database.

7 Highlight the recipient and select OK. £ E-mail address X
8 Select Send. (® Contacts () Patients
9 Once the email has been successfully sent the following Fiter: |JON| [ |
message will display:
Name E-mail address 6
10 Click OK to confirm Dr Kristina Jonaityte mooneeponds@healius co...
Dr Kristina Jonaityte paulsoloviev@gmail.com
Dr Cathering Jonas sartaj@goulbumhealthhub....
Dr Ashish Jonathan manager@capitalneurosur. ..
Dr Alan Jores margaret graham@fullerton ..
. . .. . Dr Augustine Jones accounts@pittwaterdaysur. .
Note: If you included a PIN Number, the recipient will need Or Daniel Jones admin@oceanshoresmed...
to know the PIN number to open the attachment (document) Dr Garth Jones ReceptionNP @pacificsmil .
on receipt. The PIN number will default to the patients Date Dr Joshua Jones hastclin@tpg.com.au ]
of Birth in the format ‘DDMM’.
QK Cancel
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Note: Emails sent from the Word Processor will
automatically generate an entry in Todays Notes.

Bp Email X

0 Your Email was sent successfully.

Note: the outgoing email body text can be configured in Setup > Configuration > Email

Note: Set the default PIN setting for outgoing emails in Setup > Preferences > General > ‘Default

to PIN protected patient emails’
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Modifying and importing templates

Modify an existing template

1 Select the New Letter icon within a patient record.

Select Templates from the dropdown menu then choose Edit Template.

Select the template to be modified > Open

Make the required changes to the template.

a A O DN

Save the template by selecting File > Save as and entering a name for the template (e.g.
Podiatry referral)

»

Tick the box to make available to all users.

7 Save
Import a Template

1 Download a template from an external source and save the file as an .rtf file (Use ‘Save As).
Do not open the document.

2 Right-mouse click on the file link and select Save Link As.
Navigate to the folder or location on the hard drive of the computer where you want to j
save the file (eg desktop) and select Save. Do not Open it once saved, it must be
imported into Bp Premier.

To import the template, open Bp Premier Wordprocessor by clicking on the Letter icon.

Select Template > Import Template.

Find and select the template file (.rtf) to be imported, > Open. This will import the template.
Modify the layout if required

Save the template by selecting File > Save as

0 N o a0 W

Type in a new name for the template and tick on All Users depending on who is to have access
to the template.

9 Select Save.

This will save the template under the Custom tab.
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Topic 5 — Digital Health

My Health Record

Accessing the Patient’s My Health Record

You are able to access your patient’'s My Health Record to view and download documents if:

Their Individual Healthcare Identifier (IHI) has been validated in your system.

The My Health Record icon in the top right of the patient window is Orange or Green.

Click the My Health Record icon in the top right of the patient
window. My Health Record

The My Health Record document list will appear e.g. Shared Health
Summary, Event Summary, Discharge Summary etc.

DocumentType: Al v V! Show last 3 morths only Update
v/ Exclude Medcare documents ¥ Exchude prescription and dispense records | Exclude superseded or removed documents Rewst
[Curent Hter Last 3 month: £ xchadng Medicare documents E xchudrg prescriohon and depense reconds, E ncluding tuperseded o temoved record
Document Date  Service Date Document Organisation Orgarssation Type

2/M/206 eRefena Medical Center General Practice

2172086 Shated Health Summary Medical Center General Practice

22112016 Specialist Letter Medical Center General Practice

22117206 Deuscharge Summasy Medical Certer General Prachice

Superseded Removed

[ Open ][ Save ] History Access Code Close

2 Select the document you wish to view and double click or select Open (in the bottom left
corner) to View.
3 To Save the document to the patients local medical record,
. . . £ PCEHR Document
highlight it and select Save. - —
4 A popup box will appear for you to add file Details and/or a e [ PCEAR Docuert }
User Reference as preferred
5 Save.
The document will be saved in the Correspondence In section thm :ED:E:“:TE”B
of the patient’s local medical record. bows &

) Inactive ~ Fom CA) v Laimgoy w Subwct g v Mok ssgiven  Sewch detaly
) Immususabions = ,
Date From Calegory Lt Dtk Date che
) Investigalion reperts [ 1172016 Modical Cartar My Hoalh Recced Document Shated Heath Susmary Dewrloaded on 1002017 & 09 2554 J1/C
) 221172016 My Heskh Recond Documer

An Auto-notation is added to the patient record in Todays notes.
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Adjusting Filters in My Health Record

1 For registered patients,
The My Health Record
button will have a green
border in the
demographics section of
your patient record.

To access, click on the
My Health Record
button.

To enable faster
retrieval of relevant
documents you can
change the filters.

Click on the From and
To dates to change the
document date filters.

Click the Document
Type Filter to select a
single document type to
be displayed.

Tick the Saved Status
Filter to see only
documents with a
particular status.

Click to untick the
document exclusion
filters to display
documents not included
in the default display.

Select Update to apply
the filter selection
changes.

To Reset all filters back
to the default settings,
select ‘Reset Filter’.

1 111

Saved Status:

Al

<)

<]

<]

removed documents
)

Exclude Medicare documents

Exclude prescription and
dispense records

Exclude superseded or

Update

Update

Reset Filter

Family members: Mr Caleb Derington v | Jump Open
Om 12sM8 » || Finalise visit My Health Record
55555555 Work: .
Filters
Reset Filter
From: ) -
— = All v
(] 10-Jul -2018 @~
Tér Dilagnoslic Imaaing Report
— Discharge Summary
[v] 10-Jul -2019 D) e-Referal
Event Summary
Document Type: Pathology Report
Shared Health Summary
A )| ccciicLoter

Al v
P |
Saved

Mot saved
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Shared Health Summary
1-Mar-2013
SCHOEMAN, Bram (Mr.) 9-Sep-1968 (44y) SEX Male IHI 8003 6056 7979 3550

Best Practice Clinic no 3

Author Dr. Frederick Findacure (General Medical Practitioner)
Phone 05645612121

Adverse Reactions

Substance/Agent Manifestation
Bee venom = Anaphvylaxis
Medications

Exclusion Statement

None known

Medical History

Exclusion Statement
MNone Supplied

Exclusion Statement
MNone Supplied

Immunisations

Date Time
21 Mar 2012 Fluvax

Vaccine Sequence Number

Administrative Observations

Field ResultValue

Date of Birth is Calculated From Age False

Date of Birth Accuracy Indicator AAN

Age Accuracy Indicator True

Age 44

Medicare Benefits 2950141771 (Medicare Card Number)

ADMINISTRATIVE DETAILS

Patient Author
Mr. Bram SCHOEMAMN Dr. Frederick Findacure (General Medical
Male Practitioner)
Torres Strait Islander but not Aboriginal origin Best Practice Clinic no 3
Q-Sep-1968 (44v) 1 Brian Road, Adelaide, SA, 5000, Australia
8003 6056 79792 3550 05645613121 (Mobile Contact)
2950141771 (Medicare Benefits) julie_dietrich@bpsoftware.com.au (Workplace)

40 Fairway Outlook, Arana Hills, Australia

PO Box 51, Arana Hills, 4054, Australia Elicaliosmeniatai

41417890 (Home) Shared Health Summary

41418954 (Workplace) 1 Mar 2013 16:32+1000

0417854322 (Mobile Contact) 1 Mar 2013 16:32+1000

test@testing.com.au (Home) 3_49T9bdu-c3c9-4ad3-b2gd-basghauaﬁza
Fina

END OF DOCUMENT

TIP: To access further hands-on training using dummy patient records on the My Health Record
system, access the On Demand Training Environment at www.digitalhealth.gov.au
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Uploading a Shared Health Summary to My Health Record

1 From the patient record, select My Health Record >

My Health Record |Help

Shared health Summary Document list Ctrl+F9
. . l Shared Health Summary Shift+F9 ]
2 The Shared Health Summary will automatically B
populate with information from the patient’s local medical Fdonsiadt Morianss
record. Prescription and Dispense View
£ Shared Heatth Summary - Mr. Bram Kipp Schoeman E Reg”ge, for M’, Health Record
Please review the data displayed below before sending the Summaryl Changes can be made using the ' buttons.
Current Ax: Allergies /4 dverse reactions: D
Drug name Strenath Dase Longt Item Reaction Severity
Renitec 10 10mg T ablet 10mg 2 At midday before meals  Yes Bee venom Anaphylavis
< >
Past history: D Immunisations: D
Date Condition Shatus Severity Date Waccine Sequence Batch M
04/03/2012 Diabetes Active 21/03/2012 Fluwax 1
04/01/2013  High blood pressue Active
04/03/2M3 Flu Achive
3 Review the information
< > and verify it is correct.
[ Include non-summaty iems [Jinclue confidentisl tems < >
Befesh | [ Upbad | [ Savewfle | [ Cancel | 4 Tick / untick the items to

include

5 Preview

6 Attest to the information at the bottom of the screen, then select Upload.

Please read the statement before ng
+ By uploading this Shared Health Summary, | attest that | am a Mominated Health Care Provider fd
this patient as defined by the My Heakh Records Acf 2072

Cancel

Upload

A pop-up appears confirming that the Shared Health Summary has been successfully uploaded to
My Health Record.

7 Select OK.

My Health Record Document Viewer - Mr Caleb Demington ﬂ

The Shared Health Summary was successfully uploaded to My Health
Record!

Actions:
A Shared Health Surmmary was uploaded to the My Health Record!
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ePrescribing

Generate and send eScripts
1 Select Rx from the patient record and create a prescription as per usual (the script will
have tick in the Current Rx screen to indicate that it has not yet been printed)

2 Tick the check box next to the drug that you want to send an electronic prescription
token for. You can select multiple scripts; all selected scripts will be sent by the same method

Select eScript
K £ Dekte Pt eSerpl Takeen: [ ySL S View MySL
Select al Selciied  Run slchecks | Frescriction and Dispernse \iew 2,;5 ot ] N
Sorpt dete: 36008902 - Tk of the tems that you wart to gt Email [reuben deari@on
et - eve been et o have odlen fuly 1 Emal (Dkher
WhySL 4

Drug name Strergth Dosa Ouritity tem  Laet scsipt Approval Mo, Subst. Reg 4% Fistacript FReason for pre pcrigion
I famkocigine g Tabiel Smg 1 & midday with meals fis ci 61 ] FES To 492024 ™ Mo 20120 Prascrition rerewal viaTelshaath
[ Diabrafierits Smg Capaues 50mg 1 I the maming alter meais. 120 1] FBS/RFES Ao Mo Ne 24/
[ Citiacide Z5mg Tablet 5y 1 i the maming beebors meaks 200 1 FES s Mo Mo ity Hypedensan

= Select the method for sending the electronic prescription token from the Token drop-down
menu. Options are:

»= Paper - Prints the token on a blank sheet of paper

=  SMS (default) - Sends the token to the phone number in the patient demographics.

= SMS (Other) - Sends the token to a phone number entered by the prescriber, eg a carer
» Email (default) - Sends the token to the email address in the patient demographics.

= Email (Other) - Sends the token to an alternate email address entered by the prescriber.

= Email (Pharmacy) - Sends the token to the email address of the patient’s preferred

pharmacy
Add Edit Delete Print &Script Token:  Email (Phamacy) w View MySL
Select all Select rec Run all checks =~ Prescription and Dispense View

Script date: » | Tick the boxes of the items that you want to print
a M' ttems in red have been calculated to have been fully used

Drug name Strength Dose Quantity Rpts. Script type Longterm  Last script
I;I Amlodipine 5mg Tablet Bmg 1 At midday with meals As dire 60 0 FBS Mo 24/009/2024
[ Dabrafenib 50mg Capsules 50mg 1 In the moming after meals. " 120 0 PBS/RPBS ALMao 24/09/2024
@ Dithiazide 25mg Tablet 25mg 1 In the moming before meals 200 1 FBS fes 24/009/2024

= App - Send the token to the Best Health App if the patient is enrolled.
= MySL - The token is sent to the patient's MySL record
3 Click eScript to send

4 If you selected SMS(Other)or Email (Other),enter the phone number or email address to send
to. Enter the mobile number with no spaces or an email address, and click Continue.

5 If you selected Email (Pharmacy), follow the prompts to select the pharmacy to send to.
6 Select Send

Note: A contact note is recorded for every electronic prescription sent via SMS
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Topic 6 - Quality Improvements

Using data for improvement
Regular data quality measurements

Regular measuring, monitoring and analysis of key metrics is important to helping you understand
whether your practice improvement activities are working successfully. Visual displays of data can
be helpful to prompt discussion and further improvements among the team.

One idea is to identify key performance metrics for your practice and focus on making
improvements to these metrics over time by monitoring their progress on a graph — see below.

Sample 1 — Monitoring key metrics over time (including baseline)

Clinical Data Statistics

90

80
70
60

50 Better
40

0,\9000,\900@%00\\,‘:\,:\/\

v A A 1A VA VA VA LA A LA
9 . < < . . NS . . <’ RY o . . % <
\'b(\ <<Q:° @’b ?Q @’OA \\5(\ \0 v\)'% (,)@Q O(‘ %o QQ/ \'b(\ <<Q:c @’b ?Q

e \|lergies Current medications Past Medical History

Regular data quality measurements

Regular measuring, monitoring and analysis of key metrics is important to helping you understand
whether your practice improvement activities are working successfully. Visual displays of data can
be helpful to prompt discussion and further improvements among the team.

One idea is to identify key performance metrics for your practice and focus on making
improvements to these metrics over time by monitoring their progress on a graph — see below.

g AH&MRC Bp Premier Clinical Workbook | Version 2.0 | Page 52

Aboriginal Health & Medical
¢ Research Council of NSW




- B

nKPIs & baseline data using database searches.

The search function in BP Premier has capacity to further help us identify patients at risk and
streamline preventive health management approaches. Bp Premier comes with a separate
database search utility. Search Bp Utilities from the main menu and use your usual login and
password.

Tip: If this option is not available on your screen, your user id does not have permission to run this
utility. You will need to log in as a user with higher access and edit the permissions on your user id
to give you access to ‘Search Clinical data’.

Searches can be filtered by ‘Demographics’, ‘Drugs’, ‘Conditions’, ‘Visits’, Immunisations’,
‘Observations’ and ‘Family/Social’ items or a combination of these items.

Below is an example of a query to list all patients who are recorded as having diabetes.

1 Select Utilities > Search # Search for Past history X
H . . diab
2 Select the area you would like to search by clicking on p— = Seachin
one of the setup search buttons. In this example, click on S @ Past hstory
Conditions and type 'Diabetes' into the diagnosis field. Dicbetes cycleof cae compleion O Resson forvst
iabetes Educator referral
Diabetes educator refemal
3 Click Add button and you will see that a ‘condition’ has S e
appeared in the condition section at the bottom of the D . esttonal omn Oon ot
screen. DabetesNelkun, Ty 2 5 )
4 Double click on the required highlighted condition from Condtion

AND Past History = Diabetes

the past history list to select it and select "OK".

5 This will return you to the original Database Search < >
screen and you will see that there is additional text in the i Fo
‘SQL query box’.

6 Click the Run Query button and the query will be executed and will display the list of patients
who meet the criteria.

£ Database search [;][@W

File Help

sSHe) 4

Setup search: Demographics ] [ Diugs ] [ LConditions ] [ Visits ] [ Immunisations ] [ Pap smears ] [ DObservations ] [ Family/Social ]
SOL Query: SELECT * ]
FROM BPS_Patients v
WHERE StatusText = 'Active'
AND InternallD IN [SELECT IntemallD FROM PastHistory WHERE ItemCode IN (3, 775, 776, 778, 774) AND
ORDER BY sumanme, firstname
[ Include inactive patients [ Include deceased patients 13 matching records
Nam Address 5 Age Medicare No. Medicare expiry File No. | #
Abbott, no 12 Middle Street, Albany Creek. 4035 (30/0B/1960  48yrs  4133180467-1  31/10/2007 o1
Abbott, Madeline Jane 12 Middle Street, Albany Creek. 4035 14/0241930 79wis 4133180467 - 2 3NAN2/2007 102
Adams, Felix Alexander 35 Yarabine Road, Landsborough. 4550 3041241930 78 yrs 4133180466 - 1 31/01/2005 245
Ahern, Rhonda Joan 17 Seymour Ave, Bentleigh. 3204 06/06/1938  70ws 3500158284 - 2 30/06/2008 986

There are many other fields that we can run queries on.

TIP: In Bp Premier it is possible to search on either ‘Past History’ or ‘Reason for Visit’ by selecting
the appropriate radio button. Searching ‘Reason for Visit’ can give you data that can be helpful for
assessing common presentations.
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Database Searches

Data Queries/Searches
Q Look: in: ) SuppliedQueries -

1M Computer

: &, Local Disk (C)

Select ‘Load Query’ to see the variety of additional Y
ies that ilable with Bp Premier. Th | Program Fles
queries that are now available with Bp Premier. These Places ' Best Practice Software
have been specially written following requests from other BPS
practices. If at first they don't appear, follow this file path [} [ SuppiedQuenes )

to tell your computer to find the ‘Supplied Queries’ folder.
In future it will remember that’'s where they are stored.

.4 Open E

Look in: | SuppliedQueriss v @ ¥ -+ M-
D= MName - ~
""“ﬁ’ | LAII fermnale patients who've had a pregnancy recorded as terminated in 2009

Recent places | = &ll female patients with 3 gardasil immunisations recorded

| = All patients 4yo with an appointment on a given day who haven't been bille

- | :"JAII patients 40 - 49, with 3 visits in 2 years, no waist measurement
Desktop | = Al patients 40 - 49, with 3 visits in 2 years, waist above threshhold
s | =} &ll patients 45 - 49 with an appointment on a given day who haven't been k
=l | =} All patients 45-49
Libraries | = All patients 75+ not at a specific nursing home (specified) no 702 or 707 rais
| :"JAII patients added in the last month
L;L..m | =} &ll patients added in the last week
This PC | =} Al patients created in March 2011
- | LAII patients first added to an address where anyone at that address has had
(_Lw 1 All patients Gardasil female 18-25 s
£ >
Network
File name: || vl | Open
Files of type: SQAL Query v Cancel

Run advanced database searches:

1 Select Utilities > Search

2 Select ‘Load Query’

3 Locate the query to be used and highlight to select.
4 Select ‘Open’

5 Select ‘Run Query’

A list of patients who match the search criteria will display on the results screen.

TIP: You could create your own practice-specific queries, save them in the Supplied Queries folder
and run the same queries on a regular basis using the ‘Save Query’ button.
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Here are some IDEAS and SAMPLES OF QI Activities/PDSAs Al .
Sample 1 - COPD Quality Improvement Activity/PDSA [J L/\ (J f{g

1. What is our goal?
Improve the ongoing management of patients with COPD through a patient centred, team-based approach.

2. How will we measure our progress?

1. Increase the number of patients with COPD who have an action plan by 25% by end of 2020.
2. Increase the number of patients with COPD with recorded spirometry results by 40% within 6 months.

COPD patient Metrics

35
Better

30

25

20

15

10

wk1l wk2 wk3 wk4 wkl wk2 wk3 wk4 wkl Wk2 wk3 wk4 wk1 wk2 wk3 Wk4

Jun-20 Jul-20 Aug-20 Sep-20
s 0. of COPD patients with spirometry {last 12 months) No. of COPD patients with action plan (last 12 months)
Next steps: Team members:
e Build a register of patients with COPD (look for indicated Data collection/reporting:
diagnosis). Recall Management:
e Implement spirometry recording integration in clinical Spirometry Integration:
Templates:
software.
e Source a suitable COPD action plan template for clinical
software.

e Recall patients with COPD and no action plan / spirometry
recorded for last 12 months
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Sample 2 - Data Quality — Recording allergies and adverse reactions

1. What is our goal?
Improve the recording of ‘allergies and adverse reactions’ in clinical software. Benefits:

e Improved safety for patients when prescribing medications (when coding is used and nature /
severity of the reaction is included).

e Better compliance with RACGP accreditation standards (data quality).

e Improved comprehensibility of the patient record for other clinicians with whom the record is shared
for ongoing treatment.

e Improved ability to search for patients with specific allergies, no known allergies and nothing
recorded.

2. How will we measure progress?

1. Improve measure — proportion of patients with either coded ‘allergy’ or ‘adverse reaction’ data
recorded or ‘Nil known’ checked will increase significantly in 3 months — date to be specified.

2. Quality measure — proportion of patients with ‘nature’ and ‘severity’ of reaction recorded will
increase by 10% by DATE.

Proportion of patients with coded allergies recorded

70 t Better
60
- /—_.—'—"—’_‘_'—‘/M—M_P—‘
40
30
20

10

0

Wkl Wk2 Wk3 Wk4 Wkl Wk2 Wk3 Wk4 Wkl Wk2 Wk3 Wk4 Wkl Wk2 Wk3 Wk4
Oct-20 Nov-20 Dec-20 Jan-21
=@ % of patients with coded allergies recorded
% of patients with nature and severity of reactions recorded
Ideas currently being trialled: Team members —

Print a health summary for patients when they next present to = Recording Metrics:
check and update their allergy information. Determine baseline - current level of
Provide training to clinical staff to record essential clinical data ecording of coded allergies.

items for every consultation including the benefits of coding 1- Consider tracking % of patients
allergies. with no allergies recorded and Nil

Print a list of all patients with No Allergies recorded and add an known not checked.

action to their record to flag when they next attend. 2. Track progress over time by

Prepare a checklist of essential clinical data to be displayed in measuring each month and
front of each clinician. tracking on a chart/graph.
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Sample 3 — My Health Record — Uploading health summaries for vulnerable patients

Step 1. The 3 Fundamental Questions

1. What are we trying to accomplish?

(By answering this question you will develop your goal for improvement)

Improve the management of vulnerable patients through the use of digital health and in
particular the use of My Health Record (as a method to share information) with a focus on
vulnerable patients.

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

(By answering this question you will develop measures to track the achievement of
your goal)

The total number of Shared Health Summaries for ‘vulnerable patients’ uploaded to My
health Record will increase by 10% each month for the next 6 months.

3. What changes can we make that can lead to an improvement? - list your ideas
for change

(By answering this question you will develop the ideas you would like to test to
achieve your goal)

Idea 1 — Team meeting to define ‘vulnerable’ patients by agreeing criteria we will use to
identify and flag patients in our software and to develop a plan of action.

Idea 2 — Establish a register of ‘vulnerable’ patients

Idea 3 — Review the register and check whether patients have registered for My Health
Record and have a recent Shared Health Summary uploaded.

Idea 4 — Retrain clinical staff on use of My Health Record
Idea 5 - Book a telehealth consultation with GP and each vulnerable patient on the register

Idea 6 — Upload a Shared Health Summary (as required) to ensure the most up-to-date
information is available to other healthcare providers.

Idea 7 — For patients that have opted out, ask if they would like to opt in and explain the
benefits.

Idea 8 — If GPMP in place, RNJAHW to follow up by telehealth to check on patients welfare
periodically and upload new SHS as health summary information changes.
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One Improvement idea | will share / trial
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Appendix

Sample 1 — Reminder Management Protocol

- B

BEST PRACTICE — REMINDER MANAGEMENT PROTOCOL — SAMPLE 1

DOCTOR ADDS REMINDER to PATIENT FILE

{

If REMINDER is ‘URGENT’ (marked ‘Clinically Significant’)

i

Admin Staff to generate list of
URGENT REMINDERS daily

r

Admin staff: Generate and print a list and phone patients for follow
up visit/appointment due within 1 week. Use ‘Mark as Sent’ when
contacted. DO NOT Auto Update reminder when prompted. Add an
appointment for each patient on contact.

v

Admin staff: Generate & print a list of all URGENT reminders that
are overdue and have previously been contacted (Use “View=Sent
Reminders’). Phone all patients on the list who have not yet been

+

Admin staff: Generate list of all URGENT reminders that are
overdue and have 2 previous contact attempts. Mail merge urgent
letter by viewing sent reminders and ‘Send Again’ button. Mark as

Sent.
4

!

IT REMINDER is NOT URGENT

i

Admin staff to generate a list of all
NON URGENT reminders weekly
due within next fortnight

v

Admin staff —Generate list and Mail Merge / send 1**_
letter to patients on the reminder list. Tick ‘Mark as
Sent’ and do not Auto update reminder when
prompted.
[

Il

Admin staff — Generate Sent Reminders
List and select ‘Mark’ to remove any that
have already returned. Mail merge / send
2" |etter to patients on Sent Reminders
list. Tick ‘Mark as Sent” and do NOT
‘Auto Update Reminder’ when prompted.

w

Doctor removes updates reminder (Open patient > Reminders button>Remove or Edit) and marks outstanding investigation /
correspondence as ‘given’ if relevant when patient returns.

Sample 2 — Reminder Management Protocol

BEST PRACTICE — REMINDER MANAGEMENT PROTOCOL — SAMPLE

| DOCTOR ADDS REMINDER to PATIENT FILE ‘

If REMINDER is ‘CLINICALLY SIGNIFICANT"

Il

Admin staff to generate list of
‘CLINICALLY SIGNIFICANT’ reminders DAILY

l

l

If REMINDER is NOT ‘CLINICALLY SIGNIFICANT’

Admin staff: Generate a list & phone or message patients for follow
up visit/appointment due within 1 week. Use ‘Mark as Sent” when
contacted. DO NOT Auto Update reminder when prompted.

1

Admin staff to generate a list of all reminders
not marked ‘Clinically Significant” WEEKLY
that are due wighin next fortnight

l

Practice nurse —Generate list & phone or message patients
on the reminder list. Tick ‘Mark as Sent” and do not Auto
update reminder when prompted.

!

Admin staff: Generate a list of all ‘Clinically Significant’ reminders
that are overdue and have previously been contacted (View>Sent
Reminders). Phone or message all patients on the list who have

not yet been contacted or who don’t have an appointment.
1

4

Practice nurse — Generate Sent Reminders List and select
‘Mark’ to remove any that have already returned. Phone or
message patients on the list. If no response, Mail merge /
send letter to patients on Sent Reminders list. Tick ‘Mark as
Sent” and do not ‘Auto Update Reminder’ when prompted.

Admin staff: Generate list of all ‘Clinically Significant’ reminders
that are overdue and have had 2 previous contact attempts.
Advise doctor patient has not responded, consider sending
Registered Letter.

l

Practice nurse — If patients have not returned or cannot be
contacted after 2 attempts, advise doctor.

v

!

Doctor removes/updates reminder (Open patient > Reminders button>Remove or Edit) and marks outstanding investigation /
correspondence as ‘given’ if relevant when patient returns.
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Sample 3 - Correspondence Management Protocol

— !

SAMPLE PATHOLOGY PROTOCOL — 2 GP practice

‘ PATHOLOGY REQUESTED BY CLINICIAN ‘

!

‘ INCOMING REPORTS ——— > INBOX L

—

Doctor selects
‘NO ACTION"

Result is auto-filed in patient record.

Doctor selects
‘RECEPTION TO ADVISE’ and either types a specific comment or chooses
from pre-defined list. Result is auto-filed in patient record.

L}

No follow up action is required

by staff however a list of 'no
action” results can be viewed at
any time from Follow-up Inbox
if required. If contact is made
‘record note’.

L

Doctor selects
‘DOCTOR TO ADVISE'.
Result is auto-filed in patient record.

‘

Every day reception staff generate a list of ‘Reception to Advise’ from
Follow-up Inbox.

]

Doctor contacts patient.

Notes details of contact in ‘Today's notes'.

Reception staff follow up all patients on ‘Reception to Advise’ list as per
doctor’s comment eg. “Write letter’.

|

As each patient on list is contacted reception staff choose ‘Record Note’
and detail contact made eg. rang on mobile phone, no answer. If
possible appointment is made directly from Follow-up Inbox screen to
activate the ‘recall’ symbol automatically, otherwise add symbol
manually when making a recall appointment.

|

Once appointment is made, select "Mark as Contacted’. |

When patient next presents for
consultation doctor gives results
and marks result as ‘given’”.

[

Doctor sees patient and marks result as ‘given’. |

‘L

Doctor either sees patient or gives result
on phone and marks result as ‘given’.

¥

Staff routinely check list of Investigation Reports to ensure all
‘Mark as Contacted” patients have also been ‘given’ their results.

Sample 4 — Correspondence Management

PATHOLOGY REQUESTED BY CLINICIAN

¥

INCOMING REPORTS === INBOX

//\ \

NO ACTION

l

DOCTOR TO ADVISE

URGENT APPOINTMENT

NON-URGENT APPOINTMENT

| '

!

Doctor selects ‘No Action’.
MNotate if necessary.

Result is aute-filed in patient

Doctors to manage

themselves nurse is required.

Use contact notes to

If follow up phone call from

Notate with instructions (e.g.

Nurse filters list using
Follow-Up Inbox.

Message to patient sent via

fit in today or tomorrow).

document follow up with SMS if patient has a mobile

record on closing. patient. Nurse to check list regularly / phone listed.
daily.
aty If no mobile phone listed,
nurse to phone patient to
book a follow up
appointment.
v L 4 v
DOCTORS CHECK FOLLOW-UP INBOX ‘
! ! ' |

‘ WHEN PATIENT RETURNS: DOCTOR MARKS RESULT/S AS GIVEN ‘

| Note: all contact otiempts to be notated on patient file in “Actioned Items’. Only mark o result as GIVEN if potient has been informed of a result.
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