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Managing Chronic 

Conditions Through 
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2019 APNA National Conference, Adelaide 

Learning Objectives

 Explore the multi dimensions of PCC

 Relevant frameworks, policies & guides

 Burden of chronic conditions & SDoH

 General practice environment

 Communication & engagement 

 Nursing practice in care planning

 Authentic goal setting

 Interdisciplinary teams

 Proactive health care

 Clinical handover

 Care coordination

 Review MBS
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Person Centred 

Care 
Framework

McCormack, B & McCance, T 2017, Person-Centred Framework

Health & social                                 

care policy 

Strategic                      

framework 

Workforce       

development 

Strategic leadership

Macro Context
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NMBA Codes and Guidelines for Professional 
Nursing Practice

 Code of ethics

 Code of professional 
conduct

 Nursing practice 
decision framework

 Standards of Practice

 CPD plan

 Mandatory reporting 
guidelines

 Social media policy
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Scope of Practice 

for Nurses - NMBA

 Educated

 ANMAC standards

 Competent

 Qualified assessor

 Authorised

 Standards of practice

 Position description

 PII

 Reflexivity, leadership, 
advocacy & research

 Policy & funding
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National Strategic 
Framework for 
Chronic Conditions,
2017

 Objective 1. Prevention

 Objective 2. Provide 
effective care

 Objective 3. Target 
priority populations

 Indigenous people

 Aged persons

 People with disability

 People experiencing 
mental illness

 Socially & 
economically 
disadvantaged groups

 Rural & remote 
residents 
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The Burden of Chronic Conditions

66% of the total 
burden of 

disease results 
from 5 chronic 
disease groups

Chronic 
conditions lead 
to reduced QoL 
with personal, 

social & 
community costs

Chronic illness is 
the predominant 

cause of 
premature 
mortality & 

health system 
utilisation

50% of Australians 
have at least 1 
chronic illness & 
33% >65yrs have 

3 or more chronic 
conditions

Community feel 
disempowered, 

frustrated & 
disengaged 
from health 

services

Care is 
uncoordinated 

across the 
health care 

journey

Health system is 
fragmented with 

providers & 
services working 

in isolation

36% of health 
expenditure is 

related to 4 
chronic 

conditions

National Strategic Framework for Chronic Conditions, 2017© Rolleston & Franchi 2019

Social Determinants of Health

 Housing  Education  Employment  Income
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Clinical Guidelines

 Clinical guidelines

CVD 

CKD 

 T2DM 

COPD

 Asthma
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Changing General Practice Environment

 PNIP restructured to WIP

 Advocate for nursing hours

 Communicate the benefits of 

GPNs to the Australian 

community

 Introduction of QI PIP

 Cycle of care PIP removal

 Need to be embedded these 

standards into care plans

 MBS review

 Continuance of focus on 

medical model

 HCH trial

 The PCMH

 Exploration of alternate 

models of care
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Chandlers Hill SA Model of CDM

 Enhanced general practice services through QUEST 
research project at Flinders Uni 

 GPN, GP & pharmacist interdisciplinary model of care

 Consumer advisory group

 Exploring new ways of working in teams

 Providing continuity of care

 Acknowledging the central role of GPNs
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Inclusive 

Teamwork
 QI process

 Review practice data

 Identify priority populations

 Whole of team meeting

 Acknowledge education needs

 Define GPN, GP & admin roles

 Establish time allocations

 Develop person centred 
template

 Explore pathways for  continuity 
of care

 Organisation of reminders

 Evaluation of program

 Strengthen collaborative 
partnerships

 Protected time is essential
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Communication & 

Informed Consent 
Role Play

Person Centred 
Ways of Working

 NOT disease focused

 Sharing of knowledge 
& power

 Actively listening to the 
person

 Encouraging expression 
of feelings & needs

 Identifying influences 
on the person’s life

 Empowering the person 
as their own health 
carer
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Patient

A patient is passive, they 

are suffering. The health 

professional has a title 

creating a power 

imbalance

Patient 
Centred 

Terms

Diabetic

Schizophrenic

Non compliant

Difficult 

Person

A person is an 
individual with 

the moral right to 
make their own 
life choices, to 
live life without 

interference from 
others

McConnell, M 1999: Anderson, D 2000

Significance of Language
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McCormack & 
McCance PCC 

Process

Good care experience

Involvement in care 

Feeling of wellbeing

Existence of healthful culture

Working with 
the person’s 
beliefs and 

values

Engaging 
authentically

Sharing 
decision 
making

Being 
sympathetically 

present

Providing 
holistic care

McCormack, B & McCance, T 2017, Person-Centred Framework© Rolleston & Franchi 2019

Implementing PCC with the 

4E Strategy 

Engage with the individual by asking about their main health concern 

Educate with health literacy through tailored information sharing

Empower the person with knowledge

Enable their informed decision making & self care

©Roslyn Rolleston, 2018

Health Literacy

 Assess person’s level of 
knowledge & insight

 Acknowledge barriers to 
understanding

 Provide individualised
health education

 Reflective questioning

 Educate on the benefits of 
interdisciplinary care

 Give written information, 
recommend endorsed 
websites & apps

 Arrange appointments
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Meet Leon

 54yrs man, frustrated, insomnia, labile mood, 
dissatisfied with health care, previous MH inpatient 

(not for 12 years)

 Lives with partner, community unit, DSP since 34yrs, 

worked as a boiler maker, drives own car, does not 

drink alcohol, little family contact

 Diagnoses: 

 Hypertension

 Hyperlipidaemia 

 CKD 

 T2DM 

 Bipolar disorder 

 Depression 

 8kg weight gain 6/12
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Meet Leon
 Medications: 

 Carbamazepine, Valproate 

 Quetiapine (SR & ER), Clonazepam, Clonidine 

 Telmisartan (ARB), Amlodipine (Ca antag), 

combination statin & fenofibrate 

 Novorapid, Lantus, Metformin, DPP4 inhibitor 

 Path

 HbA1c 8.9, BGLs 15  

 Na 138, K 4.3, eGFR 55, U-ACR 13.8 

 TC 6.1, LDL 4.1, Trig 4.6, LFTs 

 Hb 128, WCC 4.0 

 BP 145/90, HR 88, SpO2 98%, BMI 33 

 Quit smoking 2 months ago
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Working together

 Partner with 2-3 people at your table 

 Utilising Leon’s case study, work through the care 

plan template together

 Think about how you would approach each 
section through a PCC model by adopting the 

4E strategy

 Consider some possible responses from Leon

 Develop a prioritised management strategy

 Consider referral pathways
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 "The cost to the 
world of mental 

health and 
addiction is now 
greater than all 
major physical 

illnesses 
combined“

Mental Health, Cognition, Social Support

 Relationships 

 Substance use

 Financial distress

 Self harm, suicidality

 Safety of self & others

 Daily routine

 Thought processes

 Sadness or loneliness

 Worries or concerns

 Sleep patterns

High level of psychological distress in the community 

High rates of under-screening, misdiagnosis, incomplete care

Increased risk of mental illness in people with chronic conditions

Normalise mental health into every consultation

© Rolleston & Franchi 2019

Nutrition and Activity

 How active is your 
lifestyle

 Activities you enjoy

 Barriers to activity

 Specific exercise & 
tolerance

 Mobility, stability, 
balance

 Mobility aids

 Chronic pain

 Is your diet health

 Breakfast, lunch, dinner 

& snacks

 Fruit & vegetables

 Meats, fish, dairy, nuts 
& legumes

 Breads, cereals, grains

 Salt & water

 Processed food, 
takeaways

© Rolleston & Franchi 2019
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Medications & Vaccination 

 HALO 

 Influenza 

 Pneumococcal 

 dTpa & Hep B  

 MMR  & Zoster

 Q fever

 Concurrence 

 Side effects 

 Complimentary 

therapies 

 Regular pharmacist 

 HMR 
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Cardiovascular & Renal Protection

 eGFR 

 Microalbuminuria 

 U/E/C, Na, K 

 BP, HbA1c

 ACE, ARB, diuretics 

 NSAID

 Water intake

 TC, LDL, TC:HDL ratio 

 Triglycerides, LFTs 

 FBC, BGL

 BP, P, BMI, SPo2 

 ECG 

 Statin, antiplatelet, anticoags

 ED
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Micro/Macrovascular Circulation

Vision Sensation

Dentition
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Others

Have a break…

GP Nurses Southern NSW
A private FB group designed to develop a collegial community of GP nurses and 
their colleagues working in or interested in primary health care. GPNSN is for 
individuals only. We do not support membership for self promotion or organisations

Reflect on Learning

 Multidimensional PCC Framework

 Macro, Clinician, Workplace culture, PC Process, 4E Strategy

 NMBA

 Scope of practice

 National Strategic Framework for Chronic Conditions

 Priority populations, Burden of chronic illness, SDoH

 Changing General Practice Environment

 Chandlers Hill & QUEST

 Clinical Guidelines

 Heart & kidney health

 Inclusive & Collaborative Teamwork

 Quality improvement process

 Communication

 Listening, language, health literacy

 Care Planning Process

 How to include PCC & clinical guidelines
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Stages of Change

 Pre-contemplation 

 Contemplation

 Preparation

 Action

 Maintenance 

 Reflection
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Motivational Interviewing & 
Health Coaching

 Priority 

 Importance

 Readiness

 Confidence

 Tools
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Motivational Interviewing 

Role Play
SMART Goals

TRADITIONAL
 Specific

 Measurable

 Achievable

 Realistic

 Time frame

© Rolleston & Franchi 2019

CONTEMPORARY
 SMall

 Authentic

 Re-evaluated

 Time frame

Goal Setting

 Authentic to the person

 Maximum of 3

 Simple, planned actions 

 Increase water intake by 500/mls daily with x1 
glass water before each meal 

 Lose 3kg weight in 6 weeks by reducing bread 
intake to x2 slices a day & moving during TV 
ads

 Improve sleep quality through daily guided 
meditation at bedtime x2 weeks then review

 Arrange appointments with EP followed by 
podiatrist then optometrist within 3 months

© Rolleston & Franchi 2019

Interdisciplinary Team

 Dietitian, Exercise Physiologist, CDE

 Physiotherapist, Chiropractor, Osteopath 

 Psychologist, Social Worker, Credentialed MHN

 Podiatrist, OT, Speech Pathologist

 Optometrist, Pharmacist, Audiologist

 Specialist Nurses & Doctors

 Dentist 

 Carers, community & support workers

 Naturopath 

© Rolleston & Franchi 2019
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Proactive Planning

 23, 10997, 10987, 732, 2517, 2546, 2712, 2715

 Review 1-4 weeks

 BP, INR, BGL monitoring

 Health education, health coaching, goal attainment

 Mental health review

 Weight & activity monitoring

 Vaccination 

 ECG, Spirometry, ABI

 Staying connected
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Follow Up with GP Nurse - Item 10997

10997 is utilised to provide ongoing monitoring & support

Cannot be billed for the GPN’s preparation of the care plan

Clinical 

progress, BP, 

weight, BGL, 

INR, wound 

care

Medication 

concurrence 

& side effects, 

OTC or 

complement 

therapies

Vaccination, 

STI screening,  

CVR assess, 

QUIT 

smoking, 

kidney 

health

Self 

management 

& health 

literacy 

education, 

health 

promotion

Need a 721 or 723 or 731 in place

5 services per calendar year

Issue needs to be a part of the care plan

Patient does not need to see the GP for claiming
Reason for Visit – ‘Patient Education’

Education provided must be evidence based & 
within your scope of practice

Clinical Handover

 Crucial for successful CDM

 Person relays the messages

 Post-it note

 Phone call

 Intranet message

 Email

 Face to face

 GP comes to GPN room for 
collaborative consultation, 
endorsement & sign off
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My 
Health 

Plan

Acknowledge the Person

 Ask ‘Is there anything else you would like to discuss’

 Thank the person for coming

 Congratulate them on becoming an active 
participant in their health care

 Invite them to call if they have any questions

 Confirm follow up appointment
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Coordination of Care

 Time intense, unfunded

 Arrange appointments

 Confer with GP

 Collaborate with specialists

 Negotiate with hospital preadmission

 Communicate with dentist

 Partner with pharmacist

 Collaborate & advise AHP

 Negotiate with CDE, CMHN & psychiatrist

 Conciliate relationships with significant others

 Advocate for reduced fees, prioritised appts, less 
specialist referrals

 All while including the person in shared decision making

© Rolleston & Franchi 2019

The MBS 
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GPMP (721) Eligibility
 “Whether a patient is eligible for a CDM service is essentially a matter 

for the GP to determine, using their clinical judgement & taking into 
account both the eligibility criterion & the general guidance. Where 
a patient’s ‘condition’ would not obviously come within the MBS 
definition, a GP may still consider the patient’s condition & 
circumstances are such that they require the preparation of a care 
plan because of such factors as non-compliance, inability to self-
manage or functional disability.”

 DoH recognises that conditions such as substance use, obesity, 
chronic pain, hypertension, hypercholesterolemia, IFG, IGT can 
occur across a wide spectrum of severity & in many cases a patient 
may have complications or comorbidities that may be a result of or 
exacerbated by such conditions or risk factors & would make them 
eligible for CDM services

DoH - CDM Q&A, 2019
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Recommended billing cycle is 2 yearly, minimum billing cycle annually
Recommended review 6/12, minimum period is 3/12

Exceptional circumstances may apply in some instances when 
significant changes have occurred

TCA Rules

 Collaboration “must be two-way, preferably oral or, if not 
practicable, in writing (including by exchange of faxes or email). 
It should relate to the specific needs & circumstances of the 
patient. The communication from the collaborating providers 
must include advice on treatment & management of the 
patient.” 

 “While it is not mandatory that an AHP must see the patient 
before contributing to the plan, they do need to provide input 
to the TCAs on the treatment or services they will provide, based 
on their understanding of the patient's needs.”

DoH - CDM Q&A, 2019
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Must include 2 additional providers, only 1 of which can be a 

doctor. GPNs cannot be TCA members unless working 

independent of the GP

Business of Chronic Illness
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PNIP - $25,000 annually per 1xFTE GP (capped 

at 5xFTE GPs)

RN 12.6hrs 

per week

$125,000   

+loading

GP management plan 721 $144

Team care arrangement 723 $114

Contribution to RACF care plan 731 $70

Review of GPMP or TCA 732 $72

Case conferences 739/43 $121-202

Monitoring & support for Indigenous people 10987 $24

Monitoring & support for chronic illness 10997 $12

Review mental health care plan 2712 $72

Mental health care plan 2715/17 $91-134

Bulk billing incentive 10990/10991 $7 or $11

Thank You


