
Op#mising	GPMPs	&	TCAs	for	

Improved	Health	Outcomes	



Today	We’ll	Cover	

1	

2	 The	most	effec+ve	templates	to	easily	create	meaningful	care	plans.	

The	Audit-Proof	Care	Plan:	Medicare	requirements	for	GP	

Management	Plans	(GPMPs)	&	Team	Care	Arrangements	(TCAs).		

4	 How	to	set	up	an	effec+ve	system	to	recruit	and	engage	pa+ents	

3	 How	to	simplify	referral	paperwork	and	improve	communica+on	with	AHPs.		

5	 How	to	use	Care	Plans	to	really		improve	your		pa+ents’	quality	of	life.	



Why	Care	Plans?	

hHp://www.abs.gov.au/ausstats/abs@.nsf/0/692C03405807CF0BCA25773700169C87?opendocument	



Some	of	the	challenges	

•  More	paperwork	

•  Complex	process	

•  Confusing	eligibility	

and	referral	criteria	

•  Time	consuming	

•  Not	sure	what	

services	to	refer	to	

•  More	paperwork	

•  Low	rebate	

•  Not	enough	sessions	

for	adequate	

treatment	

•  Confusing	system	

•  Not	sure	how	

referrals	work	

•  Most	eligible	pa+ents	

don’t	know	the	

scheme	exists	

GPs	 AHPs	 Pa+ents	



Care	Plans:	Pros	&	Cons	

Cons	

•  Time	consuming	and	I’m	already	too	busy!	

•  Too	much	paperwork	and	red	tape	

•  Too	much	to	keep	track	of	

•  Audit	risk:	Could	get	in	trouble	with	

Medicare	

•  Ineligible	pa+ents	demanding	plans	so	they	

can	see	their	allied	health	

•  Can’t	find	the	right	allied	health	providers	

•  Allied	health	providers	don’t	write	back	

Pros	

•  BeHer	management	of	pa+ent	condi+ons	

•  Reduce	hospital	admissions	(be+er	managed	

condi2ons	have	fewer	acute	crises/exacerba2ons)	

•  Reduced	length	of	hospital	stay	(reliable	
mul+disciplinary	team	arrangements	established	in	the	

community	that	can	provide	follow	up	care)	

•  The	wriHen	plan	is	a	useful	central	tool	the	

whole	team	can	use	for	ease	of	pa+ent	

management	

•  Revenue	genera*ng	for	providers	

•  Pa*ents	can	access	subsidised	allied	health	
sessions	



Chronic Disease Management Styles in  

General Practice
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GP Management Plans & Team Care Arrangements

GP Management 

Plan  
GPMP (721)

Patient with Chronic Illness
Include: Problems, Goals, Patient 

Actions, Treatments, Review date

Review in 6 months 
(min claiming period: 3 months)

GPMP RW (732)

If complex condition requiring a multidisciplinary team (at least 2 other providers in addition to the GP)

Team Care 

Arrangement 
TCA (723)

At least 2 other providers delivering 
different services.
At least 1 Allied Health Professional:
Exercise Physiologist, Podiatrist, 
Optometrist, Dietitian, Diabetes and 

Asthma educators, etc.
May include up to 1 Specialist.

Review in 6 months 
(min claiming period: 3 months)

TCA RW (732)

Allows patient access to
5 AHP services (in total) in a calendar year

New GPMP (721)2 years 
(min claiming period: 1 year)

New TCA (723)

5 Nurse support/monitoring services - 10997 (Only GPMP needed)       

GPMP+TCA formerly “EPC”

721 + 723



Ques#ons	and	answers	on	CDM	items	
hHp://www.health.gov.au/internet/main/publishing.nsf/Content/mbsprimarycare-chronicdiseasemanagement-

qanda#3_1	

Team	members	could	include:	
	Aboriginal	health	workers	

Audiologists	

Chiropractors	

Diabetes/asthma	educators	

Die++ans	

Exercise	physiologists	

Mental	health	workers	

Occupa+onal	therapists	

Osteopaths	

Physiotherapists	

Podiatrists	

Psychologists	

Speech	pathologists	

Orthop+sts,	Ortho+sts	or	Prosthe+sts	

Social	workers	

Optometrists	

Pharmacists	(HMR).	

Other	providers	

Home	and	community	service	providers	

Meals	on	wheels		

Personal	care	workers		

Proba+on	officers	

Workcover	Rehabilita+on	Case	Manager		

Fitness	instructor	and	personal	trainer	

if	they	are	contribu2ng	to	the	plan	

Specialists	

“Only	one	specialist	or	consultant	physician	can	be	
counted	towards	the	minimum	of	two	contribu2ng	

team	members	who,	with	the	coordina2ng	GP,	make	up	

the	core	TCAs	team.”	





2017	

2018	

Jan	

Jan	

Dec	

Dec	

Care	Plan	

June	

June	

Allied	Health	Referrals	

721+723	



Questions and answers on CDM items

http://www.health.gov.au/internet/main/publishing.nsf/Content/mbsprimarycare-
chronicdiseasemanagement-qanda#3_1

Communication between providers:


“Communica2on	must	be	two-way,	preferably	oral	or,	if	not	prac2cable,	in	wri2ng	

(including	by	exchange	of	faxes	or	email).”	
	

“The	communica2on	from	the	collabora2ng	providers	must	include	advice	on	

treatment	and	management	of	the	pa*ent.”	
	

“…a	'blanket	agreement'	to	par*cipate	in	TCAs	would	not	be	sufficient.”	
		

“A	fax	form	by	itself	would	not	meet	the	requirement	for	collabora2on	if	it	does	not	

include	the	treatment	or	services	to	be	provided	by	the	provider,	matched	to	the	

specific	needs	of	the	pa*ent.”	



Ques#ons	and	answers	on	CDM	items	

hHp://www.health.gov.au/internet/main/publishing.nsf/Content/health-medicare-health_pro-gp-pdf-allied-

cnt.htm	

Repor#ng	requirements	of	Allied	Health	Professionals	
	

“A	wriHen	report	is	required	aker	the	first	and	last	service,	or	more	oken	if	clinically	

necessary.	

	

WriHen	reports	should	include	any	inves#ga#ons,	tests,	and/or	assessments	carried	

out	on	the	pa+ent,	any	treatment	provided	and	future	management	of	the	pa+ent’s	
condi+on	or	problem.”	



What	Care	Plans	look	like	



Sample	Goals,	Pa#ent	Ac#ons	&	Treatments	for	Common	Condi#ons	



Pa+ents	with	Type	2	Diabetes		
(Individual	Assessment)	

Item	 Descrip#on	

81100	 Diabetes	Educator	

81110	 Exercise	Physiologist	

81120	 Die++an	

•  Assessment	for	group	services	(at	least	45min	long)		

•  Group	services	(at	least	60min	long)		

•  Between	2	and	12	persons	

•  Pa+ents	are	eligible	for	a	maximum	of	eight	group	services	per	calendar	year	

•  Each	service	must	be	at	least	60	minutes	long	

•  Up	to	two	group	services	may	be	provided	consecu+vely	on	the	same	day	by	the	same	provider	

Pa+ents	with	Type	2	Diabetes		
(Group	Services)	



Aboriginal & Torres Strait Islander Items 
hHp://www.health.gov.au/internet/main/publishing.nsf/Content/health-oatsih-pubs-mbslist	



Diabetes Cycle of Care

Measure/Monitor	 Frequency	

HbA1c		 Once	every		year	

Comprehensive	eye	examina+on		 Once	every	two	years	

Weight	and	height	and	calculate	BMI		 At	least	twice	every	cycle	of	care	

Measure	blood	pressure		 At	least	twice	every	cycle	of	care	

Examine	feet		 At	least	twice	every	cycle	of	care	

Total	Cholesterol,	Trig	&HDL		 At	least	once	every	year	

Test	for	microalbuminuria		 At	least	once		every	year	

eGFR	 At	least	once	every	cycle	of	care	

Provide	self-care	educa+on	 At	least	once	every	cycle	of	care	

Review	diet	 At	least	once	every	cycle	of	care	

Review	levels	of	physical	ac+vity	 At	least	once	every	cycle	of	care	

Check	smoking	status.		 At	least	once	every	cycle	of	care	

Review	of	medica+on	 At	least	once	every	cycle	of	care	

Items:		2517	(Level	B)	-	2521(Level	C)	-	2525	(Level	D)		



Asthma Cycle of Care

•  Items:		

2546	(Level	B)	-	2552(Level	C)	-	2558	(Level	D)		

•  Requirements:	
•  At	least	two	asthma	related	consulta+ons	within	12	

months		

•  Pa+ent	with	moderate	to	severe	asthma	

•  Documented	diagnosis	and	assessment	of	the	

•  Pa+ent’s	level	of	asthma	control	and	severity	

•  Review	of	the	pa+ent’s	use	of	asthma	medica+on/devices	

•  WriHen	asthma	ac+on	plan	

•  Asthma	self-management	educa+on		

•  Review	documented	asthma	ac+on	plan	



MBS Claiming Scenarios

	 	 	Thomas		

o Original	GPMP	&	TCA	in	Nov	2016	

o  Used	5	Podiatry	Services	in	2016	

o  Reques+ng	a	new	referral		in	January	2017	for	more	

podiatry	

Ø Can	a	referral	be	made	for	more	sessions?		

Ø How	many	sessions	can	he	have	this	year?	

Ø Is	he	also	eligible	for	a	new	plan?	

Ø Is	he	eligible	for	a	review?	



MBS Claiming Scenarios

	 	Suzy		

o Original	GPMP	&	TCA	in	April	2016	

o Used	3	Physio	Services	in	2016	

o Reques+ng	a	new	referral	in	May	2017	for	Exercise	Physiologist	

Ø Can	a	referral	be	made	for	more	sessions?		

Ø How	many	sessions	can	she	have	this	year?	

Ø Is	she	eligible	for	a	new	plan?	

Ø 	Eligible	for	a	review?	



Pa#ent-Centred	Care	&		

Effec#ve	Prac#ce	Systems	



Patient-centred Care  

• What	does	“pa+ent-centred	care”	mean	to	you?	

• Signs	of	a	pa+ent-centred	consult:	

________________________________________	

________________________________________	

________________________________________	

________________________________________	

________________________________________	

	



Care	Plan	Consult	–	Step	by	Step	

Ensure	pa*ent	is	

eligible	today	

Answer	ques#ons/

clarify	what	the	Care	

Plan	is	for.	Gain	

consent.	

Update	history:	

Allergies,	Smoking,	

Alcohol,	Family	&	

Social	History.		

Ensure	list	of	

condi*ons	is	up	to	

date		in	pa#ent	file	

Measurements:	

Blood	Pressure,	

Weight,	etc.	

Find	out	what	other	

providers	or	

specialists	they	see	

(add	to	address	

book)	

Pa*ent-centred	need	

“What	do	you	feel	is	

the	main	issue	

affec#ng	your	health	

at	the	moment?”	

Pa*ent-centred	

impact		

	“How	is	that	

affec#ng	your	

everyday	life?”	

Pa*ent-centred	goal	

“What	would	be	a	

good	outcome/	

result	for	that	

issue?”	

Add	addi*onal	

goals/treatments	

based	on	their	

condi*ons	&	guide	

the	pa#ent	through	

these.	

Agree	on	TCA	

providers	&	make	

arrangements	to	

gain	consent	&	input	

from	providers.	

Generate	Referrals	

Give	a	copy	of	the	

plan	to	the	pa*ent.	

Inform	the	pa#ent	

that	the	care	plan	

will	need	reviewing	

in	6	months	

Book	in	a	progress	

appointment	before	

next	review	(10997),	

where	appropriate.		

Bill	Items	&	Add		

Recall	for	Review	



Francesco:	58yrs	Old			

•  Newly	diagnosed	with	Type	2	Diabetes	

•  BMI:	33	

•  Sees	a	“Chiro”	to	help	with	his	“s+ff	lower	back”	

•  Would	like	to	get	fit	again,	but	doesn’t	want	to	make	his	back	worse.	

•  “The	boss”	(his	wife)	cooks	all	the	meals	in	the	house.	

Ø  Any	addi+onal	informa+on	you’d	want	from	Francesco?	

Ø  What	services	(if	any)	would	you	offer/discuss?	

Ø  Would	you	involve	any	other	providers	in	his	care?	If	so,	who?	



Using	a	Clinical	Audit	Tool	
PEN	Clinical	Audit	Tool	(CAT)	

		



The	Prac#ce	Process	-	Systems	to	

Recruit	&	Engage	Pa#ents	



The	prac#ce	process	(step	by	step)	

12	month	plan	

1.   Prepare	the	prac*ce:	

Poster	or	sign	in	the	wai#ng	room	to	promote	Care	Plans	

Nurse/GP	#mes	and	consul#ng	room	allocated	for	Care	Plan	consults	

All	staff	members	are	aware	of	the	referral	process	to	Nurse/GP	

Templates	agreed	on	and	finalised:		

Invita#on	lefer	

Care	Plan	template	

Referral	forms	(Update	Address	Book	with	local	Allied	Health	Providers!)	

Poster/wai#ng	room	sign	

Pa#ent	Handouts	



The	prac#ce	process	(step	by	step)	

2.	Database	search:	List	of	ac#ve	pa#ents	with	a	chronic	condi#on	(i.e.	Diabetes)	

		

3.	Determine	Medicare	eligibility	of	these	pa#ents:		

Ring	Medicare	provider	line	132	150.	(check	up	to	7	pa+ents/call)	
Or	Use	the	Medicare	Online	portal	to	check	eligibility	

	

Ask	if	the	pa#ent	is	eligible	for	item	721	&	723	today.			
	

If	NOT	eligible	then	check	if	eligible	for	732	&	732.	

	

4.	Flag	pa#ent	file	&	recall	eligible	pa#ents:		

Tip!	le+er	followed	by	phone	call	the	following	week	works	best.	

	

	



5.   Book	appointment	:	

With	nurse	for	20	or	30	min	AND		

With	GP	immediately	aier	nurse	to	finalise	the	plan.		

Tip!	If	unable	to	make	nurse	and	GP	appointments	on	the	same	day,	then	let	

pa2ents	know	beforehand	(in	the	invita2on	le+er)	that	the	check	will	take	

place	over	2	consults.	

6.	Once	pa#ents	are	seen,	add	them	to	recall	database	for	follow	up	as	required.	

7. 	Review	progress	of	the	12-month	plan	and	related	pa#ent	lists	at	3,	6	and	9	

months.	

8. 	Start	a	new	12-month	plan	aier	one	year.	

The	prac#ce	process	(step	by	step)	



Where	to	from	here?	

We’re	only	ever	an	email	or	phone	call	away!	

	

Access	related	templates	&	downloads	from	the	website	

Complete	the	addi#onal	course	content	

Submit	the	“Prac#ce	Reflec#on	Ac#vity”	to	receive	your	CPD	cer#ficate	

Put	your	knowledge	into	prac#ce!	

Contact	us	if	you	need	support	

	


