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Improving Patient Uptake of Chronic Disease 
Plans in General Practice

This session will cover:

•  Common barriers to patient uptake of chronic disease plans 
and related initiatives 

• Using a patient centred approach to address the particular 
needs of your practice demographic 

• How to use a proactive practice team strategy to drastically 
improve patient uptake



GP Management 
Plan  

GPMP (721)

Patient with Chronic Illness 
Include: Problems, Goals, Patient 
Actions, Treatments, Review date

Review in 6 months 
(min claiming period: 3 months)

GPMP RW (732)

If complex condition requiring a multidisciplinary team (at least 2 other providers in addition to the GP)

Team Care 
Arrangement  

TCA (723)

At least 2 other providers delivering 
different services. 
At least 1 Allied Health Professional: 
Exercise Physiologist, Podiatrist, 
Optometrist, Dietitian, Diabetes 
educators, etc. 
May include up to 1 Specialist.

Review in 6 months 
(min claiming period: 3 months)

TCA RW (732)

GPMP+TCA formerly “EPC” 

721 + 723
Allows patient access to 

5 AHP services (in total) in a calendar year

New GPMP (721)
2 years 

(min claiming period: 1 year)
New TCA (723)

5 Nurse support/monitoring services - 10997 (Only GPMP needed)       

GP Management Plans & Team Care Arrangements



Understanding common barriers to uptake

We’re all patients at some point

Lets take a step back… 

It’s frustrating to offer great initiatives to patients only to have 
them not take us up on it. Even when it won’t cost them 
anything!  

But instead of getting frustrated.. let’s look at why? 

  



Understanding common barriers to uptake

From a patient’s point of view

You're a patient too…   

Think about your life, your work, your family, friends.. how busy 
things can get..  

Imagine you receive the same invitation from your practice 
that you currently send out to your patients. 

Same type of communication, number of contact attempts, same 
wording on the invite…    and maybe add some jargon words that 
go over your head a bit... would you still take up this invitation?



What are the barriers to uptake of 
Chronic Disease Plans

• Don't have the time to come for an appointment 

• Don’t really see the value or even understand the purpose of it  

• Don't want to waste my time in the waiting room and be surrounded 
by people coughing 

• Even if it's free.. it's costing time and effort to get there.. that could 
be better spent elsewhere 

• Difficulty with transport or getting to and from appointments 

• Can't get an appointment for this service at a time that is convenient  

• Had one of these ‘plans’ and got no real value from it. Just a bunch of 
paperwork 

• ‘Only good thing I get is the referral to my physio..  and I don't need 
another one of those ’til next year’ 



How can we overcome these (many) barriers?

• Awareness, acknowledgement & discussion (with the team and 
with patients) 

• Understanding the particular needs of your practice 
demographic 

• Using a patient-centred approach 

• Building on what your patients want and what motivates them 

• Using a practice team approach (it takes a village) 



What’s your patient demographic?

The truth is usually closer to the 80/20 rule.  

A data audit usually reveals that we see a lot of a certain few 
things.  

Case study: 

• Practice is located in a very transient and bustling metro area 

• When asked about their patient population, the GPs and PM say they see ‘a 
bit of everything’ from children to older adults 

• When we performed a database audit we found…   80/20 rule applied 

• Vast majority of services are regularly provided to women 25-35yrs of age 

What does this mean? 

Hint: ‘We see a bit of everything’  won’t do.



Auditing your data

There are several data audit tools including: 

- PEN CAT 

- POLAR GP 

- Canning Data Extraction Tool 

Contact your local Primary Health Network (PHN) to find out 
which tool they provide support or subsidy for. 

Perform searches by age, gender, conditions to find out what is 
most prevalent and then brainstorm with your team. 

Sourcing a data audit tool



Become aware of what patients want

Personalised information: Why is this relevant to me 
particularly. 

Longer term plan: Why are we doing this and what to expect or 
what are we trying to prevent and how? 

How do they prefer to be contacted or invited for these 
initiatives? 

“They used to send me letters. I think they could improve that if they text messaged, 
or even emailed. I prefer text message because I get it straightaway. Email I don’t 
look at all day” 

69 Male, Kellyville, NSW 



Why would they want to return?

Getting patients involved and invested in their own care.  

How? Asking questions and listening.  

• What do they feel is an issue?  

• What do they feel they need to work on?  

• How can they work on this in a way that is realistic or 
achievable for them? 

If it comes from them.. they're much more likely to follow 
through and to come back to discuss progress.  

Patient activation towards self-management



A new area that may take some practice

- As clinicians we’re used to ‘educating’ or setting the agenda so 
a patient-centred approach is new to us 

- It's also new to most patients who have probably never really 
been asked what they feel the next step should be 

- We need to go beyond clinical targets (which may mean a lot 
to us.. but not a lot to our patients) 

- Engaging and activating our patients so they're responsible 
for their health is VERY different to simply 'leaving things up to 
them.’ 

Most clinicians and patients are new to this



Activating for Self-Management

When we activate to self-manage, our aim is to 'wake up the 
beast’.   

Wake up the patient’s interest and excitement to do something 
about their health. 

Most patients have never been given the space or opportunity 
to reflect on their health, and particularly on what they can do 
now, starting today or this week, that if done over time would 

make a huge difference. 

Chronic Disease Plans give us an opportunity to do this.



Will they actually participate in something like this?  

We know of older patients that will admit.. they just want to be 
told what to do.. Thinking and reflecting is hard work and some 
patients won't want to do it..         but a majority will... 

Here's an example from a recent patient interview: 

“Maybe it’s a bit outside the box but if they had a nurse or someone who’s not a 
doctor but more of a lifestyle person who could help you evaluate your diet, 
evaluate your exercise, evaluate some changes you could make to help you 

improve your health. You know, some sort of advisor or councillor type role… I 
think I’d want to see them in person so you can discuss things and they could 

make suggestions about what you could do - what options are there, you 
know?” 

53 Female, Hillarys, WA 

Are patients really ready for this?



So how do we put this into practice?

- Clear, consistent communication via posters, on-hold 
message, SMS, practice website & opportunistically during 
visits 

- The whole practice team (including admin/reception) needs to 
be on board. 

- Use staff meetings to brainstorm issues and plan different 
interventions to test out 

- Use patient-friendly language. Highlight the benefits in terms 
they can easily understand and relate to.  

- Don't use Medicare jargon and never copy-paste from their 
'info' pages.

Using a practice team approach



So how do we put this into practice?

- Use a comprehensive and planned approach: know your 
database, flag the right patients, target them with relevant 
information 

- Have ready fact-sheets and info you can give to patients, 
either for them to think about or to reinforce the topics you 
cover in your consults 

- Provide an outstanding service and make them want to come 
back for more 

- Your care plan process has to be meaningful to patients and 
not simply an exercise in paperwork

Using a practice team approach



So how do we put this into practice?

- Incorporate elements of health coaching and patient-centred 
care. 

- Get the patient to identify an issue they want to work on, 
something that is relevant to them, and get them to come up 
with an action/activity that they feel is achievable. 

- Build up the importance of the review: 

If the patient has something they've committed to doing and 
there's a deadline, there's more of an incentive to actually 
follow through for positive reinforcement or to get back on 
track. 

Using a practice team approach



In an ideal world…

Wouldn’t that be nice…             

Well actually, it is!

Patients self-screen & come to us requesting these services



HotDoc Inform

Patients can self-screen & express interest

Dashboard Patient Message 

Contact the HotDoc team: 1300 468 362 



Thank you for participating!

Got a question? 
Email: md@hotdoc.com.au 


