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	WHAT TYPE OF PATIENT?
	ITEMS DESCRIPTION
	ROLE OF OTHER TEAM MEMBERS IN ADDITION TO GP
	OTHER RELEVANT ITEMS TO CONSIDER
	FREQUENCY
	                                          MBS ITEM No.
	SCHEDULED FEE

	All patients aged 45 to 49 

years with at least one 

risk factor for Chronic 

Disease
	45 year old health check
	An appropriately skilled person, deemed by the GP (eg. Practice Nurse) can help identify eligible patients, collect patient information, and provide advice to patients about recommended interventions.
	GPMP (721) or 
TCA (723)- if a chronic or complex disease has been 
diagnosed
	Once only
	717
	$102.20


	For patients with a 
chronic or terminal 
condition
	Preparation of a GP 
Management Plan (GPMP), for 

a patient living in the local 

community
	An appropriately skilled person, [image: image2.jpg]


deemed by the GP (eg: Practice Nurse) can assist in aspects of patient assessment, identification of patient needs, and making arrangements for services.  They can also manage the review appointments system and 
provide ongoing advice and support to patients in implementing the plan through 
item #10997.
	Team Care Arrangement (723)                                                           
Home Medicines Review (900)
Other relevant health checks such as : Annual Cycle of 

Care; Asthma Cycle of Care; ATSI Health Checks; 

75+ Health Assessment
	Every 2 years 
(min 12 months)
	721
	$127.70

	
	Review of a GP Management 
Plan (GPMP)
	An appropriately skilled person, [image: image3.jpg]


deemed by the GP (eg: Practice Nurse) can assist in aspects of patient assessment, identification of patient needs, and making arrangements for services.  They can also manage the review appointments system and 
provide ongoing advice and support to patients in implementing the plan through item 
#10997. Support from PM for initiating recall and review.
	
	3 Reviews within every 2 year plan *
	725
	$63.85

	For patients with a 
chronic or terminal 
condition + require 
ongoing care from a multidisciplinary 
team*
	Coordinating a Team Care 
Arrangement (TCA)
	TCA Must involve at least 2 other providers who are contributing to the care of the patient’s chronic illness. The information collection component.  It can include more than 2 providers, and it can include publicly-funded providers eg: community health providers. An appropriately skilled person, [image: image4.jpg]


deemed by the GP (eg: Practice Nurse) can assist in aspects of patient assessment, identification of patient needs, and making arrangements for services.  They can also manage the review appointments system and provide ongoing advice and support to patients in implementing the plan through item #10997- please refer to Department of Health and Ageing document, ‘Chronic Disease Management (CDM) Medicare Items, Q & As’ 1st January 2008, www.health.gov.au/epc.
	Patient has access to 5 allied health and

 3 dental services per calendar year. 

Patient must have a GPMP and TCA for access to 

5 Allied Health Services
	Every 2 years 
(min 12 months) *
	723
	$101.15

	
	Review of a Team Care 
Arrangement (TCA)
	An appropriately skilled person, [image: image5.jpg]


deemed by the GP (eg: Practice Nurse) can assist in aspects of patient assessment, identification of patient needs, and making arrangements for services.  They can also manage the review appointments system and 
provide ongoing advice and support to patients in implementing the plan through item 
#10997.  Support from PM for initiating recall and review.
	
	6 monthly 
(min 3 months) *
	727
	$63.85

	
	Organise & Coordinate a Case 
Conference
	Must involve at least 2 other providers who are contributing to the care of the patient’s chronic illness. Support from PN for identifying [image: image6.jpg]


other providers who could be involved in the conference.
	GPMP (721) or TCA (723)
	No more than 5 per year 


	740  15-30min 
742  30-45min  
744    > 45min
	$85.60  
$128.40  
$171.15

	
	Participate in a Case 
Conference organised and coordinated by another 

provider
	
	
	No more than 5 per year
	759  15-30min 
762  30-45min 
765    > 45min
	$61.10 
$97.80 
$134.45

	Patients with established diabetes mellitus
	Completion of a diabetes cycle of care (refer to ‘Improving The Journey Agreed Packages of Care Guide- Inner East PCP, Hannah Halloran- for steps that must be taken to complete an Annual Cycle of Care for a patient)
	An appropriately skilled person, [image: image7.jpg]


deemed by the GP (eg: Practice Nurse, Diabetes/Asthma Nurse) can support the GP who has a central coordinating role.  This support can include:
• Assessing the client to determine needs

• Gathering and documenting all relevant information for the GP

• Making arrangements for services

• Managing review appointments system

• Monitoring the client’s progress between consultations with the GP

• Establishing/utilising a client recall/reminder system
	GPMP (721), TCA (723)

In addition to attracting a Medicare rebate, completing and recording of care cycle through the use of this item will initiate a diabetes incentive payment through the Practice Incentive Program (PIP)
	Every 11-13 months  (Refer to MBS Online for requirements-  http://www.health.gov.au/internet/mbsonline/publishing.nsf/Content/Medicare-Benefits-Schedule-mbs-downloads) 
	2517 
 
One off payment for practices that undertake to use a diabetes register and recall/reminder system

Service incentive payment (SIP) for each patient completing an annual cycle of care (payable once per year)

Outcome payment for practices where at least 2% of patients have been diagnosed with diabetes and the practice has completed a cycle of care for  20% or more diabetic patients


	$32.80


      $1,000.00 (approx /FTE GP)

$40.00


     $20.00 per
 HbA1c SWPE
        annually

	Patients with established Type 2 diabetes
	Allied Health Group Service Items  (for a patient with established

 diabetes mellitus (Type 2) who is being managed under a care plan)

	GP able to refer to eligible diabetes educators, exercise physiologists and dieticians** using a mandated referral form.
Allied health professional to take a comprehensive patient history, identify individual goals and prepare the patient for an appropriate group service, if they are suitable.  They will then provide a written report back to the referring GP outlining the assessment undertaken, whether the patient is suitable for group services and, if so, the nature of the group services to be delivered.
	Relevant care plan must be in place (GPMP 721, Review of GPMP 725, or contribution to a care plan for a person in a residential aged care facility or being discharged from hospital to a facility 731)
	Medicare rebate payable for one allied health assessment for group services per calendar year
	81100 diabetes education assessment for group services (min 45 minutes)
81110 exercise physiology assessment for group services (min 45 minutes)
81120 dietetic assessment for group services (min 45 minutes)
	No additional fee for GP after claim for care plan service$73.75 (100%) / $62.70 (85%)
for  allied health professional

	
	
	After last service in group program, allied health professional prepares or contributes to a written report to referring doctor
	
	Up to 8 group services per calendar year, into 5 individual allied health services per calendar year- available to patients via the TCA (item 723)
	81105 diabetes education group service 
81115 exercise physiology group service
81125 dietetics group service
	No additional fee for GP  after claim for care plan service
$18.40 (100%) / $15.65 (85%)for allied health professional per service per patient

	Patients suspcected of being at risk of Type 2 Diabetes
(Diabetes must be excluded 
as determined by the 

AUSDRISK Tool)
	Type 2 Diabetes Risk 

Evaluation
	[image: image8.jpg]


Under the supervision of a GP, the patient suspected of being at high risk of Type 2 Diabetes can be assisted by other practice staff such as a Practice Nurse or a Practice Manager, to complete the Australian Type 2 Diabetes Risk Assessment Tool (assessing the patient’s risk of Type 2 Diabetes).  A nurse can also  help identify eligible patients, collect patient information, and provide advice to patients about

recommended interventions
The GP may refer the patient into a subsidised ‘Lifestyle Modification Program’ (LMP) to help 
the patient modify their risk factors to delay or prevent the onset of type 2 diabetes- (AGPN 
will be providing training for one person in each Division/Area so that there are accredited 
LMPs available to refer ‘high risk’ patients into).
	Indigenous Australians are able to access the Aboriginal and Torres Strait Adult Health Check (MBS item 710) and a Type 2 Diabetes Risk Evaluation item if they meet the patient eligibility requirements.
People aged 45 – 49 years (inclusive) are able to access the once only 45 year old health check (MBS item 717) if they are at risk of developing a chronic disease. A person who has previously had an item 717 consultation can only become eligible for a Type 2 Diabetes Risk Evaluation after three years.
	Every 3 years

Once a patient has been referred into a LMP, they must have a minimum of 8 hours contact over 6 weeks with the provider of the program. 
	713
	$61.40
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 Lifestyle Risk Factors Medicare Items   MBS Wall Chart Number 1     


This resource is available at www.ergpa.com.au           
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Information prepared and checked correct November l 2008. MBS GP Item payments are accurate as of November 2008, & are subject to yearly indexation.   * CDM services can be provided more frequently in circumstances where there has been a significant change in patients clinical condition  ** Eligible allied health service providers are registered with Medicare Australia to provide these services. All services must contain a personal attendance with GP. All items should be undertaken by patient's 'usual GP' - ie: GP or GP at same practice who has provided majority of services in last 12 months   IMPORTANT: GPs should refer to the Medicare Benefits Schedule for details of the requirements for these items - �HYPERLINK "http://www9.health.gov.au/mbs/search.cfm"�http://www9.health.gov.au/mbs/search.cfm�  For the most up to date information the website is the most reliable resource. This table and information has been redeveloped with permission from Bayside General Practice Network .� This symbol indicates Item Numbers whereby a Practice Nurse can assist a GP with some or all tasks with their patient. ��
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MBS WALL CHART No 1


Lifestyle Risk Factors Medicare Items
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 For Patients over 75 + � years old
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Lifescripts prescriptions and support materials are tools for GPs and Practice Nurses to use when providing lifestyle advice to patients.  ��Advice may be about quitting smoking, increasing physical activity, eating a healthier diet, losing weight, reducing alcohol consumption, or a combination of these.  ��Lifescripts can also be used to develop self-management and care plans for patients with chronic illnesses and complex needs, in conducting health assessments for the elderly or the 45 year old health check.





The Lifescripts Practice Kit contains:


Lifescripts waiting room checklist pad


Lifescripts patient flyers


Lifescripts poster


Lifescripts patient flyer reception desk stand


Lifescripts practice manual


Motivational interviewing CD ROM


Lifescripts stationery for practice notice board (blank Lifescripts letterhead for your practice’s own Lifescripts-related announcements)





The Lifescripts Risk Factor Kit contains:


Assessment tool pads (one pad per risk factor)


Assessment guidelines (one laminated sheet per risk factor)


Prescription pads (one pad per risk factor)


Lifescripts medical record summary stickers





Other Network resources available to assist you with addressing lifestyle risk factors include:


Checklists for undertaking the 45 year old health check, GPMPs, TCAs and Diabetes Annual Cycle of Care


Tips on completing the 45 year old health check, GPMPs and TCAs


Patient brochure promoting the 45 health check and GPMPs


Poster advertising the 45 health check


Medical director templates – 45 year old health check, GPMPs, TCAs


Physical activity directory, including information on gentle exercises, strength training, tai chi, walking groups, water exercises and yoga classes within Bayside General Practice Network.





The Eastern Ranges GP Association provides many other services and programs to assist GPs in their services delivery to their patients. To find out more about how we can support you as a Division, please visit our website or contact us with the information provided below.








�Eastern Ranges GP Association�Level 1/24 Main St Lilydale, 3140��HYPERLINK "http://www.ergpa.com.au"�www.ergpa.com.au� �03  9739 6751














� 





Message from Kristin Michaels, CEO, Eastern Ranges GP Association. 





� � �����
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This is the first in a series of wall charts that Eastern Ranges GP Association has developed (with acknowledgement to Bayside General Practice Network) to help GPs and Practice Staff Members to better access relevant MBS items.  





This poster offers a summary of all the MBS item numbers and the conditions that apply for lifestyle risk factors.


�








If you need more detailed information about these item numbers you may:





Contact Eastern Ranges GP Association to get assistance from one of our staff members: (ph) 9739 6751, or visit


� HYPERLINK "http://www.ergpa.com.au/contact_us 


2" �www.ergpa.com.au/contact_us 


Access� the relevant Medicare website (refer to each wall chart page for this address)





Additional copies of the wall charts are available at �HYPERLINK "http://www.ergpa.com.au"�www.ergpa.com.au�. We hope you find this resource useful and always welcome feedback from you ��Kristin Michaels


Chief Executive Officer
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