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C hronic C onditions: nurse driven cycle of care

Extent of the problem

Chronic disease is a major burden on the health system:

• Australia > $70 billion spent per annum  (2006):  roughly two thirds of the total health 

budget which is over $160 billion.

• 35% of Australians have a chronic disease 

• 20% have two chronic conditions

It has a drastic effect on quality of life, morbidity and mortality

Risk:

• Two thirds (67.0%) of Australian adults were overweight or obese and this is 

increasing

GP practice data – ‘Beach 2016’

40% of GP consultations included the management of at least one chronic 

condition

Multimorbidity defined as having two or more diagnosed chronic conditions:

• 51.6% of G P consultations included the management of two or more diagnosed 
chronic conditions

• These patients make up 31.5% of a average practice’s active patient population

Ref: Britt H,  Miller G C ,  Henderson J ,  Bayram C ,  Harrison C ,  Valenti L, Pan Y, Charles J, Pollack AJ, Wong C, Gordon J. 
General practice activity in Australia 2015–16. General practice series no. 40. Sydney: Sydney University Press, 2016

C DM funding models per patient

MBS CDM items - GPMP, TCA, Reviews, AH Referrals, ACoC

• $547 pa  (2 reviews)    

• $946 pa  (3 reviews + HMR + PIP and Swpe)

Health Care Homes – trial

• Tier 1 $591 pa

• Tier 2 $1,267 pa

• Tier 3 $1,759 pa

DVA CVC program: GP with PN

• $2,228 year 1

• $1,798 year 2

C hange coming?  C DM MBS  Task force recommendations (1)

1. Move to a patient-centred primary care model supporting GP stewardship

2. Introduce a new voluntary patient enrolment fee

3. Introduce flexible access linked to voluntary patient enrolment

4. Combine GP Management Plans (GPMPs) and Team Care Arrangements (TCAs) 

and strengthen GPMPs

5. Link allied health items to GPMPs

6. Equalise the rebate for GPMPs and GPMP reviews

7. Increase access to care facilitation services for patients

8. Activate and engage patients in their own care planning

9. Rebate participation in case conferencing for non-GP health professionals

10.Build the evidence base for Health Assessments and ensure that the content of 

Health Assessments conforms to appropriate clinical practice guidelines

C hange coming?  C DM MBS  Task force recommendations

10.Delete Health Assessments less than 30 minutes and expand the at-risk groups 

who are eligible for Health Assessments

11.Link Medication Management Reviews (MMRs) to GPMPs and reduce the schedule 

fee

12.Increase the rebate for home visits for patients with a GPMP

13.Introduce a 6 minute minimum time for a Level B consultation item

14.Introduce a new Level E consultation item at 60 minutes or more

15.Increase access to primary health care in Residential Aged Care Facilities

16.Update language across the MBS to better reflect the role of registered and enrolled 

nurses

17.Amend the specialist consultation telehealth items to make clear that GPs are able 

to claim the items
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C hallenges to delivering effective care for practice nurses   

• Care planning processes are challenging due to the complexities of the 

Medicare requirements 

o this can lead to either different interpretations, poor implementation or not doing 

them at all

• Lack of dedicated or protected time to take on anything ‘new’ or change their 

processes

• It is difficult to track care to ensure patients do not “fall between the cracks”

• Empowering patients or their communities to help better manage their own care is 

strongly associated with better patient outcomes but is difficult to achieve

Practice workforce changes

Ref: ANZ – Melbourne Institute Health Sector Report General practice 
trends.  Anthony S cott. Melbourne Institute of Applied Economic and 
S ocial Research, The University of Melbourne, 2017

• 40 per cent increase in practice nurses

• Practice nurses increased from 0.39 to 0.45 

per GP 

What works for chronic disease management?

Target

Identify patients most likely 
to benefit from better 

coordinated care

Assess

Assess patient’s health 
risks and needs

Engage

Involve patients and their 
families in managing  their 

own care

C onnect

Keep the communication 
flowing across the entire 

care team

C oordinate

Make sure everyone on 
the care team knows what 

everyone else is doing

Track

Monitor patient progress, 
follow up and review

what 

works

Plan

Develop a unique care 
plan for each patient 

centred on their needs 
and preferences

Adapted from the Report of the Primary Health C are Advisory 
G roup 2017;
McC arthy,  D. ,  J .  Ryan,  and S .  Klein,  Models  of care for high-
need,  high-cos t patients : an evidence s ynthes is . Issue brief 
(C ommonwealth Fund),  2015.  31: p.  1-19 

Technology platform that helps the cycle of care

cdmNet to helps nurses manage the cycle of care 
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C are plan creation in cdmNet

%Nurse creation

%G P creation

Now:

62% nurse created structured care plans

26% G P creating plans

cdmNet helps manage the cycle of care

• MBS CDM model of care, supporting

o All types of GP practices and all regions: metro, rural, remote

o Over 4,000 GPs and 70,000 allied health and specialists supporting over 150,000 

chronically ill patients on care plans

• Health Care Homes – new model of care and funding (Commonwealth trial)

o Provides continuity of care, coordinated services and a team based approach 

tailored to the needs and wishes of the patient

o Over 160 practices  - all trained in coordinated care

o Over 8,500 patients enrolled, target 12,000

o 3,400 with cdmNet care plans*
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2017 - 2019

The future

• Create sustainable Chronic Disease Management by identifying the model of care / 

healthcare context appropriate for a practice

• Invest in the practice work-force, run nurse-led CDM

• Consider the effective use of MBS billing or other funding model

• Use  digital coordinated care platform to simplify care delivery and increase the 

effectiveness of care to:

o Improve health outcomes

o Improve team coordination

o Improve care follow up

o Lower administrative overhead and allow more time for providers to practice good 

medicine

• This can increase practice revenue for long-term sustainability
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