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CARE CATEGORY

Chronic Disease Management  
During a Pandemic

The Risk Stratification Tool can identify the patients in your clinic that are 
most at risk of hospitalisation within the next 12 months. 

The implementation of care categories will simplify the process for primary 
health care. Once the at-risk practice population is identified, a care 
category can be assigned to each of the patients by the practice team.

Once the at-risk patients have been placed into a care category the 
practice team can begin to implement the management for these patients. 

You can reassign the care category at any time.

Implementation may di�er depending on the number of patients and clinic resources available. 
Always ensure you take an evidence-based approach.
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In order to minimise preventable 
hospitalisations and complications 
health professionals need to continue 
to closely monitor the patients that are 
most at risk. 
 
In response to this, we have developed 
a 3-step process to help practices 
better manage patients with chronic 
conditions during a pandemic.    

Practices face many challenges in 
delivering long term care to 
patients with chronic conditions 
during a pandemic. 
 
With a large population of patients 
with chronic conditions in Australia, 
practices need to adopt a 
modified model of care to continue 
managing these patients. 

Most practices are restricting face-
to-face consultations due to the 

risks associated with this pandemic.  
 

Instead, clinics have been providing 
a combination of phone and 

telehealth consultations.
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Analyse patient record including:

Initial consultation by the nurse +/- GP via phone to 
explain the process to the patient, their carers or family and check: 

Arrange appointment to review management and coordinate activities. 

Last visit 
 
Bloods 
 
Observations

Patient details  
 
Patient support 

Immunisation status 
 
Allied health 
 
Specialists

Physical health 
 
Mental health

Other providers/programs 
 
Upcoming appointments

Observations

Patients can be 
managed by PHONE only

Book initial consultation 
within 2 weeks

Book initial consultation 
with nurse +/- GP  
within 1 week

Book initial consultation 
with nurse +/- GP  
as soon as possible

Patients have complex care 
needs and require FACE-TO-
FACE VISITS and PHONE +/- 
TELEHEALTH

Patients can be managed 
by PHONE +/- TELEHEALTH

STABLE      MONITOR REGULAR REVIEW

GREEN YELLOW RED

Blood pressure 
 
Heart rate 
 
Weight 
 
Blood glucose levels 
 
Medicines  
 
Symptoms diary 
 
Diet 
 
Physical activity 
 
Mental wellbeing  

Blood pressure 
 
Heart rate 
 
Weight 
 
Blood glucose levels 
 
Medicines  
 
Symptoms diary 
 
Diet 
 
Physical activity 
 
Mental wellbeing  

Blood pressure 
 
Heart rate 
 
Weight 
 
Blood glucose levels 
 
Medicines  
 
Symptoms diary 
 
Diet 
 
Physical activity 
 
Mental wellbeing  

Contact frequency  
every 4-6 weeks

Help set goals and self-
management tasks with 
patients such as recording:

Help set goals and self-
management tasks with 
patients such as recording:

Help set goals and self-
management tasks with 
patients such as recording:

Contact frequency  
every 2-4 weeks

Contact frequency  
every 1-2 weeks or  
as clinically required 

STABLE      MONITOR REGULAR REVIEW

GREEN YELLOW RED

Monitor health 
 
 

Reinforce knowledge  
and action plans 

 
 

Confirm medicine 
regimens 

 
 

Schedule appointments 

Monitor health 
 
 

Review and consider 
changes to 

management plan  
 
 

Alter knowledge and 
action plans accordingly 

 
 

Review and adjust 
medicine regimens 

 
 

Schedule appointments 

Monitor health 
 
 

Review and create 
changes to management 

plan as required   
 
 

Book case conference/ 
contact care team 

members 
 
 

Send referrals to 
additional specialists if 

required 
 
 

Schedule appointments 
 
 
 

If patient is UNWELL take history and advise GP


