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Acknowledgement of Country

Eastern Melbourne PHN acknowledges the Wurundjeri people and
other peoples of the Kulin Nation on whose unceded lands our
work in the community takes place. We pay our respect to
Aboriginal and Torres Strait Islander cultures; and to Elders
past and present. EMPHN is committed to the healing of
country, working towards equity in health outcomes, and the
ongoing journey of reconciliation.

Recoghnition of lived experience

We recognise and value the knowledge and wisdom of people with
lived experience, their supporters and the practitioners who work
with them and celebrate their strength and resilience in facing the
challenges associated with recovery. We acknowledge the
important contribution that they make to the development and
delivery of health and community services in our catchment.
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Housekeeping

Team webinar

All attendees are muted
Be mindful not to use any patient identifying
information during your participation @

Chat

Please ask questions via the Chat box only

Questions will be answered at the end of the presentation
ffype a message

This session is being recorded

All attendees will receive a link to this recording and copy of slides Ao @ ¥ P + B
in post session correspondence.
Please Do Not

Please DO NOT use:

- Q& A section
- Al notes transcription as this is a distraction to the presenter
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Agenda

* Strengthening Medicare: The Why and What of CCM Reform
 APractice in Action — Case Study

* Making it work in your practice: Tips and Tools

* Q&A and Reflections
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Speakers

Dr Paresh Dawda - Principal General Practitioner and Director, Prestantia Health

https://deakin.nextpracticehealth.com and https://www.prestantiahealth.com

Kylie Foley -Practice Nurse and Diabetes Educator, Hills Family General Practice

https://hillsfamilygeneralpractice.com
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GP Chronic Condition
Management Plans
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Why is chronic condition management
important?

50% of All Australians
are living with at least

In 2022, 55% of all

Primary care/general

practice is crucial in
the management of
chronic conditions

hospitalisations were
related to a chronic
condition

1 of the 8 chronic
conditions reported by
AIHW
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Two fundamental questions!

4 N

Do care plans make a
difference?

\_

%
N\
What are the components

of care plan that make

the difference?
\_ /
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Management of Diabetes in the Community @ ¢

Influences for Acute Care and Mortality

Impact of Diabetes Managed Early in General Practice

Emerging evidence suggests that detecting and managing diabetes in the general practice setting is
associated with a lower risk of unplanned admissions to hospital. This highlights the importance of
coordination between and continuity of care across the primary and acute care settings. Here we compare
people over two years with diabetes that was first recorded in a general practice setting with those with
diabetes that was first recorded in a hospital record.

Where diabetes
. o . c!iclgnosis wWas
General practice activity s recorded O“

Diabetes diagnosis was Unknown
much more commonly first G (HERRL R () (]

. recorded in the GP record
and care planning makes ST e
first recorded at the GP first recorded in hospital

4 .

[ ]
Where diabetes diagnosis is
. . Over half in cities or regional Up to two thirds living in remote
first recorded varies by
centres. and very remote area.

people’s characteristics, such

as remoteness of residence

Over the 2-year study: QOver the 2-years,

Proactive care in the 50% have antidiabetic 279% have antidiabatic
community was more common medications prescribed. medications prescribed.
for people who had their first ‘ More likely to have GP
recorded diabetes diagnosis management plans and reviews.
in the GP record More likely to have blood

i pressure, cholesterol and HbAlc

Source: https://www.health.nsw.gov.au/lumos/Factsheets/diabetes-early-gp.pdf recorded.

Presentation to hospital was Over the 2-year study: Over the 2-year study:
less common among people - 16 GP visits - 10 GP visits
who had their first recorded - - 2 ED presentations - 2 ED presentations
diabetes diagnosis in the GP » 2 Hospital admissions + 4 Hospital admissions
record - 8 Qutpatient services. + 12 Qutpatient services.

re Sta n t i a \C/ Mortality was lower for people 4% mortality across the 6% mortality across the
p ) < h | S EASTERN ELBOURNE who had their first reported - study period. study period.
H E A LT H /'\ diagnosis in the GP record
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Continuity of care makes a difference

Age group

 Overall I BCR: 1.60

Benefit cost ratio (BCR) of a patient being T — S CR: 1.47

serviced by a high connectivity practice R .= BCH: 1.30
compared to a lower.

S 707 I BCR: 1.11

6069 — BCR: 1.08

S 5050 BCR: 1.16

4049 IS BCR: 1.52

3039 I—— BCR: 2.82

2029 E— BCR: 2.21

10-19  — BCR: 1.96

09 I BCR: 3.24

-$400 -$200 $0 $200 $400 $600
= MBS rebate paid

m Released capacity - ED presentation
® Released capacity - unplanned admission

pre S'Il:.laE ;\H_a h r I | S 'BSTERN L Source: www.health.nsw.gov.au/Lumos
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Care Plan Components and Supporting

Evidence

Care Plan Component

Patient-centred goals

Description

Goals in patient’s own words reflecting their
values

Evidence/Source

Coulter et al. (2015) BMJ

Comprehensive assessment

Current diagnoses and clinical issues

MBS Review Taskforce (2020)

Functional and psychosocial assessment

ADLs, mental health, social needs

Bodenheimer et al. (2002)

Medication reconciliation and review

Current meds, adherence, side effects

NPS MedicineWise, HMR outcomes

Lifestyle assessment and interventions

Smoking, diet, activity, alcohol

NICE Guidelines (2020)

Self-management support

Education and skill-building for self-care

Wagner’s Chronic Care Model

Coordination of team-based care

Roles, referrals, integrated care team

Ham et al. (2012)

Review and follow-up schedule

Planned intervals and escalation plan

RACGP Standards (2020), MBS
GPCCMP

Documentation and information sharing

With patient and team, MyHR

ADHA (2022), HealthPathways

Consent and activation

Informed patient agreement

RACGP Standards (5th edition)

phn
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Why the changes?

e The MBS Taskforce deliberations:

* Strong support for a reduction in red tape
* About half of patients with a care plan never have a review (732) billed

* Recommendations:
* Replace 721 and 723 with one item
* Enable allied heath referral with a care plan
* Remove red tape
* Link care plans with enrolment to encourage continuity of care

(https://www.health.gov.au/sites/default/files/documents/2020/12/taskforce-final-report-primary-care-report-on-primary-care.pdf)

ia N\
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https://www.health.gov.au/sites/default/files/documents/2020/12/taskforce-final-report-primary-care-report-on-primary-care.pdf
https://www.health.gov.au/sites/default/files/documents/2020/12/taskforce-final-report-primary-care-report-on-primary-care.pdf
https://www.health.gov.au/sites/default/files/documents/2020/12/taskforce-final-report-primary-care-report-on-primary-care.pdf
https://www.health.gov.au/sites/default/files/documents/2020/12/taskforce-final-report-primary-care-report-on-primary-care.pdf
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Strengthening Medicare Taskforce

B Strengthening medicarc B

Strengthening Medicare
Taskforce Report

December 2022
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Increasing access
to primary care

Encouraging
multidisciplinary
team-based care

Modernising
primary care

Supporting change
management and
cultural change




My Medicare

ﬁ
Template
e [ Reform J
fut : : :
\ b ‘ e patient registration from 1 Oct 2023
7 N\ 7 ~ e enables longer Level C/D telephone consults for registered
Prompt Comprehensive > patients from 1 Nov 2023
access to and coordinated = . . .
care care = e expanding incentives
p \ 7 S N S [What changed: }
Patient- . Continuit i . . . .
team Population e LILLILS / S patient—practice registration
tnership management of Care W . . . , .
L par JL ) ) unlocks benefits tied to the patient’s registered usual
practice.

4 N\ |~ 1 N

Engaged Data driven Patient Team- [Why |t mapS? }
leadership improvement registration based care
\ JIQ y y Empanelment underpins continuity and population health
telehealth benefits and future incentives are contingent on
Cultural safety registration with a usual GP/practice.
prESta ntla ’ﬁ | S p Adapted: Bodenheimer T, Ghorob A, Willard-Grace R et al. The 10 building blocks of high-
HEALTH /\ FASTERT MELEOURNE performing primary care. Annals of Family Medicine 2014.
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GPCCMP

( )

Reform
g J

e from 1 July 2025

Template
of the
future

( )
4 ) ) What changed?
Prompt Comprehensive > ~ /
access to and coordinated = Withdrawal of Medicare Benefits Schedule (MBS) items for General
care care ‘S Practitioner Management Plans (GPMPs) and Team Care
N —— | g Arrangements (TCAs)
é é h Al ‘© Replaced with a new streamlined GP Chronic Condition Management
. _ L
P:;:e;t Population Continuity g Plan (GPCCMP).
. management of Care (7,
partnership 3 2
L ) ) [Why it maps: J
7 7 \ 2 GPCCMP underpins continuity and population health
Engaged Data driven Patient Team- Potential to enhance;
leadership improvement registration based care * patient-team partnership and team-based care
\ \ J J * Inform prompt access to care and enable comprehensive and

coordinated care

Cultural safety * patient safety and quality improvement — focus on outcomes

]
prESta ntla f I IS p Adapted: Bodenheimer T, Ghorob A, Willard-Grace R et al. The 10 building blocks of high-
HEALTH /\ FASTERT MELEOURNE performing primary care. Annals of Family Medicine 2014.
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What are the changes

Aspect

Planning Items

Current (pre-1July 2025)

GPMPs (Items 229, 721, 92024, 92055), TCAs (230,
723, 92025, 92056)

Future (from 1 July 2025)

GPCCMPs: Single plan system (Iltems 965, 392,
92029, 92060)

Review Items

Separate TCA/GPMP reviews (ltems 233, 732, 92028,
92059)

Unified review (Iltems 967, 393, 92030, 92061)

Fee Structure

Varied: e.g. GPMP $164.35, TCA $130.25, Review
$82.10

Standardised: $156.55 for GPs, $125.30 for PMPs

Referral Requirements

Formal referral forms required; two collaborating
providers for TCA

Referral letters only; no requirement for multiple
collaborators

Allied Health Access

Up to 5 individual + group services via TCA

Same access but under GPCCMP; valid for 18
months from first service

Transition Arrangements

Current plans valid until 30 June 2027

Post-1 July 2027, GPCCMP mandatory for access

Support Roles Assistance by practice nurses, Aboriginal health Same support roles, also assist with GPCCMP
workers (within TCA)
Eligibility Chronic condition 26 months or terminal illness Same eligibility, clinical discretion remains

MyMedicare Requirement

Not required

Mandatory use of enrolled practice for MyMedicare
patients

restantia ¢ K}
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Changes to the CCM Framework

Chronic Condition: At least one medical condition that has been (or is
likely to be) present for at least 6 months, or is terminal

* To support patients that would benefit from a structured approach
to their care.

* Available whether or not the patient need allied health

* Intent of the policy: to encourage continuity of care; team base
care; regular reviews.

e Supporting a change from a “static” to a “live document”

prestantia )X( phn
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Linking with My Medicare

* A patient who is not registered can have a care plan by their “usual
doctor”

* A patient who is registered can only have their care plan done at
the practice in which they are registered

* A doctor that attempts to bill a care plan on a patient registered
elsewhere will have payment rejected

* How many of your patients have you registered?
* Do you know how to check your patients’ registration status?

** usual doctor is defined as the GP/practice who has provided the majority of the care in the previous 12 months
and/or who will be provide the majority of the care in the next 12 months

13\,
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The finances...

Think about what you do now
and the weighting of reviews to
care plans and TCA

Not every patient needs a TCA
and not every patient needs a
double review

What is the value of time wasted
with red tape? GP time? Nurse
time? Admin time?

How many more patients can
you all serve in that wasted time?

How do you use your team to
improve care and use wasted
time better?

Don’t forget TH (video)

prestantia
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Comparison of Current vs Future CDM Funding Scenarios

- —8— Amount Now
—e— Amount Future
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Transition arrangements

[ej) Patients who a on a care plan/TCA before 1 July can still access their 5
allied health visits and 10997 until 30 June 2027

A Anyone with a new care plan or care plan review from 1 July can use allied
m health for 18 months (5 visits)

From 1 July 2027, only patients with a 965/967 will be able to have
medication reviews

ik

Any new plans put in place will need to meet the requirements of a GPCCMP

V From 1 JU ly 2025 Any new referrals for allied health services should meet the new referral requirements

that come into effect on 1 July 2025, regardless of whether the referral is made under a
GPMP, TCA or GRCCMP.

prestantia )X( phn
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The GPCCMP process
and role of the nurse
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Hills Family Practice Case Study 1

* 58 year old female

* History of diabetes and recent
cholangiocarcinoma (10/2024)- still
currently having treatment

* Colitis 8/2025 requiring steroid
treatment, causing hyperglycemia
needing insulin

* |Insulin start with remote monitoring

Care plan 3/12 + 10977

prestantia y*¢ ’fﬁl S phn
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Hills Family Practice Case Study 2

* 93year old female

* Department of Veterans' Affairs
patient

e Past medical history of heart
failure, kidney disease and
hypertension

 Care plan/DVA UP0O3 + 1/12 check
ins either face-to-face or by phone

prestantiay Hills Phn...




Current State New Care Plan Process

Gycle of Gare | |--m| | Add reminder

[ o ..‘ ‘ ol ssting H,

Mo
Pre-care planning
Discuss Consent
‘ manﬂrlcamns " ‘-5;: ‘ }"‘ <soript ‘ }—»‘ work up
T Yes

Practice Nurse

L] Opportunistic Discuss
Identifications -sCript

E

Discuss with GP -seript

I
le Consent H

Cycle of Care Add reminder

B

.............................................. 5 ‘ ‘ —_— H—'
: |

Receptionist

Billing }—

Murse Reminder call/
‘ Book with Nurse }—»‘ Book with GP }—-‘ o

Practice Manager

Book o
Attends pre visit Attands : Boaks appt
’ , ’ ‘ ’ ‘ appolntment RET " Yes -

ia\Y
p re SEIaE 251!3 ).A( | S BSTERN MELBOURNE
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Care Planning Process
Draft V1 3.12.21

Booking ks made. in
terms of timing consider:

Identification may Chack medicars ¥ Time for lving

Huddle to identify GP FA and RN work

oppnrhmiaiin_or EII&E'L‘L‘:‘:E‘QOIE:MM and NP inputs for care Generate a task kst from together to plan how ::rom actiies
through practice ellgible them adkd racal plan and any information hudeis taisk list will be complste #g'omws,phm S
searches far appropriate date galharlnF nesds and by whom : ma gm
[}

OO OO {
Identification ,| | Confirm - = | Task list .| | BN-PA

eligibility huddle huddle

Handover to GP for
. " Book appts if patient
Confirm pre-list work " sign-off PA to bill
Tasks are completed PA pre L and action for PA Comy paling) unable to do so

huddle

forms e.g. PROMIS 10 Complete basic jobs assessment, cycle of

i W TS
Completio
n of tasks

Billing by

handover to PA

GP

appointments

Maonitor recalls with
Check referrals are
Send referrals ived GP to ensure actions
are followed up

Check they
are received

Post-visit

.......................................................................................................................................................................... Care P'Ian Hew:ew Loop

referrals recalls
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Quality chronic condition
management plans
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What needs to be in a care plan?

* Preparing a GPCCMP will be defined as preparing a written
plan which describes:

* The patient’s chronic condition(s) and associated
health care needs

* Health and lifestyle goals developed by the patient and
medical practitioner using a shared decision-making
approach;

* Actions to be taken by the patient

* Treatment and services the patientis likely to need if
the patient would benefit from multidisciplinary care to
manage the chronic condition(s) the services that the
medical practitioner will refer the patient to (including
the purposes of those treatments or services)

* Arrangements to review the plan, including the
proposed timeframe for review (3 months allowed)

* Need patient consent

* Need to offer to the patient

* “Encouraged” to upload to the MHR

e Checkthe MBS descriptor and explanatory notes

restantiaY I
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From individual to
population-based
management approach
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The Population Health Pyramid

Healthy population
*500 Patients

. e/, N
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From individual to population-based
management

Month of next

foll - Email address MyMedicare B

December-24 Y

December-24 Y
January-25 Y

February-25 Y

February-25 Y

February-25 Y
March-25 Y seeing Daris now?
March-25 Y W] to action/review file
March-25 Y file inactive?
March-25 Y W] to action/review file
March-25 Y W/ to write up form, TS to call
March-25 Y
March-25 Y file inactive?
March-25 Y Move to Emma'’s list
March-25 Y watch bsl urine and K W] to review file

prestantia X Hills PN,
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What we have done @ NPD so far

o Deakin Next Practice #

SharePoint page for people living with chronic

conditions and person-centred care -s:-r']-, - ———

B==_ A | Primary Care Reform Discussion Hub ¢/ Chat Shared (@

MS Team chat to specifically discuss all things .
reform

Monthly meetings to discuss reform until end of
year on top of fortnightly operational/clinical
meetings

Recalls created (GPCCMP and GPCCMP
Review)

Template created

Next Practice Deakin
Suite 2, 4 Makin Place, Deakin , ACT 2600
T: 0261855555 F: (02) 6147 0311
E: deakin@nextpracticehealth.com
W: https://deakin.nextpracticehealth.com

ABN: 49 638 765 278

PRIVATE and CONFIDENTIAL

@ Share
N

NEXT PRACTICE

xxxxxx

i Meetnow ~ &e & B B -

Care Plan

Mx Testing_ Deakin 20/08/1936 (88 years )
80 Wentworth Avenue NOK: ()

Surry HillsNSW2010 ——

E: amy.sinclair+deakin@nextpracticehealth.com T:(02) @rer.

6185 5555 M:0450 416 350

Medicare: 2222 22220 0 /2 Exp: 28-02-2027 E

DVA: Exp:

MyMedicare Status:
Registered/Not Registered

Power of Attorney:

Internal training plan being rolled out

Advanced Health Directive:

Consent to Care Plan

Yes

Date of GRCCMP

14 June 2025

Prepared by

Prof Paresh Dawda

H EALT H ASTERN MELBOURNE
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Checklist

@ Clinical and
Operational
Readiness

* Audit existing care
plans to identify
patients who will
need to transition to
GPCCMPs after 1
July 2025.

*Update recall and
reminder
systems to flag
reviews due within 18
months to maintain
allied health access.

* Configure clinical
software to:

*Use new item
numbers (965, 967,
etc.)

*Support referral
letter templates
(rather than forms)

*Track MBS billing
limits (12-month for
plans, 3-month for
reviews)

prestantia 3¢ Hills PhAL.

_.14_

4 Staff
Training and
Protocols

*Educate GPs on:
*New eligibility
criteria
*Shared decision-
making for setting
goals
*Referrals using
letters instead of
forms
*Train nurses and
Aboriginal health
workers to assist
with plan preparation
and reviews under
supervision.
*Review scope of
practice for each
team member to
ensure delegation
and documentation
are compliant.

An Auslrallarl Government Initiative

B Billing and
MBS
Compliance

*Incorporate new
GPCCMP MBS item
numbers:

*Plan preparation:

965 (GP), 392 (PMP),

92029/92060
(telehealth)

*Plan review: 967
(GP), 393 (PMP),
92030/92061
(telehealth)

*Update billing
policy to avoid co-
claiming with
standard attendance
items on the same
day.

B Patient
Communication
and
Engagement

*Inform patients (via
SMS, email or
handouts) about the
changes and the
importance of care
plan reviews.

*Encourage
MyMedicare
registration to
facilitate
coordinated care and
eligibility tracking.

*Prepare patient-
friendly goal-setting
worksheets or
digital forms to
support shared
decision-making.

™ ITand
Documentation
Tools

*Set up referral letter
templates aligned
with new MBS
requirements (no
mandatory service
count or provider
name).

*Enable My Health
Record uploads for
GPCCMPs, with
patient consent.

*Review and update
privacy and consent
procedures for
sharing care plans
with allied health
professionals.

¥ Quality
Improvement &
Reporting

*Incorporate care
plan reviews and
referrals into quality
improvement
cycles (e.g. PDSA).

*Use PHN or
software tools to
track CDM metrics,
such as active care
plans, review rates,
and allied health
referrals.

*Participate in peer
review or clinical
governance
activities to ensure
consistency and
quality in care
planning.



Summary of enablers
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Key enablers: Patient registers

High neegs

, e.g. frai
multlmorbiditg)' Frai,

*50 patients

Sing|
e
. lmoderate chronie :
200 Patients ic I||hEss

At-l’iSk patients
*250 Patients

Health
Yy POpulat-
*500 Patients on

. e/, N
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Patient registers:
* By complexity/need
* By usual GP



Key enablers:
Patient journey, workflow, process map

Care Planning Process
Draft V1 3.12.21

Booking ks made. in
: tarms of timing consider:
Identification may Chack medicars § i Time for lving

o Huddle to identify GP P and RN wark ’
oppnrlunrshc:_or Elwlm:gmffmm and NP inputs for care Generats & task kst from together to plan how A e
through practice algie then e meal plan and any information huddie task list will be complste G
searches for approprists date gathering nesds and by whom v Time for PA
; 7 TimeforAN
OO 0010 ©C
Identification A = | Task list
eligibility
Handover to GP for
re-fist ) i PA to bill
Tasks are complated R CDnI:':; fo ?-:m el st
p huddh X m:::w ¥ forms e.g. PROMIS 10 Complete basic jobs

0'0

I

00

RN
Review

Completio
n of tasks

L

PA

¥ L

handover to
GP

Billing by I

Check refarrals ars Monitor recalls \-lltrifh
received GP to ensure actions

Send referrals
L are followed up

Book appts if patient
unable to do so

Send
referrals

Check they
are received

onitor
recalls

i3 \%
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Key enablers:

Standing orders - Delegations to nursing staff

Hills Family Genemrwwice
‘ | S o .
@512 .

FumtIyGP D +61288

1) wwuhilsfomitypaneralpractice.com

Title: Standing order for initiating FOB screening for eligible patients

Policy type: Clinical and Referral pathways

Effective date: 19 November 2018 — reviewed wij -9-7-2023

Authorised by: Walid Jammal

Purpose: Colon cancer screening is an evidence based preventafive active. FOB testing is the
most cost effective way of screening, with a negative predldwe value of 98%. Only about 10%
of the population currently comply with the . In order to

facilitate timely referral and attendance for this examination, nurses and medical practice
assistants are authorised to initiate discussion and refemal for this test.

Personnel: Nurses, Medical Practice Assistants (MPAs)

Tlls

—"l‘—FumHyGP

| | Hills Family General Proctice
' E 0 e,

—’}‘—FumfinP

Hills Family :‘.enerarmnlce
S ; :
(® +61 2 BES004EE

Fl:lmlfyGP @ +51 2885004

€ www.hitsfomiypaneral practic

Title: Standing order-nurses giving immunisations
Policy type: clinical

Effective date: 1 July 2017 ; reviewed 26.4.19mj;29.4.21; 9-7-2023-wj;
Authorised by: Walid Jammal

Purpose: Whether it be for nurse led flu vaccine dlinics, to childhood immunisations, to travel
vaccines ordered by a GP, nurses are well positioned to deliver routine evidenced based
vaccinations to patients with little or no GP input.

Personnel: Registered Nurses

Hills Family General Practice

™ +61 28850 | IS

-] 451283500465
ypeneralpracice.com —4‘—Fu milyGP

Title: ing order for initiati

Title: Standing order-ear syringing
Policy type: clinical

Effective date: 1 November 2018 - reviewed wj 9-7-2023

Authorised by: Walid Jammal

Purpose: Ear wax can be wery distressing for patients and is one of the most common causes of decreased hearing
in adults. The task of ear syringing of wax can be competently done by nurses after a period of cbservation and in-
house credentialing.

Personnel: Registered Murses

Hills Family General Practice
G Vi A

€ wwwnitsformitygeneraprac

ist referral for a patient with diabetes

Policy type: Clinical and Referral pathways
Effective date: 1 July 2017 updated wj -9-7-2023
Authorised by: Walid Jammal

Purpose Diabetic retinopathy is a known complication of diabetes. Screening for diabetic

1y with dilated retinal examination and/or retinal images forms part of
established and widespread guidelines. Itis best detected by careful retinal examination by an
optometrist or ophthalmologist. In order to facilitate timely referral and attendance for this
examination, nurses and medical practice assistants are authorised to initiate referral for
patients as well as facilitate appointments.

Personnel: Nurses, Medical Practice Assistants (MPAs)

Title: Standing order for initiating of ECGs by practice nurses
Policy type: Clinical and Referral pathways

Effective date: 19 March 2021 reviewed wj 9-7-2023
Authorised by: Daris Vilkins and Farnaz Sardari

PUrpose: This proiocdl outlines appropriate initiation of an ECG on patients prior to review or a request by a GF.
The ECG would be performed by another trained professional in the practice such as nurses or MPAs

Personnel: Nurses, Medical Practice Assistants (MPAs)

Policy: Standing orders are approved by the medical staff and practice manager and do not
require clinical decisions that are outside the legal scope of practice for a nurse or any other
clinical staff who would implement them. An approved standing order authorizes practice staff to
initiate the order’s pre-defined clinical activities.
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Next Practice Deakin /\
Suite 2, 4 Makin Place, Deakin , ACT 2600 N

T: 0261855555 F: (02) 6147 0311
E: deakin@nextpracticehealth.com \

W: https://deakin.nextpracticehealth.com
ABN: 49 638 765 278 NEXT PRACTICE

DEAKIN

S =

PRIVATE and CONFIDENTIAL

Key enablers: Care Plan

Sta n d a rd i Se d Mx _Testing_ Deakin 20/08/1936 (88 years )

80 Wentworth Avenue NOK: ()

S HillsNSW2010
t em p late S an d E?J;rr):'\y.lsiﬁclaiﬁdeakin@nextpracticehealth.com T:(02) Carer.

6185 5555 M:0450 416 350

t O O '.S Medicare: 2222 22220 0 /2 Exp: 28-02-2027 T:_
DVA: Exp: E:
MyMedicare Status:

Registered/Not Registered

Power of Attorney:

Advanced Health Directive:

Consent to Care Plan Yes
Date of GPCCMP 14 June 2025
Prepared by Prof Paresh Dawda
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Key enablers: Standardised checklist(s)

@ Clinical and
Operational
Readiness

B Patient ™ ITand ¥ Quality
Communication Documentation Improvement &
and Engagement Tools Reporting

b Staff Training B Billing and

and Protocols MBS Compliance

prestantia )% | |S Phn

HEALTH /\

AU tralian Government



Key enablers: CIS and analytical tools
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Factsheet

Upcoming Changes to Chronic Disease
Management Framework — Overview
(Last updated: 22 May 2025)

Upcoming Changes to Chronic Disease
Management MBS ltems — Transition
Arrangements for Existing Patients
(Last updated: 22 May 2025)

Upcoming Changes to Chronic Disease
Management Framework — Referral
Arrangements for Allied Health Services
(Last updated: 22 May 2025)

Upcoming Changes to Chronic Disease
Management Framework — MBS Hems for GP
Chronic Condition Management Plans

(Last updated: 22 May 2025)

Upcoming Changes to Chronic Disease
Management Framework - Allied Health
Providers

(Last updated: & June 2025)

Upcoming Changes to Chronic Disease
Management Framework - Praclice Nurse,
Aboriginal Health Workers and Aboriginal and
Tomres Strait Islander Health Practifioners
(Last updated: & June 2025)

PDF and Word versions

Wg

Word Version - Upcoming Changes to Chronic Disease Management Framework -

Overview DOCK

&)

PCOF Version - Upcoming Changes fo Chronic Disease Man

@-
Word Version - Upcoming Changes to Chronic Disease M
Arrangements for Existing Patier

B
PDF Version - Upcoming Changes to Chronic Disease M:
Arrangements for Exisfing_Patie

m..
Weord Version - Upcoming Changes to Chronic Disease b
Armrangements for Allied Health Ser

&

PDF Version - Upcoming Changes to Chronic Disease M
Armrangements for Allied Health Se

o

Word Version - Upcoming_ Changes to Chronic Dises
GPCCMPs.DOCX

* =

PODF Version - Upcoming Changes fo Chronic Disease Mani

EA
m_‘-L

Word Version - Upcoming Changes to Chronic Disease Ma

Providers.docx

&

PDF Version - Upcoming_changes to chronic disease mar
Providers pdf

"

Word Version - Upcoming Changes to Chronic Disease Man:

and Aboriginal and Torres Sfra

E3
PDF Version - Upcoming_changes to chronic disease man
Torres Strait Islander health pr
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Individuals Health professionals

Patient care Payments and claims

Services
Australia

< Billing rules for care plans

GP chronic condition
management plans

Mental health services

Eating disorder treatment and
management plans

Complex Neurodevelopmental
Disorders and eligible disabilities

Search Q PRODA v Log in

Businesses Community groups

Practice administration Individual practitioners

Home » Health professionals » Payments and claims » MBS claims » MBS and DVA billing » Billing rules for care plans »
GP chronic condition management plans

GP chronic condition
management plans

Rules about billing Medicare Benefits Schedule (MBS) items for chronic
condition management and how to apply them.

on this page

General practitioner chronic condition management plans (GPCCMP)

Billing chronic condition management (CCM) items

Co-claiming restrictions

Mental Health Case Conferences

Learn the relevant item descriptions, fact sheets and explanatory notes on the
MBS Online website.


https://www.mbsonline.gov.au/internet/mbsonline/publishing.nsf/Content/Factsheet-Upcoming%20changes%20to%20the%20MBS%20Chronic%20Disease%20Management%20Framework
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EMPHN resources

e EMPHN CCM flowchart

e EMPHN Practice Nurse resource

 HealthPathways Melbourne

https://emphn.org.au/for-health-professionals/healthpathways-melbourne/

EEE -

Community
P HealthPathways

Melbourne

Child Health v
Investigations v
Legal and Ethical v
Lifestyle and Preventive Care v
Medical v
Mental Health v
Older Adults' Health v

Medicines Information and Resources

Public Health v
Specific Populations v
Surgical v
Women's Health v
Our Health System v

n
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Latest News
5 November
I Health.vic

Health alerts and advisories &

5 November
¥ TGAalerts

Pathway Updates

Updated - 12 November
Bronchiolitis in Infants

Updated - 12 November
Non-suicidal Self Injury

| MEw = 10 Nnuambar

© 480UT HEALTHPATHWAYS

‘ BETTER HEALTH CHANNEL

il USEFUL WEBSITES &

_ B

::-:: Community
"« HealthPathways

bourne

LEPATUTIENL OF VELEraNs. A1LEITS

Digital Health v
Forms and Resources v
Hespitals - Public v
MBS ltems ~

Guide to MBS Items
Case Conferences

Chronic Condition Management
ltems

GP Mental Health Treatment Plan
(MHTF)

Health Assessments v

Medicines Reviews (HMR and
RMMR)

Telehealth

A / OurHeathSystem / MBSiems / Chronic Condition Management ems

Chronic Condition Management ltems

See also:

+ Guide to MBS ltems
+ MyMedicare

Clinical editor's note

Changes to MBS Chronic Disease Management
items due to commence July 2025,

= Significant changes will be introduced on 1 July,
with replacement of items for GP management
plans and reviews, and removal of items for
‘team care arrangements.

There will also be some streamlining of the
process with removal of requirement to consult
with at least 2 providers, and replacement of the
allied health referral form with a referral letter,

= Patients that had a GPMP and/or TCA in place

= < B

Expand al P Share Cony
ABOUT THIS PAGE
@ Pege information >

@ TopicID: 76752

CPD REPORTING @
# Add learning notes

GD Create a CPD report

o GPCCMP
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Thank you for joining us today.

Please take a moment to complete
the evaluation survey

An email with presentation
recording and resources will be
sent in the next week.

STERN MELBOURNE

I EA
ustr Initiative

An Australian Government

https://www.surveymonkey.com/r/BBBT57W



https://aus01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.surveymonkey.com%2Fr%2FBBBT57W&data=05%7C02%7Csuzanne.gibson%40emphn.org.au%7C020a6baa67f8425dfa9508de2178d3c0%7C64637d7cf140454aaf0853707c601785%7C0%7C0%7C638985000063453578%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=r6hzkj%2BZ93dtK%2BYfZzQdQtQG8vtFbMaCz6qWClNsMqs%3D&reserved=0

For further information and support:

Practice Support
Contact your General Practice Facilitator:

practicesupport@emphn.org.au

Allied Health Support
alliedhealth@emphn.org.au

Quality Improvement and Digital Enablement Team
digitalhealth@emphn.org.au

HealthPathways Melbourne
iInfo@healthpathwaysmelbourne.org.au.



mailto:practicesupport@emphn.org.au%E2%80%8B
mailto:Alliedhealth@emphn.org.au
mailto:digitalhealth@emphn.org.au
mailto:info@healthpathwaysmelbourne.org.au

Contact

E: info@emphn.org.au
P: (03) 9046 0300

emphn.org.au
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