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Identify eligibility and Medicare requirements

Recognise what’s involved in developing a comprehensive plan

Additional considerations regarding care planning for First Nations people

Complementary care for chronic disease management

Tools to assist you with care planning

Learning Objectives

https://www.apna.asn.au/education
https://www.benchmarquegroup.com.au/?courses&cat=chronic-disease
https://www.apna.asn.au/profession/chronic-disease-management-and-care-planning-education-for-cvc-program-nurses
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Eligibility for chronic disease management

A chronic medical condition is one that has been (or is likely to be) present for six months 
or longer

There is no age restriction on eligibility for chronic disease services

The patient’s regular GP is considered by Medicare to be the GP or Practice who has 
provided majority of care for the past 12 months, or in the case of a patient joining your 
practice – the GP likely to provide majority of care for the next 12 months 

Patients are eligible for a total of 5 Allied Health services per calendar year, regardless of
when their plan starts or is reviewed. Allied health services provided through TCA referrals
must be directly related to the management of the patient’s chronic condition/s
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Medicare requirements for a GP Management Plan

A comprehensive written plan must be prepared describing:

• the patient's health care needs, health problems and relevant conditions;

• management goals with which the patient agrees;

• actions to be taken by the patient;

• treatment and services the patient is likely to need;

• arrangements for providing this treatment and these services; and

• arrangements to review the plan by a date specified in the plan.

Explanatory Notes AN.0.47 - Chronic Disease Management MBS Items 

http://www9.health.gov.au/mbs/fullDisplay.cfm?type=note&qt=NoteID&q=AN.0.47
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Medicare requirements for a Team Care Arrangement

When coordinating Team Care Arrangements, the GP must:

• consult with at least two collaborating providers, each of whom will provide a different kind 
of treatment or service to the patient, and one of whom may be another medical practitioner, 

• document the treatment and services that collaborating providers will provide to the patient; 

• discuss with the patient the collaborating providers who will contribute to the development of 
the TCAs and provide treatment and services to the patient under those arrangements; and

• give copies of the relevant parts of the document to the collaborating providers

Explanatory Notes AN.0.47 - Chronic Disease Management MBS Items 

http://www9.health.gov.au/mbs/fullDisplay.cfm?type=note&qt=NoteID&q=AN.0.47
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•Dentist

•Pharmacist

•Pathology or radiology services

•Complementary medicine therapists

•Home care providers

•Teachers Aide or Education support

•Residential respite care

•Optometry

•Assisted fertility or IVF clinic

•Housing support services

•Drug and Alcohol services

•Phone services (e.g Quitline, Get Healthy)

•Disability service providers

•Social work or counselling

•Gym, Personal trainer or weight loss clinic

•Meal preparation/delivery services

•Equipment supply and maintenance

•Employment support services

•Transport services

•Community and social groups

Other providers that might be involved in the patient's care:
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Department of Health
Questions and Answers 
on the Chronic Disease 

Management (CDM) items

Questions about billing or eligibility?
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Why does the quality of a plan matter?
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Developing a quality plan with the patient
Ascertain what’s most important to the patient:

• Their health goals

• The activities and lifestyle that is important to them

• What defines success or failure to them

Include all health issues requiring active management in the plan:

• What services the patient needs

• Why the patient needs that service

• Who will provide each service

• When each service will be provided 

• How the effectiveness of services will be measured
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Actions to be taken by the patient

• Consider the patient’s level of health literacy

• Patient goals may be broader than health

• Involve the patient in goal setting

• Use the opportunity for health coaching

• Confirm the patient understands and agrees

• Use S.M.A.R.T goals:
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Basic
Care plan
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Comprehensive and patient centred plan
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Financial considerations for comprehensive plans

Description Item No. Remuneration
GP Management Plan 721 $112.60

Team Care Arrangement 723 $89.25

GPMP Review 732 $56.25

TCA Review 732 $56.25

Nurse follow up x5 10997 $62.50

TOTAL $376.85
PLUS BB incentives $58.95 - $112.50

*MBS rebate amounts current as at 11/5/22
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Chronic disease management for First Nations people

Offer First Nations patients an annual 715 health assessment and utilise the 5x Allied Health referrals 
and 10x Nurse follow up items attached to a 715 health assessment

Consider a GPMP and/or TCA for First Nations patients 
with chronic or complex health issues and utilise the
5x Allied Health referrals and 5x Nurse follow up items

Offer patients of all ages to be registered for PBS Closing 
the Gap (CTG) to reduce cost of prescriptions as a 
potential barrier to chronic disease self management

Identify your First Nations people by asking all patients 
about their ethnicity using the appropriate language

https://thephn.com.au/programs-resources/aboriginal-health

https://thephn.com.au/programs-resources/aboriginal-health
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Questions about 
chronic disease management 
for First Nations people?

www.servicesaustralia.gov.au/indigenous-health-
education-for-health-professionals

http://www.servicesaustralia.gov.au/indigenous-health-education-for-health-professionals
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Diabetes 
annual cycle 
of care

GP Management Plan +/- Team Care arrangement: include goals and interventions 
for all aspects of the patient’s health, including diabetes

Nurse follow up visit 1: confirm services as referred have been accessed, patient is 
on track with their self management goals. Provide nurse interventions per care plan

Nurse follow up visit 2: Diabetes focus, check education and understanding. Offer 
Type 2 Diabetes group services (if not already referred). Consider multidisciplinary 
case conferencing for patients not meeting clinical targets

Nurse follow up visit 3: Provide nurse interventions per care plan. Eg Immunisations, 
ECG monitoring, ABPI doppler, Review action plans

GPMP +/- TCA Review: review and update goals and interventions for optimal care

Nurse follow up visit 4: check in on patient progress with self management goals. 
Ensure patient has required forms for pathology etc ahead of diabetes review at next 
visit. Provide nurse interventions per care plan

Nurse follow up visit 5: Diabetes focus. Review and complete Nurse aspects of 
DACC. 
GP completion of annual cycle of care. MBS DACC as appropriate

Review or renew the GP Management Plan +/- Team Care Arrangement: include 
goals and interventions for all aspects of the patient’s health as clinically appropriate

https://www.racgp.org.au/clinical-resources/clinical-guidelines/key-racgp-guidelines/view-all-racgp-guidelines/diabetes/assessment-of-the-patient-with-type-2-diabetes
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Other services related to care planning

Nurse follow up visits Asthma cycle of care

Diabetes group services Ambulance Care plans

Heart health checks Kidney Health Checks 

Coordinated Veterans Care Multidisciplinary case conferencing

Mental Health Treatment Plan Medication management review

National Disability Insurance Scheme My Aged Care

http://www9.health.gov.au/mbs/fullDisplay.cfm?type=item&q=10997&qt=item&criteria=10997
https://www.nationalasthma.org.au/living-with-asthma/resources/health-professionals/reports-and-statistics/asthma-cycle-of-care
https://www1.health.gov.au/internet/main/publishing.nsf/Content/F5D1231CD6096BD1CA257BF0001FEB86/$File/Referral%20form%20Grp%20Allied%20HS%20Medicare%202%20Diabetes.pdf
http://www.ambulance.nsw.gov.au/our-services/authorised-care-plans
http://www.heartfoundation.org.au/bundles/heart-health-check-toolkit
https://kidney.org.au/health-professionals/health-professional-resources
https://www.dva.gov.au/providers/health-programs-and-services-our-clients/coordinated-veterans-care/coordinated-veterans-0
https://www1.health.gov.au/internet/main/publishing.nsf/Content/04BC88E9B6672B16CA257BF0001E3786/$File/FS%20-%20GP%20Multidis%20Case%20Conf%20-%20Provider%20Info%2031-10-13.pdf
https://gpmhsc.org.au/InfoSection/Index/ab953256-1969-429e-8c71-bd476fede52f
https://www1.health.gov.au/internet/main/publishing.nsf/Content/medication_management_reviews.htm#:%7E:text=The%20Domiciliary%20Medication%20Management%20Review,patient's%20need%20for%20the%20service.
https://www.ndis.gov.au/applying-access-ndis/how-apply/information-gps-and-health-professionals
https://www.myagedcare.gov.au/health-professionals
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Tools to assist you with care planning
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