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QUICK GUIDE TO MBS ITEMS FOR ENHANCED PRIMARY |

Changes usually occur in May and November of each year the most up to date information please check the

Medicare online website ahttp://www?9.health.gov.au/mbsor telephone Medicare 132 150.

MBS Payment
Item Number Service Brief Guide | Claim period | (as at 1/3/09)
Assessment in GP
75 year old health assessment] Surgery for patients
700 at least 12 months $175.10
75 year old
Does not apply to
inpatients or RACF
Assessmenti
75 year old health assessment| patients home for
702 patients at least 12 months $247.60
75 year old
Does not apply to
inpatients or RACF
At least 55 years old and of Assessment in GP
704 Aboriginal or Torres Strait Surgery 12 months $175.10
Islande descent Does not apply to
inpatients or RACF
Assessment in
At least 55 years old and of patients home
706 Aboriginal or Torres Strait Does not apply to 12 months $247.60
Islanderdescent inpatients or RACF
Child health checltor
708 Aboriginal and/or Torres Strait| Assessment in GP Annual $175.10
Islander person who is less tha Surgery (minimum 9 months)
15 years old
(2]
= Health check foAboriginal
Q and/or Torres Strait Islander Assessment in GP
= 710 person between 15 years and surgery 18 months $208.70
% 54 yearsof age (inclusive).
(D)
()]
2 Kids Health Checfor four year Assessment in GP
- 709 olds at time of four year old surgery by medical Once onIy $46.05
= immunisation practitioner
8 Kids Health Chector four year Assessment in GP
T olds at time of four year old surgery by practice
711 immunisation nurse Once onIy $46.05
Comprehensive Medical Comprehensive
Assessmenf{CMA) of a Medical Assessment]
712 permanent resident of a at RACF or Consultin| 12 Months $19620
residential aged care facility Rooms
(RACF)
At a place other than
Type 2 diabetesisk evaluation a hospital and for
713 for a patient who is 40 to 49 those 36 months $61.40
years of age (inclusive) with a high risk of
developing type 2
diabetes
Assessment in GP
Refugee Health Assessmeat surgery
714 a patent granted residency | -not in-patients of a Once only $208.70
under Humanitarian Program hospital or RACF
Within 12 months of
arrival
Refugee Health Assessmeat NOT being in
716 a patient granted residency attendance at GP Once only Up to $232.20
under Hum surgery , hospital or P
anitarian Program RACF for one patlent
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45-49 year Health Checlof a

minutes (not being

service associated

with items 2710 or
2712

717 patient between the age of 45| At a place other than Once onIy $104.55
and 49 (inclusive) at risk of a hospital
developing chronic disease
Health assessmentof a patient Assessment in GP
718 with anintellectual disability Surgery 12 months $208.70
Does not apply to
inpatients or RACF
Health assessmentof a patient NOT being in
719 with anintellectual disabilty attendance at GP 12 months $232.15
surgery , hospital or
RACF
Preparation of &General Patients with a
721 Practitioner Management Plan| chronic or terminal 2 yearly $130.65
(GPMP) medical condition (minimum 12
are eligible months)
Pts with complex
Coordination of a chronic disease who
c 723 Team Care Arrangement require ongoing care 2 yearly $103.50
) (TCA) from a (minimum 12
= multidisciplinary months)
% team
©
% Reviewof aGeneral Practitioner| Systematic review of
s 725 Management Plan (GPMP) the patient's 6 monthly $65.30
I} progress against the| (minimum 3 months)
8 GPMP goals
()
5] Coordinating &eviewof a Systematic team
()] 727 Team Care Arrangement based review of the 6 monthly $65.30
Q (TCA) patient's progress | (minimum 3 months)
S against tfe TCA goalg
S
5 Contributed to care plan or to Not available to
729 review the care plarbeing patients of RACF 6 monthly $63.75
prepared by the other provider (minimum 3 months)
. 6 monthly
Contributed to care plaror to Plan prepared by .
731 review the care plarfor patient such a facility (minimum 3 months) $63-75
of RACF
GPs undertake early|
2710 GP Mental Health Plan intervention, 12 months $156.85
assessment and
management of
patients with mental
disarders
Reviewing a GP Mental Health| Review of patient's | Between 4weeks to
2712 Plan progress once a GP| 6 monthsafter the $104.55
- Mental Health Care completion of GP
= Plan has been Mental Health Care
8 prepared Plan; Further review
T can ocar 3 months
= after first review.
€ Consultation, for
) GP Mental Health Care mental disorder & )
> 2713 Consultation lasting at least 20 Unresitricted $69.00




Chronic Disease Management Resource Manual

Focussed Psychological

Provided to patients
by a Credentialled
medical practitioner
and are time limited;
being deliverable, in

See each item for

Medicine Reviews

Practice Nurse

2721-2727 Strategies up to 12 planned time required $84. 00—$143-75
sessions comprising
two groups of up to 6
sessions.
Domiciliary Medication Assessment, referral
900 Management Review (DMMR)|  to a community 12 months $140.20
for patients living in the pharmacy Except in
community setting. circumstances with
significant change
Resdential Medication Fornew or existing
903 Management Review (RMMR)| residents of RACFs 12 months $96.00
for a permanentesidentof a Except in
residential aged care facyit circumstances with
significant change
Follow up by a PN or AHW ifo Provided by a Maximum of 5 times
10987 indigenous person who has haq  practice nurse or per patient per $22-20
a health check AHW on behalf of calendar year
the medical
practitioner
Immunisationprovided to a Provided by a Claimed only once
10993 person by a practice nae practice nurse on per patient visit $11-10
behalf of the medical
practitioner.
Pap Smear and preventative | Pap smear & atleast| All practice nurses
10994 check one preventive check| taking Pap smears & $22-20
taken by practice other preventive
nurse on behalf of checks should have
the medical undertaken an
praditioner accredited training
course.
Pap Smear and preventative The patient is
10995 check between the ages of $22.20
20 & 69 inclusive, hag
not had a Pap snae
in the last 4 yrs
Treatment of a person's wound Provided by a Claimedonly once
10996 (other than normal aftercare) practice nurse per patient visit $11-10
To provide becks on
Monitoring and support for a | progress, monitor Maximum of 5 times
10997 person with a chronicdisease | meds, per patient per
self management & calendar year. $11_10
collection of info to
support GP reviews
of Care Plans
Pap Smear only Taken by a practice
10998 nurse on behalf of $11.10
the medical
practitioner
Patient between the
Pap Smear only ages of 20 & 69
10999 inclusive, has not had $11.10
a Pap smear in the
last 4 yrs
Measurement of Respiratory Before and after Claimed only once
11506 Function inhalation of per paient visit $18-95
bronchodilator
Twelvelead Afull 12lead ECG is| Claimed only up to
11700 Electrocardiography performed & report | three times per day $28-85
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Twelvelead

Tracing only

asthma

11702 Electrocardiography $14-35
: In Surgery
2501 Cervical smear Consultation Ptwho has not had 3 $33.55
smear in the last 4
2504 for pt between the years $63.75
0 B ages of 20 & 69 year: :
= 2507 C inclusive $9380
GEJ
e D
&
: Minimum Only paid once every
o 2517 Diabetes Annual Cyclef requirements of care | 11-13 month period
E, 2521 Care needed to be per patient $33_55
o B completed.
o 2525 C $63.75
c
> D $93.80
Q
16
] Completion of 1 Asthma Cycle of
E 2546 Asthma minimum the Care for each eligible] $$33-55
2552 B Asthma Cycle of Carq patient per 12 month $63 75
C within 12 months for | period )
2558 a patient with $9380
D moderate to severe
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EPC & CDM Flowchart from MBGEBdsLible click to view entire document

http://www.6ys.com.au/mbgpn/unt fix.htmk website is interactive with links to assessments

EPC and CDM item numbers

finding a way through the maze

Available electronically at
www.mbgpn.com au
Thi: e usedin
item descriptor and
‘set out inthe Medi

y niotes forall

Participate in a Care Plan if
requested by the Aged
Care Facility — item 731

Diogs your patient have a
chronic condition that has | Does your patient have
been or will bein place for —= asthma or a
six months or have a mental health issue?
terminal illness?
Do a GPMP — Item 721
g and review after 3—6
months using ltem 725
Utilise Item 10997 !
by PN or AHW i
*
Does your patient have
complex care needs
Doa TCA —tem 723
and review after 35 - e e

care of at least 2 other
heath or care providers?

Do a Refugee or
Is your patient arefugee | Humanitarian Entrant
orhumanitarian entrant? — * Assessment —
Item 714 or 716
Do an lntedl actusal
Does patient have an
I  Disability Assessment —
e Gobiyr e
Do a Comprehensive
Medical Assessment —
Does your patient residein
an aged care facility? L. h'-'ﬂﬂ'dﬂmina _—
Review — ltem 903
Consider a Medication Management Review — ltem 300
(This: is a stand-alone item and can be used at amy step of —
the process, if eligible)
Is your patient over
75 years old and not N Dio a Health Assessment —
of Aboriginal or Torres Strait Item 700 or 702 1
Island er (ATSI) descent?
Is your patient of ATSI Do an ATSI Heaith
descent and aged over55 T, - -
litem 704 or 706
I your patient of ATSI
Sescantandaged 14+, DoanATS Chid o
years or under? -
Is your patient aged 4
ANDhadthers : , DoaeaiiyKidsCheck—
year old immunisations?
Is your patient of ATS [Doanarst
descent, aged 15-54  * . o, *
years? hem TH
'; Refer 0 a
: Likestyle
Is your patient aged Doads Modification
45-49years with no o O Hoalhy Progam —if
diagnosed chronic B O N —
condition? - found tobe
athighrisk”
- of dabotes
as defined by
Is your patient aged 40-49 Doatype2 ST
years and at highrisk of Dizbotes Fisk.
deweloping diabetesas  ~ ©  Eobso- .
defined by the Australian
Type 2 Diabetes Risk
Assessment (AUSDRISK)?

FURTHER CDM SERVICES
AT THIS STAGE!

Drganise a Case Conference — ktem 740, 742 or 744
ima Case Conf —Item 759, 762 or 765
with twio other health care providers

Py

Con <k dierh

i a pe Case Conf -
Item 746, 749 or 757,
or parti cipating in a dischange Case Conf -
Item 768, 771 or 773

Consider contributing to a multidisciplinary care plan if requested
Iy another health prowvider — item 729

onopay
GENERAL PRACTICE
NETWORK
& Copryrigre zmos
Current at September 2008

(Organise an Aged Care Case
Conference — ltem 734, 736
or 738, or parficipate ma

se Conference —
ltem 775, 778 or 779
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ENHANCED PRIMARY CAREC)

The Enhanced Primary Care (EPC) program was introduced to provide more preventive care forsbidiamsu
and improve coordination of care for people with chronic conditions and complex care needs.

The program provides a framework for a multidisciplinary approach to health.

EPC items are designed to support the role of general practitioners inptogision of coordinated,
multidisciplinaryprimary health care. They provide an environment for GPs and dthalth care providers to
work together to provide holistibng-term care for people with chronic diseases.

Chronic DiseaseManagement

Medicare Chronic Disease Management (CDM) Items aim to inccaasplanningoptions for GPs and allow for
the assistance from practice nurses and others.

¢tKS /5a AdSYa IINB aAYLX SN GKIFIY Ay GKS LI a dalled 4ieRGPA y O
Management Plan or GPMP.

In addition for patients that require services from a multidisciplinary team, the Team Care Arrangements item is
available.

Patients who have a chronic or terminal condition (without multidisciplinary care neads)ave a GP
Management Plan service. Patients who also have complex care needs can have a GP Management Plan, and a
Team Care Arrangements service.

GPs can be assisted by Practice Nurses, Aboriginal health workers and other health professionatiing e
CDM items.

For a detailed explanation on the various questions on Chronic Disease Management items please check:
http://www.health.gov.au/internet/main/publishing.nsf/Content/D1794C87EE43B870CA2573D600833BF6/$File/
Q%20and%20A%20Jan08.pdf

What are the benefits of care planning?

Care planning helps to coordinate the services and treatment that a patigmtohronic diseases such as diabetes
requires and can be used as a toobtganisethe care for the patient; systematic care through care planning can
help reduce the need for ad hoc, episodic consultations.

The article below summarisesanagingchronicdiseasdromthe LJ- G A Sy
summary isfromthé Yy A GSNERAGE 2F b{2 FIyR (K
General Practices to Provide Quality in Chronic disease CareZ206R2

Qa LISNELISOGADS A
I
I

CI
S YADSNAAGE 2F ||
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Double click to view entire document

Who can benefit from a GPMP and a TCA?

Patients with a chronic condition, or range of conditions, that significantly impact on their physical and
mental wellbeing

Patients who have a terimal condition

Patients who require aid or adaptive equipment

Patients with two or more hospital admissions in the last six months

Patients with ten treatments by other health providers e.g. community nurse, physiotherapy and/or a
specialist in the lastsimonths

Patients with inappropriate service use
Patients who require many home and surgery visits
Patients who routinely take seven or more medications (including non prescription)
Older patients if they have one or more of the following problems:
o Cognitve impairment, psychiatric problems
Falls, poor mobility
Incontinence
Social isolation, care stress or depression
Multiple medical or surgical conditions

O O O O


































































