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Proactive Primary Care
PPC is an education and support program that assists General Practice in identifying and minimizing risk; allowing the 

practice to better manage workflow, improve patient outcomes, improve efficiency, increase return on effort and 
ensure long term sustainability. 

 Simple 
Self paced easy to use workbooks, tools, resources and templates give GPs and practice staff the skills to implement 
sustainable system improvements.

 Streamlined
The program allows practices to streamline and build efficiencies into the current way they do business. There are 
numerous education opportunities for staff presented in formats that are convenient and suitable for the busy lives of 
GP’s & practice staff. 

 Successful 
The principles of the Proactive Primary Care Program is based on the successes and learning’s from the Improving 
Diabetes Management Program. The program is designed to assist practices be self motivated, independent and 
sustainable with their improvements. 

SuccessfulSimple Streamlined



This is a visual representation of the practice journey from past and present programs moving into PPC and 
HIP program 

 Chronic Disease and Data Cleaning modules are compulsory workbooks that teach the foundations of quality 
improvement, population planning and clean data principals. 

 Once complete they can choose from any of the modules from the topics in the circle (there is a simple maintenance 
schedule that is routinely addressed to ensure quality improvements are sustainable).

 The bouncing balls represent education that flows through every topic during every stage of the program. The 
education calendar is set for 12 months and always available on our home page so practice staff can plan well 
ahead. 



Benefits to the Practice

 Improved efficiencies

 Minimise risk

 Build strong practice teams

 Staff up-skilling

 Clean population data

 Education opportunities 

 30 cat 1 CPD per module apply to participating GPs

 C.N.E points per module apply to participating Registered Nurses

 Certificate 3 in Health Administration/ Health Supervision RPL credit apply to 
some units for participating practice staff

 Peer Support and networking

 Efficient business models

 Improved income opportunities

 Tools and current best practice resources provided

 Long term sustainability of improvements 



Benefits to Patients

 Improved health outcomes

 Increased health literacy

 Better Care Coordination 

 Skilled practice staff can provide more services in- house 

 Self Management principles learned can mean less visits to the 
GP



Roll Out
 Phase 1: The shift of current Improving Diabetes Management (IDM) practices to Proactive Primary Care (PPC). Once these wave 1 practices are set 

up and implementing the Diabetes module; recruitment of the next wave of proactive practices will commence. 

 Phase 2: Installation of the workbook which offers a simple, logical pathway of PDSA cycles to work through; the workbook is self paced and can be 

completed at a time convenient to the practice. The workbook is designed with quick links to the most current best practice guidelines and instructions/ 

guides. The clinical audit tool (CAT) will allow for viewing population data within the practice.  This will assist in gathering information about your active 

patients and enable the collection of de-identified data specific to the specific patient cohort.  

 Phase 3: We will undertake a practice questionnaire to help identify needs to provide education based on the results of the practices’ questionnaire and 

data extraction (provided through the workbook). 

Practices will carry out PDSA’s from the workbooks resulting in improved systems will assist in the management of your patient cohorts and in improving 

efficacy within your practice.

 Phase 4: Evaluation of the program and tracking of clinical data retrieved throughout the program.  Feedback will be provided to the practice informally 

through the duration and a formal report at the conclusion of a workbook.  Analysed results will enable the assessment of the effectiveness of 

implementation. 

 Phase 5: As with all good quality improvement cycles -start a new cycle.  Workbooks focussing on a range of patient cohorts will be available depending on 

practice needs and interests titles will include:

 Improving Diabetes Management (compulsory);

 Data Cleaning for Better Patient Management  (compulsory);

 Quality Use of Medicines;

 Prevention Modules 

 (Preventing Type 2 Diabetes, CVD, CKD, Respiratory Disease, Bone Disease, Cervical Cancer, Sexual ally Transmitted Diseases and Promoting Men’s Health)

 Improving Cardiovascular Disease Management;

 Improving Kidney Disease Management;

 Improving Respiratory Disease Management;

 Improving Bone Disease Management; 

 Improving Mental Health;



The workbooks or modules are designed in 

two ways...

1.The initial Diabetes & Data Cleaning Modules 

are a collection of very specific PDSA’s (Plan, 

Do, Study, Act cycles) that teach practices the 

small manageable steps required to 

implement quality system improvements, 

clean their data, identify missing risk data, 

become familiar with best practice guidelines, 

patient support services and finally set up 

Diabetes mini clinics. These books are 

interactive and have links to best practice 

guides and resources. (It is envisaged the 

workbook could take up to 6 months to 

complete for practices new to the concepts)

Once these steps are complete practices will 

then be able to apply the learning to other 

chronic diseases and preventative activities. 



2. Once the detailed Diabetes and Data 

Cleaning Modules are complete, 

practices can move onto any 

number of the other chronic 

disease and prevention modules. 

 These Modules are designed as a 

two page interactive readings/ 

resources hub (which can be kept as a 

handy reference for everyday practice) 

and a two page Worksheet of 

questions/ activities make up the 

module. (These should take no 

more than two hours in total to 

complete)

 The competency based 

assessment activities evaluates the 

teams understanding of key 

concepts. 

 The practices at this stage should 

be able to apply their learning to the 

selected patient cohort. 



Education: Workshops, Webinars, Meetings 

When practices 

undergo their initial 

questionnaire 

education needs will 

be identified and 

events reccomended 



Education: Self Paced (housed on SCDGP website)

Power Point Presentations

Intra-practice IPL is part of 
module  assessment 

Instructional Videos 

RPL applications for Certificate 3 in Health Administration and 
Certificate 3 in Health Supervision

Recommended 
Readings/ Articles

Videos of SCDGP 
Presentations

PODCASTS



We will be contacting practices 

in due course to make a time 

that our friendly team can 

come to your practice to 

present the PPC program to 

your Directors, GP’s and whole 

practice team.


