
 

This document is not controlled once printed.  
This toolkit was originally developed by the Inner West Sydney Medicare Local Ltd (IWSML) 
Reproduced by Central and Eastern Sydney PHN October 2015 
Version 1.2, last updated 10th November 2015 by CESPHN   
 

EIS Health Ltd. 

Central and Eastern Sydney PHN 
ABN 68 603 815 818 
 

 

Level 3, 15 Kensington Street 
KOGARAH NSW 2217 
P  02 9330 9900 
F  02 9330 9933 

 

Level 1, 158 Liverpool Road 
ASHFIELD NSW 2131 
P  02 9799 0933 
F  02 9799 0944 

 

 
 
 

 
TOOLKIT FOR GENERAL 

PRACTICE: 
 

 
 

DIABETES 
 

Prevention and Management 



Toolkit for General Practice: Diabetes prevention and management 0 

This document is not controlled once printed.  
This toolkit was originally developed by the Inner West Sydney Medicare Local Ltd (IWSML) 
Reproduced by Central and Eastern Sydney PHN October 2015 
 

Contents 
1.0 Prevention .......................................................................................................................................... 1 

1.1 Patients at risk .................................................................................................................................................... 1 
1.1.1 Identifying patients ............................................................................................................................................ 1 

1.2 The Australian Type 2 Diabetes Risk Assessment (AUSDRISK) tool .................................................................... 2 
1.3 How to incorporate AUSDRISK results ............................................................................................................... 4 

1.3.1 Sample management steps for AUSDRISK scores .............................................................................................. 4 
1.3.2 Sample steps for completed AUSDRISK tools..................................................................................................... 5 
1.3.3 Sample steps to improve patient care using CAT4 and AUSDRISK tool ............................................................. 5 

1.4 Health assessments ............................................................................................................................................ 6 
1.4.1 Type 2 diabetes risk evaluation for people aged 40-49 years ............................................................................ 6 
1.4.2 Clinical software template for Type 2 Diabetes Risk Evaluation ........................................................................ 9 

1.5 Diagnosis of diabetes ....................................................................................................................................... 11 
1.5.1 HbA1c for diagnosis of diabetes mellitus ......................................................................................................... 11 

1.6 Get Healthy Information Coaching Service ...................................................................................................... 12 
1.6.1 6 month coaching program .............................................................................................................................. 13 
1.6.2 Referrals ........................................................................................................................................................... 14 

2.0 Management .................................................................................................................................... 15 
2.1 The Multidisciplinary Team .............................................................................................................................. 15 
2.2 Resources for the diabetes health team .......................................................................................................... 16 
2.3 Applying the 5As (Ask, Assess, Advise, Assist, Arrange) ................................................................................... 17 
2.4 Basic Foot Assessment Checklist ...................................................................................................................... 18 
2.5 Referral under Medicare Benefits Schedule .................................................................................................... 20 

2.5.1 GP management plan (GPMP) ......................................................................................................................... 20 
2.5.2 Team care arrangement (TCA) ......................................................................................................................... 22 

2.6 The Annual cycle of care .................................................................................................................................. 24 
Diabetes annual cycle of care completion checklist .................................................................................................... 25 

2.7 The Diabetes Practice Incentive Program ........................................................................................................ 26 
2.7.1 Quick reference for completing the diabetes annual cycle of care and claiming the diabetes SIP .................. 27 

2.8 The National Diabetes Services Scheme .......................................................................................................... 28 
2.8.1 NDSS Agents ..................................................................................................................................................... 28 
2.8.2 NDSS Access Points .......................................................................................................................................... 28 

2.9 Management strategies for diabetes care ....................................................................................................... 29 
2.9.1 Sample steps for completing annual cycle of care ........................................................................................... 29 
2.9.2 Sample steps to improve patient care using CAT4 ........................................................................................... 29 

2.10 Timeline for diabetes care ............................................................................................................................... 32 

3.0 Referral pathways ............................................................................................................................ 36 
3.1 HealthPathways Sydney ................................................................................................................................... 36 

3.1.1 Access to HealthPathways ............................................................................................................................... 36 
3.2 Diabetes education .......................................................................................................................................... 37 

3.2.1 Pathways to diabetes education ...................................................................................................................... 37 
3.2.2 ComDiab .......................................................................................................................................................... 38 
3.2.3 Living with Insulin program .............................................................................................................................. 40 

3.3 Care Coordination ............................................................................................................................................ 41 
3.3.1 Connecting Care in the community program ................................................................................................... 41 
3.3.2 Care Coordination and Supplementary Services program ............................................................................... 43 

4.0 Diabetes Clinics ................................................................................................................................ 44 
4.1 Organising a nurse-led diabetes clinic.............................................................................................................. 44 

4.1.1 Setting up a diabetes clinic .............................................................................................................................. 44 
4.1.2 Activity prior to first diabetes clinic attendance .............................................................................................. 45 
4.1.3 Sample of a Nurse-led diabetes clinic appointments schedule ........................................................................ 46 
4.1.4 Sample of a GP roster for a Nurse-led diabetes clinic ...................................................................................... 46 

4.2 Models of diabetes clinics ................................................................................................................................ 47 
4.2.1 Proposed diabetes clinic model 1 ς Care pathway .......................................................................................... 47 
4.2.2 Proposed diabetes clinic model 2 ς Economic modelling ................................................................................ 48 



Toolkit for General Practice: Diabetes prevention and management 1 

This document is not controlled once printed.  
This toolkit was originally developed by the Inner West Sydney Medicare Local Ltd (IWSML) 
Reproduced by Central and Eastern Sydney PHN October 2015 

 

 

1.0 Prevention 
 

1.1 Patients at risk 

1.1.1 Identifying patients 

Who is at risk? What should be 
done? 

How often? 

Increased risk 

¶ Aged over 40 years 

¶ Aboriginal and Torres Strait 

Islander peoples from age 18 

years 

AUSDRISK Every 3 years 

High risk 

Any one of following risk factors: 

¶ AUSDRISK score of 12 or more 

¶ all people with a history of a 

previous cardiovascular event 

(acute myocardial infarction or 

stroke) 

¶ women with a history of 

gestational diabetes mellitus 

¶ women with polycystic ovary 

syndrome 

¶ patients on antipsychotic drugs 

Fasting blood sugar 

 

 

HbA1c test (MBS item 

66841 only for 

diagnostic purposes) 

Every 3 years 

 

 

Every 12 months 

High risk 

Those with impaired glucose tolerance 

test or impaired fasting glucose (not 

limited by age) 

Fasting blood sugar 

 

 

HbA1c test  

(MBS item 66841 only 

for diagnostic purposes) 

 

Every 12 months 

 

 

Every 12 months 
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1.2 The Australian Type 2 Diabetes Risk Assessment (AUSDRISK) 

tool 

The AUSDRISK tool is a short list of questions to help both health professionals and 

consumers assess the risk of developing type 2 diabetes over the next five years. Adults with 

a total score of 12 or more on the AUSDRISK are defined as being at high risk of developing 

diabetes. 

The AUSRISK tool is available for download and in an interactive form, from the Department 

of Health website http://www.health.gov.au/preventionoftype2diabetes.  

 

Hard copies can also be requested from the Department of Health website.  

 

 

 

The AUSDRISK tool have been translated into below listed languages: 

¶ Arabic 

¶ Chinese 

¶ Greek 

¶ Italian 

¶ Korean 

¶ Vietnamese 

Electronic copies of are available on the CESPHN website. 

Hard copies are available by calling 9799 0933.  

 
  

http://www.health.gov.au/preventionoftype2diabetes
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1.3 How to incorporate AUSDRISK results 

1.3.1 Sample management steps for AUSDRISK scores 

 

/ƻƳǇƭŜǘŜ 

!¦{5wL{Y ¢ƻƻƭ 

Intermediate Risk  (AUSDRISK score 6 -11) 

¶ Put reminders into place and recall patient in 3 years 

¶ Repeat risk assessment every 3 years 

¶ Educate patient of the risks 

¶ Order fasting blood sugar every 3 years or for patients with impaired glucose tolerance 

test/ impaired fasting glucose every 12 months  

OR, 

¶ Order HbA1c test (MBS item 66841) for diagnostic purpose every 12 months 

¶ Offer patient referral to lifestyle modification programs or to allied health professional, for 

all possible contributing risk factors 

High Risk  (AUSDRISK score >=12)  

¶ Complete BP, BMI, waist circumference, lipids 

¶ Order pathology: fasting blood sugar OR oral glucose tolerance test OR HbA1c (MBS item 66841) 

¶ Educate patient on risk factors 

If no diabetes: 

¶ Add recall for formal high risk health assessment  

¶ Order fasting blood sugar every 3 years or for patients with impaired glucose tolerance test/ 

impaired fasting glucose order every 12 months 

If diabetes diagnosed: 

¶ Add patient care plan with specific target goals for future diabetes management 

Low Risk  (AUSDRISK score <=5)  

¶ Put reminders into place and recall patient in 3 years 

¶ Repeat risk assessment every 3 years 

¶ Educate patient of the risks 

¶ Offer patient referral to lifestyle modification program for major contributing risk 

factor 
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1.3.2 Sample steps for completed AUSDRISK tools 

Complete AUDRISK 

 

If score <=11 & no 

diabetes 

If score >=12 & no 

diabetes  

If score >=12 & 

diabetes diagnosed 

Use MBS health assessment 

numbers (701, 703, 705, 707 

or 715) to conduct health 

checks, i.e. 45 - 49 year, 75+ 

years and Aboriginal health 

assessments 

Use MBS health assessment 

numbers (701, 703, 705, 707 

or 715) to conduct type 2 

diabetes risk evaluation health 

assessment (for patients 40-49 

years)  

Conduct care plans, i.e. 

GPMP + TCA (721 + 723) 

Claim MBS rebate 

 

Refer to lifestyle modification program/ Allied health provider 

1.3.3 Sample steps to improve patient care using CAT4 and AUSDRISK tool 

Using CAT4, generate a list of the number of risk factor checks done 

 

Improve GP awareness to complete relevant checks 

 

Complete AUSDRISK 

 

Score >=12 & no diabetes Score >=12 & diabetes 
diagnosed 

Conduct type 2 diabetes risk evaluation health 
assessment for patients 40-49 years and claim 
MBS rebate 

Conduct GPMP + TCA and claim 
MBS rebate 

 

Refer to lifestyle modification program/ Allied health provider 

Resource: Additional CAT4 recipes can be found at http://www.clinicalaudit.com.au/using-

cat/cat-recipes/  

http://www.clinicalaudit.com.au/using-cat/cat-recipes/
http://www.clinicalaudit.com.au/using-cat/cat-recipes/
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1.4 Health assessments 

MBS items 701, 703, 705, 707 and 715 may be used to undertake a health assessment 

for the following target groups: 

 

Target group Frequency of service 

A type 2 diabetes risk evaluation for people aged 40-49 
years (inclusive) with a high risk of developing type 2 
diabetes as determined by the AUSDRISK tool 

Once every three years to an 
eligible patient 

A health assessment for people aged 45-49 years 
(inclusive) who are at risk of developing chronic disease 

Once only to an eligible patient 

A health assessment for people aged 75 years and older Provided annually to an eligible 
patient 

A comprehensive medical assessment for permanent 
residents of residential aged care facilities 

Provided annually to an eligible 
patient 

A health assessment for people with an intellectual 
disability 

Provided annually to an eligible 
patient 

A health assessment for refugees and other humanitarian 
entrants  

Once only to an eligible patient 

A health assessment for Aboriginal and Torres Strait 
Islander patients of an age 

Provided annually to an eligible 
patient 

1.4.1 Type 2 diabetes risk evaluation for people aged 40-49 years 

For people aged 40-49 years (inclusive) with a high risk of developing type 2 diabetes as 

determined by an AUSDRISK score >=12, a type 2 diabetes risk evaluation service is 

available. This service is available once every three years to eligible patients.  

The service can be provided using MBS items: 701, 703, 705 or 707. The MBS item 

selected will depend on the time taken to complete the type 2 diabetes risk evaluation 

service, which is determined by the complexity of the patientôs presentation and any 

specific requirements. For Aboriginal and Torres Strait Islander patients, use health 

assessment item 715. No time duration rules are applied to this health assessment.  
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What to include in a type 2 diabetes risk evaluation service 

All health assessments must include the following elements: 

¶ Information collection: including taking a patient history and undertaking or 

arranging 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 a written report 

about the health assessment, with recommendations about matters covered by the 

health assessment 

¶ Offering the patientôs carer (if any and agreed by the patient) a copy of the report or 

extracts of the report relevant to the carer 

A Nurse may provide assistance to the GP with collecting the required elements of the 

health assessment. However a health assessment may only be claimed by a GP.  

As an example, for the type 2 diabetes risk evaluation service, a Nurse could assist with: 

¶ Collecting information on current lifestyle e.g. exercise, diet, smoking status, 

alcohol, readiness for lifestyle changes 

¶ General observations e.g. blood pressure, height, weight, waist, BSL 

¶ Complete urinalysis and eyesight check, general foot check 

¶ Education on lifestyle modification options available 

¶ Follow up appointments with Nurse as appropriate  

Followed by a consult with the GP to review findings and: 

¶ Referrals to lifestyle modification programs or to allied health professional, 

dependant on individual areas of high risk 

¶ Reinforce education or provide health coaching for increased motivation and 

confidence boosting 
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Aboriginal health assessment (MBS item 715) 

All Aboriginal and Torres Strait Islander patients are eligible for an annual health 

assessment regardless of age.  The Health Assessment for Aboriginal or Torres Strait 

Islander people (MBS Item 715) can not only assist in the early detection, prevention and 

ongoing monitoring and management of chronic disease, but also act as a gateway to 

referral to allied health services. 

Completion of MBS 715 Health Assessment for Aboriginal and Torres Strait Islander 

patients can lead to a Medicare Follow-Up Allied Health Services For People Of 

Aboriginal And Torres Strait Islander Descent (MBS items 81300-81360) which 

enables patients to receive 5 free* or substantially subsidised services per calendar 

year.   

In addition if a patient has had a GP Management Plan and Team Care Arrangement 

(MBS 721 & MBS 723) which substantiates a Referral to Allied Health for Patients with 

Chronic Medical Condition and Complex Care Needs (MBS 10950-10970) the patient 

can access another 5 sessions in each calendar year.   

In essence Aboriginal and Torres Strait Islander patients can benefit from up to 10 

sessions per calendar year from combining and utilising the two referral pathways.   

* Please note: private allied health professionals are free to set their own fee for 

service so any potential costs should be agreed up front with the patients before 

treatment commences. 
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1.4.2 Clinical software template for Type 2 Diabetes Risk Evaluation 

(Health assessment for people aged 40-49 years with a high risk of 
developing Type 2 diabetes) 

MBS ITEMS 

 

701   Brief  < 30 minutes duration 
703   Standard 30-44 minutes duration 
705   Long 45-59 minutes duration 
707   Prolonged >60 minutes duration 
715  If for an Aboriginal or Torres Strait Islander  

 

Patients Eligibility for Type 2 Diabetes Risk Evaluation 

 40-49 years old 
 Has completed Australian Type 2 Diabetes Risk Assessment tool (AUSDRISK tool) and score 15 or more 
 Does not have diabetes 
 Has not had type 2 diabetes risk assessment in the past 3 years  

 

(The patient is eligible for this evaluation if all above questions are answered óyesô) 
 

Patient name:  

Phone:   

Address:   

Date of birth:  

Medicare No:  

Health Insurance:  
 

Date: 

AUSDRISK score:   Score Date: 

Doctor Preparing Plan (should be the patientôs usual doctor):  Dr éééé 

Informed consent has been obtained to prepare this plan: 

Past Medical History: 

Allergies: 

Occupation:  

Social History: 

Current Medications: 

Family History 
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Modifiable Risk Factors on the AUSDRISK tool 

Modifiable Risk 
Factors 

Goal Action 

High Blood 
Pressure 
 

120 / 80 mmHg 
 

Anti-hypertensive medications 
 
Local Lifestyle Programs 
Directory (available on CESML 
website) 

Smoking No smoking Pharmacotherapy 
 
Counselling 
 
Quitline referral 
 
Local Lifestyle Programs 
Directory (available on  
CESPHN website) 
 
Written information e.g. Quit 
Pack  

Nutrition  
 

Bread / cereal /rice/ pasta  
6 serves 
 
Vegetable  
5-6 serves 
 
Fruits  
2 serves 
 
Lean meat /fish/poultry/eggs/nuts  
2-3 serves 
 
Milk / yogurt / chees 
(low fat varieties) 
2-3 serves 
 

The Australian Guide to Healthy 
Eating booklet 
 
Local Lifestyle Programs 
Directory (available on CESPHN 
website) 
 
 
 

Physical Activity 
 

30 minutes of aerobic exercise at 
least 5 times per week (2.5 hours per 
week) 
 
plus 
 
strength training 2 times per week 

Make your Move ï Sit less ï Be 
active for life! brochure 
 
Local Lifestyle Programs 
Directory (available on CESPHN 
website) 

Waist 
circumference 
 

Asian / Aboriginal / Torres Strait 
Islander decent: 
M <90cm    
F<80cm 
For all others: 
M<102cm   F<88cm 

Local Lifestyle Programs 
Directory (available on CESPHN 
website) 

 Review Date: 
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1.5 Diagnosis of diabetes 

For assistance with the clinical diagnosis of diabetes, refer to the RACGP diabetes 

management guideline 2014-2015 at  

http://www.racgp.org.au/your-practice/guidelines/diabetes/.  

1.5.1 HbA1c for diagnosis of diabetes mellitus 

In November 2014, Medicare introduced a new pathology item for the use of HbA1c test 

for diagnosis of diabetes.  

The HbA1c test for the diagnosis of diabetes can be requested for asymptomatic    at-risk 

patients, once every 12 months.  

When requesting the HbA1c test for diagnostic purposes, indicate on the pathology 

request form that the test is for diagnostic purposes.  

Your pathology provider will use MBS item 66841 if the HbA1c test is for diagnostic 

purposes.  

 

Summary: 

¶ Do not use diabetes code for this patient (do not register the patient as a 
diabetic)  

¶ Indicate on the request form that this is for diagnostic purposes  

¶ GPs can request HbA1c test for diagnosis of diabetes for at-risk patients 
once every 12 months 

 

  

http://www.racgp.org.au/your-practice/guidelines/diabetes/
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1.6 Get Healthy Information Coaching Service 

The NSW Get Healthy Information Coaching Service is a free and confidential telephone-

based advice service for NSW residents aged 18 years and over.  

The service provides Get Healthy coaches who can provide telephone-based advice and 

support for lifestyle changes regarding: 

¶ Healthy Eating 

¶ Physical activity  

¶ Achieving and maintaining a healthy weight 
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Information only 

The service offers free and confidential telephone-based advice. Callers are supported to make 

lifestyle changes regarding: 

¶ Healthy eating 

¶ Physical activity 

¶ Achieving and maintaining a healthy weight  

Service contact details: 1300 806 258, Monday to Friday 8am ï 8pm.  

1.6.1 6 month coaching program 

The coaching program offers participants: 

¶ Their own personal health coach 

¶ 10 free coaching calls 

¶ Support to make changes over 6 months 

¶ An information booklet that provides additional information to support participants 

to achieve their goals 

¶ A coaching journal to record goals and actions 

¶ Access to a website where participants can track their goals and progress 

Some participants may require a medical clearance to participate in the program. A 

participantôs GP may be asked to determine whether they are suited for the service.  

In addition to the standard Get Healthy Information and Coaching Service, there are two 

tailored programs available: 

1. Type 2 diabetes prevention program 

This program was developed for people at high risk of type 2 diabetes. All 

participants over 40 years of age, or who are Aboriginal and Torres Strait Islander, 

undergo screening using the AUSDRISK tool.  

All participants that have an AUSDRISK score >= 12 are enrolled in this program 

and receive three additional phone calls. Participants who already have type 2 

diabetes are enrolled in the standard Get Healthy Information and Coaching 

service.  

2. Aboriginal program 

This program was developed to ensure Aboriginal and Torres Strait Islander 

participants have access to a culturally appropriate service. It offers coaching and 

materials that are specific to Aboriginal or Torres Strait Islander communities.  

Participants who identify as being Aboriginal or Torres Strait Islander are enrolled 

in this program and receive three additional phone calls. Aboriginal or Torres Strait 

Islander participants who have an AUSDRISK score >=12 are enrolled in the type 

2 diabetes prevention program.  
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1.6.2 Referrals 

Referral forms for health professionals are available at 

http://www.gethealthynsw.com.au/refer-your-patients.  

Medical Director and Best Practice templates of these referral forms are available with 

most software updates.  

Patients can also self-refer and register by calling 1300 806 258.  

Resources 

A range of resources are available at http://www.gethealthynsw.com.au/.  

To request hardcopies or for any queries: 

¶ Email: contact@gethealthynsw.com.au  

¶ Phone: 1300 806 258  

¶ Fax: 1300 013 242 

 

http://www.gethealthynsw.com.au/refer-your-patients
http://www.gethealthynsw.com.au/
mailto:contact@gethealthynsw.com.au
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2.0 Management 
 

2.1 The Multidisciplinary Team 

Potential members of the multidisciplinary diabetes care team: 

 

Diabetes health team 

Diabetes care that is delivered by a team of medical, nursing and allied health 

professionals contributes to optimised patient outcomes, as it provides the person with 

diabetes with the tools to self-manage their diabetes. 
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2.2 Resources for the diabetes health team 

RACGP. General practice management of type 2 diabetes 2014-2015 guidelines 

http://www.racgp.org.au/your-practice/guidelines/diabetes/ 

 

Allied health professions Australia. Diabetes schematic 

http://cdm.ahpa.com.au/Resources/ChronicDiseases/Type2Diabetes/DiabetesSchematic/t

abid/144/Default.aspx  

 

Highlights the services provided by selected health professionals for type 2 diabetes and 

the trigger points for referral. 

 

Diabetes NSW. Your diabetes health team  

http://diabetesnsw.com.au/type-2-diabetes/your-healthcare-team/ 

A patient centred guide to easily identify any gaps there might be in the care the diabetes 

patient currently receives. 

 

  

http://www.racgp.org.au/your-practice/guidelines/diabetes/
http://cdm.ahpa.com.au/Resources/ChronicDiseases/Type2Diabetes/DiabetesSchematic/tabid/144/Default.aspx
http://cdm.ahpa.com.au/Resources/ChronicDiseases/Type2Diabetes/DiabetesSchematic/tabid/144/Default.aspx
http://diabetesnsw.com.au/type-2-diabetes/your-healthcare-team/
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2.3 Applying the 5As (Ask, Assess, Advise, Assist, Arrange) 

The 5As can be used to facilitate actions and discussions with diabetes patients, as well 

as providing a guide for collaborative diabetes management. 
 

Suggested actions Who in the team? 

Ask 

Symptoms 

GP/ practice nurse/ diabetes educator 

Goal setting supporting self-management 

Cardiovascular issues 

Glycaemic control 

Other 

Assess (inclusive within an annual cycle of care) 

Weight, height 

GP/ practice nurse 
Cardiovascular risk assessment 

Consider other assessments where appropriate, e.g. 
cognitive impairment, obstructive sleep apnoea 

Risk factors for modification 
GP/ practice nurse/ diabetes educator 

Presence of other complications  

Foot examination Podiatrist/ GP/ practice nurse 

Psychological status GP/ practice nurse/ psychologist 

Eye examination GP/ optometrist/ ophthalmologist 

Dental review Dentist 

Advise 

Review SNAP profiles, including specific issues  

GP/ practice nurse/ diabetes educator Driving  

Sick day management 

Immunisation GP/ practice nurse  

Nutrition Dietitian 

Physical activity levels GP/ exercise scientist/ physiotherapy 

Medication issues GP/ pharmacist 

Self-monitoring blood glucose Diabetes educator 

Assist 

Register for NDSS GP/ diabetes educator 

GPMP and TCA GP/ practice nurse 

Cultural, psychosocial issues GP/ Aboriginal health worker/ social worker/ diabetes 
educator 

Arrange 

Addition to practice diabetes register and recall GP/ practice nurse/ practice staff 

Organise reviews including pathology and annual 
cycle of care 

GP/ practice nurse 

5ǊƛǾŜǊΩǎ license assessment GP/ practice nurse/ endocrinologist (when indicated) 

Source: RACGP General practice management of type 2 diabetes 2014-2015 guidelines
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2.4 Basic Foot Assessment Checklist 
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2.5 Referral under Medicare Benefits Schedule 

2.5.1 GP management plan (GPMP) 

GP must document the assessment, management goals as agreed with the patient, and 

identification of treatment and ongoing service.  

Referral option:  Group allied health services for diabetes 

Group allied health services are available under MBS items (81100 to 81125) for diabetes 

patients. The group allied health services include: 

¶ One assessment service per calendar year 

¶ Eight group services per calendar year 

Diabetes educators, exercise physiologists and dietitians, on referral from a GP can 

provide this group service.  

NB: services available under these items are in addition to the five individual allied health 

services available to patients each calendar year (refer to items 10950 to 10970). 

Referral requirements 

Patient must have a:  

¶ a GPMP (item 721) 

¶ for a resident of a residential aged care facility, the GP must have contributed to, or 

contributed to a review of, a care plan prepared for them by the facility (item 731) 

  

MBS 
item 

Name Rebate Recommended 
Frequency 

721 GP Management Plan $144.25 (MC) 

$162.90 (DVA) 

2 yearly (Min. 12 monthly) 
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Delivery 

GP refers patient for a maximum of one (1) assessment service per calendar year to 

either a diabetes educator, or exercise physiologist or dietitian for an individual 

assessment (under items 81100, 81110 or 81120). 

 

After assessment, the patient may receive up to eight (8) group services per calendar 

year from an eligible diabetes educator, exercise physiologist and/or dietitian 

(under items 81105, 81115 and 81125). 

 

A collaborative approach, where diabetes educators, exercise physiologists and 

dietitians work together to develop group service programs in the local area, is 

encouraged. 
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2.5.2 Team care arrangement (TCA) 

GP must collaborate (and document a plan) with a team that includes them self and at 

least two other service providers. Each provider must provide a different kind of ongoing 

care or treatment to meet the specific needs of the patient. 

Referral option: Individual allied health services  
 (MBS 10950-10970) 

Individual allied health services are available under MBS items (10950 to 10970). To 

access these services, the GP must have completed and claimed a GPMP (item 721) and 

TCA (item 723) or contributed to a care plan in a Residential Aged Care Facility (item 

731). Under the scheme, patients are eligible to receive five individual allied health 

services per calendar year.  

Referral option:  Follow-up allied health services for people of 
 Aboriginal and Torres Strait Islander descent      
 (MBS 81300-81360) 

In addition to individual allied health services under GPMP and TCA, all Aboriginal and 

Torres Strait Islander patients are eligible for an annual health assessment regardless of 

age. Completion of MBS 715 Health Assessment for Aboriginal and Torres Strait Islander 

patients can lead to a Medicare Follow-Up Allied Health Services for people Of 

Aboriginal And Torres Strait Islander Descent (MBS items 81300-81360) which 

enables patients to access another 5 allied health sessions in each calendar year.   

In essence, Aboriginal and Torres Strait Islander patients can benefit from up to 10 

sessions per calendar year from combining and utilising the two referral pathways.  

  

MBS item Name Rebate Recommended 
Frequency 

723 Team Care Arrangement $114.30 (MC) 

$131.45 (DVA) 

2 Yearly (Min. 12 monthly) 
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Reviewing GPMP/TCA 

MBS 
Item 

Name Rebate Recommended 
Frequency 

732 Review of GP Management 

Plan 

$72.05 (MC) 

$82.90 (DVA) 

6 monthly  

(min. 3 monthly) 

732 Review of Team Care 

Arrangement 

$72.05 (MC) 

$82.90 (DVA) 

6 monthly  

(min. 3 monthly) 
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2.6 The Annual cycle of care 

Diabetes may be treated in general practice using both the diabetes annual cycle of 

care and GMPA and TCA at the same time. These services are complementary and can 

be claimed for the same patient at the same time. 

Below are the activities which must be completed over a period of at least 11 months and 

up to 13 months.  

Every 6 months*:  

¶ Measure weight and height and calculate Body Mass Index (BMI) 

¶ Measure blood pressure 

¶ Examine feet 

*activities needed twice in a cycle of care must be performed at least 5 months apart 

Every 12 months: 

¶ Measure HbA1c 

¶ Measure total cholesterol, triglycerides and HDL cholesterol 

¶ Test for micro-albuminuria 

¶ Test for eGFR  

¶ Review medication 

¶ Provide self-care education 

¶ Provide patient education about diabetes management  

¶ Review smoking, nutrition, alcohol & physical activity (SNAP) 

¶ Check and review SNAP and provide patient with appropriate information 

Every 24 months: 

¶ Comprehensive eye examination 

The patient must have had at least one comprehensive eye examination over the 

current and previous cycle of care. 
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Diabetes annual cycle of care completion checklist 

Patient Details:    Name: __________________________ DOB: ___________________ 

Activity Frequency Date Completed 

Check Weight and Height and calculate BMI  
(as part of initial assessment) 
 

Check Weight  (at subsequent visits) 

6 monthly 

 

c     ___/___/___ 
 

c     ___/___/___ 

Check Blood Pressure 
 

6 monthly 

 

c    ___/___/___ 
 

c    ___/___/___ 

Foot Assessment 
 

6 monthly 
 

 
c    ___/___/___ 
 

c    ___/___/___ 

Test for HBA1c Yearly 
 

c    ___/___/___ 

Test for Total Cholesterol, Triglycerides and HDL Cholesterol Yearly 
 

c   ___/___/___ 

Test for microalbuminuria Yearly 
 

c   ___/___/___ 

Test for eGFR  Yearly 
 

c   ___/___/___ 

Provide self-care education regarding diabetes management Yearly 
 

c   ___/___/___ 

Review diet ς reinforce information about appropriate dietary 
choices 

Yearly 
 

c   ___/___/___ 

Review levels of physical activity ς reinforce information about 
appropriate levels of physical activity. 

Yearly c   ___/___/___ 

Check smoking status ς encourage cessation of smoking (if 
relevant) 

Yearly 
 

c   ___/___/___ 

Medication Review Yearly 
 

c   ___/___/___ 

Eye Examination 2 Yearly 
 

c   ___/___/___ 

Other 
NB: Additional levels of care will be needed by insulin-
dependant patients and those with abnormal review findings, 
complications and/or co-morbidities. 

 
c   ___/___/___ 
 

c   ___/___/___ 

Last date patient billed for the Diabetes Item:     ___/___/___ 

Seen By: ___________________________________________ 

Date patient billed for this Completion of Annual Cycle of Care:     ___/___/___    

Seen By: ___________________________________________ 
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2.7 The Diabetes Practice Incentive Program 

To be eligible to participate in the diabetes Practice Incentive Program (PIP), a practice 

must be accredited and registered into the diabetes PIP program.  

For a practice to claim the PIP and Service Incentive Program (SIP) for diabetes it is 

necessary for all the patients with diabetes to be registered as having diabetes and 

placed on the recall/reminder register. The register may be either paper or computer 

based.  

TIP: The names of the patients with diabetes may be obtained from pathology by 

requesting the names of all patients who have had an HBA1c recorded (MBS items 2517, 

2521, 2525). 

 

Sign on payment $1.00 per SWPE* ¶ One-off payment to practice 

¶ Practice must have a patient 

register, recall/reminder system 

for their diabetes patients 

Service incentive 

payment (SIP) 

$40.00 per patient 

per year 

¶ Payment to GPs 

¶ Paid for each cycle of care 

completed  

¶ Triggered by diabetes MBS item 

numbers 2517, 2521, 2525 

Outcomes payment $20.00 per diabetes 

SWPE per year 

¶ Payment to practice 

¶ At least 2% of practice patients 

must be diagnosed with 

diabetes 

¶ 50% of diabetes patients must 

have diabetes cycle of care 

completed 

 
* Standardised Whole Patient Equivalent (SWPE) is used to measure practice size and includes a weighting 
factor for the age and gender of patients. The average fulltime GP has a SWPE value of around 1000 SWPEs 
each year.  

 

Resources  

Practice Incentives program: Diabetes incentive guidelines ï October 2013  

http://www.medicareaustralia.gov.au/provider/incentives/pip/files/9520.1308.pdf  

 

 

http://www.medicareaustralia.gov.au/provider/incentives/pip/files/9520.1308.pdf
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2.7.1 Quick reference for completing the diabetes annual cycle of care 
and claiming the diabetes SIP 

 

 

Eligibility Criteria 
No age restrictions for patients 
Patients with established Diabetes Mellitus 
For patients in the community and in Residential Aged Care Facilities 
 
 
 
 

Essential Requirements 
6 Monthly: 
Measure height, weight and calculate BMI 
Measure BP 
Examine feet 
Yearly: 
Measure HbA1c, total cholesterol, triglycerides and HDL cholesterol 
Test for microalbuminuria 
Test for eGFR (Kidney health check) 
Provide patient education regarding diabetes management 
Review diet and levels of physical activity 
Check smoking status 
Review medication 
2 Yearly: 
Comprehensive eye examination by ophthalmologist or optometrist to 
detect and prevent complications - requires dilation of pupils 
 

Claiming 
Available to GPs registered for the diabetes SIP 
All elements of the service must be completed to claim 
Only paid once every 11 ï 13 month period 

 

* VR and Non VR = Vocationally Registered and Non Vocationally Registered GPs  

MBS item 10990 (Bulk Billing Incentive) may also be claimed for eligible patients  
  

  
MBS Item - 

VR * 
MBS Item - 
Non VR * 

  

Name Frequency 
In 

surg. 
Out 

surg. 
In 

surg. 
Out 

surg. 
SIP Rebate 

Diabetes SIP ï  
Standard Consult (Level B) 

11-13 monthly 2517 2518 2620 2631 $40.00 + Level B 

Diabetes SIP ï  
Long Consult  (Level C) 

11-13 monthly 2521 2522 2622 2633 $40.00 + Level C 

Diabetes SIP ï  
Prolonged Consult (Level D) 

11-13 monthly 2525 2526 2624 2635 $40.00 + Level D 

Care 
Requirements 

This item certifies 
that the minimum 

requirements of the 
annual cycle of care 

have been 
completed. 

 

Claim SIP item in 
place of usual 

attendance item 

 

Ensure Practice 
Eligibility 

Only accredited and 
PIP registered 

practices may claim 
the SIP 
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2.8 The National Diabetes Services Scheme 

The National Diabetes Services Scheme (NDSS) is available to help people with diabetes 

understand and manage their life with diabetes, to reduce the impact of their diabetes and 

improve overall health outcomes.  

People with diabetes who register for the NDSS not only have access to self-

management support and education services, but are also provided access to subsidised 

products to make diabetes management more affordable.  

For registration forms or to find out more, visit: http://www.ndss.com.au/.  

2.8.1 NDSS Agents  

NDSS agents are the diabetes organisations which support the delivery of the NDSS. 

They provide products and services to people with diabetes as well as having a separate 

membership program based on regular payments which provide a wide range of benefits. 

Membership with the agent is optional and is not required to access the NDSS. 

There are agents in each state and territory, as well as two health professional bodies, 

that help in providing NDSS services. 

The NSW NDSS Agent is:  

Diabetes NSW: http://diabetesnsw.com.au/ 

The Health Professional bodies are:  

Australian Diabetes Society: http://www.diabetessociety.com.au  

Australian Diabetes Educators Association: http://www.adea.com.au  

2.8.2 NDSS Access Points 

The network of NDSS Access points provide diabetes related products, information on the 

NDSS and accept NDSS registration forms.  

NDSS Access Points are mainly located in local pharmacies, but may also be located in a 

community health centre, diabetes centre, local hospital, allied health practice or an 

Aboriginal medical service. 

To find the closest NDSS Access Point: 

¶ Phone: 1300 136 588  

¶ Use the Online Services Directory: http://osd.ndss.com.au 

 

http://www.ndss.com.au/
http://diabetesnsw.com.au/
http://www.diabetessociety.com.au/
http://www.adea.com.au/
http://osd.ndss.com.au/
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2.9 Management strategies for diabetes care 

2.9.1 Sample steps for completing annual cycle of care 
 

 Step 1:  Primary visit 
  Agree to cycle of care. 

  Assess current needs. 

 Step 2:  3 month review 
Indicated for high risk patients including Aboriginal and Torres Strait Islanders 

 Step 3:  6 month review 
  Assess current needs 

 Step 4:  9 month review 
Indicated for high risk patients including Aboriginal and Torres Strait Islanders 

 Step 5:  Annual review 
Complete a full health, psychological and social needs assessment 

2.9.2 Sample steps to improve patient care using CAT4 

Using CAT4, generate a list of patients with nearly 17 diabetes annual cycle of 

care elements completed 

 

Improve GP awareness to complete all diabetes annual cycle of care elements 

 

Claim SIP $$ (for accredited general practices) 

 

Completion and regular review of diabetes annual cycle of care elements  

will assist to manage HbA1c levels. 

Resource 

Instructions can be found at http://www.clinicalaudit.com.au/using-cat/cat-recipes/ 

 

  

http://www.clinicalaudit.com.au/using-cat/cat-recipes/
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Acknowledgement: Original resource NW Melbourne division of GP.                                         
Reproduced with permission from Tasmania Medicare Local.  

 

Set up a register of all known patients with diabetes attending the practice. Minimum information 
ǎƘƻǳƭŘ ƛƴŎƭǳŘŜ ǇŀǘƛŜƴǘΩǎ ƴŀƳŜΣ ƛŘŜƴǘƛŦƛŜǊ όŜΦƎΦ ǇǊŀŎǘƛŎŜ ŦƛƭŜ ƴǳƳōŜǊύ ŀƴŘ ŎƻƴǘŀŎǘ ŘŜǘŀƛƭǎΦ ²ƘŜƴ ȅƻǳ ƘŀǾŜ 
a register and an active recall/reminder system, sign up the practice to the PIP diabetes incentive. 
Identify from the register patients wƘƻ ƴŜŜŘ ǎǇŜŎƛŦƛŎ ŘƛŀōŜǘŜǎ ŎŀǊŜ ŀƴŘ ƛƴƛǘƛŀǘŜ ŀ ά/ȅŎƭŜ ƻŦ /ŀǊŜέΣ 
including recalls when necessary. 

Patient Management 

¶ !ƴ ŀƴƴǳŀƭ άŎȅŎƭŜ ƻŦ ŎŀǊŜέ Ƴǳǎǘ ōŜ ŎƻƳǇƭŜǘŜŘ ŦƻǊ ŜŀŎƘ ǇŀǘƛŜƴǘΣ ōŀǎŜŘ ƻƴ w!/Dt ŀƴŘ 5ƛŀōŜǘŜǎ 
Australia guidelines. Where appropriate, use practice nurse and refer to podiatrist, 
ophthalmologist/optometrist, dietitian etc. As long as Cycle of care activities are completed it 
does not matter which health professional provides the service. 

¶ Use a checklist such as that available on software. 

¶ Use normal attendance items for consultations and reviews, except the last visit in the cycle. 

Service Incentive Payment (SIP):  

¶ A SIP of $40.00 is paid quarterly to GPs for each annual cycle of care completed for a patient with 
established diabetes mellitus.  

¶ The SIP is paid when a diabetes specific MBS item number (items 2517-2526 and 2620-2635) is 
claimed and the minimum requirements of the diabetes cycle of care have been met. 

 

Outcomes payment: An outcomes payment of $20.00 per diabetic SWPE per year is received by 
practices where at least 2% of practice patients are diagnosed with diabetes mellitus and a diabetes 
cycle of care has been completed on at least 50% of these patients. The number of patients in a 
practice with established diabetes mellitus is based on the number of patients (based on SWPE) who 
have had an HbA1c test (MBS items 66551, 66554, 73840) in the last two years.  

Diabetes Cycle of Care 

activities which must be completed 

Every 6 months:  
¶ Measure BMI 

¶ Measure BP 

¶ Examine feet 

Every 12 months: 
¶ Measure HbA1c 

¶ Test for micro-albuminuria 

¶ Test for eGFR (kidney health check)  

¶ Test for triglycerides, total & HDL cholesterol 

¶ Provide self-care education 

¶ Review medication 

¶ Check SNAP: Smoking, nutrition, alcohol & physical activity 

Every 24 months: 
¶ Full eye check 
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Associated MBS activities 

 

GP Management Plan (GPMP) 

MBS Item No. 721 

For patient with a chronic condition lasting 6 months or terminal: GP must document 

assessment, management goals as agreed with patient, and identification of treatment and 

ongoing service.  

Referral option to:  

Allied Health Group services for patients with Type 2 Diabetes 

MBS Items 81100 - 81125 

Group allied health services are provided by eligible diabetes educators, exercise 

physiologists and dietitians, on referral from a GP (GPMP or review GPMP must be in place 

first). This service involves one assessment for group services and if suitable up to eight (8) 

group services each calendar year.  

Team Care Arrangements (TCA) 

MBS Item No. 723 

For patients with chronic condition and complex needs. GP must collaborate with, and 

document a plan for, a team including self and at least two other service providers, each of 

whom provides a different kind of ongoing care or treatment to meet the specific needs of the 

patient.  

Referral option to:  

Allied Health services for Chronic Conditions requiring Team care 

Five (5) individual allied health services available to eligible patients each calendar year under 

items 10950 to 10970.  

Review GPMP and TCA every six months 

MBS Item No. 732 

Home Medicines Review (HMR) 

MBS Item No. 900 

For patients living at home/in the community. Involves the GP and pharmacist working 

together to ensure quality use of medicines. 
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2.10 Timeline for diabetes care 

The sample timeline can be incorporated for optimal diabetes management. It combines both the 

diabetes annual cycle of care and care plans (GPMP and TCA) 
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