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Introduction

Purpose of this guide

This guide provides clinical staff with the knowledge and procedures required to effectively
use MedicalDirector Clinical 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 MedicalDirector
Clinical.

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

o Visiting Specialists and other authorised clinical users

The guide assumes users have basic computer skills but limited experience using
MedicalDirector Clinical. 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 Pracsoft.

Software version

The guide is current for version 4.3a of the MedicalDirector 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

Allergy information can be entered on the patient record in the upper left corner of the window. This
information is displayed in red. If the patient has no allergies or adverse reactions, tick ‘No Known
Allergies/Adverse Reactions’ to indicate the patient has been asked about allergies.

1 Open a patient record (F2). — P E—
_ =R ABFA /O EFEMADC §RW @©EPFE
2 Double-click on the Allergy

panel in the patient Ms Heather ANDREWS [55,!1-5 211th5}  DOB:12/05/1963 Gender: Female
demographic area at the top of

. 234 George Street. Bundaberg. Qld 4670 Ph: 0487888333 (mobile)
the screen to go directly to the J
section. Reactiond:
3 Select the Add button.
4 Select a Search option: By Drug, By patent Detals x

Pt. Details Abergies/Adverse Reactions/Wamings Famiy/Social Hx MNotes Smoking Alcohol Personal Detais

Class or Other (for non- medications).

Alerges / Adverse Reactions

5 Enter the first few characters of the ol e e —
item into the Search field. As you type in GRasses - —

PENICILLAMINE RASH Severe Adverse Reaction

a drug name or class, a list of names is
displayed matching the search. Double
click a name from the list to select it.

I [ Mo Known Alergies / Adverse Reactions I I I Edt Dglete

6 Enter the Nature of Reaction using free
text (e.g. rash, nausea etc).

7 Select a Reaction Type (Allergy or Adverse Add Allergy / Adverse Reaction N X

Reaction).

. . Search: PENI
8 Select the Severity of the reaction from the ®
. By Drug vr\

dropdown list. OBy Cass Mild N

9 OK to save. (O Other Fg‘loderateby Severe
Lr?ev-?ll"hereatening

Nature of Reaction |Nausea

Reaction Type (O AMlergy (@) Adverse Reaction

Severity: Severe v

Note: You must use ‘By Class’ method or ‘By Drug’ method when searching and choose a
name 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.
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Adding Past Medical History

Clinical coding
Diagnoses are added using the Past history screen or via the Reason for Visit button in the

Progress Notes tab of Medical Director Clinical. The diagnosis should always be chosen from a
coded list rather than using free text.

Adding a coded diagnosis in the patient record / consultation:

1
2
3
4
5

Open the patient record ‘F2’.
Select the ‘Past history’ tab.

Select the red “¥’ button in the top left of the screen.

Enter the current date in the date field.

Enter ‘care’ the ‘Pick from List’ field then
double click on the care coordination to select
it.

Tick ‘Active Problem’ to indicate the condition
is current.

Enter Comment/s to describe further details of
the issues being addressed in the consultation.

OK to save.

&

Past history

er

New History Item

Year: Date: 10.6.2018
Condi
N\
Pick from list ck
(coded) CK raised
CKD (Chronic Kidney Disease) Stage 1
CKD tChronc dn Disease) Stage 2
CKD (Chronic Kidney Disease) Stage 4
CKD (Chronic Kidney Disease) Stage 5
Free text
{uncoded)
et Active problem
[]Right [[] Confidential Summary
Comment:

10/6.2018 eGFR =59 ACR <1.7mg/mmol

=

)  Summany R,  Cument Rx %  Progress B2  Pasthistory &  Resuts Letters ) Documents
Year Date Condition Side Status Summary Corfidential Coded
2001 Stroke Active Yes No Yes

24/07/2018 Headache - Migraine
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Recording Immunisations

Adding an adult immunisation

1 Open the patient record (F2)
2 Click on Immunisation tab

3 Click on the Red Plus sign +

MedicalDirector Clinical 3.18 - [Ms Anna Andrews (20yrs 11mths)]
_’9 File Patient Edit Summaries Tools Clinical Correspondence Assessment Resources Sidebar MyHealthRecord Window Help
+FRAFAIVYPFADNC I RPH OISO 2T ED IO | | [[Go MDReference ]
Ms Anna ANDREWS (20yrs 11mths) + | DOB:04/08/1998 (Gender: Female Occupation: m33s [[]
12 Kennedy Road. Bundaberg. Qid 4670 Ph: 0456778899 (mobile) Record No: ATSl:  Aboriginal and Tomes Strait Islander
/:I’evgles & [DOG HAIR. PENICILLINS Pension No: Ethnicity: Australian Aboriginal; Chin; Tomes Strait Islander
Re‘;zfsns: Smoking Hx: [Smoker IHI No:
Wamings: [Pacemaker ] ‘ MyHealthRecord: Recalls
I Comespondence = MDExchange KL
©  Summary R, Cument Rx %> Progress B2  Pasthistory B  Resuts Letters €  Documents B Old scripts # Q
Date Immunisation Sequence Batch Consent Provided by Vaccinator Site Comment
05/10/1998 HIBERIX 1 CD525703  Consented  Parent Registered Nurse o
05/10/1998 INFANRIX 1 9D7C9536  Consented Parent Registered Nurse o
05/10/1998 IPOL 1 DC369453  Consented Parent Registered Nurse o
21/12/1998 HIBERIX 2 D761FCES  Consented  Parent Registered Nurse o
21/12/1998 INFANRIX 2 D6296BAA  Consented Parent Registered Nurse o...
21/12/1998 IPOL 2 D94DE1BS  Consented Parent Registered Nurse o.
18/02/1999 INFANRIX 3 464BCCDO0  Consented  Parent Registered Nurse o...
The Vaccination window will display.
Vaccination Window x4  The Send to AIR tickbox will be Ticked if
|| () Vaccine given elsewhere [ ] Vaccine administered overseas Sendto AIR approved for transmission to AIR.
|| Vaccinator: Registered Nurse (MedicalDirector Samples Database) v 5 SeIeCt Vaccinator
Submi on behaf of: | Dr A Practtoner “| 6 Select Submit on behalf of: (to send
Consent provided by:  Patient DVaeenaion dedined | glectronically to AIR this must be a doctor).
Date 28/04/2025 .
7  Record Consent provided by:
Vaccine Name: FLUAD QUAD FLUGAD
- Dot Lk e 8  Check vaccination Date is correct
Rotte of Adminstration:  rtrademl 9  Select Vaccine name
v Type: NIP/C veath f . .
e ommenes 10 Select site and route of vaccination
Sequence: q
-~ p— 11 Type of vaccine from list
O Store baich No 12 Record Sequence No.
Comment: "= required fields ) Antenatal
13 Record Batch number
14 Click Mark for recall and enter details as
Mark for recal Sove Concel required.
- B 15 Click Save

Researc
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The details of eligible vaccines marked as ‘Send to AIR’ will automatically be sent to the register
from MD clinical, if configured.

Note: If updating a patient’s immunisation record it is possible to tick the box “Vaccine
given elsewhere” or ‘Vaccine administered overseas’ as applicable.

The Australian Immunisation Register (AIR)

The AIR Web Services pane displays information recorded on the AIR and is accessible when you
click on the Immunisations tab in the patient record. Use the following options to interact with AIR:

¢ AIR Patient Verification Check - conduct a live patient verification check with AIR
including patient Indigenous status and special risk group status

¢ Record Medical Exemption - click to record a medical exemption for the given patient.

¢ Record Planned Catch Up - click to record a planned catch up for the given patient.

¢ Download Immunisation Statement - click to download the patient's immunisation history
statement from AIR.

(2 Summay R, CumertRx ™3 Progess (3 Pasthigory g Resuts [5] Lettes [ Documenis &= Oﬁsaim il Comespondence &S5 MDExchange SAT HL Heathlink

- Practice Immunisati Hstory  Medical Vaceine Tnal History
AIR Web Services o Date Immunisation Sequence Batt Vaccine seral number  Consent  Provided by  Vaccinator Ste Comment Send to AIR Status
AR Patiant Verificalion Check 6082023  FLUQUADRI 4 1 Consenter Parent DrGavin Dornely  Butiock | Transmited
% BOOSTRIX
Patiort sccomily veriiod v AR 4092023 LIQUID PEDVAXHIB 1 1 Consenter Parent DrGavin Dormely Dekaid S
Notfications 8/08/2023  JESPECT 1 1 Given elsewhere Dowrloaded
Patient has 2 Medical Contraindication 8/08/2023  JESPECT 1 1 Given elsewhere Dowrioaded
Patient has & Natura Inrunty 0622 FLUADQUAD 1 Conesnter Parent D Gavin Dormely Butiock ... Teersnitted
Catchup date perod has expred. 11/04/2023  MENINGITEC 9 113 Given elsenhere Dowrloaded
11032023 MENINGITEC 7 (] Given elsewhere Downloaded
8 Indigencus Status 11/03/2023  MENINGITEC 7 1 123 Given elsenhere Dowrloaded
) Special Risk Group () 7032023 MEMINGITEC 5 1 123 Given gleawhens Dowrloaded
6/03/2023 AFLURIA QUAD (NIP 16 1 123 Given elsewhere Downloaded
Record Medical Exemption 16/02/2023  HAVRIXJUNIOR 1 1 Given elsewhere Dowrloaded
1022023 MENINGITEC 3 1oz Given elsewhere Dowrioaded
/022023 MENINGITEC 4 1z Given elsewhere Dowrloaded
Planned Caich Up 09/09/2022 10/01/2023 15 IN... Given elsewhere Dowrioaded
21/12/2022  FFIZER COMIRNATY 3 123 Given elsewhere Dowrioaded
Dt esssion Siemerd 19/12/2022 14 136 Given elsewhere Dowrloaded
191272022 H-BVAXIIADULT) 1 1. Given elsewhere Dowrloaded
PELENEEE 29112022 DUKORAL 3 5. Given clsenhere Dowrioaded
AELEDE Ll 281172022 DUKORAL 3 s Given slsenhers Dowrleaded
Surram.. E_D\v’.'!.RDS 20102022 13 Given elsewhene Downloaded
Dm. of Bith. - T7/042012 20002022 NIMENRIX Given slsswhere Downloaded
Medicars No: 2053 70105 1

Medicare IRN- 2 1410072022 ACAM2000 1 A Given elsswhens Dowrloaded
Lacality MERRYLANDS 101072022 13 N. Given elsewhers Dowrloaded
Postcode: 2160 101072022 12 N. Given elsewhere Dowrloaded

12403 07 11 o Cissce alncuudncen A

Access the Australian Immunisation Register (AIR)

1 Access the Immunisations (Imm) tab from within the patient record.

2 Select the Inmunisation History tab to display the patients immunisation history as recorded
with AIR.

Red records indicate that some action is required.
Black records are editable. Only immunisations administered at your practice are editable.
Blue entries are those recorded with AIR and are not editable.

. AH&MRC
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https://knowledge.clinical.medicaldirector.com/topics/Medical_Exemptions.html
https://knowledge.clinical.medicaldirector.com/topics/Planned_Catch_Ups.html

Comespondence &5 MDExchange Hlb HealthLink |

(3 Summary B, CumentRx ™ Progess £ Pasthistoy g Results Letters [f] Documents = Qldscnpts
Practice Immunisatio edical Exemptions  Vaccine Trial History

AIR Web Services @ Due Vaccnes
AIR Patient Verification Check
There are no vaccinations due for this individual
‘Patiant successfully verified with AIR |
Notifications
Immunisation History
Date Vaceine/Brand Dose Status Reason Code Message A
) 04/08/2021 \J VALID
L) ndigencus Stetus 04/03/2021 Bl MENINGO v INVALID  AIRW-0101 Mirimum interval between doses of the same anfigen is not met
[ Special Risk Group o 04/08/2021  BEXSERO v INVALID  AIR-W-D101 Minimum interval between doses of the same antigen is not met
28/07/2021  BCG v VALID
FIEET (U B 28/07/2021  BI MENINGO v VALID
28/07/2021  BEXSERO v VALID
REEzEEIEEN 1D 28/07/2021  AFLURIA QUAD v VALID
Planned Catch Up 28/07/2021  BOOSTRIX 3 VALID
28/07/2021  ADT BOOSTER 3 INVALID  AIR-W-0102 Duplicate antigen dose
P T e P e 19/07/2021  ACTHIE 2 INVALID ~ AIR-W-0107 Dose administered at greater than recommended schedule age
03/02/2021  TETANUS 2 VALID
27/01/2021  HEPATITISB v VALID
18/06/2020  FLU LD ©
Red - Action Reguired Black - Editable Elue - Mot Editzble

Adding a childhood immunisation
To add childhood (patient <20 years of age) immunisations:

1 Open patient record (F2)

2 Click on Immunisation tab, to open on the National Immunisation Program Schedule (for this
patient)

3 Click on the red plus + sign (or press F3)

The National immunisation Program Schedule (for this patient) will appear. Always

choose the combination vaccines first by clicking on Green ‘Plus’ sign as this will

automatically tick all components.

National Immunisation Program Schedule (for this patient)

Select the boxes if you have sighted documentation that this child has received the dose or you have given it yourseff

The boxes presented do not reflect Catchup’ dosing. For more information regarding Catchup’ dosing click here

This table has been prepared from information contained in the Australian Immunisation Handbook, 10th Edtion 2013 and State schedules as amended from time to tme.

Al vaccines in this schedule are free under the National Immunisation Program except those marked with the (S) symbel

Age Combo HepB DTP Polio HiB MMR MenCCV Rotavius  PCV vav HPV MenACWY
Bith
2mths V] Infan... [V] Polio.. [¥] ActHIB V] Rota.. [V] Prevenar
4 mths [V] infan... [V] Polio.. [v] ActHIB V] Rota.. [v] Prevenar
Smths M ifan.. @ IPOL [ ActHIB ™ Rota
12 mths MM V] Prevenar V] Nmenrix
18 mths ] ActHIB ™ Va
2yrs
TTo7 [] Dese1 [J [ Deset
10-15yrs [] Dese2 [] Dose2
10-15yrs

Enter another type of vaccination Save Cancel
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e A green arrow indicates that the patient's schedule is up-to-date for the specified
age range. A red arrow P indicates their schedule it not up-to-date.

e For vaccines not yet administered, indicated by an empty check box or a green
Cross .

4 To record a vaccination, click “Add for a particular age-vaccine combination

5 To record combination vaccines, in the Combo column, click -+ Add.

6 Click Enter another type of vaccination to record
other vaccines not listed.

7 Select Vaccinator — who administered the vaccine.
8 Record Consent provided by:
9 Check vaccination Date is correct

10 Select a vaccine name, site and route of
administration from the drop-down lists.

11 OK to Save.

Note: When entering past immunisations please check date as
Medical Director automatically inserts a date calculated from
the child’s date of birth and this may not be correct.

Vaccines
[[] Vaccne given elsewhere [] Sendto AIR
Vaccinator: Dr A Practitioner -
Consent provided by: | Parent - Vaccination declined
Date: 4072013 v
The Medicare enforc ch number vahdation option has been enabled o
nurmbers must cortain or a-numens characiers [no spaces or punctuation
Batch No: | Store batch No
Vaccine Contents Site
Infanrix IPV ($) (DTPa. IPV)
Quadracel (5) (DTPa, IPV) Dedtoid IM, Left side

Dekoid IM. Right side
Deltoid SC, Left side

Deltoid SC, Right side
Fudtnrk IM | &ft side

Comment:

v

INFORMATION: The dollar sign has been removed from vaccines that are known to be state.
funded. Combination immunisations will only be shown if all of the components are shown on the
schedule as needed blark checkboxes).

If updating a patient’s immunisation record it is possible to tick the box “Vaccine given

elsewhere”

Note: you can select the ‘Immunisation History’ tab to see details of vaccines given

elsewhere and sent to AIR.

)¢ Aboriginal Health & Medical
Research Council of NSW
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Recording risk factors

Information entered

. . atient Details
in these areas provides data et ot _
t b| h Pt Details Alergies/Adverse Reactions/Wamings ~Family/SocigjHx Motes Smoking Alcohl  Personal Details
o enable searching e mceemn
. . @ of assessment: | 18/02/2013 Date Time Smoker Number of Cigarettes
for preventative health items. R — B wom e e
The drop-down pick
. . . Daily
lists offer a wide range of options ;
such as Never Smoked s .
and Quit Attempts.
Never/Unknown Comments: Delete
Record a smoking
t Smoking cessation intervention discussed with patient
assessmen
1 open the patient record View Patient Education Leaflst Reference MNew Assessment :
Currently displaying data from performed on to conduct a new
2 Select Patient > Details
3 Select Smoking tab
4 Select New Assessment
[ Update address for al family members
H o-capitalise names Save Cancel
5 Complete all details e
6 Save
Record an alcohol assessment
Patient Details x
Pt. Detals Allergies/Adverse Reactions/Wamings Family/Social Hx Notes [Bmoking £ Alcohof Personal Dallails
Date of assessment: [13/02/2013 Date Time Seore Concems Comments 1 Open the patient record
Audit-C Assessment 18/02/2013  00:00:00 3 No No
Olem’ | Okotiote | OZismiees 2 Select Patient > Details
2-3times a week 4 or more times a week
2 Hom mary strvar ks contning deohel do o have an s do? 3 Select Alcohol tab
lor2 3ord Sor6
10ormore 4 Select New Assessment
3 Hliw often do you have six D”mf drinks on nr\e occasion? ‘ Tiem .
ue«il :eqlgltlwal:n\urllw:\,-‘. Morthly o 5 complete a" detalls
Audit-C Total Score: 3 using the Audit C
e e v s o e Assessment.
quidelines to reduce health risks from drinking alcohol provide further assessment and
treatment options.
Patient concemed about drinking? 6 Save
Yes No
View Alcohol Guidelines | | Reference
Currently displaying data from assessment performed on TEre et to conduct a new assessment
[] Update address for all family members
[ Auto-capitalise names Save Cancel

AH&MRC
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Adding Family/Social History

Open the patient record

Select Patient > Details

Select Family / Social History tab
Select Marital Status

Select Sexuality

Select if an ADF Service member

N OO g A WON =

Update the Family and Social history text fields with any relevant details.

Information entered under the Family/Social Hx tab will be imported into templates/care

plans etc. as relevant.

Patient Details @
Pt Deta\lsl Allergies/Warni -sl Fam\lnynclalel tesl Smnkmgl Almhnl‘
Marital status: [Mamed vl Occupation:  Plumber
Sexuality: IHeT.erusexua\ vl ADF Service -
Family History: Social History:
(Updated May 2010) - Mother: Diabetic Brother Deaf (Updated May 2010)- Lives with disabled son -
Emergency Contact Merlene Fourie Tel: 0424 583 333

|| update address for all family members
[V] Auto-capitalise names Save ] l Cancel

Tip: Show ‘active’ medical records (accreditation requirement) by dating your Family/Social history. This
will then clearly demonstrate collection of changing information over time and inform all users when the

information was collected.
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Recording cancer screening test results

Record Cervical Screening test results (CST)

Cervical screening data must be entered manually into MedicalDirector 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 tab (ie after being manually added from either the
Holding File or the Results section in the patient record.

Enter CST results from from the Patient Record:

1 Select the Cervical

Screening tab Record Cervical Screening Result
2 Select the red '+’ symbol at Jennifer ANDREWS
the top left of screen. DOB: 20/04/1970 Recoxd No:

Screening Result

3 Enter the results of the

smear: IDa1e1 [2.‘*03;2013 v Result: | Negative v

4 Date Performed:
[[] Endocervical cells present ? ] HPV changes present?

5 Result:

Comment: [Test datal
6 Endocervical Cells
Present?

7 HPV Changes Present?

8 Comment

View AMBS 2004 Comparison Table Add Recall Add Cancel
9 Select the Add button.

©  Summay R, Cument Rx % Progress (2  Pasthistory B Resuts Letters ©  Documents B Ol scripts # Inm | Q  Cervical Screening |

Date Resuit EndoCx cells HPV Comment

120/01/1997 Negative Yes No

27/08/2008 Negative Yes No

27/08/2010 Negative Yes No

22/08/2012  Negative Yes No

04/03/2017  Negative Yes No Test data

05/12/2017  Negative No No

05/12/2017 Negative No No Patient Andrews.Jennifer 2 Kennedy Road, Bundaberg QLD 4670 Bithdate: 20/04/1
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Enter CST results from the Holding File (F5)

1

Highlight the CST result / patient record in the Holding File.

. . ‘)””
2 Select File>Add Cervical Screen Result. The Record Cer\;gg MedicalDirector Clinical 3.17.1b - [Holding File]
3 Enter the results of the test: ‘ File Edit Patient Action Window Hel
e Date Performed: Add Cervical Screen Result...
e Result: Mark for Recall... Alt+E
Outstanding Requests... Ctrl+R
e Endocervical Cells Present? 9meq iy
e HPV Changes Present? Print Alt+P
View Alt+V
4 Enter any comments
View Signature Alt+]
5 Select Add
Close Alt+C
Record Cervical Screening Result X
Jennifer ANDREWS
DOB: 20/04/1970 Record No:
Screening Result
Date: [ 2/03/2018 ~ Resutt: Negative v
[[] Endocervical cells present ? [C]HPV changes present?
Comment: [Test datal
View AMBS 2004 Comparison Table Add Recall Add Cancel
This data is added to the Cervical Screening tab on the patient record.

? Cervical Screening

/# Aboriginal Health & Medical
# Research Council of NSW
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Enter bowel screening test results (FOBT)

Bowel Screening data can be entered manually into MedicalDirector 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:

0 N oo o b

Select the Results tab

Select the red 't symbol at the top le
Enter the details of the result:
Subject : FOBT

Date Performed:

Date Collected:

Result: e.g. normal

Select the Action button
Choose a Notation

Enter a comment as required.
Select OK.

Select Save

This test result will be added to the list of
investigation results for the patient in the
Results tab.

Add Investi

gation Result

Birthdate

Start Patient : ANDREWS Heather

234 George Street, Bundaberg 4670
:12/05/1963 Age: 53yrs Gender F

Your Reference: 3

Subject: FOBT
Date Requested: [ oo ey 017 ]
Date Collected: | Saturday , 4 March 2017 [~ |

Result:

MNormal

Action Add Recall Save Cancel
Action x
Notations Commerts
Mo action Schedule next test & months|

Insert notation from list

Return Urgently
Discuss
Mon Urgent

Insert comment from list

Dose is managed by Healthscope

MNeeds urgent recall but please do not tell result

Needs urgent recall but please do not tell result. Phone patier,
Phone patient for non urgent appointment

Phone patient ungently

Review in 3 months to repeat test.

Stay on same dose. Next test in 2 weeks.

Tell the patient that they need an appointment. But that all is
Treated comectly. Review if not improving

< >

Concel

@ Summay R, CumentRx ™ Progess £

Past history E Results Letters ﬁ Documents E Holding File =

-
Odscipts & fom. | @ Cenvical Scmemni

Date Result EndoCx cells HPV Comment
20/01/1997  Negative Yes No
27/08/2008 Negative Yes No
27/08/2010  Negative Yes No
22/0872012 Negative Yes No
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Entering Breast Screening (Mammogram) Results

Breast Screening data must be entered into the Results tab in MedicalDirector 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:

Subject: Breast Mammogram Screening

Date Requested: |\ednesday. 1 March 2017 [I~
Date Collected: | Saturday ., 4 March 2017 [+

Save Cancel

I Action || Add Recall
| S— |

IEmmeRs

Schedule next test & months|

Add Investigation Result
Start Patient : ANDREWS Heather
234 George Street Bundaberg 4670
‘B(mrd;t;araric‘leygsngm Age:53yrs  Gender: F
1 Select the Results tab
2 Select the red '+ symbol at the top N“es“"‘
legativel
left of screen.
3 Enter the details of the resulit:
e Subject : “Breast Mammogram
Screening”
e Date Performed:
e Date Collected:
e Result:
4 Select the Action button
5 Choose a Notation Action
Motations
6 Enter a comment as required. No acton
7 Select OK.
Insert notation from list
8 Select Save
Return Urgently
Discuss
Mon Urgent

Insert comment from list

Dose is managed by Healthscope

Meeds urgent recall but please do not tell result

Meeds urgent recall but please do not tell result. Phone patier
Phone patient for non urgent appointment

Phone patient urgenthy

Review in 3 months to repeat test

Stay on same dose. Next test in 2 weeks.

Tell the patient that they need an appointment. But that all is
Treated comectly. Review if not improving

< >

Cancel

This test result will be added to the list of investigation results for the patient in the results tab.

130f 13 Records

Date Checked Checked By Date Collected Date Requested Sender/Provider Recipient/Doctor Subject 7l Type
DRAPRACTITIONER BREAST MAMMOGRAM SCREENING - Pathology
DR APRACTITIONER DRAPRACTITIONER ~ CYTOLOGY NON-GYNA Pathology

30272000 3/02/2000 Demotown Pathology

Yo/ DRAPRACTITIONER ~ 2/01/2002 20172002 Demotown Pathology ~ DRAPRACTITIONER  PAP SMEAR Pathology
30172004 DRAPRACTITIONER ~ 2/01/2004 20172004 Demotown Pathology ~ DRAPRACTITIONER ~ PAP SMEAR Pathology
13/04/2004 DRAPRACTITIONER  12/04/2004 12/04/2004 Demotown Pathology ~ DRAPRACTITIONER ~ E/LFT (MASTER) Pathology

Description Notation Commert

Schedule nexttest Smonths

No Action
No Action
No Action
No Action
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Recording Baby Birth Weights
Observations are recorded in the using the Tool box in MedicalDirector..

It is important to record ALL baby birth weights accurately in MedicalDirector for the data
to flow through to the various reports that use this information.

Open the baby’s patient record (F2)
Select Tools > Toolbox > Weight

Change the date displayed on this screen to matc
essential.

Ms Jade Holden (12mths)

Tool Box

Blood Glucose Blood Pressure  CV Risk ECG

Date: | 1/07/2025 Time {5813 AM £ |

DOB: 01/07/2025 Sex at Bith: Female Gender Identity: Female

X

Paediatric Percentile Charts

Sex at Bith: Female Age: 1 Height Patient ID: 42

INR  Renal Function Respiratory Paediatric

Graph
Current Measurements
4 Enter the baby’s weight (in kg) ~ - o
Height (cm): 51 ate ime Height/Length ~ Weight Head circ.
5 Select ‘Save’.
Head circ (cm): L
To link a mother’s and baby’s record in MedicalDirector from the mother’s obstetric
record -
Past Obstetric History
1 Open the mothers patient record (F2) Pregnancy No. 1 Frish date: |@13/02/2000 | Gestation fwks): 42
2 Select the ‘Obstetric’ tab Quteome
Forceps delivery Para Temminatios Miscamage
3 Select ‘End pregnancy’ button Notes:
Difficult Delivery —> 1ift over forceps
4 Double click to open and update
5 Yes to confirm Lebor
6 Record the Finish Date (this will be the birth date) the o e e o
Outcome and any complications EvisitomyAizar: - Episictomy
7 Enter the delivery details Baby
Name: JADE
8 inter Baby’s name (if known) and birthweight, sex, e et 0 R F:;d;j
pgar scores a1 - - Mala
9 Select ‘Save’.
10 If you name the child, you must also indicate its sex at - -
birth. Upon clicking Save you will be prompted as to whether you wish to —
create a patient record for the child in Clinical.
11 Yes o Do you wish to create a patient record for this child?
=

boriginal Health & Medical
¥ Research Council of NSW
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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. It is recommended to tick ‘Include everyone’ when searching so you don’t create duplicate
records if the patient presents again.

1
2
3
4

From the Main Screen, select Search.
Select Patient
Tick Not seen since

Enter the date you want to use to
archive records (you can type directly
on top of the year date to change).

Search

Review the list to confirm the data is
correct.

Click on the ‘Inactivate Patients’
button from the bottom left of the
screen.

Yes to confirm the inactivation.

Patient Search

Demographic

Gender ATSI Age {years)
Al [Nt stated/inadequately described Greater than or equalto: || Less than or equal to: ||
] Not Stated [ Aberiginal
Cmale [ Tormes Strait Islander Occupation U] Fregnant [AI
[ Female [] Aboriginal and Tomes Strait Islander
[Jintersex/Cther [ Neither Aboriginal nor Tomes Strait Islander ~ Transgender [Al  + Other demographic crileria
Smoking
[ISmoker  Greater than or equal io per day [ Never Smoked [ Ex-Smoker
Drug/Condtion
(®) Cumently taking drug
O Curently taking drug from class
O Previous script for dug
() Condition
O Symptom
O Sign OR HOT Add to search criteria
Visit
[ISeen By | Any doctor From 7/04/2021 To 7/04/2021 [] Not seen since /042019 ~

Custom Fields

Search Critenia  Advanced Search

All patients who have not been seen since 7/04/2019

I Search I Clear

Close

. AH&MRC
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Marking individual patients as inactive

If one patient or family inform you they are moving away you may wish to individually inactivate the
patient record/s. To mark patients as inactive from the Main Screen:

Select Open (F2)

a H WO N =

Close

Choose ‘Mark as Inactive’.

Search for the patient whom you wish to mark as inactive.

From the patient list click once to highlight the inactive patient then click on the Delete key.

Enter patient sumame, chart number ar phone number [ nclude nactive patients

[ Include Mext of Kin and Emergency Contact

p
€2 o

| Search on chart number
"] Search on phone number

Name

Anderson, David
Andersan, Penny
Andrews, Anna
Andrews, David
Andrews, Fred
Andrews, Graham
Andrews, Heather
Andrews. Jennifer
Andrews, John
Andrews, Julie
Andrews, Maureen
Andrews, Melissa
Andrews, Sasha
<

Age
61yrs
23yrs
18yrs
13 days
53 yrs
16yr=
Blyrs
46 yrs
48 yrs
80yrs
S3yrs
12yrs
12 mths

Delete patient Fhone Number
aberg 4670
Do you want to: sberg 4670
berg 4670
T
aberg 4670
Mark as deceased berg 4670
Delete pemanenthy aberg 4670
berg 4670
Cancel berg 4670
g 4670
F 314 Hope Street. Bundaberg 4670
F 2 Kennedy Road. Bundaberg 4670
F 2 Kennedy Road. Bundaberg 4670
>

Status: Active

oK = Hew Eat Merge Gose

AH&MRC
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Updating health summary data

Cleaning up past medical history

The diagnosis coder is a useful tool if for cleaning up the Past Medical History list if you have
been in the habit of entering Reason for Contact in free text (i.e. not choosing from the coded
Docle pick list). This enables you to link those uncoded diagnoses with the coded choices. To use
this tool:

1 Open the MedicalDirector Maintenance app.

Enter your Login details > OK

Select Database Tasks > Medical Director Clinical

Doubleclick on Diagnosis Coder.

a Hh O DN

Highlight the uncoded diagnosis in the left column that you with to link or correct.

MedicalDirector Maintenance - [m] X

File View Help

= i v -4 =
Maintenance Tasks . - 12 ” 7

Progress Diagnosis Inactive / Pregnancy  Care Plan Link File

Common

Notes ... Coder Active ...  Restarter  ListEditor  Processor
> 7
Database Tasks . ‘ ! - ( t‘ £
Common Merge Patient Device List Mail Merge Manage Release
Clinical Lists Photos B... Utility Communic,.. Docum...
MedicalDirectorClinica
& &
—

Content Dictionary
Update Manager

6 In the column on the right enter the first a few characters of the correct diagnosis. Once
found, click on either Link (to attach the code to the coded diagnosis) or Correct (to change the
entry to the coded diagnosis) buttons.

12 Diagnosis Coder

The baox an the left containg all the uncoded diagnozes in the past history database.
To code a diagnosis, highlight it in the list on the left, then use the list on the right to find the closest
matching diagnasis.
Use the ‘Link' button to attach the code for that diagnosis to the coded entry on the right, or use the
‘Correct’ button to change the diagnosis on the left to that on the right. e.g. if there i= a simple mis-
spelling,
M.B. The diagnosis matching performed here onlp affects entries that are alieady in the PMH database.
and is not automatically applied to future entriss inta this database!
T O e ise]
worried shout excessive dinking
angina, hypertensive, anxious lschaemic Stroke

Ischial Bursitis

I Ischaemic heart disease I

Lack i Ll i

lschic-rectal sbscess

|schio-rectal abscess drainage

Tip: If you have always entered a particular diagnosis by free text typing in a specific way and you like
that way you can Link the free-text entry to the coded diagnosis and continue to type in the way you
prefer.
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Cleaning up medications

Prescriptions that have elapsed will display in red
Prescriptions that are almost due will display in blue

Open the patient record

Select Current Rx tab

1
2
3 Right click on the medication in the Current Rx list
4 Select Delete/cease item

5

Select/deselect

Mew item

Delete/Cease item

Alternatives

Brands

Change dose

If you are deleting the script you may be prompted to enter a reason for deletion and a record of

deletions and their reasons is recorded.

? Cervic - Obstetic / Acupuncture A Comespondence i MDExchange
| @ Summan| B. CumentRx |9 Pogess 00 Pasthistoy @& Resute [5] Letes [ Documents

= - Drug name Strength Dose Freq Instructions
& WENTOLIN CFC-FREE INHALER  100mcg/dose 2puffs gqdh. prn.
oy VIAGRA TABLET 50mag 2 [
CETAPHIL CLEAR SKIM ACME.. 1 mang  PuULn.
4 m
Sciipt date  15/07/2014 = [] Brand substitution not allowed Not taking any medications

Bl sAaT  HL  Healihlink
B Odscipts #  Imm.
Route Gty R.Int. Rpt
inhale 24200 do,, 0|
oral 4 1]
Topical 1 1]

Red - Overdue Blue - almost due

Ensuring accuracy of the Current Medication list

If limited was chosen when a medication was prescribed in MedicalDirector, when the date the

medication should have finished is reached, you will see the following prompt when next opening
that patient’s record. If you choose to ignore it, the prompt will continue to appear every time the

patient’s record is opened.

Medication cessation date has elapsed, 13 days from 07/11/2012 23
The cessation date for the following medication has elapsed. What would you like to do?
AMOXIL CAPSULE 500mg

[ Continue ] [ Make regular ] [ Completed ] [ Remove ] [ lgnare ]

Select Continue, Make Regular, Completed or Remove as
appropriate. Any removed medications will then go to the Old Scripts
section. It is vital the Current Rx section of the patient record is
accurate.

Tip: If you don’t know the ‘reason’ or if the medication was
‘completed without problems’ untick to leave blank.

Reason for deletion / cessation

£

%,

Enter reason

Date ceased 05127202 -

[ Add to allergy list

s

Completed without problems

Lok |

l

Cancel

e AH&MRC
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Topic 3 — Practice Systems

Actions, recalls and reminders

MedicalDirector 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 MedicalDirector 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 file, these will alert you to items you wanted to remember
(clinical or social) when you next open the patient record. Examples might include:

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

To add an Action

1 Open a patient record and click on the
Clinical drop-down menu.

2 Select Action List.

3 Click on Add

4 The list that appears is your list of ‘recall

reasons’. You can choose from this list if

appropriate or type your own Action
description.

5 Save.

When you add an Action an automatic
notation will be made in the progress notes.

Qutstanding Actions &
Add Action to List
All Qutstal thow all actions
Doctor: Action Due Date:
Potejlue Dr Katrina Otte - wAvaR B
Action description
RECHECK BSL
ANNUAL HEALTH ASSESSMENT -
ASTHMA REVEW
BLOOD PRESSURE REVIEEW
BREAST EXAMINATION £
CHOLESTEROL REVIEW
COLONOSCOPY
DEPO RALOVERA
DIABETES REVIEW
DEETICIAN PODIATRIST CONS
FULL MEDICAL CHECK-UP
GARDASIL DOSE 2
GARDASIL DOSE 3 il
211IrNCE
« ] b
Save Cancel
—
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When you open a patient record Outstanding Actions x|

the Actions database is Outstanding Actions for the Next 7 Days (] Show all actions
automatically checked to see if the _

i i i Date Due Date Added Doctor Action
patient has any outstanding actions 12/07/2018  12/07/2018  Dr A Practtioner DISCUSS SMOKING

due within 7 days and if so the
Outstanding Actions window will
appear.

Add Delete £ Mark as performed Close

Removing Actions

Actions need to be removed when the action is no longer relevant. Choose ‘Mark as performed’ if
you would ever want to trace the action (e.g. clinical — Follow up Specialist Referral) or Delete if
less important (e.g. social — ask about overseas trip).

To access all actions within a patient record

1 Click on the Clinical drop down menu from within the patient record

2 Selection Action List.

Following up Actions —
Investigations  Search Ra

Recipes...

We can also track all patients’ actions that have not yet been marked as

To do this, from the Main screen: ubstanding Actions. ..
. .. . Drug Protocals, .. e
1 Click on the Clinical dropdown list Immunisation Summary. .
2 Select Outstanding Actions Pap Test Results 3
Prescription L4

In this screen, ‘Filter by Action’ and filter by doctor to perform functions such as printing a list or
reviewing the status of each action.

Tip: Check the outstanding actions list regularly. ‘Mark as performed’ clinical functions as you can
then track those ‘performed’ actions. Delete social reminders (e.g. ask about overseas trip).

|| Outstanding Actions

Filter by Doctor Filter by Action [ Include inactive patients
[.NI Doctors v] [.NI "] [ Include past actions
Patient lﬂf.-’-‘u::tion

Maureen Andrews RECHECK BSL

AH&M RC Bp Premier Clinical Workbook | Version 2.0 | Page 22
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Creating an Effective Recall & Reminder List

A major difference between ‘Actions’ and ‘Recalls’ is that Recalls are regularly generated into a list

and pro-actively followed up with the patient.

Therefore the first step to creating an effective recall and reminder system is often to create a clear

list of recall and reminder reasons.

From the Main Screen, select Tools
Select Options.
Select Recall Tab

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

A WON =

Tip: A key factor in helping ensure an effective recall and
reminder system is to keep this list manageable. Have a
team meeting and clearly define your recalls and
reminders and ensure all staff understand the practice
‘system’.

Recall List Bulk Clean Up

Options X ‘

[ Autocapitalise names Save

Network Links
General
Drug/Patient Support

Prompts Clinical
Progress notes  Practice
Devices PKI

History Examination

Lists ves BT

ANNUAL HEALTH ASSESSMENT A
ASTHMA REVIEW

BOWEL SCREENING

BREAST SCREEN

CERVICAL SCREENING TEST
CHOLESTEROL REVIEW
COLONOSCOPY
COLONOSCPY
COLONOSSCOPY
COLONSCOPY

DEPO RALOVERA

DIABETES REVIEW

FULL MEDICAL CHECK-UP
GLUCOSE

IMMUNISATION
IMMUNISATION - CHILDHOOD
IMMUNISATION - FLUVAX
IMMUNISATION - GARDASIL
IMPLANON REPLACEMENT
INFLUENZA VACCINATION
INR REVIEW

MAMMOGRAM

PATHOLOGY TEST
PROSTATE REVIEW

SKIN CHECK v

(o= ]

Prescribing

Recall Reasons

Add Edit

Cancel

To access the Recall List clean up utility that allows you to merge recall reasons and clean up your
outstanding recalls in bulk. This program should be used after creating an effective recall and

reminder list as described above.

1 Open the MedicalDirector Maintenance icon from

your Desktop
2 Select Database Tasks>MedicalDirector Clinical
3 Double click on Merge Clinical Lists
4 Select Show Clinical Lists for ‘Recall List’

5 Highlight an entry in the left hand column that you

want to merge with an entry in the right hand column.
6 Select the ‘Change’ button to effect the merge.

7 OK when complete.

]

Fle View Help

Maintenance Tasks

Database Tasks [ )

MedicalDireckor Clinical

Logged In - MD Live Data (APDL\HCNSGLO7)

Comman

==

MedicalDirector Maintenance

el = m @ E s e

Progress  Diagnosis  Inactive| Pregnancy CarePlan  LinkFile

Motes ... Coder Active ... Restarter List Editor  Processor

l = & ¢ &

Patient  Devicelist MallMerge  Manage  Release
hotos ... Uity Communic...  Docum...

A &

MAssisted  Content
Registration  Update

28[06/2017 11:30 AM

. AH&MRC
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Merge Clinical Lists x

Show Clinical List for

Recall List v

fems =

IMMUNISATION

IMMUNISATION - 18 MONTH - = = =
IMMUNISATION - 2 YEAR POST NATAL REVIEW

IMMUNISATION - 4 MONTH
IMMUNISATION - 4 YEAR
IMMUNISATION - 6 MONTH
INFLUENZA VACCINATION
INR REVIEW
MAMMOGRAPHY

MEDICAL CHECKUP
PATHOLOGY TEST
PNEUMONIA VACCINATION
POST NATAL REVIEW
REVIEW AFTER ABNORMAL RESULT
SKIN CHECK
SPIROMETRY

I URGENT TEST RESULT I v

Replace Wih
URGENT TEST RESULT A J

Status
QK

The cleanup process will help with streamlining the recall management process and provide clarity
for users of the system.
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Add View & Modify Patient Recalls

Adding patient recalls in the patient record/consultation

1 Open the patient record.

2 Click on the Recalls button from the area at the top of the screen. If the @

patient has a recall due in the next 30 days there will be a ringing phone
next to the button.

3 Select the ‘Add’ button at the top of the Recall ltems window.

4 Choose your reason from the list

5 Select the due date for recall and interval required.

6 If this is a ‘clinically significant’ recall then tick the Return Urgently/Clinically significant box.
All recalls marked Return Urgently/Clinically significant will be highlighted in red on lists.

7 If this is not a recurring recall tick the ‘Once Only Recall’ box.

8 Save.

Range: | All ~| End Date: [31/12/8598

[include completed and deleted recals

Add | Edit Update Delete | Print List

Recall Reason t‘ss\ghﬂ To!

Dr A Practitioner v Due Date: |14/02/2024

CARE PLAN REVIEW Recall Options Recall interval

Ty Friorty Attended

[ Retum urgertly / Clinically significant 1 1] OWeeks OMonths (@) Years
[Jonce only Recall

Recall Reason

[HEALTH T

T SCAN
DIABETES REVIEW
ECG
ECHOCARDIOGRAM

GASTROSCOPY

g IMAGING 2

Action Taken Contact Attempt Comme| IMMUNISATION - FLU

IMMUNISATION - HEPATITIS
b L WS [ IMMUNISATION - HPY | |
IMMUNISATION - PNEUMOVAX v

[ Restrict by age and gender Add Reason Edit Reason Delete Reason

Add | Edit | Delete = Show Deleted | Print ~

LB UIEIEG - T IVIBOICET GETUNCEE U

Close

Other methods of adding a recall include:

e when entering an immunisation
e when entering a ‘Review’

e when checking incoming results and correspondence in the holding file.

Previous | Mext | Reassign Patient | Reassign Doctor | No Action Actionl Add Recala Edit Patient | Open Record | Print | View Signature | Audit History | Close
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Viewing the patient recall list

From the patient screen:

1 Select the Recalls button - All open recalls for the patient will be displayed.

2 Select a recall and use the edit, delete buttons to update as required.

<

Recall Items - O
Rorge D 7727555 C]icoe conpeted nd ke ol

. Add | Edit | Update | Delete | PrintList ~ Progress Notes

Recall Reason Due Date Date Added Last Action Date | Last Action By Last Action Once Only Attended

INFLUENZA VACCINATION 12/09/2018 12/09/2017 10:3... 12/09/2017 Dr A Practitioner  Audit Yes

BOWEL SCREENING 15/02/2018 8/02/20184:30  24/04/2018 Dr A Practitioner  Audit

CHOLESTEROL REVIEW 8/02/2020 8/02/2018729  8/02/2018 Dr A Practitioner ~ Audit

IMMUNISATION 7/11/2018 7/05/20185:55  7/05/2018 Dr A Practtioner  Audit

ASTHMA REVIEW 7/06/2018 7/05/20185:56  7/05/2018 Dr A Practtioner  Audit

Action Taken Date Performed Performed By

Contact Attempt Comments Date Deleted Deleted By

- Add Edit @ Delete Show Deleted Print -

Audit 1771172016 Dr A Practioner ~ No

Send Letter 17/11/2016 Dr A Practitioner Yes

New recall: COL...

Research Council of NSW
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Generating patient recall & reminder lists & letters

Nursing and/or administrative staff often manage the recall and reminder system and either print
lists or mail-merge directly to recall letters. We also have the option of contacting patients via sms.
An audit history of contacts and a count of the number of patient contact attempts is available.

How often the list is generated and by whom will vary from practice to practice.

From the Main Screen select:

1 Select Search then Recall

2 Click to select the reason/s from the

list that are being followed up.

3 (Use the Shift and Ctrl keys to select

multiple entries from the list).

4 Select the due date range.

Recall Reasons: 3 of 17 selected

Recall Search Criteria

[] Shaw only reasons from active recalls

[] Al Reasons

“SKIN CHECK

IMMUNISATIO

“SPECIALIST FOLLOW-UP
ANMUAL HEALTH ASSESSMENT
ASTHMA REVIEW

CHOLESTEROL REVIEW
COLONQSCOPY
DIABETES REVIEW

N

PATHOLOGY TESTS

Y

Status

[include delsted recalls [ Include completed recalls

Patient Contact
[] Attempted to cortact patient at least

[C] Only show patierts that have attended in response to a recall

Date Fange

Due within 2 weeks v 1/01/1753

Saved Searches

Assigned To Default Search | Search Name
All Users
5 Select the doctor/s (or All Users). 0o
Name Status olonascopy
r Diabetes Review
Unknown
6 SeIeCt searCh - Dr Katrina Otto Active r Immunigation due in next 2 weeks
r Pap Smear Reminder
r Skin Check
A list of recalls matching the search criteria
. . Load Save Rename Delete
will display on the screen and Urgent
Recalls will be displayed in red. Cancel
i Search Recalls - o n
Select All | Search ~ | Refresh | AddRecall ~ Open Patient | Export = Mail Merge - | PrintLlist ~ | Update Send SMS = Clear Filters | Reset Window Settings
Sumame  [7| FirtName  [7]| Recal Reason [7]|Due Date [ '7]| Prefemed Cortact (7] DOB. (7] Priorty [7]{ Mobile Phone [7]| Home ~
Andrews Katrina “SKIN CHECK 10/03/2016 1/12/1966 Urgent 0424583333 04245
BERGER KIM K HEALTH ASSESSMENT 17/03/2016 2/12/1936
GERT GORDON MARIE  HEALTH ASSESSMENT 17/03/2016 21/06/1935
HAMILTON LIBBY ASTHMA REVIEW 15/03/2016 12/07/1975
MAVIS ROMEO HEALTH ASSESSMENT 1770372016 10/06/1530 0424533333
Andrews Felicity BREAST EXAMINATION 15/05/2015 7/06/1977 Urgent 0424580286 07 48
Andrews John CHOLESTEROL REVIEW 8/03/2016 17/06/1968 0417135302 04171
Blanton Lindsay “COLONOSCOPY 2/04/2015 171041981 Urgent 0406661522
SURNAME Firstname HEALTH ASSESSMENT 17/03/2016 1/01/1500
Andersen Katrina SKIN CHECK 11/02/2016 Phone 1/01/1980 Urgent 0424580286 0424
Andrews Maureen SKIN CHECK 9/02/2016 SMS 23/06/1923 Urgent 0424580286 04245
Andrews Maureen DIABETES REVIEW 25/02/2016 SMS 23/06/1923 0424580286 04245
Andrews Maursen ASTHMA REVIEW 10/01/2016 SMS 23/06/1923 Urgent 0424580286 04245

TIP: Filter by the Priority = ‘Urgent’ (ie Clinically Significant recalls’ by clicking in the column
heading in the column called Priority. This will sort your list into Recalls versus Reminders and help
to ensure those marked ‘urgent’ are followed up until the patient returns.
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Following up Recalls and Reminders

You may want to follow up recalls by sending a letter, by SMS or phone call and recording the

contact attempt against the outstanding recall.

2 Search Recalls -8
Select All | Search - | Refresh | Add Recall - | OpenPatient | Export | Mail Merge - | Printlist ~ | Update | Send SMS | Clear Filters | Reset Window Settings
Sumame First Hame Recall Reason Due Date Frefemed Contact DOB Proy 4 ['7]| Mobile Phone Home Phore Contact Attempts Business Phond 7|~
Andrews Maureen HEALTH ASSESSMENT 17/03/2016 SMS 23/06/1923 0424580286 042458383 [] ]
BERGER KIM K HEALTH ASSESSMENT 17/03/2016 2/12/1936 0
GERT GORDON MARIE HEALTH ASSESSMENT 17/03/2016 21/06/1935 ]
HAMILTON LIBBY ASTHMA REVIEW 15/03/2016 12071575 0
MAVIS ROMEO HEALTH ASSESSMENT 17/03/2016 10/06/1930 0424533333 ]
SURNAME Fistname HEALTH ASSESSMENT 17/03/2016 1/01/1900 0
Andersen Katina SKIN CHECK 11/02/2016 Phone 140171980 Urgent 0424580286 0424 580 286
Andrews Falicty BREAST EXAMINATION 15/05/2015 70611577 Urgent 424580086 0748825634 O
Andrews Katina “SKIN CHECK 10/03/2016 1/12/1966 Urgent 0
Andrews Maureen SKIN CHECK 9/02/2016 sms 23/06/1923 Urgent ]
Andrews Maureen ASTHMA REVIEW 10/01/2016 SMs 23/06/1923 Urgent 0424580286 0
Andrews Maureen CHOLESTEROL REVIEW 8/07/2015 SMS 23/06/1923 Urger 0424580286 0
Andrews. Maureen “PAP SMEAR 16/07/2014 SNS 23/06/1923 Urgent 0424580286 042458383 2
Andrews Maureen “COLONOSCOPY 2/10/2015 SMS 23/06/1923 Urgent 0424580286 042458383 0
Blanton Lindsay “COLONOSCOPY 20472015 1/10/1881 Urgent 0406651522 0
Foune Gert SKIN CHECK 26/08/2015 SMS 10/10/1579 Urgent 0424580286 0
Foure Gert “SPECIALIST FOLLOW-UP 14/11/2014 SMS 10/10/1978 Urgent 0424580286 3
v

< >
Action Taken Date Peformed | Perfomed By Contact Atempt Commerts Date Deleted Deleted By
Audt 25/06/2014 Dr Katrna Oto No New recal: ‘PAP SMEAR, 16/07/2014
Send Letter 13/08/2014 DrKatia Ot Yes Letter Printed and mailed
Send Letter 15/12/2015 DrKatna Otto Yes Regstered

Delete | Show Deleted | Hide Actions Pane | Show Details Panel Close

Prin§l ~ | Add  Ed|
Curre rch: Mew recall search Recall Count: 19 Unique Patient Count: 12

To notate individual patient follow up (from the Search>Recalls screen):

-—

Click on the Add button from the bottom left of the
recall list you have generated.

N

Select Action Taken eg:Telephone Mobile.

w

Notate the detail of the contact in Comments.

N

Tick to select ‘record this as a contact attempt’ if
appropriate. This will enable searching for all
patients who have been marked as contacted a
specified number of times.

Patient Contact

[ ] Attempted to contact patient at least

[ Only show patients that have attended in response to a recall

Y

] Show inactive and deleted users

Add Recall Action

Performed By: Dr Katrina Otto W

|~

I Telephone Mobile
B

Action Taken:

Date Performed: 10/03/2016

Comments:

Rang on mobile - disconnected number |

[] Record this as & contact attempt

Save

Cancel
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Send SMS follow-up for reminders

From the Search > Recalls screen:

1 Enter search parameters and select Search to generate a list of open recalls.

2 Select one or many recall reasons from the list (you can hold the Control key down while
clicking to select multiple reasons from the list).

B i
Andrews Katrina *SKIN CHECK 1/12/1565 Urgent 0424583333 0424583333 0
Andrews Maureen SKIM CHECK SMS 23/06/1923 LUingent 0424580286 042458383 0
Andrews Maureen ASTHMA REVIEW 10/01/2018 SMS 23/06/1923 Urgent 0424580286 042458383 0
3 Select the SMS Template you wish to use from the dropdown list or Add to create a new one.
4 Click on Select and a confirmation will appear advising how many messages and credits will be
used.
5 Select Send.
Select Template Select Template
Select Template From: Reminder
[Recail Reminder (Defauit) v <Patient Given Name:>, please make an appeintment for your <Recall Reason due <Recall Date:>,
A Cﬁ Edit

Template Name |Recall Reminder

Templte ype ®
KU A single SMS credit will be used per message
Approx. 34 characters / 1 SMS credit Sending Summary
Message <Patient Given Name >, please make an appointment for your <Recall Messages that wil NOT be sent
Reason> due <Recall Date>.
Choose merge field 2 messages requested to be sent 0 for patients not accepting SMS messages
N 2 messages to he sent 0 for patients with an nvaid mobie nunber
Insert 2 SMS credits required 0 messages failed creation

Extend message length

Show sender as: |Reminder

Messages received from your practice wil appear on the
patient's phone as coming from this sender (between 3 and 11
alphabetic characters).

Revert Changes Save

Cancel

Medical Director will display a message indicating how many SMS messages were successfully
sent.
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Mail-merge follow-up - generating recall & reminder letters

1 To Mail Merge recall letters, generate the recall list (Search > Recall), enter the search
parameters and select Search.

2 Select the recalls from the list that you want to Mail Merge to a letter template. (you can hold the
Control key down while clicking to select multiple reasons from the list).

3 Select Mail Merge button.

a Search Recalls

Select All | Search = | Refresh | Add Recall ~ | Open Patient Exportl Mail Merge Print List = | Update | Send SMS | Clear Filters | Reset Window Settings
Sumame First Name Recall Reason Due Date ||| Prefemed Contact DO.B. Priority A Mobile Phone Home Phone Contact £
Andrews Maureen HEALTH ASSESSMENT 17/03/2016 SMS 23/D6/1923 0424580286 042458383 0
BERGER KIM K HEALTH ASSESSMENT 17/03/2016 2/12/1936 1}
GERT GORDON MARIE  HEALTH ASSESSMENT 17/03/2016 21/06/1935 0
HAMILTON LIBBY ASTHMA REVIEW 15/03/2016 12/07/1975 0
MAVIS ROMEQ HEALTH ASSESSMENT 17/03/2016 10/06/1330 0424533333 0
SURMAME Firstname HEALTH ASSESSMENT 17/03/2016 1/01/1500 1]
Andersen Katrina SKIN CHECK 11/02/2016 Phane 1/01/1580 Urgent 0424580286 0424 580 286 0
Andrews Katrina “SKIN CHECK 10/03/2016 1/12/1966 Urgent 0424583333 0424583333 0
Andrews Maureen SKIN CHECK 9/02/2016 SMS 23/06/1923 Urgent 0424580286 042458383 0
Andrews Maureen ASTHMA REVIEW 10/01/2016 SMS 23/06/1923 Urgent 0424580286 042458383 0

When you choose to Mail Merge the mail merge Options will appear.

4 Choose Selected Recalls if you have already highlighted the ones you want from your list.

5 Choose collated if your patients have more than one recall and this will collate multiple recalls
for a single patient on the one letter instead of separating them into multiple letters for the same

patient.
Mail Merge Options ==
Mail Merge Scope Print Options
() All Recalls [] Print labels after the mail menge.

(®) Selected Recalls

For patierts who have multiple, different recalls due, you can choose to either;

- Separate each recall reason, printing a letter for each one, or
- Collate all recall reasons into a single letter.

ff you choose to collate reasons, the date of the eariest recall in the set is used for the letter.

Collated Separated Cancel

6 Select the template from your User Defined list then select Open.
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7 Click OK and the
letters will created and
sent to the printer.

4 Select Mail Merge Template

User Defined | Supplied

#[0)Letterhead

(7145 year health check

27 Admission Checklist

I Artenatal Recard - Specialist
AP ATSI Health check - 715
JM Endoscapy

#FENT - Intial Consultation
P Exercise Program Referal
JFGPMP « TCA (7214723
#FGPMP - CHD

#FGPMP - Dizbetes
APIGPMP with review columns
[ Recal letter

3P Ref hr with results and notes
2T Referral letterto Specialist

37 Specialist It to refeming GP ‘

Preview Template

st ractes Lswraahe

stismEsasians

e o
B

Deay <<t Doy i Eresig

P

Cout s oupie g s s gy D e RTE,
ars ooy

SO

eozrustETs

oPatent Dy s T <P aier] DenDgEanis s Nae Rzt

Our recoms oW it youare e tor recl e e BioWT e
Ao

Mail Merge

o Mail Merge complete. 1 letters were sent to the printer.

Note: When a mail merge is performed, a copy of the letter that is generated is saved into the

individual patient's Letters tab in the patient record.

0K
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To Update/Remove the Recall or Cancel (and retain the recall)?

Once you have sent patients a recall letter, SMS message or telephoned your patients you will be
prompted with this ‘Update Recalls’ screen and will now need to decide which of the two options is

more appropriate:

1 If you choose ‘l do NOT wish to update...’ the recall
will remain as is and will continue to appear on your
recall list with the same original recall date set. The
telephone will continue to ring in the patient record if the
recall is due in the next 30 days.

2 If you choose ‘Il DO wish to update...’ this will delete
the recalls from appearing in future (the telephone will
not ring any more).

Increment recuming recalls
() Increment from today

(@) Increment from due date

Update Recalls H

Recalls to update (complete)

3 Once-only recalls

4 Recurring recalls

o R

(®) | do NOT wish to update {complete) these recalls at this time

{31 DO wish to update {complete) these recalls at this time, and
Increment recurming recalls
Increment from today

®) Increment from due date

k Add te Outstanding Actions list J

If you also choose to Increment recurring recalls you will need to specify whether to increment

from todays date or the due date.

If you also tick the ‘Add to Outstanding Actions list’ tickbox, the
‘recall’ will be removed and an ‘Action’ added to the patient record. This [v] Add to Outstanding Actions list
action will then pop-up when the patient record is opened and it will

appear on the Outstanding Actions list.

/# Aboriginal Health & Medical
¥ Research Council of NSW
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Marking the recall as performed

If there is a ringing phone in the patient record, check to see which recalls

are due in the next 30 days for the current patient.

& [CRa)

Once the service (recall reason) has been provided to the patient, the recall should be marked as

performed so the patient wont continue to be followed up.

Recall ltems - u} X
Range: Al « | End Date: [ include completed and deleted recalls
Add | Edit]| Update QDelete | PrintLlist - Progress Notes
Recall Reason Due Date Date Added Last Action Date | Last Action By Last Action Once Only Priority Attended Dat
COLONOSCOPY 171172019 17/11/72016 114, 17/11/72016 Dr A Practitioner
INFLUENZA VACCINATION 12/09/2018 12/09/2017103... 12/09/2017 Dr A Practitioner ~ Audit Yes
BOWEL SCREENING 15/02/2018 8/02/20184:30  24/04/2018 Dr A Practitioner  Audit
CHOLESTEROL REVIEW 8/02/2020 8022018729  8/02/2018 Dr A Practitioner  Audit
IMMUNISATION 7172018 7/05/2018555  7/05/2018 Dr A Practitioner  Audit
< >
Action Taken Date Performed Performed By Contact Attempt Comments Date Deleted Deleted By
Audit 17/11/2016 Dr A Practitioner No New recall: COL..
Send Letter 171172006 Dr A Practtioner  Yes
Add | Edit Delete | Show Deleted = Print ~ Close
To mark the recall as performed:
Update Recalls X

-—

Open the patient record (F2).
Select the Recalls button.

Select the recall to be completed.
Select the Update button.

Select Update button again.

> o A W N

pop-up will appear advising ‘Update Successful’.

If the recall is marked as ‘once-only’, it ill be marked as completed. If it
interval is added to the date so that it becomes due again into the future.

Please confirm that you wish to update
(complete) the following recalls

Recalls to update (complete)
0 Once-only recalls

1 Recurring recalls

Optional
Increment recuning recalls
(®) Increment from today
O Increment from due date
[[] Add to Outstanding Actions list

Cancel
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Following Up Recalls Marked ‘Urgent’

If clinically significant recalls are ticked as ‘Return Urgently’ when created you will be able to
generate a list of only those marked as urgent.

Tip: Generate a regular list of only those recalls marked as ‘Return Urgently’ by filtering on
‘Priority’ on the Search Recalls screen (and select all doctors to ensure these have been followed

up).

A Search Recalls
Select All | Search ~  Refresh AddRecall - OpenPatient | Export Mail Merge ~ | PrintList ~ | Update | Send SMS | Clear Filters | Reset Window Settings

ate Prefemed Ennta Prefemed Mai\in Address Assigned To DOB Gender Mobile Phone Medicare No. Pension Mo Priority ll:hart No. Once Only

4/01/1955 6293253443 /1 403123 456H arch Tadh’

018 Phone Residential 61 Wallace Stree... Dr A Practitioner  4/07/1393 F 6288253443/ 2
2018 Residential 234 George Stree... Dr A Practitioner 12/05/1963 F 3500265121 /1 4135-8999-J - -

017 Residential 234 George Stee... DrA Practtioner  12/05/1963 F /00265121 /1 41358999 ® Starts With O Contains
2017 Residential 314 Hope Street, .. Or A Practitioner ~ 23/06/1523 F 2294724171/5 561388922 HL

017 Letter Residential 2 Kennedy Road, . Registered Nurse  12/07/2007 F 500265121/ 6 _ -
2018 Residential 12 Disney Street,  Dr A Practtioner ~ 20/12/2011 M 3500265121/ 1 v
[201a W 17w mnuw 122011 L

016 Residential 12 Disney Street,  Dr A Practiioner  20/12/2011 M

— — B e e o " -
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1 Click on Recalls

2 Highlight the Recall

reason at the top of the
screen (urgent recalls
will be in red)

Recall Actions relating
to the selected recall will
display in the lower
section of the screen.

| Rage: M v end

After opening the patient record:

Viewing Recall Actions (Notes) from the Patient Record

‘Recall Actions’ can also be added and viewed directly through the patient record.

Range: | Due within 1year

v | End Date

124022017

| [ iInclude completed and deleted recalls

i Add | Edit | Update | Delete | PrintList ~ | Progress Notes

GARDASIL DOS...

22/03/2016

15/03/2016 3:10... 15/03/2016

Last Action Date

Dr A Practitioner ~ Send SMS

Urgent

Audit
Audit

Telephone Home
Send SMS

: Add [JEdit

Date Peformed Performed By

Dr A Practitioner
Dr A Practitioner
Dr A Practitioner

Dr A Practitioner

15/03/2016
15/03/2016

Delete | Show Deleted | Print ~

No Incremented recuring recall added - ...
No Recall edited: Protocol: URGENT T.
Yes Called - no answer. Left message on ...
Yes Sent recal message

Close

Use the Add button at the bottom of this screen to add a recall action, to document follow up
attempts with the patient.

When viewing a recall, note the availability of the ‘Progress Notes’ tab at the top of the screen that
can be used to see notes made by the doctor on the date the recall was added to the patient

record. This can be used to further explain the chosen recall reason so it is clear why the patient is
to be recalled. Eg the type of blood tests required.

o 7w 510
. Add  Edit | Update  Delete Print st « | Progress Notes

Pragress Notes

Wednesday April 4 2018 1646 25
Or A Practitionsr

Visit type:

Surgery Consultation

Neads repeat TFT, lipids in 3 months
Actions:
]I'Mau added for "BLOOD TESTS. due on 4/07/2016

_/

At 270572018 Dr A Practtiones Mo Letter prrted.
© Add | Edit | Delete | Show Deleted | Print -
Bogend Disgrams Search esr Search Fefresh
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Managing Recalls from the Holding File

The Holding File should be checked regularly (F5) and all correspondence actioned.

The process of ‘Actioning’ removes the correspondence from the Holding File and stores it in the

patient record and also adds it to the ‘Actioned Items’ list for follow-up by staff if required.

T MadicalDirector Clinical .16 - [Hokding Fie]

B Fe Bt Pabent Action Wndow Help

Preview - Full -

Hide Preview | Cleas Fi

Mave Locaticn | Document Detal | S<am =

Impor « Prt - Printlim - Delete | Refresh

1 From the Main Menu or Patient Record click on
Correspondence>Check Holding File (F5)

2 Select Practitioner name from the list.

3 Highlight a result and select ‘Action’ from the

bottom of the screen.

4 Double click to choose a Notation from the list on
the left.

5 Double click to choose from the list of Comments

_| Lab Reforemce:  pe4saTnieasTa

Requesiet 1502203
Performed: 1502213

. Sender/Provider  Demctoun Pathoiogy

Complete: fral

80 8 Recorts
Dote Colected | 7] Dete Reauested |/ Rest 7| Pabert f]| Subject [ 7]| Descrppon [ 7]| Recipent Docter Sender Provele
/0472004 042004 ANDREWS, Marsan  HIP X-RAY DRODIHEALTH oDl

15022013 150272013 ANDERSON.Davd  LIFID STUDIES D A Practtiorer Demcten: Peboiog;
27223 D ANDREWS,JUE  PROTHROMEIN ORAL ANTIC D A recttones Dermetown Pethoogy
vz 2022 ANDREWS.JUUE  PROTHROMEIN ORAL ANTIC 0 A Pracitiones Demctan Pathiogy
13022013 1023 ANDREWS.JULE  PROTHROMEIN ORAL ANTIC O A Practtiores Dimctown Pehcogy
o3 [T ANDREWS.JUUE  PROTHROMBIN ORAL ANTIC D A Practtiorer Demctaw, Pahiogy
0012013 020 ANDREWS, JUE  PROTHROMBIN ORAL ANTIC 0 A recttenes Dermcton, Petboiogy
& - Subject

previously saved as required Add an Individualised
Comment by free test typing into the Comments
box (top right).

Notations Comments

Insert notation from list Insert comment from list
No action Added to future recall
Retum Uraentlv Already treated
Discuss for surgery

Inhospital

Normal for them

To see me today

To see me within 2 days
To see within Tmonth
To see within Tweek
To see within 2 months
Under care of Specialist

e [+] %]
=

Action @

6

We | Reassign Patient | Reassgn Rec)

Ic&ct-an Discuss | Retum Urgently | Add Recall | EditPatent | Open Paient

Click OK to activate filing of
document in the patient record.

Tip: Use the Comments area to clarify action if required or highlight an important clinical aspect.

Close.
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Managing Incoming Results / correspondence

F

ollowing up Results/Documents

Depending on the practice protocol for following up results, lists of documents marked Return

u

F

rgently, Discuss etc. may need to be generated for follow-up by practice staff.

Correspondence Search Resources !
Check Holding File...

rom the Main Screen:
Download

Click on the Correspondence drop-down menu

Outstanding Requests...

[ Actioned ltems

Click on Actioned Items. SMS

Use the column filters to display the list in the required format eg filter

the ‘Notation’ column to show only documents the doctor has marked as ‘Return Urgently’
or ‘Discuss’.

Filter the ‘Date Notified’ column so that only BLANK dates are included in the filtered list of
results. This will show only results where follow up activities have not been finalised.

‘?:5 MedicalDirector Clinical 3.17.1b - [Actioned ltems]
E File Patient Window Help

Preview - Full ~ Hide Preview = Clear Filters = Move Location = Document Details |Send SMS | Print +  PrintList v Delete  Refresh = Holding File

Showing Records for: |Last 2Years ~  2of 738 Reconds Highlighted Columns are Fittered
Date Checked [ .|| Checked By [7]| Date Collected [ ]| Date Requested [ 7]| Patient [7]] Subject W3] iotatio 3 7
03/2018 DR A PRA ONER 03/2018 03/2018 R - cuss
25/10/2017 DR APRACTITIONER  28/07/2011 TEST. GIRL BREAST MAMMOGRAM...

5

To print the filtered list click on ‘Select All’ and then Print List from the top of the screen.

#4 MedicalDirector Clinical 3.16 - [Actioned Items]

E File Patient Window Help

Preview - Full - | Hide Preview = Clear Filters | Move Location | Document Details | Send SM5 | Print ~§ Print List ~ QDelete = Refresh | Holding File
Showing Records for: | All Records | 206 of 705 Records Highlighted Columns are Fittered l\ Select Al

6 To send text messages to selected patients on the list, click on ‘Send SMS’. Then follow the

Contact attempts can be recorded by selecting the ‘Document Actions’ button at the bottom of the
screen. Select ‘Add’ to record telephone calls, letters and SMS messages sent to patients to follow

u

steps on Page 15 to select a template and send the SMS messages.

p.

Previous | Mext = Reassign Patient | De-notify | Document Actions }AddRecaII Open Patient | View Signature | Audit History | Close
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Accessing and Notifying Results from the Main Screen

Results can be marked as ‘notified’ from the Main Screen (Actioned ltems) or within the patient
record. As a clear medico-legal audit trail it is important that results are marked as ‘notified’ in
MedicalDirector when they are given to the patient. If they are not marked as notified when the
result has been given, staff will potentially be contacting patients to return only to find out the
patient has already been notified.

To notify results from the Main Screen:

1 Select the dropdown menu Correspondence.
Correspondence Search Resources !
2 Select Actioned Items. 1 Check Holding File... F5
3 Click to highlight relevant result. Download F4
. Qutstanding R ts...
4 Select ‘Notified’ from bottom of screen. St Rt
[ Actioned Items ]
SMS >

This will insert a notation into today’s progress note.

Mext | Reassign Patient | Motify | JDocument Actions | Add Recall | Open Patient | View Signature | Audit History | Close

Accessing and Notifying Results within the Patient Record

To notify results from the Patient Record:

1 Open patient record.
2 Select the Results tab.

3 Highlight relevant result and click on ‘Notify’ button at the bottom of screen. This will insert a
notation into today’s progress note and stamp the result as notified with the current date.
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Topic 4 — Letters and templates

Generating and sending letters

Generate a letter

1
2
3
4

Li

Select the Letter icon within a patient record.
Select File > New from the drop-down menu.
Select the required template from the list and select ‘OK’.

Respond to any prompts for information

New X

User Defined  Supplied Summaries Preview Template

[ Blank Letter ~
[T Blank Template
CEl = ent 0-5yrs

ElEs AUSDRISK I s ey e

M Bans referal

EmCare Plan CVC

iAcorD

EBCOHHS Cardiac Investigations Referral MD
{AGPMP -CVC

N GPMP Aboriginal 721/723

P Headspace Std Referal

M Hollywood

iPIHS Dng - PAP Letter

#@ICDC Referral Form MD

[P imaging resuest - lakes radiology

#[™) Lakes Radiology Referal MD

AP Matemity Booking in Referral OurPHN
#{PMD GPMP Generic 721

ZP\MD Respiratory Testing Referal 2016
{Mmedical cert malcolm

M Medical Certificate

[T Moving Practice Location

[P Practice ABC Med cert

5'3 Referral - Obstetric & Gynae

i[MReferal ABC Practice v
< >

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

Save the letter in the patients record by selecting File > Save from the Menu or clicking the
Save icon on the Toolbar.

To print the letter, select File > Print from the drop-down
menu, or click the Print icon on the Toolbar. Letter Details X ‘

Complete or modify the Letter Details Date: |12107/2018 ,

Save from the drop-down menu, or click the Save icon. To:  [Dr Smin 44

From: |DrA Practitioner IM

The saved letter will be available in the Letters tab on the Subject:

patient file.

‘Specialist referral ]

Description:

pematonos] }
Cancel
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Working with templates

Modify Templates

1 Open the patient record and click on the Letters tab.
Click on the File drop-down menu.

Click on Modify Template.

A WO N

Click on the relevant Tab (e.g. User-defined, Supplied or Summary) to find the template you
wish to modify. Select and Double-click to open the template. The template will now open in
edit mode. All the template fields (ie fields with brackets around them) are displayed.

&5 File Edit View Inset Format Table Window Help ==
Wl S=| vl B o |m@O|F|ad| 0w -~ % B
(Nomnai] § Times New Roman v 9 - rylE= 5 ([T ¢
L \ﬁ....".|.M..;‘h...m.\"I‘_‘....‘lf.."I‘_‘..\?‘....H“_l?""....\f_...‘Wl?ui_....‘\.’..‘ML J 2 . I_.l.%...mlw_‘.i"....Li.hml.?.‘.l:..in‘_?..‘H..l.é‘..m Template Fields
o Addressee
Cirical Details
Doctor
Head of Family
Mail Merge
Miscellancaus
Operation
je=Doctor:Name== L Patient Demographics
<<Dactor:Qualifications=> E Ptios
<=Doctor: Address=»
<<Doctor:City=> <<Doctor:Postcodes= Frocedure
: Summary
User Defined

Medical Certificate

THIS IS TO CERTIFY THAT

<<Patient Demographics: Title>> <<Patient DemographicsFirst Name>> <<Patient Demographics:Sumame>> is onfit for work
from <<From Date>> to <<To date>> inclusive.

<<Patient Demographics-he/she>> WILL BE UNFIT TO CONTINUE <<Patient Demographics-hisher>> USUAL OCCUPATION

This Certificate was complated on <<Miscellaneous:Date>>

<<DoctorName>>
<<Doctor-Qualifications>>

. Cimetid | (Fdevindon]

There should also be a list of Template Fields displayed on the right hand side of the screen. If

this is not displayed click on the Data Toolbar icon and the list will appear.

5 Edit the template.

6 Select File>Save to save the changes made to the template.
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Importing Templates

Step One - Download the template

_ . o Templates:
1 Right-mouse click on the file link to the

template and select Save Link As.

Navigate to the folder or location on the hard

drive of the computer where you want to save
the file (eg desktop) and select Save. Do not
Open it once saved, it must be imported into

Sydney Breas
Co-ordinated

Medical Director. / Co-ordinated

Co-ordinatg]
Co-ordinatef

Do not open the template, instead:

Step Two — Import the template into Medical Director.

Templates ready to import:

Open link in new tab
Open link in new window

Open link in incognito window

Save link as...

Copy link address

Templates need to be ‘imported” into the Word Processor in Best Practice
Importing Templates in Best Practice Software

File Edit View Insert Format Table |
1 Open Letter Writer from either the main screen or a patient D New.. Ct+N |
record (F8). Modify Template...
2 Click on the File > New. i save Ctrl+S
3 Select Blank Template from the User Defined tab. Save as Template...
4 Select OK button. Import...
5 Select File > Import. Export..
6 Navigate to where you have saved the template (e.g. desktop) and doubleclick on template.
7 Click on the File drop down menu and select Save N
as Template. ew
User Defined i i
8 Type a name for your template and Save. e et S —
Bt ~
] Blank Template
Save X ‘
User Defined
Z[1Blank Letter A
[ Blank Template =
i) Letterhead eneme
[TATSI Health Assessment 0-5yrs Delete
M AUSDRISK
M AUSDRISK Mark 2
[ Bans referral User Access
[ Bundaberg Hospital Outpatient Refermal Form
EE‘I Bundaberg Hospital Outpatient Referal MDv(0617
ACare Plan CVC Current User
{Acorp
IPICQHHS Cardiac Investigations Referal MD
o v
P FMPHN Canu
Template Name: Cancel
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Topic 5 — Digital Health

My Health Record

Accessing My Health Record & Adjusting Filters

If your patient has a My Health Record this should be indicated in green in the
demographics section of your patient record.

1 To access, click on the My Health Record

dropdown menu.

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

Click on the filter icons

3 Select your preferred view.
Default ‘My Health Record View’
will be set to ‘In Last 3 Months’.

You can change the defaults: date

range, document type, organisation
etc to your preferred view.

4 Click OK

5 Save your preferred default filter by right clicking on the column heading and

selecting ‘Save Current Filters’.

Sidebar I MyHeaIthRecordI Window Help
=IO

2d railway worker

| GoMDF
om52s [f

ATSI:  Neither Aboriginal nor Torres Strait Islander
Ethnicity:
noker IHI No: 8003 6080 0004 5922

of 10/07/2019

§ 7

A My Health Record for HI: 8003 6080 0004 5922

MyHealthRecord: Exists with acce

$ permission as

This is nat & complete viev of the individual’s health information. Far more infarmation shout the individual's health recard or data, please consult the individual ar ather healthe

| This patient hag an active My Health Record to which vou have access.

My Health Record View | Prescription and Dispense View | Pathology Report View | Diagnostic Imaging Report Yiew

[ AT & Hide Medicare Recards | Hide Medicine Records Reset &ll Fiters | Listis Filtered By: Document Date (In Last 2 Years]

(7] o

Medical Center

D 0 Type [7]| Author

Local Gavernment Healt

Ewvent Surnmary

22MNov2M7 Medicines Wiew Local Government Healt...

27-Mar-2017 27-Mar-2017 Patholagy Report Sullivan Micolaides Path..  Pathology and Diagnosti..  TOUSANT, PHIL
O1-ar-2017 01-Mar-2017 Pathnlng‘y Report QML Pathology Pathnlt‘ngy and Diagnosti TDUEANT,‘ FHIL
10Mar-2017 10-Mar-2017 Pathology Report Pathology Queensland Pathology and Diagnosti..  TOUSAMT, PHIL
17ar2017 17-Mar-2017 Fathology Report ater Pathology Fathology and Diagrosti.. - TOUSANT, PHIL
09-0ct-2016 09-0ct-2016 Pharmacewtical Benefits ... Aged Care Residential 5...

08-0ct-2016 08-0ct-2016 Fhamaceutical Benefits Aged Care Residential 5

My Health Record View Prescription and Digpense Vier

Show Recert Shared Health Summary Show Med

ervice Date [

Date Range

(Blank)

Today
Yesterday

Since Yesterday
In Last Week

In Last 2 Weeks
In Last Morth

In Last 3 Months
In Last & Manths
In Last Year

(Custom)

02-Mar-2017
27-Feb-2017
27-Feb-2017
27-Feb-2017
27-Feb-2017

Filter by this Column

Reset Filter from this Column
Reset All Filters

Save Current Filters I

Remove Saved Filters

ZTFEE-20T7

Custom Dates
Start Date:

End Date:

o]

7/04/2017

7/04/2017

Remove Filter

Cancel
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Accessing and saving documents in My Health Record

When Medical Director has been configured for eHealth ie all certificates and health identifiers
loaded, you will be able to access documents that may have been uploaded to your patient's My
Health Record directly from their patient record if they have ever created a My Health Record and
have allowed access.

Assessment Resources Sidebar

MyHealthRecord

Window Help

In order to view a My Health Record the patient’s Individual Health Identifier (IHI) must be imported
into their file (see section on IHI). This is often done when the patient record is created however
MD will automatically search when you click on the My Health Record dropdown menu. You can
also see if a patient has a valid IHI.

On the patient screen the MyHealth Record status will display as follows:

] ) VI/YYYY: The patient has a My Health Record record but it requires an access code. The patient has setup the access code for his/her My Health Record

O Exists with access permission as of DD/MM/YYYY: The patient has a My Health Record record and you may access the patient's My Health Record

0 Does not exist or not disclosed as of DD/MM/YYYY: The patient either does not have a My Health Record or the My Health Record record is hidden

o IHI not recorded as of DD/MM/YYYY: The patient does not have an IH! recorded

To view the patient's My Health Record:

1 Click on the dropdown menu My Health Record.

2 Alist of documents the patient has had uploaded will appear including who they are from
(Authorising Organisation and Author).

3 Find the required document in the list eg. Latest Shared Health Summary and doubleclick to
display the document.

My Health Record for IH1: 80038980 0004 5922 - o IEl
Thes iz not & complete wiew of the mdividual's health mformation. For more mformation about the mdividual's health record or data, please consult the ndividual or other healthcare professionals as needed.
| This patient has an active My Health Record to which you have access Change/G ain Access |

My Health Record View | Prescription and Dispense View | Pathology Report Wiew | Diagnostic Imaging Report Yiew

Show Recent Shared Health Summary  Hide Medicars Records Hide Medicine Records Reset All Fiters | List is Filtered By: Document Diate (In Last 2 Years) E Show Previes
(Il E e 7] Setvice Date 7] b 7| O 7| 0 Type | Author | 7]| Size 7| Saved In MD Cd | ad
10-Mar-2017 10-Mar-2017 Diiagnaostic Imaging Repot  Brishane Diagnostics Pathology and Diagnosti... JOHM, ROSS 2621 KB Mot Saved
10-Mar-2017 10-Mar-2017 Pathology Report Pathology Queensland Pathology and Disgnosti.. TOUSANT, PHIL 433KB Not Saved
17-Mar-217 17-Mar-2017 Diagnostic Imaging Repott \Wesley Medical Imaging  Pathology and Diagnosti.. JOHN, ROSS 521.5KB Mol Saved
17-Mar-2017 17-Mar-2017 Pathology Report Mater Pathology Pathology and Diagnosti..  TOUSANT, PHIL 485KB Not Saved
27 Ma-2m7 2T Mar-2017 Diagnostic Imaging Report Imaging Oueensland Pathology and Diagnosti..  JOHN, ROSS 2624 KB Not Saved
27 Mar-2017 27 Mar-2017 Pathology Report Sullivan Nicolaides Path . Pathology and Diagnosti..  TOUSANT, PHIL 488KB Not Saved
03-Apr-2017 03Api-2007 Specialist Letter Medical Center General Practice Walker, Tenance B.2KB Not Saved
03Apr-2017 03Ap-2017 Discharge Summary Medical Center General Practice ‘Walker, Tenance 9.2KB NotSaved
03-Apr-2017 03Ap-20017 eHealth Prescription Rec.. GP General Fractice Walker, Tenance E2KE Mot Saved
03-4pr-2017 03Apr-2007 eHealth Dispense Record  Phamacy General Practice Walker, Tenance E1 KB NotSaved
03-Apr-2017 03Apr-2017 eRefenal Medical Center General Practice Walker, Tenance 7.7TKB Not Saved "
= B Show More
Discharge Summary | 3 Apr2017 | Mr Caleb DERRINGTON | DoB 15 Jun 193 3y) SEX I 0 ~
START OF DOCUMENT
Medical Center
Author Dr Terrance Walker (Specialist Medical Practitioner)
Phone 5555-6666
Discharge To Other/Home v
Discharge From Orthopaedic Unit

Create Clinical Document

Close

Remaove from My Health Record
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4
T

If you would like a copy of the viewed document select Save in MD.

his will be saved in the Documents section of the patient record.

-

Document Download

\lj) & copy of the CDA document has been saved to the Documents tab of the patient's record in Medical Director.

Uploading documents to My Health Record

P
1

2
3
4
5

U

reparing a Shared Health Summary

Open Letter Writer (F8)
Select File > New Document ATCDA e-Referal

émCDA Event Summary
Double-click on CDA Shared Health Summary from the eHealth tab. JPICDA Shared Health Summary
Select the template by double-clicking or clicking once then OK. AFICDA Specialist Leﬁ%

Edit the document as required.

ploading Shared Health Summaries to the My Health Record

' 1

QN

6

Shared Health Summary

Patient Name | Penny Anderson

Address 61 Wallace Street
Bundaberg, QLD 4670
Once you have generated the patient’s Shared Health Summary (or Event Summary etc) click

on the Send to My Health Record icon (shown above). The document will display in full
screen preview (shown below).
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Shared Health Summary | 6Mar2019 | Mr Caleb DERRINGTON |

START OF DOCUMENT

DoB 15 Jun 1933 (85y) | SEX

Male | IHI 8003 6080 0004 5922

NEHTA

Author
Phone

Dr Phillip Lang (General Medical Practitioner)
0730230000

Adverse Reactions

MedicalDirector”

Adverse Reactions

Substance/Agent Manifestations

PENICILLINS * Urticaria - moderate
Medications
Medications

Medication Directions Clinical Indication
ACTONEL EC Tablet 35mg Dose:1; Freq:weekly Osteoporosis
AVANZA Tablet 30mg Dose:1; Freg:nocte Depression
AVAPRO HCT Tablet 300mg/12.5mg Dose:1; Freq:daily; Instructions:1 daily Hypertension
CRESTOR Tablet 20mg Dose:1; Freq:daily Hyperlipidaemia
MONODUR DURULE SR Tablet 120mg Dose:1; Freq:daily Ischaemic heart disease
MADOPAR Tablet 200mg/50mg Dose:1; Freq:t.i.d. Parkinson's disease

Medical History

«_No Procedures are
bef

Pl
Please
| am the patient's nominated healthcare provider in accordance with the My Health Records Act 2012
| am providing ongoing care to this patient

| have prepared this Shared Health Summary in consultation with the patient

Send Cancel

7 Click on Send button to upload to the patient’s My Health Record.

My Health Record

o The document has been uploaded to the patient's My Health Record.

8 Click OK and a copy of the Shared Health Summary you uploaded will be saved in the Letters

section of the patient record.

eHealth/CDA Documents can also be sent electronically to other health practitioners via Secure

Messaging eg. MD Exchange, Healthlink, Argus etc.

With MDExchange and Healthlink you can also upload to the patient's My Health Record at the

same time if that is requested.
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ePrescribing

Generate ePrescriptions

In addition to printing a paper prescription, it is possible to send an eScript from MedicalDirector.

MedicalDirector must to be configured for ePrescribing and each doctor set up with their Health
Provider Identifier number (HPI-1) entered and Paperless ePrescribing ‘enabled’

Edit Doctor Details

User Details
Name: ‘Tobias Rodger ‘
Address: [12 Fake st B

Cy/Suburb: ‘\Bume«—j |
Postcode: 2540 |°

Fax: ]

Prescriber No.: @] )

Provider No.: W‘

HPH No.: 8003 6165 6666 7013 I

AHPRA No.:

State Registration No.: ’—‘

Qualfications: [mBBS §
E-mail: [ ‘

* = required fields
Status
(O} O Locum

GPRN Details

DOB: Sex: | Graduation: :l

MyHealthRecord Details
Participate in MyHealthRecord
When the Participate in MyHealthRecord' option is checked:
- You can download or upload clinical documents to each patient’s MyHealthRecord.
This is subject to each patient’s MyHealthRecord security status.
- You can upload prescription records to each patient’s MyHealthRecord.
Registration with ePrescribing is required.

Tile: W

First Name: ‘Tob!as ‘

Middle Name: l ]

Last Name: ‘ Rodger ]

ePrescribing

Status [Registened’emity ID = N7RGW ‘

[[] Disable ePrescribing for this Practitioner Participate in SafeScript
Enable Paperiess ePrescribing

Top Level Access?  [V/] Options Editing? [] Data Export Privileges?
[ Auto-capitalise names [[] PKI Encryption [ MyHealthRecord Assisted Registration

Cancel
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Send an eScript

1 Create a prescription as usual — the medication/s will have a printer symbol to indicate they
have not yet been printed/sent.

@ Summary R Cument R "9 Progress (] Pasthistoy g% Resuts Letters ﬁ Documents [T] Holding File (3) B Old scripts 2~ Jmm ? Cervical Screening E Obste

- " Drug name Strength Dose Freq Instructions Route Unusual Dose  Note to phamacist R int Phamacy to Qty
r & MAREVAN TABLET mg 1 mdu Oral No 50
PANADOL TABLET 500mg 1 daily prn. Oral No 20

2 Select Print (printer icon at top of screen)

3 Select the prescription delivery method

A suggested delivery method will be preselected for you. This selection is determined

by information recorded on the patient's demographic as follows: ey

AMGXICLLIN 500mg CAP
20

L

e |f a mobile number is recorded, SMS will be preselected

e If no SMS but an email address is recorded, email will be preselected

e If neither mobile nor email is recorded, Paper token/Printed Prescription will be

preselected.

4 Select Next to scroll through to the next script to be printed (if more than one script) in
the list.

5 Select OK.
Prescription Preview - Rowan Bartlett =] X
Deliver prescription by Prescription 1of 3 < Back Next >
@SMs*
]041234567 | Tobias Rodger
12 Fake St. Burrier. 2540
O Email * Phone: 0741512345

[freden'ck ‘hope@medicaldirector.com [

Prescriber Number 3006058

O Paper Token (Letter Printer) Patints Medicare No. 4950323601 1

O Printed Prescription (Script Printer) Phamaceutical
benefits
No. &
e Mt e | | APBS bty or s ey

Note: The prescription preview is a mock of a paper Net concession cardhoider
script to facilitate reviewing its contents. The script Patient's name Mr Rowan Bartlett
number is a placeholder, the actual number will be oo 123 Demo St. Rossville. 4871
generated during submission or printing.
* Owing scripts will have a paper token printed for ) 22“05"‘0‘0)( i
providing to the pharmacy, not the patient. An £a bl D e dt e
electronic token will not be issued to the patient. Script No: 12345678

ENDONE TABLET 5mg

1q4h. prn.

Qty: 20 Mo repeats.

1 ltem

Tobias Rodger
MBBS

ePrescription

By clicking OK | acknowledge that the prescriptions are true and correct. =
(Use the Next button above to review all prescriptions before clicking OK) 20 Cancel
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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.

MedicalDirector has an inbuilt tool (Clinical Data Statistics) that is accessible from the Clinical drop
down menu. It provides a snapshot of the data quality and can be used to measure the percentage
of patients that have been asked about Allergies, Current medications and Past Medical History.
This can then be used to baseline data, monitor progress and improve these measures over time.

Clinical Correspondence Search  Res

Recipes...
Outstanding Acticns...

Drug Protocols...

Immunisation Summary...
Cervical Screen Results >
Prescription ¥

Clinical Data Statistics

Clinical Data Statistics

Percentage of active patients wha have been asked about:
[ ] Allergies # Adverse Drug Reactions
[ ] Cument Medications
[ ] Past Medical History

To view the list of active patients who have not been asked about this
information, select your preferences from the options provided above
and click the Patients Details button.

Selecting multiple options uses the logical operator 'AMD" to display a list
of active patierts who do not have ALL of the selected criteria.

Patients Details Print Statistics Close

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

90

Clinical Data Statistics

80
70

60
5

o

[oeu |
40 er
O D A

e A|lergies

Q

v JA A A A A LA A LA LA
& & @ & @Q’\\ YR @ F

S O O O O O O U,‘/Q oﬁl'\ \oﬂ/'\/ é\/’\/ ,\ﬁ/\’
NAEESRN NG

e CUrrent medications Past Medical History
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Database searches

nKPIs & baseline data using database searches

The search function in MD has enormous capability however this is a section where it is important
that as much clinical data as possible is entered to enable advanced searching.

Tip: Only information entered into the correct fields of MD will be searchable. For example code
diagnoses in the Past History section. Also, enter ‘signs’ and ‘symptoms’ under the Examination
tab in Progress Notes if you want to search for them.

There are specific inbuilt searches available from the main screen under the search drop down
menu. The available menu options are: Patient, My Health Record Audit, Asthma, Diabetes
Register, Immunisation, Cervical Screen Results, Pregnancy, Prescription, Recall, Influenza ‘at

risk’, Pneumovax ‘at risk’.

Customised Patient Searches

1 From the main menu, click on Search.
2 Click on Patient.

3 Click on fields relevant to your search
e.g. age range, sex, smoker etc.

4 Select Add to Search Criteria
5 Select Search.

A list of patients matching the search criteria
will be displayed on the screen.

Advanced Searches (SQL
searches)

Select the Advanced Search tab to use the
following options:

Patient Search
Demographic
Gender ATSI Age (years)
Oa [Nt stated inadequately described Greater than or equal to: |15 Less than or equal to: [30
[ Not Stated [ Abonginal
Omaie [ Tores Strat Isiander Occupstion U] Progeant [N %
[AFemale! [[JAboriginal and Torres Strat lslander
[ Intersex/Other [INeither Aboriginal nor Torres Stra lslander ~ Transgender Al v Other demographic criteria
Smoking
[JSmoker Greater than or equal to per day [[] Never Smoked [ Ex-Smoker
Drug/Condition
() Curmently taking drug \ASTHMA | |
(O Curmently taking drug from class
duced
(O Previous script for drug Asthma - Chromr: Persistent
Asthma - Exercise induced
Clem e Asthima - Famiy History
O Symptom
O Sign OJor [Jnot Add to search criteria
Vist
[]Seen By | Any doctor ~| From (417032019 ~| To [417/03/2020 ~  []Notseen since

Custom Fields

CostmField? [ | CwtwmAedz [ | CowmFeds ||

Search Critela  Advanced Search

Female patients having Asthma aged between 15 and 30 seen by any doctor who have been seen since 17/03/2019 who were seen before
17/03/2020

Search Clear

Load Query: to load and re-use a previously saved query from your computer
Save Query: to Save the current SQL query to your computer to use again. Name the query and

save.
Search: Run the current query

Clear: Remove all SQL search details from the current window.

select distinct patient. PATIENT_ID patient. TITLE, UPPER(patient. SURNAME)  as "Sumame’, UPPER(patient. FIRST_NAME) as ‘First_name’, A
patient. STREET_LINE_1, patient. STREET_LINE_2, patient. STREET_LINE_2 as "Address2, patient. STREET_LINE_3 as 'Address3', patient CITY v

left join MD_PATIENT_CLINICAL as clinical {nolock) on clinical PATIENT_|D = patient. PATIENT _ID left join CM_OCCUPATION as occ fnolock)on A
occ.OCCUPATION_ID = patient OCCUPATION_ID left join MD_USER_DEFINED_FIELD as udf (nolock) on udf.PATIENT_ID = patient PATIENT_ID
left join MD_PROGRESS as progress {nolock) on progress PATIENT_ID = patient PATIENT_ID Where 1=1 AND patient PATIENT_ID IN (SELECT
DISTINCT MD_HISTORY.PATIENT_ID FROM MD_HISTORY WHERE (MD_HISTORY HISTORY_CODE LIKE asth’ OR

MD_HISTORY.CONDITION LIKE ‘asth’ ) AND MD_HISTORY.STAMP_ACTION_CODE !="D’) AND (DOB <= "2005-03-17 00:00:000° AND DOB >=

10861218 AN-NN-NANA AN nemarsss NOCTAR IS NOT ML AND amarsse VIGIT NATE ~a *3010.2.17 MDA AN nenarsss VIQIT NATE -

Load Query Save Query Search Clear Close
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Sample QI Activities/PDSAs

3
';’J

P

b
j

ae

Improve the ongoing management of patients with COPD through a patient centred, team-based approach.

Sample 1 - COPD Quality Improvement Activity/PDSA

1. What is our goal?

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 who have recorded spirometry results by 40% within

6 months.
COPD patient Metrics
35
Better
30
25
20
15
10
5
0
Wwk1 Wk2 Wk3 wk4 wk1 wk2 Wk3 Wk4 Wk1 wWk2 WwWk3 wk4 Wkl Wwk2 Wk3 WwWk4
Jun-20 Jul-20 Aug-20 Sep-20
e N o, 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
- /.—._‘/‘_._.f—‘—._._.
40
30
20

10

0

Wkl Wk2 Wk3 Wk4 Wkl Wk2 Wk3 Wk4 Wkl Wk2 Wk3 WwWk4 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 fecording 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 — Uploading My HR 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, RN/AHW 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

SAMPLE RECALL/REMINDER MANAGEMENT PROTOCOL

DOCTOR ADDS RECALL/REMINDER to PATIENT FILE
(Indicate whether recall or reminder)

If RECALL

Il

Support Staff to generate list
of URGENT RECALLS daily I"\’

Phone l

!

If REMINDER

v

Support staff to generate a list of
all reminders weekly due within
next fortnight Letter

SMS
1

+

Support staff: Generate list and phone or SMS
patients for follow up visit/appointment due within 1
week.

Record contact attempt against Recall and add

Record contact attempt against
reminder (Send SMS)

Record contact attempt against
reminder (Send Letter)

I

1

!

Support staff: Generate list of all recalls that are
overdue and have 1 contact attempt. Phone all
patients on the list and record as second contact
attempt.

Support staff — send SMS to
patients with mobile phone
details recorded. DO NOT update
reminder

Support staff -Mail Merge / send
letter to patients with no mobile
phone details recorded. Do not
update reminder

X

l Letter

Support staff: Generate list of all recalls that are
overdue and have 2 contact attempts. Mail merge
urgent letter and record as 3™ contact attempt.

Record 2" cont;:t attempt (send
SMS) and send 2™ SMS to
patients with 1 contact attempt
recorded against reminders that

Record 2™ com;:t attempt (send
letter) and send 2™ letter to
patients with 1 contact attempt
recorded against reminders that
are overdue.

]

are overdue.

v

Doctor updates/completes recall/reminder once patient returns and marks outstanding correspondence/result as notified to patient
when patient returns, as appropriate.

Sample 2 — Reminder Management Protocol

MEDICALDIRECTOR — RECALL MANAGEMENT PROTOCOL — SAMPLE 2

DOCTOR ADDS RECALL to PATIENT FILE
(Tick ‘Return Urgently’ for Clinically Significant Items)

]

If RECALL is marked ‘RETURN URGENTLY’

{

Admin Staff to generate list of
URGENT RECALLS daily

!

for follow up visit/appointment due within 1 week.

comments. DO NOT Update recall when prompted.
[

Admin staff: Generate list and phone or SMS patients

Record contact attempt against Recall in MD and add

Il

Admin staff: Generate list of all URGENT recalls that
are overdue and have 1 contact attempt. Phone all
patients on the list and record as second contact

attempt.
1

Admin staff: Generate list of all URGENT recalls that
are overdue and have 2 contact attempts. Mail
merge urgent letter and record as 3" contact
attempt.

L2

1

»*
‘ If RECALL is not marked RETURN URGENTLY

<+

Admin staff to generate a list of
all NON URGENT recalls weekly

SMS

due within next fortnight . Letter

+

1

Record contact attempt against
recall in MD (Send SMS)

Record contact attempt against
recall in M[ (Send Letter)

1

r

Admin staff — send SMS to
patients with mobile phone
details recorded. DO NOT update

Admin staff -Mail Merge / send

letter to patients with no mobile

phone details recorded. Do not
updaje recall

recall I

r

Record 2™ contact attempt (send
SMS) and Send 27 SMS to
patients with 1 contact attempt
recorded against recalls that are

Record 2™ contact attempt (send
letter) and Send 2™ letter to
patients with 1 contact attempt
recorded against recalls that are
overdue.

overdue.

!

Doctor updates/completes recall (Open patient = Recall button=Update) once patient returns and marks outstanding
correspondence/result as ‘notified’ if relevant when patient returns.
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Sample 3 - Correspondence Management Protocol

MEDICALDIRECTOR - SAMPLE CORRESPONDENCE MANAGEMENT PROTOCOL

‘ DOCTOR CHECKS HOLDING FILE |

‘ 1f non-urgent follow-up is required:

if no follow-up is required: I I If urgent follow-up is required: |

v | !

NO ACTION ACTION — Return Urgently ACTION - Discuss
Add via Action button and add Add ‘Comment’ — select from list or freetext Add ‘Comment’ — select from list or freetext
Comment if relevant eg appointment within one week.
eg. Under Specialist care. 1 l
Individual Doctors: Nurses:
1. Generate own ‘Return Urgently’ list every day. 1. Generate 'Discuss’ list every day.
2. Contact patients and documents contact. 2. Contact patients and document contact.
Doctor marks result as ‘notified’ Doctor marks result as ‘notified’
when result given to patient. when result given to patient.
v
Result auto-filed in patient record.
On a regular basis:
v

Mark 1t as ‘notified” wh Doctors check Correspondence > Actioned Items > Filter by own name > Filter by Return Urgently and Discuss.
Bk result as ‘notirled when Doctors check to ensure all ‘Return Urgently’ and ‘Discuss’ results have been marked as ‘notified’.
patient next presents.

Sample 4 — Correspondence Management Protocol

| SAMPLE PATHOLOGY REQUESTED BY CLINICIAN & OTHER INCOMING CORRESPONDENCE T

L
CLINICIAN CHECKS HOLDING FILE REGULARLY

A J
NO ACTION REQUIRED ‘ RETURN URGENTLY ‘ ‘ Discuss ‘
¥ Clinician selects ACTION * RETURN URGENTLY for all patients who need to 1. Clinician selects DISCUSS
. B o, return within 1-2 days (Priorities 1 —3) 2. Add or select a comment for

Clinician selects ‘No Action’. Add a comment for further detail. further detail.
Note: if a result/document requires immediate action, clinician is to contact patient and

Result is auto-filed in patient notote action taken. | l

record on closing. T *

DISCUSS List is reviewed weekly by
RETURN URGENTLY list reviewed DAILY by nurse/AHP. Patients contacted by NURSE/AHP who generates follow up
phone call (3 attempts, 3 different times) to make an appoeintment within 1 SMS to all patients advising to
week, Contact attempts are d ed using ‘D it Actions’ in contact  service  and  book
Actioned Items screen. appointment.
If unable to contact patient by SMS or phone, alternative methods to Patients are contacted by phone
contact patient should be made (g,g registered mail letter, emergency (2" attempt) if no appt has been
A 4

contact). made.

When patient returns, mark ¥ L

res i 5 LT 0 When patient returns, mark

When patient returns: Clinician marks result/s as ‘NOTIFIED" P "
result as NOTIFIED

Note: all contact atiempis to be nototed on patient file in ‘Actioned items’. Only mark a result as NOTIFIED if patient has been informed of a result.

Risk Management: A list of oll unactioned results marked ‘Return Urgently’ AND Discuss” is generated at the end of each month and reviewed by each clinicion to determine if further
contact attempts are to be made or to remove the result from the follow up list by marking as "NOTIFIED' and adding explonatory comments using ‘Document Actions”.
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