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CARE PLANS – QUESTIONS AND ANSWERS

Question
Key word
Answer

What is a care plan?


Requirements
A care plan is an action plan that sets out your health care needs and identifies the kind of services and supports that are needed to meet them. It can be developed by your GP, in consultation with other service providers, such as community nurses, physiotherapists, nutritionists, social workers, Meals on Wheels or Home Help. 

An important part of the care plan involves your GP making arrangements for your care with other service providers. Your GP can take the lead in developing your care plan. Alternatively, he or she can contribute to a care plan developed by another health care provider.

If you are a private patient in a hospital, you can claim a Medicare rebate for a discharge care plan. This will be developed before you are discharged from hospital. It involves identifying and arranging any support services you will need after your discharge.

If you are a public patient, you can claim a Medicare rebate if your GP is invited, with your consent, to contribute to the preparation of a discharge care plan.



Who can have a care plan?


Eligibility
A care plan can be developed for anyone who has multidisciplinary care needs for one or more medical conditions that have been or are likely to be present for at least six months, or that is terminal, and provided that they are not a resident of a nursing home.



Is there any age restriction?


Eligibility
Your age does not affect your entitlement to claim a Medicare rebate for care planning – if you have a chronic condition and multidisciplinary care needs, you are entitled to a care plan.



Can anyone force me to have a care plan?


Consumer
A care plan is always purely voluntary. No one can force you to have one and your GP must always get your consent before a care plan is arranged.



Can I arrange a care plan for myself?


Consumer
If you feel that you would benefit from a care plan, you should discuss this with your GP. He or she can assess whether or not you meet the criteria for a plan.

 

How much will it cost me?


Cost
The care plan attracts a Medicare rebate. If your GP bulk-bills, you won’t have anything to pay. If your GP doesn’t bulk bill, you will have to pay the difference between the Medicare rebate and the fee charged by your GP. You may also be required to cover the costs associated with the involvement of other health and community service, or allied health providers. In some cases these may be provided from community resources or State Government services, or may be able to be claimed on private health insurance.



How much will I get back?


Cost
The current Schedule fees and Medicare rebates for care planning range between:

· a fee of $25.85 if your GP contributes to a care plan developed by another medical professional - you can claim a Medicare rebate of $22.00;

· a fee of $92.10 if your GP reviews your care plan – you can claim a Medicare rebate of $78.30; and

· a fee of $184.20 if your GP takes charge of developing your care plan – you can claim a Medicare rebate of $156.60.


What does a care plan consist of?


Requirements
Typically, a care plan consists of:

· An initial discussion between you and your GP to assess your needs, discuss which other  health and community care providers should be involved, the goals of the care plan, and obtain your consent to the process;

· A meeting or discussion between the members of the care plan team, which discusses your care needs and makes arrangements for meeting those needs;

· A formal, written plan outlining your care needs and the arrangements that have been made (you will receive a copy of this, as will the other participants); and

· An agreement to review the care plan on a specified date (to check that it is working).


Will I be asked what I think should be in the care plan?


Consumer
Yes. You and your GP should discuss what you would like to achieve in improving your health status. The plan will help you, your GP and your other care providers to all work together to achieve your goals.



What happens during a care plan?


Requirements
Before a care plan can be prepared, your GP should discuss it with you. He or she should assess your needs and obtain your consent to discuss them with other health and community care providers. At this stage you will have the opportunity to specify what medical and personal information you either want to be conveyed to, or withheld from, the members of the multidisciplinary care plan team. The other providers involved in the care plan may already be supplying you with services. Alternatively, they may offer services that your GP thinks would be beneficial to you, on the basis of the initial assessment of your needs.

The members of the care plan team (your GP and at least two other health and community care providers) discuss your care needs and suggest strategies to meet those needs. Where this involves providing services, your GP must make sure that the services are available and make arrangements for you to receive them. After the care plan team has developed the plan, your GP will explain it to you and get your consent to implement it. You will be given a copy of the care plan, and a date will be set to review the plan, to make sure that it is working.



Who will prepare the care plan?


Requirements
In most instances, the care plan will be developed by your GP, in consultation with other health and community care providers. These others may already be providing you with a service.

Alternatively, they may have been selected by your GP because they offer a service that would be appropriate for someone with care needs such as yours.

The care plan team must include at least two other health and community care providers. Only one of these can be another medical practitioner. Examples of other service providers that may be included in a team are:

· Aboriginal Health Care Workers

· Audiologists

· Dental Therapists

· Dentists

· Dieticians

· Occupational Therapists

· Optometrists

· Orthoptists

· Orthotists or Prosthetists

· Pharmacists

· Physiotherapists

· Podiatrists

· Psychologists

· Registered Nurses

· Social Workers

· Speech Pathologists

A team may also include home and community care service providers, or care organisers, such as:

· Education Providers

· Meals on Wheels

· Home Help

· Home Nursing

· Personal Care Workers

· Probation Officers

If you have a carer, he or she can be involved in preparing the care plan. However, your carer cannot be counted as a formal member of the care plan team.



Do I need to be present during the care planning?


Consumer
You should be present during the initial assessment of your needs, which will be done by your GP. However, there is no requirement that you be present during the preparation of the care plan.



Will I be told who will be involved in the care plan?


Consumer
Your GP should discuss the other possible members of the care plan team with you before any arrangements are made. He or she should seek your consent before approaching any other health and community care providers.



Can my carer take part in the care plan?


Consumer
If you have a carer, he or she is very welcome to take part in the care planning. However, your carer cannot be counted as a formal member of the care plan team.



If I object to any members of the care plan team, will my objections be listened to?


Consumer
Your GP should listen very carefully to any objections that you raise. If the care plan is to be effective, you must be happy with the other health and community care providers that are involved.



What happens after my care plan has been prepared?


Consumer
After your care plan has been prepared, your GP will ask you to consent to putting it into action. You will also be given a full copy of the plan.



How will I know what the members of the care plan team decided?
Consumer
Your GP will discuss the outcomes of the care plan with you.



Do I have to agree to the care plan?


Consumer
Although you will be asked to consent to the preparation of a care plan, you do not have to agree with the plan if you have any objections. You should discuss any objections you have with your GP.

Do I still have to pay if I do not agree with any of the details of the care plan?


Cost
Yes. Even though a consumer does not accept the finished plan, a GP is still permitted to charge a fee for the service, and the consumer is also entitled to claim a Medicare rebate for the care plan.



What happens if my health condition deteriorates? Can I have my care plan reviewed and

changed?


Time Frames
A care plan is meant to run for twelve months. However, if your health deteriorates significantly, you can have a new care plan after six months. You can have your existing plan reviewed and changed to meet any major new health needs after three months.



Apart from the care plan team, will anyone else see my plan?


Consumer
The results of your care plan are confidential between your GP, the other members of the care plan team, and yourself. However, your GP may decide that it would be helpful if he or she could share some of the information that has been collected about you with other health and community care providers that were not involved in the care plan. Before this can happen, your GP will need to explain the reasons and get your permission.

If you choose, you can nominate other people that you would like to have informed of the results of your care plan. These may include carers, friends and family members, and other health and community care providers. However, you are not required to tell anyone else the outcomes of your care plan.



How will any of my medical records that are used or discussed during care planning be protected and kept confidential?


Consumer
Your GP should take appropriate steps to protect the confidentiality of your medical records. He or she should already have a secure location to store your records, and protocols in place to prevent unauthorised access or copying.



What is a care plan?


Requirements
A care plan is an action plan that sets out the health care needs of the patient and identifies the kind of services and supports that are needed to meet them. 

GPs can develop care plans for those patients who have no existing care plan, or can contribute to the care plans developed by other health and community care providers.

Care plans have a number of mandatory components as outlined in the MBS book.



Can I do another care plan if the patient already has one?


Requirements
Benefits are payable to the patient for preparation of a care plan only once in a six month period. In general, doctors should not duplicate existing plans.



Who can have a care plan?


Eligibility
A care plan can be developed for anyone (except nursing home residents) who has multidisciplinary care needs and one or more chronic conditions that:

· lasts or is likely to last for at least six months; or

· is a terminal illness.

The care planning team members should provide different kinds of services (for example, general practice services, physiotherapy, podiatry, or community care services like Home Help and Home Maintenance).



Is there any age restriction on who can have a care plan?


Eligibility
There is no age restriction on patients for this service.

Can the patient ask for a care plan?


Requirements
Yes. Either a GP or a patient can initiate a care plan.

Does the patient have to agree to the preparation of the care plan?


Consent
Yes, the patient must consent to the preparation of the plan.

Can consent for a care plan be obtained retrospectively if a GP and patient are not in the same location at the same time?


Consent
No. Consent must be obtained prior to preparing a care plan.

Can a doctor proceed with a care plan without a patient’s consent?


Consent
No. The patient’s consent must be obtained before proceeding. Formal consent must be recorded by the GP on the patient’s file and can take the form of a signed form developed by the GP or can be recorded as an annotation on the patient’s file.



Who can give consent on behalf of a patient?


Consent
The person giving consent may be legally recognised as someone who is entitled to manage the patient’s affairs. This may include a parent or other relative, or a carer.



Does the patient have to be present during the care planning?


Requirements
No, the patient does not need to be present but the patient does need to provide consent to the care plan being undertaken and also agree to the goals of the plan. In some cases having the patient or carer present may facilitate the development of the care plan and their presence should be considered.

Do I really need two other health and community care providers for the care plan team?


Requirements
Yes, the care plan is indicated when a patient has multi-disciplinary care needs that are complex. The patient is not eligible for a rebate unless the team comprises the general practitioner and at least two other members. No more than one of the additional members of the team can be another medical practitioner (usually a specialist or consultant physician).



Why do I need to involve other health and community care providers?


Requirements
The care planning items are specifically designed for patients with multidisciplinary care needs.

The involvement of other health and community care providers will help to ensure that the care plan is coordinated and that all providers are informed of the needs of the patient; the goals of the plan; and their role in implementing it. The patient is not eligible for a rebate unless the team comprises the general practitioner and at least two other members, no more than one of whom may be another medical practitioner (usually a specialist or consultant physician).



Who can participate on a care plan team?


Requirements
The care plan team must include at least two other health and community care providers. Only one of these can be another medical practitioner. Examples of other service providers that may be included in a team are:

· Aboriginal Health Care Workers

· Audiologists

· Dental Therapists

· Dentists

· Dieticians

· Occupational Therapists

· Optometrists

· Orthoptists

· Orthotists or Prosthetists

· Pharmacists

· Physiotherapists

· Podiatrists

· Psychologists

· Registered Nurses

· Social Workers

· Speech Pathologists

A team may also include home and community care service providers, or care organisers, such as:

· Education Providers

· Meals on Wheels

· Home Help

· Home Nursing

· Personal Care Workers

· Probation Officers

If the patient has a carer, he or she can be involved in preparing the care plan. However, a carer cannot be counted as a formal member of the care plan team.



Can a Teacher be considered a formal care provider in the development of a care plan?


Requirements
Yes. There is provision for “Education Providers” to be included in multi-disciplinary care plan teams. This covers teachers, school counsellors and guidance officers.



What if one of the members of the care plan team doesn’t agree with the finished plan?


Requirements
A rebate is only payable for a care plan that can be implemented (i.e. any services identified in the plan must be available and arrangements must have been made to ensure that the patient has access to those services). This presupposes that the other members have agreed to the care plan. If one or more of the other members of the team object to the plan, it would be unlikely that the plan could be implemented. In this case, the GP should ascertain the nature of the objection(s) and find a solution that would allow the plan to be implemented.



What happens if the patient doesn't agree with the results of a care plan?


Requirements
A patient cannot be compelled to accept the outcomes of a care plan. However, as long as the requirements for the service set out in the Medicare Benefits Schedule are met, the GP can claim a fee for the service, and the patient can claim a Medicare rebate.



Can other members of the care plan team also charge a fee for participating?


Cost
There is no MBS rebate for services provided by the other care planning team members.

Financial arrangements between the patient and the other (non-GP) health and community care providers must be managed separately. In some cases services may be provided through other community sources or State government provisions. Rebates for other services may be available through private health funds.



Can a patient’s carer be counted as a member of a care plan team?


Requirements
The patient’s carer can be involved in the development of a care plan and can be an important source of information when undertaking the development of the plan. However, the carer cannot be counted as one of the two health and community care providers who, along with the GP, comprise the minimum members of a care planning team.



Do the other members of the care plan team have to be physically present or can they participate via teleconference?


Requirements
Yes, other members can contribute by teleconference.



Do I have to send copies of the finished care plan to the patient and the other members of

the care plan team?


Requirements
Yes, it is a requirement of the care planning items that, for benefits to be paid, the patient and all other members of the team receive copies of the care plan. This helps to ensure that all participants are informed of their contribution to the care plan, and their role in its implementation.



What if the services identified in the care plan aren’t available?


Requirements
A care plan must be capable of being implemented, and therefore the availability of services must be confirmed before they are included in the plan. Services that are not available must not be included in a care plan. A rebate will only be paid for this item if the care plan documents the agreement of the other service providers specified in the plan to provide services to the patient.



If I am involved (or was involved) in a coordinated care trial, will this affect the way that I use the care planning items?


Requirements
This should not affect how you use the items. You may use care planning documentation and guidelines developed for a coordinated care trial as a guide to help you make more effective use of the new care planning items. However, you must still meet the requirements of the items, as set out in the Medicare Benefits Schedule book.



If the patient has veteran’s entitlements, will this affect their eligibility for the care planning items?


DVA
No, any veteran who fits the eligibility criteria for the care planning process operated by the Department of Veterans Affairs (DVA) can still claim for a DVA care plan. 



How many care plans can I do for the same patient (if his or her condition changes significantly)?


Time Frames
It is anticipated that most patients will require only one care plan a year. If the patient’s condition has changed markedly since the last care plan, but not within 6 months, then a new care plan can be undertaken. In many cases, it will be more appropriate to undertake a review of a care plan (Item 724), which can be performed three months after a care plan has been instituted.



If I arrange or participate in a discharge care plan for one of my patients, will I have to wait six months before I can organise (or contribute to) a “community” care plan for that patient?


Time Frames
No. The MBS items for community care plans and discharge care plans are separate items. A discharge care plan should focus on issues that are relevant to a patient’s post-hospital care.

The patient’s needs in this context may be very different to those that are addressed in a community care plan. Discharge care plans are also very specific to the period of hospitalisation.

Patients may have a discharge care plan prepared after every period of hospitalisation (up to a maximum of 5 per year) – the number of plans prepared will depend on the number of times the patient is admitted to, and discharged from, hospital.

“Community” care plans should look more broadly at a patient’s needs, and identify the services that are required to meet those needs over a longer period of time. Although a “community” care plan should be effective for twelve months, the Medicare Benefits Schedule makes allowances for changing patient needs by permitting the preparation of another “community” care plan after six months. (If a patient’s needs change significantly within this six-month period, the GP can review the existing care plan. Such a review can take place three months after the preparation of the initial care plan).



Can I contribute to a care plan prepared by another health and community care provider?


Requirements
Yes, if another health and community care provider is preparing a care plan, the patient can claim for Items 726 or 728. The GP may contribute by face-to-face meeting, by telephone or in writing. It is expected that the contribution will take at least 10 minutes of the GPs time.



What are the Schedule fees for contributing to a care plan?


Cost
The Schedule fee for contributing to a care plan is $25.85 and the rebate is $22.00.



Does the care plan have to be successfully implemented before a GP can charge a fee?


Requirements
In developing a care plan, a GP is responsible for:

· Obtaining the patient’s consent to the plan, and agreement to the goals of the care plan before it is developed; and

· Ensuring that the care plan can be implemented (ie. any services identified in the plan must be available and arrangements must have been made to ensure that the patient has access to those services).

However, the patient cannot be compelled to accept the finished plan. This does not interfere with the GPs ability to charge a fee for the service, nor does it prevent the patient from claiming a Medicare rebate for the care plan.



Must I do my own care plans, or can I delegate this to another medical professional?


Requirements
In most cases, the care plan will be done entirely by the medical practitioner. However, there are some elements that can be delegated, such as liaising with other health and community care providers to coordinate their input into the plan.



Can I consult with other health and community care providers by telephone when preparing a care plan?


Requirements
Yes, this is possible and may occur in many cases, especially in rural and remote areas.

Will any training be available to help me in preparing care plans?


Requirements
Yes, the Divisions of General Practice and other bodies will be holding information and training sessions. You should contact your State Based Organisation or local Division for more information about this. You will also find information on the Department of Health and Aged Care’s website at http://www.health.gov.au/hsdd/primcare/enhancpr/enhancpr.htm.



Are patients in nursing homes eligible for rebates under the care planning items?


Eligibility
No, nursing home patients are not eligible for the care planning items, which are specifically designed to enhance primary care. Nursing homes are already funded to provide high levels of care, which includes assessing their residents’ needs and planning to meet them.



Can I contribute to a hospital discharge care plan?


Requirements
Yes, if the hospital invites you to do so.



Can I contribute to a discharge care plan for a public patient in a hospital?


Requirements
Yes, you can contribute to a multidisciplinary discharge plan (Item 728) for all in-patients, public or private. However, you may only do so at the invitation of the hospital.



Can I organise a discharge care plan for a public patient in a hospital?


Requirements
No, the item for preparing a multidisciplinary discharge care plan (Item 722) is only available for private patients.


What if the other service is only available privately, but the person is unable to pay for / or the service is available but there is a waiting list ?
Requirements
A care plan must be capable of being implemented, and therefore the availability of services must be confirmed before they are included in the plan.  Services that are unaffordable to the patient, not available or not accessible, must not be included in a care plan.  The GP should look for alternative arrangements to complete the care plan. Where a need for others services that are not available is identified, that need may be noted on the care plan.  However, simply noting a need for service does not meet the criteria for completing the care plan and claiming the item. Where services are available by there are waiting lists, they may still be included in the care plan.  However, all services included in the plan must be available in a reasonable timeframe for meeting the patient’s needs.  The expected time of commencement of the service should be included.



Can overseas students claim care planning items through their overseas students health cover?


Cost
Yes.  Overseas students who have overseas students health cover may claim all MBS item numbers with the exception of items that are not considered medically necessary such as IVF and cosmetic surgery.



Is it okay to include optometrists as part of multidisciplinary team when they bill under Medicare?


Allied Health
An optometrist cannot claim for the new EPC items.  That is, if they are involved in a multidisciplinary care team which has met or consulted to discuss the preparation of a care plan, or which has undertaken a case conference, they would not be able to claim anything at this point.  If however, they are providing optometry services arranged through a care plan, or as a consequence of a case conference, they would claim any relevant services provided as they normally would if a patient visits them.



When a GP is organising a care plan, can he/she ask other providers to contribute when they have never seen the patient before?


Requirements
Yes.  There does not have to be a history of service provision to the person.  If the GP decides that allied health or community care providers are necessary for the ongoing management of the person’s health needs, then they should involve the appropriate providers.  

The criteria for involvement in a multidisciplinary care team, is that the other two providers must be providing a different kind of care to the person. Appointments with the other two providers must be documented in the care plan.



Can the registered nurse of the doctor performing the care plans be classified as one of the 3 participants in the care plan?


Requirements
Yes.  If it is determined that the nurse will provide ongoing care to the patient, and the care provided is different to that provided by the medical practitioner and the other member of the multidisciplinary care team, then it would be appropriate to include her in the plan.  

If she had no specialised or particular involvement in the care of the patient, i.e. merely continued to provide services ad hoc as directed by the doctor in his or her management of the patient then it wouldn’t be appropriate to include her as a contributor to the care plan.



Can Naturopaths, Aquatic Therapists, Reflexologist and Acupuncturist be considered part of the multidisciplinary care team?


Allied Health
No.  Alternative therapy/medical consultants are currently not recognised as being able to contribute to a multidisciplinary care team.

At what point can a GP claim for a care plan – on completion of the plan and discussion with the patient or only after the allied health services have been provided?


Requirements
The date for the service is the date when the requirements for completing a care plan or case conference, described in the MBS item descriptors, are met. 
To claim items 720 or 722, a GP is required to: discuss the care plan with the patient; assess the patient’s needs; liaise with two or more health and community care professionals; obtain the patient’s agreement to the goals of the care plan; identify the services required by the patient; ensure that the services are  available; and provide copies of the completed care plan to the patient and other participants.
A care plan will not be valid (and the rebate is not available) if the patient cannot access services that are listed.  The care plan must include arrangements for delivering the recommended services.  If the only way to ensure this is by including specific appointment dates, then this should be done.



Is it sufficient for the GP to obtain consent via a phone call to the patient?


Consent
Yes.  As part of contributing to a discharge case conference/care plan, the GP must explain to the patient the nature of the case conference/care plan and ask whether the patient agrees to the his/her participation in, or contribution to, the case conference/care plan.

If the GP is unable to get the patient's agreement in person, it may be obtained through a phone call to the patient or by sending a consent form to the hospital, which the patient can sign and fax back to the GP.  In all cases the GP must have the agreement of the patient before participating in/contributing to a case conference/care plan.

The GP must record the patient's agreement to his/her participation.  When consent is obtained from the patient via a phone call the GP must make a note on the patient's file.



Some hospitals have a generic admission/consent form.  Would it be sufficient to include a clause in the generic form to indicate that the patient consents to the GP contributing to a discharge case conference / care plan organised by the hospital and the patient signs this?


Consent
Yes, provided this process ensures that the patient understands the nature of the discharge case conference/care plan and clearly indicates their agreement to their GP participating in or contributing to the discharge case conference/care plan.  This should occur before the case conference/care plan is organised. You cannot obtain retrospective consent from a patient.



Can I review a care plan that I prepared before the introduction of the new EPC MBS items?


Requirements
No.  Item 724 can only be claimed for services which are in relation to claiming item 720 or 722 (preparation of a care plan) previously.  



Does a referral letter to proposed providers meet the requirements of the item when preparing a care plan?
Requirements
The other health providers should agree that the proposed care they are to provide is appropriate and can be provided, this needs to be documented by the GP as part of the requirements of the care plan - a referral letter is not sufficient. The care planning item is funded such that communication between health and/or community service providers and the GP occurs to provide the most appropriate care, and to ensure that the GP remains in the role of coordinator. 

It should be noted that the May amendments to the MBS schedule contain the inclusion that when preparing care plans the GP “should ascertain the availability of care from other providers.  The documentation of the care plan should note the agreement of the other providers specified…… may be in the form of the medical practitioners note of a telephone conversation”. 



The requirement of the care planning item to contact providers to ensure that the services are available and appropriate – does it also apply to current providers (i.e. who are already providing a current service)?


Requirements
The care plan requirement not only requires to check the availability of services, but also that they are appropriate.  Therefore, even if a pt. is receiving current services, the GP should be contacting the provider to ensure that the services that you are proposing are still appropriate. Therefore, even with current providers, you should be contacting the provider. There has to be some evidence that the provider was contacted to advise that the care plan developed by the GP has factored in their care.



The use of the word “attendance” in the items – does that mean that the GP must have in person attendance with the service provider?


Requirements
The use of the word “attendance”  implies that there is some personal contact with the patient, not the service provider.  Therefore, it assumed therefore that if you are contributing to a care plan, than at some stage for the purposes of that item, eg to discuss the outcomes, sign Medicare form etc.



 If a GP performs pre-admission checks for patients who fit the criteria for careplanning, can this be claimed as a contribution to a discharge care plan?
Eligibility
Pre-admission checks can not be seen as falling within the intent of the EPC MBS items.

Discharge care plans are developed by the hospital, to plan for the discharge of the patient back to the community.  The new EPC MBS items provide an opportunity for the GP to provide input into and to receive information about the post discharge care by contributing – thus facilitating communication between the hospital and the primary care provider or paying the treating doctor of a private patient for undertaking this activity.

The pre-admission check is undertaken to ensure that the patient is suitable to undergo an anaesthetic and an operative or diagnostic procedure.  The information collected can be used in care plan, but the activity itself can not be re-numerated under the EPC MBS items.



 In rural areas, where the GP works as an employee of the hospital (eg VMO) and has right of private practice, can the GP claim the contribution to discharge care plan if he/she has organised the care plan for a public patient?
Rural and remote
It is not possible for a Medicare rebate to be paid to a patent for services rendered as part of the care provided to a public patient in a public hospital.  Therefore under current Health Agreements  Medicare not pay for this activity.

There would be an agreement between the doctor and the state that discharging activities is undertaken as part of the normal care of the patient.  As the treating in-hospital doctor and the treating community doctor are the same communication is not as issue as it is when discharging from the care of the patient from one doctor to another.



 Is the GP required to have documented consent?
Consent
Yes.  If not the patient, then the legal guardian/attorney.



 Who can’t contribute or carry out a Care plan?


Requirements
Specialist or consultant physicians.

Can other members of the care plan team (i.e. other Health providers, Specialists) also charge a fee for participating?


Allied Health
There is no MBS rebate for services provided by the other care planning team members.  Financial arrangements between the patient and the other (non-GP) health and community care providers must be managed separately.  Some funding may be available through other community sources or State government provisions.  For some specialists there may in fact be a specific item in the MBS schedule where they would be eligible to claim (eg consultant Psychiatrist fees).

Can a review of a care plan be billed at the same time that a normal consultation is being done? i.e. if the review is done as part and parcel of a consultation for other matters, can both item numbers be claimed? Or should entirely separate appointments be made?


Requirements
To be advised

If two GPs are involved in a care plan, but one of the GPs is acting in his capacity as a counsellor of the patient, can the second GP claim? The GPs  work as counsellor does not mean the GP is wearing a different hat, as that GPs work is remunerated under the Medicare Benefits Schedule. Would the situation be different if the GP were also working as say, a psychologist in private practice?


Requirements
To be advised

What are the new arrangements in respect of DVA patients ?
DVA
· No approval required for either Health Care Plans or Health Assessment Checklists for Gold cared veterans/war widows.  For veterans with a White card, the Plan or Assessment must focus on accepted disabilities.

· From May 12th, DVA no longer requires a copy of either the Plan or Assessment to be forwarded from the GP.
· Keep the copy of the Plan or Assessment with the patient’s medical records

· Fees for these items remain unchanged at 100% of the Schedule fee.

· Items for Health Care Plans and Health Assessments can be billed directly to:

Health Insurance Commission

GPO Box 9869

BRISBANE Q 4001

· LMOs will no longer be notified that an annual renewal for previously submitted Health Care Plans is due.



Who can make up a multidisciplinary Care Plan team?
Requirements
A multidisciplinary care plan team includes a medical practitioner and

at least 2 other members who contribute to the plan, each of whom provides a different kind of care or service to the patient, and 1 of whom may be another medical practitioner.  Examples of persons who may be included in a team are allied health professionals such as: Aboriginal health care workers, audiologists, dentists, optometrists, registered nurses.  A team may also include home and community service providers or care organisers such as education providers, "meals on wheels" providers, personal care workers etc.



Can a gymnasium or fitness centre initiate a Care Plan?
Requirements
In the case of a gymnasium or fitness centre organising a care plan, they may invite a GP and at least 1 other member allied health professional to

contribute to a care plan.  Alternatively, the GP may wish to prepare the care plan as it attracts a higher benefit.



In the case where hospitals are employing GPs to work on a sessional basis in private practice clinics on chronic conditions and where they assist to create care plans by specialists and other Staff, can they bill MBS for the item, contributing the fee to the 'trust' structure and being paid their sessional fee?

In terms of the care plans being undertaken by GPs with rights of private practice in the hospital the major issue is whether or not the GP is the patients usual GP, that is they provide ongoing care to the patient as a GP. If this is the case then they fit into the intent of the item.

If the medical practitioner is not the usual GP but perhaps is doing the

care plans or case conferences in conjunction with services provided by the hospital including specialists or consultant physicians then this goes against the intent of the item. 

The items were intended to enhance the care provided by the patients usual GP, not a method by which other providers provide care. 



Can a Care Plan be carried out with a patient who resides in a Hospice?
Eligibility
A hospice falls within the categories of a nursing home and a hospital, therefore as it stands most of the items cannot be claimed.

However, payment for a discharge care plan if a patient decides to return home for their remaining weeks or days, or even go into remission which may mean they are discharged from the hospice would be allowed.



If a GP completes a discharge care plan for his patient, and after discharge but before the patient signs the direct bill voucher, the patient passes away, can the GP still bulk bill the service?


Eligibility
A legitimate service has taken place and the GP is entitled to a benefit for the service.

The GP may bulk bill the service in accordance with 7.5.1 of the General

Explanatory Notes in the MBS. He should leave the signature section blank and put the reason the patient cannot sign in the Practitioner Use section, or if there is not enough room, on the back of the assignment form, together with his signature.



In respect to item number 724 - can a GP review a care plan (or discharge care plan) that they contributed to or can they only review one they have prepared?  


A GP can review a discharge care plan prepared by them for a patient after one month as outlined in item 724. In this case item 724 only applies to those patients that have been cared for as a private in-patient by the GP. You cannot review a discharge care plan that the GP has contributed, to only one they have prepared. The review should be substantial and ensure all the service provisions and care is in place and plan for the patients ongoing care in the community.



Can a community GP only contribute to a DCP in a public hospital or can they prepare/co-ordinate it? 


The GP can only contribute to a discharge care plan for a patient in a public hospital or for a private patient being looked after by another practitioner. The only time a GP can prepare a discharge care plan is for a private patient that they have admitted and are looking after in hospital.



Can a hospital based GP claim if they prepare a DCP for a private patient in a public hospital? 


Yes, if they are looking after the patient in hospital.



Can a community GP claim if they prepare a DCP for a private patient in a public hospital? 


No, a GP can only prepare a discharge care plan for a private patient that they have admitted and are looking after as an in-patient.



Can they prepare a plan for a private patient in a public hospital or only contribute?  



The GP can only contribute to a discharge care plan for a patient in this case.



Can a private hospital GP claim if they prepare a DCP for a private patient in a private  hospital? 


Only if it is a patient that they have admitted and are looking after as an in-patient.



If the GP is reviewing a discharge care plan that he/she prepared - do they have to do this in co-operation with the other multi-disciplinary providers who contributed to the plan originally?


The explanatory note A21.6 states that ".....the medical practitioner: (c) considers, in consultation with other members of the multidisciplinary care team, whether different arrangements need to be made to achieve the management goals mentioned in the plan;"

This implies that the GP as part of the review process should contact the other care providers to ensure that current arrangements are satisfactory and if they are not what new arrangements need to be made. 

So the process should involve reviewing the patient, then consulting with the other care providers (by fax or phone or face to face) to check the adequacy of the plan from their point of view. 



For the purposes of discharge planning/case conferences, is a DVA patient counted as public or private?



To be advised.

If two GPs are involved in the patient’s care – can one GP claim to organise the care plan and the other claim as a participant?



Currently there is a bar on the payment of 720/722 and 726/728 for services claimed on the same day for the same patient. So it is not possible for both GPs to be paid.

The reason for this was that the items where developed to encourage GPs to talk to other care providers and for those patients with multidisciplinary care needs. There will be many patients who have chronic conditions but may not meet the requirements of the item as they do not require multidisciplinary care. I hope this has clarified this for you.  

Currently the case conferencing items cannot be claimed by different GPs for the same patient on the same day, as per the care planning items above.



If a GP organises a care plan (or case conference) and invites for example - a mental health worker, a psychiatrist and another GP from the same practice, can they use the forum to discuss multiple patients and therefore the GPs can claim for care plans for their different patients (as in each GP can claim for organising a care plan for different patients).



You can maximise resources by inviting a psychiatrist and mental health worker (for example) to meet for a case conference or care planning session with a group of GPs to discuss a number of patients.

The condition is that only one GP can claims for each patient.  The other GPs would have to claim for a different individual patient.  Only one MBS item number can be claimed per patient, per day.

 

If it was a case conferencing session - the GP must make sure they clearly note the start and finish times for the case conference - this will affect their payment.  The best way would be for the group to methodically move through the list of patients they are going to be discussing.  There are no time constraints on a care planning session, although it is anticipated that by the time the GP has written up the care plan (which can take place after they meet) - it would take about 45 minutes or more of work time in total.  
It also must be clear that consent from all of the patients has been obtained before the meeting takes place.


Care Plans - What documentation MUST I keep "evidence of patient consent and agreement by other care providers involved, detailed written summary of the care plan, evidence that a summary of the care plan (or review of care plan) was given to the patient and each of the health care providers" is notation of the below in the patient record sufficient evidence? (example of notations in patient records).



1. Patient consent received on xx/xx/2000;

2. Agreement by X, and Y care provided received on xx/xx/2000 (X and Y being other multi-d providers);

3. Electronic copy attached in electronic patient record;

4. Copies emailed (or posted/faxed) to X and Y on xx/xx/2000.

It may be useful to have a NB next to the patient consent field:  

Informed consent can only be given if the patient:

· understands the care planning process; 

· has been made aware that their medical history, diagnosis and care preferences will be discussed with other care providers; 

· has been given an opportunity to specify what medical and person information they want to be conveyed or withheld from other members of the care planning team; 

· is aware of the costs they may incur for the preparation of the care plan.



Then when does the GP actually get the patient to sign the Medicare form for the service provided?



When "the care plan has been discussed with the patient and the patient agrees to the plan and a summary of the plan has been given to the patient", the Medicare Form can be signed.



A GP wants to know if a review of a care plan can be billed at the same time that a normal consultation is being done? i.e, if the review is done as part and parcel of a consultation for other matters, can both item numbers be claimed? Or should entirely separate appointments be made?



The GP can bill for two separate appointments as long as the consultation for other matters is unrelated to the review of the care plan and both appointments are annotated.   For example, the patient may come to see the GP because they have the flu.  When the GP is with the patient, they may decide it is appropriate and convenient for the patient’s care plan to be reviewed.  This may be particularly relevant to patients who are living in country areas and need to travel long distances to see the GP.



A GP asked me to confirm this: if two GPs are involved in a care plan or case conference, but one of the GPs is acting in his capacity as a counsellor of the patient, can the second GP claim? The GPs  work as counsellor does not mean the GP is wearing a different hat, as that GPs work is remunerated under the Medicare Benefits Schedule. Would the situation be different if the GP were also working as, say, a psychologist in private practice?



To be advised.



If a GP is looking after a patient with diabetes (for example), can they undertake a long level C consult with the patient to discuss the diabetes and then develop a care plan with the other providers and claim for both?

No.  The care planning item fee has included in it an assessment of the patient’s care.  The GP cannot claim for a separate consult for assessing the patient.  Assessing the patient is one of the required activities in the new care planning item number.

Can a case conference or care plan include both a hospital nurse and a mental health nurse or an outreach nurse and a mental health nurse?



Yes.  The criteria that participants had to be from different 'disciplines' was removed in the May 2000 supplement.  As long as the nurses provide different care to the patient then they can be included in the care planning team.



Is there any time limit between doing a case conferences and a care plan?  Could they (theoretically) be done on the same day?  same week?  



They cannot be done on the same day and I would not be encouraging GPs to do them too close together on a regular basis.  This is because the fee for the care planning item includes in it the discussion between the participants that needs to take place.  GPs should not use the case conferencing item as a means to develop the information for the care plan.  That is not to say that there may be circumstances where a GP will have a case conference and realise that the most appropriate action is to develop a longitudinal care plan.  Or in some cases, the GP may develop a care plan and then very soon after, a change in the patients circumstances takes place and a CC may be required.



Is it possible to include a workcover rehab co-ordinator in a case conf/care plan?  Or would that have to be billed under workcover?  And is there a workcover item number for these?



To be advised.



Can a GP organise or initiate a discharge plan for a public patient?



No. Medicare benefits are not payable for the GP of a public in-patient to prepare a discharge care plan, or to organise and coordinate a discharge case conference because these services are offered in the public sector under the Healthcare Agreements.  The item for preparing a multidisciplinary discharge care plan (item 722) is only available for private patients.

However, Medicare benefits are payable if the GP of a public in-patient contributes to a discharge care plan (item 728); and also if the GP participates in a discharge case conference (items 768, 771 and 773).



What is the definition of a carer?



A carer is a person who looks after the welfare of another person.



Can an attendant carer be included as an ‘other service provider’?



A patient’s informal or family carer is encouraged to be involved in care planning and case conferencing where appropriate.  However, an informal family carer cannot be counted as a formal member of the multidisciplinary care plan team.  



Can a nurse looking after her own mother be included as an ‘other service provider’?



A nurse can be included as a member of a care planning or case conferencing team if they are providing a different kind of care or service to the patient, in their capacity as a nurse, not as a family carer.



Does a practice nurse count as another provider if:

· a practice nurse is providing a service such as wound management?

· If the nurse is doing something not directly under the GPs guidance?



(a)  Yes, but only if it is determined that the nurse will provide ongoing care to the patient, and the care provided is different to that provided by the medical practitioner and the other member of the multidisciplinary care team. 

However, if the nurse merely provides services ad hoc, as directed by the doctor in his/her management of the patient, it would not be appropriate to include the nurse as a contributor to the care plan.

(b) If the practice nurse is providing a different kind of care or service they may count as another provider for the purposes of case conferencing and care planning irrespective of whether they are acting directly under the GPs guidance. 



What obligation does the GP have if the services are available but they will cost the patient e.g. equipment? Does the GP have to tell the patient about the costs, eligibility rules, etc?



The GP must ascertain whether other health or care providers participating in care planning or case conferencing will charge a fee for their participation, and for any subsequent services that may be provided.  The GP must then advise the patient of any additional out of pocket costs that may be incurred.  This advice must be given to the patient as early as possible and before the care plan is finalised.  Services that are not available to the patient (e.g. because not affordable) must not be included in a care plan. The GP should look for alternative arrangements to complete the care plan.



Does the GP have to wait for agreement from other service providers before they sign off the care plan? Is it sufficient to send off the care plan to the other service providers and they get back to the GP to say whether they agree or not? Does the care plan have to include the appointment time? What form does the agreement have to take? Does the GP still do a referral letter as well as a care plan?



Yes, the GP does have to wait for agreement from the other service providers specified in the plan to provide services to the patient.

A care plan will not be valid (and the GP will not be entitled to charge a fee) if the patient cannot get access to the services that are listed.  The care plan must include arrangements for delivering the recommended services.  If the only way to ensure this is by including specific appointment dates, then this should be done. The person’s GP is expected to contact the other health and community care providers contributing to the care plan, making arrangements for implementing the plan and ascertaining their availability to provide the required services.  The person’s care needs should be discussed with the other members of the multidisciplinary care team and the care plan should note the agreement of the other providers to provide the treatment, services or health care specified in the plan.  The agreement of the other members of the team may be in the form of the medical practitioner’s note of a telephone conversation.  Where these services include services to be provided by a specialist or consulting physician a referral letter will be required.


Do the other service providers involved in the care plan or case conference have to have seen the patient at all?



No, there does not have to be a history of service provision to the person.  If the GP decides that specific allied health or community care providers are necessary for the ongoing management of the person’s health needs, then they should involve the appropriate providers.  

The criterion for involvement in a multidisciplinary care team is that the other two providers are providing or will be providing a different kind of care to the person. The care plan must document the arrangements for the provision of the treatment, services and care identified in the care plan, including, for example, appointments with the other providers.


Can the following common chronic conditions be addressed through care plans and case conferences?  Diabetes, asthma, mental illness.



The above examples would be some of the most common chronic conditions that GPs treat.  A chronic condition is one as described above.  Other examples are arthritis, cancer or malnutrition (especially in the Aboriginal and Torres Strait Islander population). 



Is co-morbidity of conditions a requirement for care planning?



No.  Care plans are available to patients who suffer from at least one medical condition that has been (or is likely to be) present for at least 6 months or is terminal, and have multidisciplinary care needs.



Can a referral Case Conference /Care Plan team member be someone from the same clinic?



Inter practice GP referral is allowable if the referral is to allied health professionals within that clinic.  It is not best practice for GP to GP referral to occur because only one GP should have the ongoing care for a patient.    



Can care plans and case conferences be systematically organised i.e. for a group of patients.  For example, can GPs set aside a block of time to meet with dieticians and other allied health professionals to discuss care plans? 



Care plans and case conferencing can be organised for groups of patients, however consent must be obtained from those patients to have their case discussed with the health professionals involved who in this case may not have any involvement with the patient’s ongoing care.



Are referral letters to specialists sufficient for care plans?  Opthamologists & other specialists are difficult to access on the phone.  Does the communication need to be verbal - or can it be written? (GPs indicated a preference for written communication to initiate the process because it is often difficult to contact specialists via phone)?



A referral letter to another health and community care provider does not constitute a care plan.  The person’s GP is expected to contact the other health and community care providers contributing to the care plan, making arrangements for implementing the plan and ascertaining their availability to provide the required services.  The person’s care needs should be discussed with the other members of the multidisciplinary care team and the care plan should note the agreement of the other providers to provide the treatment, services or health care specified in the plan.  The agreement of the other members of the team may be in the form of the medical practitioner’s note of a telephone conversation.



What are the requirements for signing off on care plans that are GP initiated?



There are no requirements for the other health and community care providers to ‘sign off’ the care plan.  However the GP does need to make arrangements with the members of the multidisciplinary care team for implementing the plan and ascertain the availability of the other providers to provide the required services.  The care plan should note the agreement of the other providers to provide the treatment, services or health care specified in the plan.  The agreement of the other members of the team may be in the form of the medical practitioner’s note of a telephone conversation.  A copy of the relevant parts of the completed plan must be provided to the other members of the team who under the plan, will give the patient the treatment, services and care mentioned in the plan.



What is the protocol for other health providers inviting GPs to review or contribute to a patient Care Plan?   How can a GP legitimately claim payment for contributing to a discussion/case conference / care planning meeting that another agency has initiated? 


A GP cannot claim item 724 for reviewing a care plan developed by another health provider.  This item can only be claimed by GPs who have previously claimed item 720, or 722  for preparation of the care plan, or discharge care plan.  

The requirements for GPs contributing to a care plan or discharge care plan are outlined in the MBS May Supplement.  However there are no specific criteria or protocols applicable to other health providers who invite GPs to contribute to a patient’s care plan.  The criteria outlined in the MBS are for GPs only because they are associated with the payment of rebates for the services provided by the GPs only.



Can a carer (who is paid by the Commonwealth) be eligible as part of the multidisciplinary team?



The patient’s carer can be involved in the development of a care plan and can be an important source of information when undertaking the development of the plan.  However, the carer cannot be counted as one of the two health and community care providers who, along with the GP, comprise the minimum members of a care planning team.



If an individual has skills in several areas, e.g. diabetes education, dietetics, asthma education, social work, etc (which is often the case in the country areas), can that one individual represent the two health care provider positions for care planning and case conferencing? This is of course, presuming the person is  appropriately qualified and providing completely separate services.



A multidisciplinary care team as defined in the explanatory notes in the Medicare Benefits Schedule must consist of a medical practitioner and two other health or community care providers, one of whom may be another medical practitioner.  All care providers involved in the multidisciplinary care team must be providing a different kind of care to the person, and they must provide ongoing care to the person over the period covered by the care plan.  It is not possible for one person to constitute the minimum of two other health or care providers.



Is it true that GPs cannot participate in discharge care plans or case conferences if the hospital staff are not going to be involved patient care after discharge?



It does not state in the MBS schedule that those people involved in hospital discharge care planning and case conferencing have to be the persons who provide the ongoing care. It does say those who provide the ongoing care need to agree to the plan and need a copy of the plan.



Is it OK for GPs to develop a generic consent form for their patients regarding community based care plans and case conferencing items?



Yes.   Formal consent must be recorded by the GP on the patient’s file and can take the form of a signed form developed by the GP or can be recorded as an annotation on the patient’s file.
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