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Review and strengthen the process for booking review appointments for any patient you put onto a Chronic Condition Management Plan, or with an existing Chronic Disease Management Plan.
a) Consider and develop a method for how your practice will approach scheduling review appointments. Ideally, the next review appointment, or a cycle of review appointments will be scheduled at the time of the initial care plan or immediately following each review of the care plan. Consider your practices review appointment frequency and ensure that your clinical team’s review instructions are incorporated into your work flows. 
b) Develop workflows for reception – to ensure that as the patient is handed over to reception, and before they leave your practice, reception has an action to schedule their next appointment, understands the timeframe for review to inform scheduling, and communicates the appointment time and date clearly to the patient (SMS, or reminder card, or other).
c) Develop a process for appointment reminders in leadup to review appointments – frequency (e.g. 1 week and 24 hours) and modality (phone call or SMS) to ensure your attendance rates for review appointments remain high. You may wish to include a message for each patient to check Medicare Online to ensure they are registered for MyMedicare with your practice, and document any questions they have to bring to the appointment.

Review and strengthen the process to manage missed or cancelled patient review appointments. 
Document the process for how to manage cancellations or missed review appointments. As part of this process consider:
a) How is the cancellation or non-attendance of review CCM appointments documented? For example, will your practice flag the patient’s file so the GP is notified next time the patient attends, or will you retain a list of patients that need to contacted and re-scheduled?
b) Who needs to be notified? (e.g. Nurse or Aboriginal Health Practitioner with responsibility for Chronic Disease coordination, and the patients usual GP).
c) What are the standing arrangements for re-scheduling chronic condition review appointments? For example, does your practice aim to re-schedule within 2 weeks of the cancellation or follow up non-attendance with a phone call to reschedule as a standard operating procedure?
d) Are there any data searches that need to be completed at regular intervals to identify any patients that may have missed their appointment but not been re-scheduled? For example, you could run a report from your clinical practice software for patients that have not had a review in more than 6 months and provide this list to a Nurse or Aboriginal Health Practitioner or Health Worker with responsibility for Chronic Condition coordination for them to follow up and re-schedule any patients that have missed their scheduled review.
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