
Chronic Condition Management Plans 

● 

● The GP chronic condition management plan is available to patients
with at least one medical condition that has been (or is likely to be)
present for at least 6 months, or is terminal 

A GP Chronic Condition Management Plan (CCMP) was previously
known as a chronic disease management plan (CDMP) and Enhanced
Primary Care Plan (EPC). 

● 

● 

● 

● 

ACCMP is for clients with a chronic PHYSICAL health condition. 

Clients can be referred to you under a CCMP to treat the
psychological sequelae of that health condition (e.g., depression
secondary to cancer). Therefore, some clients are eligible for both a
Better Access referral AND a CCMP, but this is not most clients. 

An eligible patient can be referred for up to 5 sessions per calendar
year. This may be for one particular type of service or a combination
of services, provided by any allied health professional. 

ACCMP is NOT intended to treat mental health conditions exclusively
(that's what Better Access is for). It is NOT a top up for Better Access
sessions. 



● 

● 

● 

● 

Changes from 1 July 2025 

Any referrals for allied health services written prior to 1 July 2025 will
remain valid until all services under the referral have been provided
(see separate factsheet on transition arrangements). 

Unless exceptional circumstances apply, a GP chronic condition
management plan can be prepared once every 12 months (if
necessary) and reviews can be conducted once every 3 months. It is
not required that a new plan be prepared each year, existing plans
can continue to be reviewed. 

Patients that had a GP management plan and/or team care
arrangement in place prior to 1 July 2025 will be able to continue to
access services consistent with those plans for two years. From 1 July
2027, a GP chronic condition management plan will be required for
ongoing access to allied health services. 

The type and combination of services required is determined by the
referring practitioner. Only the referring medical practitioner can
determine whether the patient’s chronic condition would benefit from
allied health services. Therefore it is not appropriate for allied health
professionals to: 

○ Provide a partly-completed referral form to a referring medical 

practitioner for signing 
○ Pre-empt the decision about the services that the patient 

requires 



● 

● 

● 

There is no requirement for allied health providers to confirm
acceptance of the referral or otherwise provide input into the
preparation of the GP chronic condition management plan
(GPCCMP). However, the requirements for allied health providers to
provide a written report back to the GP after the provision of certain
services (e.g. the first service under a referral) are unchanged. 

A valid referral must include: 
○ The name of the referring practitioner, the address of the 

practice or the practitioner’s provider number at that practice 
○ The date on which the referring practitioner made the referral 
○ The referrer’s signature (can be electronic) 
○ the reasons for referring the patient, including any information
about the patient’s condition that the referring practitioner
considered necessary to give the allied health professional

Referrals should be sent electronically where possible to minimise
the risk of lost referrals. 

Unless otherwise specified by the referring medical practitioner,
referrals to allied health services for patients with a chronic condition
will be valid for 18 months. 



 A report must be provided to the referrer after the first and last 

session. You can report more frequently if it is clinically necessary. 

 Your report must include: 
○ Treatment provided
○ Assessments, tests and any investigations
○ Recommendations for managing the patient's condition in the 

future. 

 A referral does not need to include: 
○ The name of the allied health practitioner to provide the 

services 
○ The number of services to be provided. However, nothing 

prevents the referring medical practitioner from specifying the
number of services to be provided under the referral, if they
choose to do so. 

●

●

●

Reporting: 



 
More information can be found at: 

July 2025 Upcoming Changes to Chronic Disease Management Framework – Overview 

July 2025 Factsheet for Allied Health Providers 

Services Australia - CDMPs 

https://www.mbsonline.gov.au/internet/mbsonline/publishing.nsf/650f3eec0dfb990fca25692100069854/35bc9280594efa33ca258c9200126149/$FILE/PDF%20Version%20-%20Upcoming%20Changes%20to%20Chronic%20Disease%20Management%20Framework%20-%20Overview.PDF
https://www.mbsonline.gov.au/internet/mbsonline/publishing.nsf/650f3eec0dfb990fca25692100069854/35bc9280594efa33ca258c9200126149/$FILE/PDF%20Version%20-%20Upcoming%20Changes%20to%20Chronic%20Disease%20Management%20Framework%20%E2%80%93%20Referral%20Arrangements%20for%20Allied%20Health%20Services.PDF
https://www.servicesaustralia.gov.au/chronic-disease-management-plan?context=20

