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CHRONIC DISEASE MEDICARE BENEFIT SCHEDULE (MBS) ITEM NUMBER TOOLKIT 

Introduction 

The Quality Improvement (QI) toolkit 

This QI toolkit is made up of modules that are designed to support your practice to make easy, measurable 
and sustainable improvements to provide best practice care for your patients. The toolkit will help your 
practice complete QI activities using the Model For Improvement (MFI). 

Throughout the modules you will be guided to explore your data to understand more about your patient 
population and the pathways of care being provided in your practice. Reflections from the module activities 
and the related data will inform improvement ideas for you to action using the MFI. 

The MFI uses the Plan-Do-Study-Act (PDSA) cycle, a tried and tested approach to achieving successful change. It 
offers the following benefits:  

• A simple approach that anyone can apply  

• Reduced risk by starting small  

• It can be used to help plan, develop and implement change that is highly effective.  

The MFI helps you break down your change improvement into manageable pieces, which are then tested to 
ensure that the change results in measurable improvements, and that minimal effort is wasted.  

There is an example of completing GP management plan on patients with diabetes using the MFI at the end of 
this module. 

If you would like additional support in relation to quality improvement in your practice please contact Brisbane 
South PHN on support@bsphn.org.au.  

Due to constant developments in research and health guidelines, the information in this document will need to 
be updated regularly. Please contact Brisbane South PHN if you have any feedback regarding the content of 
this document. 

 This icon indicates that the information relates to the ten Practice Incentive Program Quality 
Improvement (PIP QI) measures. 
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How to use this toolkit 

There are checklists included below that will guide you and your practice. 

• Use this toolkit to guide you along the journey. 

• Set yourselves timelines to achieve your goals. 

• Consider potential internal or external factors that could impact the activity and factor these into your 
planning – e.g. accreditation preparation, staff leave (planned or unplanned), global pandemic, 
influenza vaccination season. 

• Review your progress regularly. 

• If you find your process is not working and you are not seeing improvements, then review your process 
and start again. 

For more support 

support@bsphn.org.au       1300 467 265 

  

mailto:support@bsphn.org.au
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MBS ITEM NUMBER TOOLKIT 
The aim of this toolkit is to assist practices to identify the number of chronic disease items being claimed versus 
the number of eligible patients at your practice.  This may help with: 

1. chronic disease patient management 

2. consistent patient management systems  

3. multi-disciplinary approach to patient care 

4. identify the number of nursing staff/hours required 

5. increase practice revenue. 

This activity is to complement the Brisbane South PHN monthly benchmark and trend reports you already 
receive.   

Chronic disease MBS item numbers 

The following MBS item numbers will be used as part of this toolkit. Practices may choose to add to or delete 
any of the item numbers. 

• management plan item numbers including GP management (GPMP) and team care arrangements (TCA) 

• nurse chronic disease item number 

• health assessments 

• heart health check 

• Aboriginal and Torres Strait Islander health assessments 

• domiciliary medication management review 

• mental health treatment items. 

Maximising nurse led clinics in general practice 

Australian primary health care nurse association (APNA) have a webinar and excel spreadsheet you can use to 
develop a budget and structures for establishing nurse led clinics.  

Learning objectives: 

1. Improve your understanding of MBS items - what can be claimed for a nurse clinic model? 

2. Increase confidence in developing a budget for your nurse clinic  

3. Putting it into practice - how to fund a diabetes clinic 

  

http://www.mbsonline.gov.au/
http://www9.health.gov.au/mbs/search.cfm?q=721&Submit=&sopt=I
http://www9.health.gov.au/mbs/search.cfm?q=723&Submit=&sopt=I
http://www9.health.gov.au/mbs/search.cfm?q=10997&Submit=&sopt=I
http://www9.health.gov.au/mbs/search.cfm?q=703&sopt=I
http://www9.health.gov.au/mbs/search.cfm?q=699&sopt=I
http://www9.health.gov.au/mbs/search.cfm?q=715&sopt=I
http://www9.health.gov.au/mbs/search.cfm?q=900&sopt=I
http://www9.health.gov.au/mbs/fullDisplay.cfm?type=note&qt=NoteID&q=AN.0.56
https://kapara.rdbk.com.au/landers/f99a85.html
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Online Train IT learning modules to complement this toolkit 

There are a number of online learning modules from Train IT that will assist with understanding this section of 
the QI Toolkit. To access these resources, you will require access to the online learning and collaborative portal 
DiscoverPHN.  The learning modules include: 

Train IT 
module 
number 

Topic with learning objectives Length Target 
audience 

9 Improving quality and revenue in General Practice using data 
extraction tools including Pen CS CAT4 and Topbar 

• Develop skills to improve data quality 

• Use Pen CS Clinical Audit Tool (CAT4) to: 

o improve patient care 

o meet practice accreditation requirements 

o identify additional revenue opportunities 

• Use Topbar for continual improvements 

• Optimise use of MBS item numbers 

• Enable customised prompts 

45 mins All staff 

27 Reporting and advanced searches with MedicalDirector and 
Pracsoft 

• Generate financial reports using Pracsoft 

• Discuss the importance of collecting and analysing data for 
measuring practice efficiency and improvements 

• Develop an understanding of inbuilt searches with 
MedicalDirector Clinical 

• Explore additional data extraction tools including MD 
Insights 

• Design a practice system for data analysis and planned 
improvements 

34 mins PM and 
Principals 

28 Reporting and advanced searches with Bp Premier 

• Generate financial reports using Bp Premier – Management 
reporting 

• Discuss the importance of collecting and analysing data for 
measuring practice efficiency and improvements 

• Develop an understanding of inbuilt searches with Bp 
Premier 

• Explore additional data extraction tools 

• Design a practice system for data analysis and planned 
improvements 

32 mins PM and 
Principals 

 

https://bsphn.org.au/discover-phn/
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ACTIVITY 1 - IDENTIFY THE NUMBER OF CHRONIC DISEASE CLAIMS 
TO MEDICARE THAT HAVE BEEN MADE AT YOUR PRACTICE 

Activity 1.1 – Data collection from billing software package 

Complete the below table by collecting data from your billing software package. Instructions are 
available for Pracsoft, Best Practice or CAT4. Use the appropriate item numbers that are relevant for 
your practice from the list above. 

The aim of this activity is to collect data to determine the number of claims made for chronic disease patients at 
your practice over the past 12 months. 

Item Description 
July to 
Sept 

Oct to 
Dec 

Jan to 
Mar 

Apr to 
June 

12-
month 
total 

1.1a Number of GPMP claimed      

1.1b Number of TCA plans claimed      

1.1c 
Number of management plan 
reviews claimed 

 
    

1.1d 
Number of nurse chronic disease 
item numbers claimed 

 
    

1.1e 
Number of health assessments 
claimed 

 
    

1.1f 
Number of Aboriginal and Torres 
Strait Islander health assessments 
claimed 

 

    

1.1g 
Number of home medication 
reviews claimed 

 
    

1.1h 
Number of mental health item 
numbers claimed 

 
    

Please note: You may wish to change the dates of your searches to compare previous years and/or different 
time frames. 

Trend report from Brisbane South PHN: You will also have access to your practice’s trend report that you can 
use to input your data for some of the item numbers listed in activity 1.1. Use the line graphs to celebrate your 
achievements, set goals and targets for the upcoming 12 months and conduct dedicated chronic disease clinics. 

 

https://www.medicaldirector.com/help/index.htm#t=kba%2Fpracsoft%2FReports_in_Pracsoft.htm&rhsearch=reports&rhsyns=%20&rhhlterm=reports
https://kb.bpsoftware.net/au/bppremier/lava/Content/Management/Reports/RunningManagementReports.htm?Highlight=reports
https://help.pencs.com.au/display/CG/MBS+Items
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Activity 1.2 – Identify the number of eligible patients from benchmark report 

Complete the below table by collecting data from your practice benchmark report provided by 
Brisbane South PHN 

The aim of this activity is to collect data to determine the number of patient’s eligible for chronic 
disease patients at your practice.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Item Description Total 

1.2a Number of active asthma patients   

1.2b Number of active diabetes patients  

1.2c 
Number of active patients eligible for a GPMP (add the total patients 
with diabetes, asthma, CHD, COPD, osteoporosis and CKD together) 

 

1.2d Number of active patients eligible for a 45-49 years health assessments   

1.2e Number of active patients eligible for a 75+ years health assessment  

1.2f 
Number of active patients eligible for an Aboriginal and/or Torres Strait 
Islander health assessment 

 

1.2g Number of active patients with a mental health condition   

Please note: not all patients on the list will be eligible for the MBS item numbers. This can be due to item 
number being claimed elsewhere, not regular GP etc.  

https://bsphn.org.au/wp-content/uploads/2019/08/BDH-Benchmark-report-via-Sharefile-2.pdf
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Activity 1.3 – Numbers completed vs eligible patients 

Complete this activity by obtaining information from your practice trend and benchmark reports or by 
comparing numbers completed in Activity 1.1 and Activity 1.2 

The aim of this activity is to compare the number of patients who may be eligible for a chronic disease 
item number versus the number completed.  

Example trend report 

 

Example benchmark report 

 

https://bsphn.org.au/wp-content/uploads/2019/08/BDH-Benchmark-report-via-Sharefile-2.pdf
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Item Description 
Eligible 
patients 

Number of 
MBS items 
claimed 

1.3a 
Number of active asthma patients and the number of 
asthma MBS items claimed 

 
 

1.3b 
Number of active diabetes patients and the number of 
diabetes MBS items claimed 

 
 

1.3c 
Number of patients with a chronic medical condition and 
the number of GP management plans claimed 

 
 

1.3d 
Number of patients aged 45-49 years and the number of 
health assessments claimed 

 
 

1.3e 
Number of patients aged 75+ years and the number of 
health assessments claimed 

 
 

1.3f 
Number of Aboriginal and Torres Strait Islander patients 
and the number health assessments claimed 

 
 

1.3g 
Number of patients with a mental illness and the number 
of mental health item numbers claimed 

 
 

Activity 1.4 – Reviewing your practices eligible vs actual item number claiming 

The aim of this activity is to review the number of patients eligible for MBS item numbers versus the 
number of actual item numbers claimed for chronic medical conditions. 

 

Description  Status Action to be Taken 

After completing activity 1.3 
are there any unexpected 
results with your practice’s 
eligible versus completed 
MBS item numbers? 

 Yes, see action to be taken. 

 

 

 No, continue with activity. 

Please explain: (e.g. not many of our 
patients with diabetes have had a 
GPMP completed). 

  

 

How will this information be 
communicated to the practice team? 

 

 

 

After reviewing your patient 
eligible versus claimed for 
MBS chronic disease item 
numbers, are there any 
changes you would like to 
implement in the practice, 
to help manage patients, 
over the next 12 months? 

 Yes, see actions to be taken 
to help set you goals. 

 
 No, you have completed 

this activity 

Complete the MFI template for your 
practice. Refer to the example MFI at 
the end of this document. 

https://bsphn.org.au/support/for-your-practice/quality-improvement/#model-improvement
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Activity 1.5 – Comparing your practice data with other practices in the Brisbane South PHN 
region 

Complete this activity by obtaining information from your practice benchmark reports.  

The aim of this activity is to compare the percentage of patients with a chronic disease at your 
practice with other practices in the Brisbane South PHN region.  

 

 

Item Description Practice % BSPHN % 

1.5a Number of active asthma patients   

1.5b Number of active diabetes patients   

1.5c Number of active CHD patients   

1.5d Number of active COPD patients   

1.5e Number of active osteoporosis patients   

1.5f Number of active patients with a mental illness   

1.5g Number of active CKD patients   

1.5h 
Number of active Aboriginal and Torres Strait Islander 
patients 

 
 

1.5i Number of active patients aged between 45 and 49 years   

1.5j Number of active patients aged 75+ years   
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Activity 1.6 – Reviewing your practices benchmark and trend reports 

The aim of this activity is to review the percentage of patients with a chronic disease at your practice 
with other practices in the Brisbane South PHN region. 

Description  Status Action to be Taken 

After completing activity 1.5 
are there any unexpected 
results with your practice’s 
patient conditions 
comparing with other 
practices in the Brisbane 
south region? 

 Yes, see action to be taken. 

 

 

 No, continue with activity. 

Please explain: (e.g. low number of 
patients with diabetes compared to 
others or high number of patients 
with COPD).  

 

 

How will this information be 
communicated to the practice team? 

 

 

 

Are your practice patient 
measures similar to other 
practices in the Brisbane 
south region? 

 Yes, continue with activity.  

 

 

 No, see action to be taken.  

Outline the differences: (e.g.: our 
number of patients with asthma is 
much higher than other practices in 
the region). 

 

How will this information be 
communicated to the practice team? 

 

 

 

Are you noticing a difference 
in your practice’s trend 
report? 

 Yes, see action to be taken.  

 

 

 No, continue with activity. 

Are trend lines: 

□ improving    

□ maintaining 

□ decreasing 

Please explain the reason for the 
outcomes of the trend lines: (e.g. 
practice is working to improve 
recording of diabetes cycle of care 
measures or the practice has lost our 
chronic disease nurse so numbers are 
declining) 
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Description  Status Action to be Taken 

How will this information be 
communicated to the practice team? 

 

 

 

After reviewing your patient 
benchmark and trend 
reports, are there any 
changes you would like to 
implement in the practice, 
to help manage patients, 
over the next 12 months? 

 Yes, see actions to be taken 
to help set you goals. 

 
 No, you have completed 

this activity. 

Complete the MFI template for your 
practice. Refer to the example MFI at 
the end of this document. 

  

https://bsphn.org.au/support/for-your-practice/quality-improvement/#model-improvement
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ACTIVITY 2 - REFLECTION ON CURRENT MBS CLAIMING FOR 
CHRONIC DISEASE PATIENTS 
The aim of this activity is to review your practices Medicare claiming for chronic disease patients and to identify 
if any changes will be made. 

Activity 2.1 – Checklist for reflection of claiming 

Complete the checklist below which will assist you to identify any gaps in your chronic disease patient 
claiming and to review if any changes need to be implemented.  

Description Status Action to be taken 

After reviewing your patient 
claiming history are there any 
unexpected results? 

 Yes, see action to be taken. 

 

 No, continue with activity. 

Please explain: (e.g. low claiming of 
health assessments or practice is 
doing well GPMP). 

 

 

How will this information be 
communicated to the practice team? 

 

 

 

 

Does the practice have a 
system for ensuring the correct 
MBS item numbers are 
claimed? 

 Yes, continue with activity. 

 

 No, see action to be taken. 

Can GPs review their day sheet of 

billings? 

 Yes         No 

Does the GP communicate the item 
number to bill to reception? 

 Yes         No 

Does the practice have a 
system for tracking MBS item 
number claiming? 

 Yes, continue with activity. 

 

 No, see action to be taken. 

Review reports from billing software 
on a regular basis – develop a system 
that works for you and your practice. 
Set reminders in your system to 
regularly check this. 

Do you know the contact 
details for any MBS related 
questions? 

 Yes, continue with activity. 

 No, see action to be taken. 

Email: askMBS@health.gov.au 

 

Provider Enquiry Line - 13 21 50 

Do relevant staff know that 
Medicare provide online 
training modules? 

 Yes, continue with activity. 

 No, see action to be taken. 

More information can be obtained 

from Medicare Australia e-learning 

modules.  

mailto:askMBS@health.gov.au
http://medicareaust.com/MISC/MISCP02/index.html
http://medicareaust.com/MISC/MISCP02/index.html
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Description Status Action to be taken 

Do you have a proactive 
reminder system? 

 Yes, continue with activity. 

 

 No - document action to be 
taken. 

See Brisbane South PHN 
recall/reminder QI toolkit.  

 

See Train IT recall/reminder 
resources. 

Is your current reminder 
system working effectively? 

How do you know? 

 Yes, continue with activity. 

 

 No - document action to be 
taken. 

Identify what part of your system is 
not working effectively. 

 

How can the team use this 
information to improve your system? 

 

 

After reviewing your patient 
MBS claiming, are there any 
changes you would like to 
implement in the practice, to 
help manage patients, over the 
next 12 months? 

 Yes, see actions to be taken to 

help set you goals. 

 No, you have completed this 
activity. 

Complete the MFI template for your 
practice. Refer to the example MFI at 
the end of this document. 

 

  

https://bsphn.org.au/support/for-your-practice/quality-improvement/#quality-improvement-toolkits
https://trainitmedical.com.au/recalls-reminders-why-is-it-so-hard
https://bsphn.org.au/support/for-your-practice/quality-improvement/#model-improvement
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Activity 2.2 – Developing plan for MBS claiming 

The aim of this activity is to develop a plan for completing MBS item numbers over the next 12 months.  

[Example General Practice] 
Date range of report: [insert date range] 

MEDICARE ITEM NUMBERS 

Medicare Item Name Eligible 
patients 

Number 
completed 

Goal to 
complete 

Number 
per week 
for the 
practice 

Proposed income 

Health assessments 

(Age 45-49 and 75+) 
   945   330 (35%) 472 (50%) 9 

$89,821.60  

(Item 705 – MBS fee) 

GPMP 1,741 **   717 (41%) 1044 (60%) 20 

$112,908.60 

(50% new plan; 50% 
reviews MBS Fee) 

Heart health check     422     68 (16%) 168 (40%) 3 $12,230.40 

Aboriginal and Torres 
Strait Islander health 
assessments 

     74 8 (10%) 45 (60%) 0.8 $9,551.25 

Home medication 
reviews 

2,001 * 28 (1.3%) 400 (20%) 8 $61,920.00  

Totals for the 12 months 5,183 1,151 2,129 (39%) 41 $286,431.85 

* Home medication review eligibility based on patients on five or more medications 

** GPMP conditions include: diabetes, asthma, CHD, COPD, osteoporosis and CKD. Please note: team care 
arrangement plans are not included in the above calculations. 

Disclaimer: it is the responsibility of each individual GP to ensure that prior to claiming an MBS item number 
that each patient meets the criteria as outlined by Medicare. 
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[Insert practice name] 
Date range of report: [insert date range] 

Medicare item name 
Eligible 
patients 

Number 
completed 

Goal to 
complete 

Number per 
week for the 
practice 

Proposed 
income 

Health assessments 

(Age 45-49 and 75+) 
     

GPMP** 

 
     

Heart health check 

 
     

Aboriginal and Torres 
Strait Islander health 
assessments 

 

     

Home medication 
reviews* 

 

     

Totals for the 12 months 

 
     

* Home medication review eligibility based on patients on five or more medications 

** GPMP conditions include: diabetes, asthma, CHD, COPD, osteoporosis and CKD.  

  



QUALITY IMPROVEMENT TOOLKIT 

Brisbane South PHN     19              MBS ITEM NUMBERS 

Activity 2.3 – Reviewing Medicare claiming at your practice 

After completing Activity 2.2 note if your practice has a low (less than 20%), medium (between 21% 
and 50%) or high (51% or above) rate of claiming. (Obtain this information from the number completed 
column). 

Item description 
 

Health assessments  Low  Medium  High 

GPMP  Low  Medium  High 

Healthy heart check  Low  Medium  High 

Aboriginal and Torres Strait Islander 
health assessments 

 Low  Medium  High 

Home medication reviews  Low  Medium  High 

Is there an explanation as to these 
results?  

 

 Yes                   No 

 

Please explain: (e.g. loss or gain of GP/s, influx of patients, data 
entry, lack of understanding of the Medicare criteria etc., no nurse.):  

 

 

 

 

Is there a similar trend with all 
assessments? 

 

 Yes                   No 

 

Please explain: 

 

After reviewing your percentage of 
patient MBS claiming, are there any 
changes you would like to implement 
in the practice, to help manage 
patients, over the next 12 months? 

 Yes, see actions 

to be taken to 

help set you 

goals. 

 No, you have 
completed this 
activity. 

Complete the MFI template for your practice. 
Refer to the example MFI at the end of this 
document. 

  

https://bsphn.org.au/support/for-your-practice/quality-improvement/#model-improvement
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ACTIVITY 3 – TOOLS TO ASSIST AND IMPROVE MBS CLAIMING AT 
YOUR PRACTICE 

Medicare item numbers and Topbar 

Pen CS Pty Ltd (PEN CS) have developed Topbar as an adjunct to the GP Clinical Desktop System to deliver 
useful tools and decision support information for the primary care sector at the point of care. Currently Topbar 
works with Best Practice, MD3 and the latest version of Zedmed. 

 

The MBS app can assist in determining which MBS item is relevant for the patient currently open in the clinical 
system. Topbar looks at the billing history of the patient at the clinic only - Medicare currently does not allow 
third party access to information about billing elsewhere. 

For each patient that is open on the clinical system, you will be able to view the list of Medicare item numbers 
for which the patient is eligible. 

 

 

MBS online checker 

The MBS online checker available via HPOS enables you to: 

• view and check patient eligibility based on their MBS history 

• check the eligibility of the GP for claiming the MBS item 
number 

• check claiming conditions for MBS items. 

 

 

 

 

https://help.pencs.com.au/display/TUG/MBS+App
https://www.servicesaustralia.gov.au/organisations/health-professionals/services/medicare/hpos/how-use-hpos-features/using-mbs-items-online-checker-hpos
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Provider digital access (PRODA) 

PRODA is an online authentication system used to securely access certain online services including HPOS, 
Australian Immunisation Register (AIR), Medicare claiming, NDIS and My Health Record. A PRODA account 
needs to be set up for an individual, not an organisation.  
 
Designed as a two-step verification process, it requires a username, password and verification code to login. 
Practice staff can use PRODA to search for previous MBS item number billing and to check eligibility. Refer to 
information on what you can access from PRODA. 
 

 

For more information about Topbar or PRODA:  

Brisbane South PHN have some instructions to assist with registration and using the portal.  

• Topbar flip guide 

• PRODA login  

• HPOS education resources 

• Health professionals online learning modules. 

Activity 3.1 – Using PRODA in General Practice 

The aim of this activity is to ensure the relevant staff in your practice know how to use PRODA.  

Description Status Action to be taken 

Are all GPs in your practice 
registered to use PRODA? 

 Yes, continue with activity.  

 

 

 No, see action to be taken. 

See instructions on how to use PRODA. 

Are relevant team members 
given access to PRODA as a 
delegate of a GP, to be able to 
check Medicare numbers? 

 Yes, continue with activity. 

 

 

 No, see action to be taken. 

See instructions on how to use PRODA. 

https://proda.humanservices.gov.au/
https://www.servicesaustralia.gov.au/organisations/business/services/proda-provider-digital-access
https://www.servicesaustralia.gov.au/organisations/business/services/proda-provider-digital-access
https://www.servicesaustralia.gov.au/organisations/business/services/proda-provider-digital-access/what-services-you-can-access
https://bsphn.org.au/wp-content/uploads/2020/06/Topbar-Guide_June-2020.pdf
https://proda.humanservices.gov.au/prodalogin/pages/public/login.jsf?TAM_OP=login&ERROR_CODE=0x00000000&URL=%2F&OLDSESSION=
https://www.servicesaustralia.gov.au/organisations/health-professionals/subjects/hpos-education-resources
https://www.servicesaustralia.gov.au/organisations/health-professionals/subjects/education-services-health-professionals
https://bsphn.org.au/wp-content/uploads/2019/06/How-to-use-PRODA-003.pdf
https://bsphn.org.au/wp-content/uploads/2019/06/How-to-use-PRODA-003.pdf
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Description Status Action to be taken 

Are relevant team members 
aware of all the categories 
available via HPOS? 

 Yes, continue with activity. 

 

 

 No, see action to be taken. 

 

See instructions on how to use each 
program here. 

 

 

How will this information be 
distributed to team members? 

 

 

 

Does your practice require 
assistance setting up PRODA? 

 Yes, see action to be taken. 

 

 

 No, continue with activity. 

Contact your Regional Support 
Coordinator at Brisbane South PHN or 
the Digital Health team on 
ehealth@bsphn.org.au. 

 

After reviewing your practice 
PRODA access, are there any 
changes you would like to 
implement in the practice, to 
help using practice software, 
over the next 12 months? 

 Yes, see actions to be taken 
to help set you goals. 

 

 No, you have completed 
this activity. 

 

Complete the MFI template for your 
practice. Refer to the example MFI at 
the end of this document. 

 

  

https://www.humanservices.gov.au/organisations/health-professionals/services/medicare/hpos/services/request-authority-using-online-pbs-authorities-hpos
mailto:ehealth@bsphn.org.au
https://bsphn.org.au/support/for-your-practice/quality-improvement/#model-improvement
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ACTIVITY 4 – MEDICARE ITEM NUMBERS 
The aim of this activity is to outline some of the MBS item numbers that you may use in general practice for 
eligible patients. Instructions are also included on how to complete the templates in Best Practice and 
MedicalDirector. It is important that prior to claiming any item numbers that GPs have a full understanding of 
the criteria and to ensure that the individual patient meets the criteria.  

Chronic disease management plans (MBS items 721, 723, 732) 

There are two types of plans that can be prepared by the patient’s regular General Practitioner (GP) for Chronic 
Disease Management (CDM): GP Management Plans (GPMP); and Team Care Arrangements (TCAs).  

These plans are for: 

• A patient with a chronic (or terminal) medical condition, (i.e. condition has been present or likely to be 
present for six months) – GPMP (GP only care planning) 

• If the patient has complex care needs and requires treatment from two or more other health care 
providers - GPMP and TCA (GP and multidisciplinary team care planning). 

If the patient has both a GPMP and TCAs prepared, they may be eligible for Medicare rebates for certain allied 
health services.   

The practice nurse can provide support and monitoring between visits via MBS item number 10997.  

A chronic medical condition is one that has been (or is likely to be) present for six months or longer, for 
example, asthma, cancer, heart disease, diabetes, arthritis and stroke. There is no list of eligible conditions. 
However, these items are designed for patients who require a structured approach and to enable GPs to plan 
and coordinate the care of patients with complex conditions requiring ongoing care from a multidisciplinary 
care team.  

GPMP (MBS item 721) 

A GPMP can help people with chronic medical conditions by providing an organised approach to care. A GPMP 
is a plan of action agreed between the regular GP and the patient. This plan:  

• identifies the patients’ health and care needs  

• sets out the services to be provided by the GP 

• lists the actions the patient can take to help manage their condition. 

TCA (MBS item 723) 

If the patient has a chronic medical condition and complex care needs requiring multidisciplinary care, the 
regular GP may also develop a TCA. These will help coordinate more effectively the care the patient needs from 
their GP and other health or care providers. 

TCAs require the GP to collaborate with at least two other health or care providers who will give ongoing 
treatment or services.  

Review of GPMPs and TCAs (MBS item 732) 

Once a plan is in place, it should be regularly reviewed by the GP. This is an important part of the planning 
cycle, where the GP and patient check that the goals are being met and agree on any changes that might be 
needed.  

Exceptional circumstances exist for a patient if there has been a significant change in the patient's clinical 
condition or care requirements that necessitates the performance of the service for the patient. 

Description Item number Minimum claiming period 

Preparation of a GPMP 721 12 months 

Coordination of TCAs 723 12 months 

Review of a GPMP or coordination of a Review of TCAs  732 3 months 

http://www9.health.gov.au/mbs/search.cfm?q=721&Submit=&sopt=I
http://www9.health.gov.au/mbs/search.cfm?q=723&Submit=&sopt=I
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Referrals for allied health services 

If the patient has both a GPMP and TCA prepared, they may be eligible for Medicare rebates for specific 
individual allied health services that the GP has identified as part of patient care. The need for these services 
must be directly related to the chronic (or terminal) medical condition. If the patient has type 2 diabetes and 
their GP has prepared a GPMP, they can also be referred for certain allied health services provided in a group 
setting. 

Management plans and advanced care planning 

As part of the Brisbane South Older People’s Health and Wellness Strategy 2019-2024 it is suggested that GPs 
initiate conversations with patients aged 60 years and older who have a GPMP or TCA. An advance health 
directive is a document that states the wishes or directions regarding patient’s future health care for various 
medical conditions. It comes into effect only if the patient is unable to make their own decisions. 

• RACGP – Advance Care Planning 

• Advance health directive Queensland. 

Temporary chronic disease management telehealth item numbers 

During the COVID-19 outbreak, the Australian Government have provided temporary item numbers to manage 
patients. Refer to the MBS fact sheet. 

Completing chronic disease templates in practice software 

To create a GPMP, TCA or to review either of these plans refer to instructions from Best Practice or 
MedicalDirector. You can also customise goals and tasks in the Best Practice template.  

You may also choose to use health specific template Please just keep in mind, that if the patient has more than 
one chronic condition, they only have one management plan with all conditions included, not separate plan for 
each condition. 

Nurse chronic disease item number (MB item 10997) 

Item 10997 may be claimed by a medical practitioner, where a monitoring and support service for a person 
with a chronic disease care plan (GPMP and/or TCA) is provided by a practice nurse or Aboriginal and Torres 
Strait Islander health practitioner on behalf of that medical practitioner. This item can be claimed up to five 
times in a calendar year. 

Resources for chronic disease plans 

• MBS online – all the details about the Medicare item number criteria are available here. (Please note: 
always click on the explanatory notes for full details) 

• Q&A on chronic disease plans 

• Medicare chronic disease management resources including case studies. 

Chronic disease management  

• GP Management Plans (GPMP) 

• Team Care Arrangements (TCA) 

• Allied Health Initiative (AHI) for GPs 

• Multidisciplinary Case Conferences. 

Chronic disease management case studies 

• GPMP case study - asthma (adult) 

• GPMP case study - asthma (child) 

• GPMP case study - diabetes 

• GPMP case study - osteoarthritis 

https://bsphn.org.au/wp-content/uploads/2019/05/BSPHN_OPHW_Strategy_Report_Apr2019_V3_WEB.pdf
https://www.racgp.org.au/running-a-practice/practice-resources/practice-tools/advance-care-planning
https://www.qld.gov.au/law/legal-mediation-and-justice-of-the-peace/power-of-attorney-and-making-decisions-for-others/advance-health-directive
http://www.mbsonline.gov.au/internet/mbsonline/publishing.nsf/Content/Factsheet-TempBB
https://kb.bpsoftware.net/au/bppremier/lava/Content/Clinical/EPC/EPC-CarePlan.htm?Highlight=care%20plans
https://www.medicaldirector.com/help/index.htm#t=topics-clinical%2FMedicalDirector_Care.htm&rhsearch=careplan&rhsyns=%20&rhhlterm=careplan
https://kb.bpsoftware.net/au/bppremier/lava/Content/Clinical/EPC/EPC-CarePlan.htm#Customis
https://mphn.org.au/clinical-software-templates
http://www9.health.gov.au/mbs/search.cfm?q=10997&Submit=&sopt=I
http://www9.health.gov.au/mbs/search.cfm?q=721&Submit=&sopt=I
https://www1.health.gov.au/internet/main/publishing.nsf/Content/mbsprimarycare-chronicdiseasemanagement-qanda
https://www1.health.gov.au/internet/main/publishing.nsf/Content/mbsprimarycare-chronicdiseasemanagement
http://medicareaust.com/MODULES/MBS/MBSM12/index.html
http://medicareaust.com/MODULES/MBS/MBSM13/index.html
http://medicareaust.com/MODULES/MBS/MBSM14/index.html
http://medicareaust.com/MODULES/MBS/MBSM45/index.html
http://medicareaust.com/MODULES/MBS/MBSM30/index.html
http://medicareaust.com/MODULES/MBS/MBSM25/index.html
http://medicareaust.com/MODULES/MBS/MBSM29/index.html
http://medicareaust.com/MODULES/MBS/MBSM26/index.html
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• GPMP case study - psoriasis 

• GPMP case study - tendonitis 

• TCA case study - breast cancer 

• TCA case study - diabetes 

• TCA case study - chronic obstructive airways disease 

• TCA case study - heart failure 

• TCA case study - osteoarthritis 

• TCA case study - osteoarthritis, osteoporosis and Parkinson's disease 

• TCA case study - pelvic leiomyosarcoma 

• AHI case study - diabetes 

• AHI case study - osteoarthritis, hypertension and early dementia. 

Health assessments (MBS items 701-707) 

There are time-based MBS health assessment items: 701 (brief), 703 (standard), 705 (long) and 707 
(prolonged). If you are a non-vocationally registered GP, the following item numbers can be claimed: 224 
(brief), 225 (standard), 226 (long) and 227 (prolonged). The following categories of health assessments may be 
undertaken by a medical practitioner under these items:  

• People aged 40 to 49 years (inclusive) with a high risk of developing type 2 diabetes as determined by 
the Australian type 2 diabetes risk assessment tool. 

• People between the age of 45 and 49 (inclusive) who are at risk of developing a chronic disease. 

• People aged 75 years and older. 

• Permanent residents of a residential aged care facility. 

• People who have an intellectual disability. 

• Humanitarian entrants who are resident in Australia with access to Medicare services, including 
refugees and special humanitarian program and protection program entrants. 

• Former serving members of the Australian Defence Force including former members of permanent and 
reserve forces. 

Completing health assessment templates in practice software 

To create a health assessment template refer to instructions from Best Practice or MedicalDirector. 

There are other health assessment templates available that can be incorporated into your practice letter writer 
template. This is usually a preference of GPs and nurses as to what they would like included in the templates. 
Central and Eastern Sydney Network have templates available to download. 

Health assessments and My health for life 

Patients identified during a health assessment as having a high risk of chronic disease such as stroke, heart 
disease, diabetes may be eligible for the My health for life program. To investigate eligible patients for the My 
health for life program, Brisbane South PHN has a QI toolkit to assist you. 

Health assessments and advance care planning 

An advance health directive is a document that states the wishes or directions regarding a patient’s future 
health care for various medical conditions. It comes into effect only if the patient is unable to make their own 
decisions. 

• RACGP – Advance Care Planning 

• Advance health directive Queensland. 

To identify older patients at your practice, Brisbane South PHN has a QI toolkit to assist you. 

http://medicareaust.com/MODULES/MBS/MBSM28/index.html
http://medicareaust.com/MODULES/MBS/MBSM27/index.html
http://medicareaust.com/MODULES/MBS/MBSM19/index.html
http://medicareaust.com/MODULES/MBS/MBSM31/index.html
http://medicareaust.com/MODULES/MBS/MBSM20/index.html
http://medicareaust.com/MODULES/MBS/MBSM18/index.html
http://medicareaust.com/MODULES/MBS/MBSM21/index.html
http://medicareaust.com/MODULES/MBS/MBSM17/index.html
http://medicareaust.com/MODULES/MBS/MBSM22/index.html
http://medicareaust.com/MODULES/MBS/MBSM23/index.html
http://medicareaust.com/MODULES/MBS/MBSM24/index.html
http://www9.health.gov.au/mbs/fullDisplay.cfm?type=note&qt=NoteID&q=AN.0.36
https://kb.bpsoftware.net/au/bppremier/lava/Content/Clinical/EPC/EPC-HealthAssessment.htm?Highlight=health%20assessment
https://www.medicaldirector.com/help/index.htm#t=topics-clinical%2FHealth_Assessment.htm&rhsearch=health%20assessment&rhsyns=%20&rhhlterm=health%20assessment
https://www.cesphn.org.au/general-practice/practice-support-and-development/templates#What%20is%20an%20open%20template?
https://www.myhealthforlife.com.au/
https://bsphn.org.au/support/for-your-practice/quality-improvement/#quality-improvement-toolkits
https://www.racgp.org.au/running-a-practice/practice-resources/practice-tools/advance-care-planning
https://www.qld.gov.au/law/legal-mediation-and-justice-of-the-peace/power-of-attorney-and-making-decisions-for-others/advance-health-directive
https://bsphn.org.au/wp-content/uploads/2020/05/QI-Toolkit-Older-people-final.pdf


QUALITY IMPROVEMENT TOOLKIT 

Brisbane South PHN     26              MBS ITEM NUMBERS 

Health assessments and dementia screening 

During an annual health assessment, patients can be assessed for dementia via a mini mental state or GPCog 
examination. They can also be assessed for depression via the Geriatric Depression Scale. Access to these 
assessments maybe available in your practice clinical software package. Dementia Australia provides more 
information about cognitive screening.  

Additional Health assessment resources 

• An education guide is available from Department of Human Services  

• RACGP – Guide for prevention in General Practice (Red Book)  

• The Department of Health – Medicare Health Assessment Resource Kit  

• RACGP – Conducting quality health assessments in General Practice.  

Heart Health Check (MBS items 699 and 177) 

Medicare has item number 699 (177 for non VR) for GP’s to conduct a comprehensive cardiovascular health 
assessment utilising the Australian Absolute Cardiovascular Disease Risk calculator.1 The Heart Health Check 
includes an absolute cardio vascular disease (CVD) risk assessment followed by development of a lifestyle 
management plan. This plan may include referral to My Health for Life or other available lifestyle support 
programs such as Heart Foundation Walking, Get Healthy Coaching, Quitline or 10,000 Steps. 

It is also beneficial to record physical activity status of the patient and generate a physical activity prescription. 
Instructions are available from Best Practice and MedicalDirector. 

Who is eligible for a Heart Health Check? 

The intention of this item is to identify cardiovascular disease (CVD) in people not known to have CVD 
including: 

• Aboriginal or Torres Strait Islander persons who are aged 30 years and above; 

• Adults aged 45 years and above, who have not claimed a health assessment in the previous 12 months. 

Heart Health Check and the Heart Foundation 

The Heart Foundation have a number of resources available to 
assist general practice to identify and complete Heart Health 
Checks for eligible patients including a toolkit. Another resource 
is a suggested approach to implementation of the check in 
general practice. 2 

Completing Heart Health Check templates in your practice 
software 

The Heart Health Check Risk Assessment template and My 
Healthy Heart Plan (management template) are now integrated 
into Bp Premier. If you are not a Bp user, you can still download 
the editable PDF and RTF versions of these templates from the 
Heart Health Check toolkit and use them to help streamline your processes. MedicalDirector users can access a 
Healthy Heart Check template from the supplied list in letter writer. 

                                                             
 

 

1 Heart Foundation Australia 
2https://www.heartfoundation.org.au/images/uploads/main/For_professionals/190415_MBS_Factsheet_FINAL.
pdf  
 

https://www.ihpa.gov.au/what-we-do/standardised-mini-mental-state-examination-smmse
http://gpcog.com.au/
https://agedcare.royalcommission.gov.au/system/files/2020-06/MCK.0001.0001.0001.pdf
https://www.dementia.org.au/information/for-health-professionals/clinical-resources/cognitive-screening-and-assessment
https://www.servicesaustralia.gov.au/organisations/health-professionals/topics/education-guide-health-assessments-and-your-record-keeping-responsibilities/32851
https://www.racgp.org.au/download/Documents/Guidelines/Redbook9/17048-Red-Book-9th-Edition.pdf
https://www1.health.gov.au/internet/main/publishing.nsf/Content/mha_resource_kit
https://www.racgp.org.au/download/Documents/PracticeSupport/apna-racgp-quality-health-assessment-info-sheet.pdf
http://www9.health.gov.au/mbs/fullDisplay.cfm?type=note&q=AN.14.2&qt=noteID&criteria=699
https://www.cvdcheck.org.au/
https://walking.heartfoundation.org.au/
https://www.gethealthynsw.com.au/
https://quithq.initiatives.qld.gov.au/?gclid=EAIaIQobChMIreeg5Mj_6AIVyFVgCh0qqQkIEAAYASAAEgLt5PD_BwE
https://www.10000steps.org.au/
https://kb.bpsoftware.net/au/bppremier/lava/Content/Clinical/PatientRecord/ClinicalFunctions.htm?Highlight=physical%20activity
https://www.medicaldirector.com/help/index.htm#t=topics-clinical%2FPhysical_Activity.htm&rhsearch=physical%20activity&rhsyns=%20
https://www.heartfoundation.org.au/for-professionals/clinical-information/absolute-risk
https://www.heartfoundation.org.au/bundles/heart-health-check-toolkit?utm_medium=Email&utm_source=ExactTarget&utm_campaign=%20HHC_toolkit_launch
https://protect-au.mimecast.com/s/0bHeCJypo2UKMAYCWRVK7?domain=click.e.heartfoundation.org.au
https://www.heartfoundation.org.au/images/uploads/main/For_professionals/190415_MBS_Factsheet_FINAL.pdf
https://www.heartfoundation.org.au/images/uploads/main/For_professionals/190415_MBS_Factsheet_FINAL.pdf
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Aboriginal and Torres Strait Islander health assessment (MBS item 715) 

Indigenous health refers to the physical, cultural, social and emotional wellbeing of Aboriginal and/or Torres 
Strait Islander peoples (Indigenous Australians). Many indigenous Australians experience poorer health than 
other Australians, often dying at much younger ages. Indigenous Australians are more likely than non-
Indigenous Australians to have respiratory diseases, mental health problems, cardiovascular disease, diabetes 
and chronic kidney disease. 3  

Who is eligible for an Aboriginal and Torres Strait Islander health assessment 

The Aboriginal and Torres Strait Islander Peoples health assessment is available to: 

• Children between ages of 0 and 14 years 

• Adults between the ages of 15 and 54 years 

• Older people over the age of 55 years. 

Aboriginal and Torres Strait Islander assessment and Medicare 

MBS item 715 must include the following elements: 

• Information collection, including taking a patient history and undertaking examinations and 
investigations as required. 

• Making an overall assessment of the patient. 

• Recommending appropriate interventions. 

• Providing advice and information to the patient. 

• Keeping a record of the health assessment, and offering the patient, and/or patient's carer, a written 
report about the health assessment with recommendations about matters covered by the health 
assessment; and 

• Offering the patient's carer (if any, and if the general practitioner considers it appropriate and the 
patient agrees) a copy of the report or extracts of the report relevant to the carer. 

Completing health assessment templates in practice software 

To create a health assessment template refer to instructions from Best Practice or MedicalDirector. 

Patient populations QI toolkit and Aboriginal and Torres Strait Islander Peoples  

Brisbane South PHN have a patient populations QI toolkit that has more information about Aboriginal and 
Torres Strait Islander patients including: 

• reviewing your patient population to identify the number of Aboriginal and Torres Strait Islander 
patients 

• practice incentive payment information 

• Closing the GAP 

• cultural awareness training. 

Temporary health assessment telehealth item numbers 

During the COVID-19 outbreak, the Australian Government provided temporary item numbers to manage 
patients. Refer to the MBS fact sheet. 

                                                             
 

 

3 https://www.healthdirect.gov.au/indigenous-
health#:~:text=Many%20Indigenous%20Australians%20experience%20poorer,dying%20at%20much%20young
er%20ages.&text=There%20is%20also%20a%20continued,in%20the%20non%2DIndigenous%20population.  

http://www9.health.gov.au/mbs/search.cfm?q=715&sopt=I
https://kb.bpsoftware.net/au/bppremier/lava/Content/Clinical/EPC/EPC-HealthAssessment.htm?Highlight=health%20assessment
https://www.medicaldirector.com/help/index.htm#t=topics-clinical%2FAboriginal_and_Torres_Strait_Islander_ATSI_Health_Assessment.htm&rhsearch=health%20assessment&rhsyns=%20&rhhlterm=health%20assessment
https://bsphn.org.au/support/for-your-practice/quality-improvement/#quality-improvement-toolkits
http://www.mbsonline.gov.au/internet/mbsonline/publishing.nsf/Content/Factsheet-TempBB
https://www.healthdirect.gov.au/indigenous-health#:~:text=Many%20Indigenous%20Australians%20experience%20poorer,dying%20at%20much%20younger%20ages.&text=There%20is%20also%20a%20continued,in%20the%20non%2DIndigenous%20population
https://www.healthdirect.gov.au/indigenous-health#:~:text=Many%20Indigenous%20Australians%20experience%20poorer,dying%20at%20much%20younger%20ages.&text=There%20is%20also%20a%20continued,in%20the%20non%2DIndigenous%20population
https://www.healthdirect.gov.au/indigenous-health#:~:text=Many%20Indigenous%20Australians%20experience%20poorer,dying%20at%20much%20younger%20ages.&text=There%20is%20also%20a%20continued,in%20the%20non%2DIndigenous%20population
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Aboriginal and Torres Strait Islander health assessment resources 

• Brisbane South PHN Aboriginal and Torres Strait Islander resources 

• RACGP - National guide to a preventive health assessment for Aboriginal and Torres Strait Islander 
people. 

Home medication reviews (MBS item 900) 

The Home Medication Review (HMR) is a service to patients living in their own home. The goal of an HMR is to 
maximise an individual consumer’s benefit from their medication regimen and prevent medicine-related 
problems. HMR is based on a team approach that involves the consumer’s general practitioner and preferred 
community pharmacy.  Please note: this requires two consultations with the GP, the first to generate the 
referral to the community pharmacist and secondly to complete a medication management plan after receiving 
a report from the pharmacist. 

Who is eligible for an HMR? 

To be eligible for an HMR, the patient must be living in their own home and: 

• have a chronic medical condition or a complex medication regimen; and  

• are not having their therapeutic goals met and  

following that assessment: 

• refers the patient to a community pharmacy or an accredited pharmacist for the HMR; and 

• provides relevant clinical information required for the HMR; and 

• discusses with the reviewing pharmacist the results of the HMR including suggested medication 
management strategies; and 

• develops a written medication management plan following discussion with the patient; and 

• provides the written medication management plan to a community pharmacy chosen by the patient. 

Completing HMR in practice software 

To create a health assessment template refer to instructions from Best Practice or MedicalDirector (to 
complete the pharmacist referral and medication management plan, you can access templates in the letter 
writer section). 

HMR resources 

• Department of Health – Medication management reviews 

• Pharmacy Guild - Find a registered pharmacist 

• Australian Family Physician – Understanding a HMR from a patient’s perspective 

• NPS – Understanding your medicines – for patients 

• Veterans Mates - 8 reasons to have a HMR. 

  

https://bsphn.org.au/support/for-your-patients-clients/aboriginal-and-torres-strait-islander/
https://www.racgp.org.au/clinical-resources/clinical-guidelines/key-racgp-guidelines/view-all-racgp-guidelines/national-guide
https://www.racgp.org.au/clinical-resources/clinical-guidelines/key-racgp-guidelines/view-all-racgp-guidelines/national-guide
http://www9.health.gov.au/mbs/search.cfm?q=900&sopt=I
https://kb.bpsoftware.net/au/bppremier/lava/Content/Clinical/EPC/EPC-MedicationReview.htm
https://www.medicaldirector.com/help/index.htm#t=topics-clinical%2FMedication_Review.htm&rhsearch=medication%20review&rhsyns=%20&rhhlterm=medication%20review
https://www1.health.gov.au/internet/main/publishing.nsf/Content/medication_management_reviews.htm
https://www.findapharmacy.com.au/our-services/dose-administration-aids
https://pubmed.ncbi.nlm.nih.gov/25901411/
https://www.nps.org.au/consumers/managing-your-medicines
https://www.veteransmates.net.au/VeteransMATES/documents/module_materials/M29_VetBrochure.pdf
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Mental health MBS item numbers 

Mental illness is very common. One in 5 (20%) Australians aged 16 to 85 experience a mental illness in any 
year. The most common mental illnesses are depression, anxiety and substance use disorder. 4 There are a 
number of MBS item numbers available for GPs to claim for mental health related consultations. Always refer 
to the MBS for full details. The item numbers include: 

Item description Medicare criteria Frequency of claiming 

Mental health consultation 
(MBS item 2713). 

Mental health consultation lasting 
at least 20 minutes. To claim this, 
the patient does not need to be on 
a mental health plan.    

No limits to the amount of times this 
item number is claimed  

Mental health treatment 
plan (MHTP) MBS items 
(2700, 2701, 2715 or 2717). 

  

The MHTP must include 
documenting the results of 
assessment, patient needs, goals 
and actions, referrals and required 
treatment/services, and review 
date. 

A new plan may be completed after 12 
months if clinically required and if the 
person meets eligibility criteria.  

After plan has been completed, the 
patient is entitled to Medicare 
subsidised visits with a psychologist.  

Review mental health plan 
(MBS item 2712) 

The review item is a key 
component for assessing and 
managing the patient's progress 
once a GP MHTP has been 
prepared. A plan should be 
reviewed at least once. 

Can be claimed every three months or at 
least four weeks after claiming the 
MHTP item number. 

More information about item numbers is available at Education guide – better access to mental health care for 
eligible health professionals. 

Completing MHTP in practice software 

To access assessments such as geriatric depression scale, postnatal depression, K10 refer to instructions from 
Best Practice or MedicalDirector. 

To create a MHTP access the templates supplied in the letter writing section. 

Temporary mental health telehealth item numbers 

During the COVID-19 outbreak, the Australian Government provided temporary item numbers to manage 
patients. Refer to the MBS fact sheet. 

Additional mental health resources 

• MBS education for health professionals 

• Family history screening questionnaire. 

The use of a simple family history questionnaire can help identify individuals who may require a more 
detailed assessment of their family history of cancer, heart disease or diabetes.  

• Medicare Benefit Schedule 

• Mental health skills training 

• Mental health first aid training  

                                                             
 

 

4 Black Dog Institute – Facts and Figures about Mental Health 

http://www9.health.gov.au/mbs/search.cfm?q=2700&sopt=I
http://www9.health.gov.au/mbs/fullDisplay.cfm?type=note&qt=NoteID&q=AN.0.56
https://www.servicesaustralia.gov.au/organisations/health-professionals/topics/education-guide-better-access-mental-health-care-eligible-practitioners-and-allied-health/35591
https://www.servicesaustralia.gov.au/organisations/health-professionals/topics/education-guide-better-access-mental-health-care-eligible-practitioners-and-allied-health/35591
https://kb.bpsoftware.net/au/bppremier/lava/Content/Clinical/PatientRecord/ClinicalFunctions.htm?Highlight=assessments
https://www.medicaldirector.com/help/index.htm#t=topics-clinical%2FAssessments.htm&rhsearch=mental%20health%20assessment&rhsyns=%20
http://www.mbsonline.gov.au/internet/mbsonline/publishing.nsf/Content/Factsheet-TempBB
https://www.servicesaustralia.gov.au/organisations/health-professionals/subjects/mbs-education-health-professionals
https://www.racgp.org.au/download/Documents/Guidelines/Redbook9/Appendix-2A-Family-history-screening-questionnaire.pdf
http://www.mbsonline.gov.au/internet/mbsonline/publishing.nsf/Content/Home
https://www.thinkgp.com.au/education/mental-health-skills-training
https://mhfa.com.au/
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ACTIVITY 5 – RECALLS AND REMINDERS 
As part of the RACGP accreditation standards, it is a requirement that practices provide health promotion, 
illness prevention, preventive care and a reminder system based on patient needs and best available evidence.   

Reminders, recalls and prompts (flags) 

Reminders are used to initiate prevention, before or during the patient visit. They can be either opportunistic 
or proactive. Recalls are a proactive follow up to a preventive or clinical activity. Prompts are usually computer 
generated and designed to opportunistically draw attention during the consultation to a prevention or clinical 
activity needed by the patient. Using a recall system can seem complex, but there are some steps you can take: 

• be clear about when and how you want to use these flags (including reminder priorities – high, medium 
and low) 

• identify and agree who is responsible for what actions 

• identify all the people who need to be recalled and place them in a practice register. This will help to 
ensure that the recall process is both systematic and complete.  

Explore systems used by other practices, your PHN, and information technology specialists to ensure you get 
the correct system. 

Train IT Medical – Recall and reminder resources for MedicalDirector  

Train IT Medical have a number of resources available for practices to use to assist managing their recall and 
reminder systems. These include: 

• Bulk recall cleanup 

• MedicalDirector learning resources 

• Sample quality improvement activity 

• Train IT Medical ‘Recalls, Reminders & Screening’ using MD presentation 

• MedicalDirector clinical Top 5 ‘Recalls & Reminders’ tips. 

Train IT Medical – Recall and reminder resources for Best Practice 

Train IT Medical have a number of resources available for practices to use to assist managing their recall and 
reminder systems. These include: 

• Reminders quick reference guide 

• Creating a reminder template 

• Sending SMS reminders to patients 

• Recall and reminders – why it’s so hard. 

You can also access other QI tools via medical software modules that will assist your practice to merge 
duplicate recall/reminder lists in your practice’s clinical software. These modules are: 

• Module 7 – Recalls, Reminders and Screening using MedicalDirector 

• Module 8 – Recalls, Reminders and Screening using Best Practice 

You can access these modules via DiscoverPHN. 

  

https://trainitmedical.com.au/wp-content/uploads/2018/07/Medical-Director-Summary-Sheet-Bulk-Recall-Cleanup-v2.pdf
https://www.medicaldirector.com/help/#t=shared-content%2FStart_Clinical.htm
https://trainitmedical.com.au/wp-content/uploads/2018/07/Setting-up-a-recall-and-reminder-systems-example-PDSA-Five-star-case-study-1.pdf
https://trainitmedical.com.au/presentations
https://trainitmedical.com.au/medicaldirector-clinical-top-5-recalls-reminders-tips
https://trainitmedical.com.au/wp-content/uploads/2018/06/BpPremier_Indigo_QRG_Reminders.pdf
https://trainitmedical.com.au/wp-content/uploads/2012/07/BP_FAQ-BP-Creating-a-Reminder-Template.pdf
http://kb.bpsoftware.net/au/bppremier/lava/Content/Management/SMSReminders/UsingSMSReminders.htm?Highlight=sms
https://trainitmedical.com.au/recalls-reminders-why-is-it-so-hard
https://bsphn.org.au/discover-phn/
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Activity 5.1 – Reminder system 

The aim of this activity is to review the practice’s reminder system. 

 

Description Status Action to be taken 

Do clinicians know how to initiate a 
patient reminder within clinical 
software? 

 Yes, continue with activity. 

 

 No, see action to be taken. 

Refer to instructions from Best 
Practice or MedicalDirector.  
 

How does the practice record if a 
patient DOES NOT wish to be contacted 
offering reminder appointments?  

 

Is there a system to identify in the 
appointment book when a patient is 
coming in for a reminder appointment? 

 Yes, continue with activity. 

 

 No, see action to be taken. 

Use of a symbol in the 
appointment book to identify 
type of appointment. 

Is there a process for acting on or 
removing outstanding reminders? (E.g. 
patients fail to attend, reminder no 
longer needed). 

 Yes, continue with activity. 

 

 No, see action to be taken. 

GP education on removing 
reminders.  

Document practice process on 
removing reminders. 

Is there a practice policy on how 
reminders are to be implemented? (E.g. 
entering all reminders for the upcoming 
12 months to ensure all tests are 
performed?) 

 Yes, policy is working. 

 Yes, policy is not working, see 
action to be taken.  

 No policy, see action to be 
taken. 

Revise policy.  

Practice policy on reminders to 
be implemented.  

Does the recall and reminder system 
take into consideration patients with 
low English proficiency? 

 Yes, policy is working. 

 

 Yes, policy is not working, see 
action to be taken.  

 

 No policy, see action to be 
taken. 

Revise or implement practice 
policy. 
 
Letters and voice phone 
messages can be confusing for 
patients with limited or no 
English.  
Using the Translating and 
Interpreting Service to call the 
patient or sending text 
messages can be more effective.  
Consider using the online 
Appointment Reminder 
Translation Tool.  

After reviewing your practice recall and 
reminder system, are there any 
changes you would like to implement in 
the practice, to help manage patients, 
over the next 12 months? 

 Yes, see actions to be taken 
to help set you goals. 

 

 No, you have completed this 
activity. 

 

Complete the MFI template for 
your practice. Refer to the 
example MFI at the end of this 
document. 

https://kb.bpsoftware.net/au/bppremier/lava/Content/Clinical/Reminders/AddingAReminderReason.htm?Highlight=reminder
https://kb.bpsoftware.net/au/bppremier/lava/Content/Clinical/Reminders/AddingAReminderReason.htm?Highlight=reminder
https://www.medicaldirector.com/help/index.htm#t=kba%2Fclinical%2FRecalls%2C_Reminders%2C_Actions%2C_and_Outstanding_Requests_-_Fact_Sheet.htm&rhsearch=reminder&rhsyns=%20&rhhlterm=reminder
https://www.tisnational.gov.au/
https://www.tisnational.gov.au/
https://www.swslhd.health.nsw.gov.au/refugee/appointment/form.html
https://www.swslhd.health.nsw.gov.au/refugee/appointment/form.html
https://bsphn.org.au/support/for-your-practice/quality-improvement/#model-improvement
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ACTIVITY 6 – MBS EDUCATION MODULES FOR HEALTH 
PROFESSIONALS 
There are a number of MBS education modules available for health professionals. The modules relevant to this 
QI toolkit include: 

• Better Access to mental health care for eligible practitioners and allied health professionals 

• Chronic disease individual allied health services Medicare items 10950-10970 

• Chronic disease management – GP services 

• Health assessments and your record keeping responsibilities 

• Medicare reason codes and reducing claim rejections 

• Your guide to Medicare for Indigenous health services. 

Links to other QI toolkits 

After completing this toolkit, you may benefit from choosing one of the following: 

• Quality records – this toolkit is designed to assist practices to review their practice data to ensure data 
accuracy.  

• Patient populations – this toolkit is designed for practices to review demographics of the patients to 
identify if the practice has a higher population of age group or ethnicity.  

The full suite of toolkits are available on Brisbane South PHN’s website. 

Example PDSA for MBS items 

See below for suggested goals related to the cancer screening you may wish to achieve within your practice: 

Goal How you may achieve the goal 

Increase by 10% the number of patients aged 45 
to 74 years to enable CVD risk assessment with 
the following: 
Smoking status 

Blood pressure 

Total cholesterol and HDL levels 

(You may wish to do this as part of a heart health 
check MBS item 699). 

Refer to CAT4 recipe:  
 
Identify patients with no allergy or smoking status 
recorded 

Identify patients with no BP recorded 

Identify patients with elevated CV risk (select 
excluded and incomplete tab). 

Increase the number of GPMP completed on 
patients with diabetes by 10%.  

Refer to CAT4 recipe: identify patients with a 
chronic medical condition eligible for a GPMP or 
TCA.  

Identify home medication review candidates and 
increase the number of referrals to pharmacists 
by 5%. 

Refer to CAT4 recipe: identify home medication 
review candidates.  

 

  

https://www1.health.gov.au/internet/main/publishing.nsf/Content/mental-ba
https://www.servicesaustralia.gov.au/organisations/health-professionals/topics/education-guide-chronic-disease-individual-allied-health-services-medicare-items-10950-10970/33196
https://www1.health.gov.au/internet/main/publishing.nsf/Content/mbsprimarycare-chronicdiseasemanagement
https://www.servicesaustralia.gov.au/organisations/health-professionals/topics/education-guide-health-assessments-and-your-record-keeping-responsibilities/32851
https://www.servicesaustralia.gov.au/organisations/health-professionals/topics/education-guide-medicare-reason-codes-and-reducing-claim-rejections/33216
http://www.medicareaust.com/OTHER/indigenoushealthservicesguide.pdf
https://bsphn.org.au/support/for-your-practice/quality-improvement/#quality-improvement-toolkits
http://www9.health.gov.au/mbs/search.cfm?q=699&Submit=&sopt=I
http://help.pencs.com.au/display/CR/Identify+patients+with+Allergy+or+Smoking+Status+NOT+recorded
http://help.pencs.com.au/display/CR/Identify+patients+with+Allergy+or+Smoking+Status+NOT+recorded
https://help.pencs.com.au/pages/viewpage.action?pageId=1476514
https://help.pencs.com.au/display/CR/Identify+elevated+CV+risk+-+Part+A
https://help.pencs.com.au/pages/viewpage.action?pageId=179700585
https://help.pencs.com.au/pages/viewpage.action?pageId=179700585
https://help.pencs.com.au/pages/viewpage.action?pageId=179700585
https://help.pencs.com.au/display/CR/Identifying+Home+Medication+Review+candidates%3A+Heart+Failure+patients+who+are+not+on+ACE+inhibitors
https://help.pencs.com.au/display/CR/Identifying+Home+Medication+Review+candidates%3A+Heart+Failure+patients+who+are+not+on+ACE+inhibitors
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Step 1: The thinking part - The 3 fundamental questions 

Practice name:   Date:  

Team members:  

Q1. What are we trying to accomplish?                                                                                                    (Goal)  

By answering this question, you will develop your GOAL for improvement.  
Record this as a S.M.A.R.T. goal (Specific, Measurable, Achievable, Relevant, Time bound).                     

Our goal is to: Ensure all active patients with diabetes have a GPMP completed. 
This is a good start, but how will you measure whether you have achieved this goal? The team will be more likely 

to embrace change if the goal is more specific and has a time limit. 

So, for this example, a better goal statement would be:  

Our S.M.A.R.T. goal is to: Increase the proportion of our active patients with diabetes to have a GPMP 
completed by 15% by 17th April. 

Q2. How will I know that a change is an improvement?                                                                   (Measure)  

By answering this question, you will determine what you need to MEASURE in order to monitor the achievement 
of your goal. Include how you will collect your data (e.g. CAT4 reports, patient surveys etc.). Record and track 
your baseline measurement to allow for later comparison. 

1. We will measure the percentage of active patients with diabetes and a GPMP completed. To do this we will: 

A) Identify the number of active patients with diabetes. 
B) Identify the number of active patients with diabetes and GPMP recorded in the past 12 months. 
B divided by A x 100 produces the percentage of patients with diabetes who have a GPMP recorded in the past 
12 months.  

BASELINE MEASUREMENT:            63% of active diabetes patients have an GPMP recorded in the past 12 months. 

Q3. What changes could we make that will lead to an improvement?            (List your IDEAS)  

By answering this question, you will generate a list of IDEAS for possible changes you could implement to assist 
with achieving your S.M.A.R.T goal. You will test these ideas using part 2 of this template, the ‘Plan, Do, Study, 
Act (PDSA)’ cycle.  Your team could use brainstorming or a driver diagram to develop this list of change ideas. 

IDEA: Identify active patients with diabetes who do not have a GPMP recorded in the past 12 months. 

IDEA: Update the reminder criteria on the practice software to ensure the GPMP reminder interval is set at the 
appropriate time.  

IDEA: Complete diabetes cycle of care on an annual basis for all active patients with diabetes. 
IDEA:  Adjust the practice nurse roster to allow for extra nursing hours to assist with getting the GPMPs 

completed.  
IDEA:  Update templates on the practice software to ensure appropriate templates are available. 

Note: Each new GOAL (1st Fundamental Question) will require a new MFI plan.  
Source: Langley, G., Nolan, K., Nolan, T., Norman, C. & Provost, L. 1996, The Improvement Guide, Jossey-Bass, San Francisco, USA.  

  

MFI AND PDSA TEMPLATE EXAMPLE 

https://bsphn.org.au/wp-content/uploads/2021/10/2021_10_05_DriverDiagram_WEB_FILLABLEEXAMPLE_Approved.pdf
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MFI and PDSA template EXAMPLE 

Step 2: The doing part - Plan, Do, Study, Act 

You will have noted your IDEAS for testing when you answered the 3rd fundamental question in step 1. You will use 
this template to test an idea. Ensure you communicate the details of the plan to the entire practice team. 
 

IDEA Record the change idea you are testing 

Which idea are you going to test? (Refer to Q3, step 1 above) 

Identify active patients with diabetes who do not have a GPMP recorded in the past 12 months. 

PLAN  Record the details of how you will test your change idea     

Plan the test, 
including a plan for 
collecting data  

What exactly do you plan to do? Record who will do what; when they will do it (day, time 
etc) and for how long (1 week, 2 weeks etc); and where (if applicable); the data to be 
collected; and predictions about the outcome.  

2. WHAT: Lucy will set aside an hour on a Tuesday afternoon to conduct a search on CAT4 of all active patients with 
diabetes and no GPMP recorded. A Topbar prompt will then be created to ensure these patients are booked in for 
their management plan at their next appointment. 

WHO/WHEN/WHERE: 

Who: Practice Manager                           When: Begin 19th January.            Where: Practice manager’s office. 

DATA TO BE COLLECTED: Number of active diabetes patients and number of active diabetes patients who have 
not had a GPMP completed in the past 12 months. 

PREDICTION: 78% of the active diabetes patient population will have had a GPMP completed in the past 12 
months. 

DO  Run the test, then record your actions, observations and data  

Run the test on a 
small scale  

What did you do? Were there any deviations from the original plan? Record exactly what 
you did, the data collected and any observations. Include any unexpected consequences 
(positive or negative). 

Done – completed 17th April – on investigation it was identified that there were 5 different reminder categories 
for GPMP in the practice software. It took longer to do the check as categories needed to be merged, so there 
was only 1 category to choose from. The PHN staff provided some great instructions on merging reminder 
categories. A Topbar prompt was created which assisted the practice team identify diabetes patients who did not 
have a GPMP recorded when they attended for an appointment. Lucy contacted patients via SMS who did not 
have a GPMP results recorded, which resulted in 17 people making an appointment to see their GP. 
 
 

STUDY  Analyse the data and your observations                                                                 

Analyse the results 
and compare them 
to your predictions  

Was the plan executed successfully? Did you encounter any problems or difficulties?  
What worked/didn’t work? What did you learn on the way? Compare the data to your 
predictions. Summarise and reflect on what was learned. 

At the end of the focus on GPMP for patients with diabetes, 72% of patients with diabetes had a result recorded. 
This has resulted in a 9% increase in results which is 6% lower than our goal.  
Results have been shared with the whole practice team. Whilst we didn’t achieve our goal, we can see the benefit 
in discussing this with eligible patients. Lucy has been commended for her work in identifying eligible patients. 
Communicate the results of your activity with your whole team. Celebrate any achievements, big or small. 
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ACT  Record what you will do next   

Based on what you 
learned from the 
test, record what 
your next actions 
will be 

Will you adopt, adapt or abandon this change idea? Record the details of your option 
under the relevant heading below. ADOPT: record what you will do next to support making 
this change business as usual; ADAPT: record your changes and re-test with another PDSA 
cycle; or ABANDON: record which change idea you will test next and start a new PDSA. 

ADOPT:  
 
ADAPT:  
The practice will continue to increase the number of GPMPs completed, however, we are going to give our nurses 
an extra 4 hours a week to dedicate to completing GPMPs.  
 
ABANDON:  
 

Repeat step 2 to re-test your adapted plan or to test a new change idea  
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