
Version 1.0 Chronic Condition Management Journey Timeline
Please note: this is an example only. 

This journey has been developed to demonstrate a possible consumer journey and does not specify or recommend a particular clinical process or pathway. 
Alternative treatment options may be appropriate or available depending on local context, scope of practice, service availability, clinical factors, financial constraints, and consumer preference.

Please note: this Chronic Condition Management Journey timeline is an example only
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Diagnosis of Type 2 Diabetes Treatment Plan Established Clinical Review & Escalation Complication Prevention Focus Wellbeing Review

Caterina feels overwhelmed by her diagnosis but is
relieved to have an explanation for her recent fatigue.

Caterina’s General Practitioner, Eleanor, provides an
explanation of her condition, initiates a Chronic
Condition Management Plan (CCMP), and coordinates
referrals to multiple healthcare providers, including a
Dietitian, an Exercise Physiologist, an Optometrist
and a Podiatrist.
Eleanor (GP) also refers Caterina to Tim, the
Credentialled Diabetes Educator based within the
practice.

Creation of Chronic Condition Management Plan
(CCMP) FHIR Questionnaire
Service Requests sent to relevant healthcare
providers
Encounter record information readily accessible &
exchangeable to My Health Record

Caterina accesses her Chronic Condition Management
Plan (CCMP) to record her own Goals and nominate
members of her personal support network, including
her husband and son.

Tim (CDE) supports Caterina in understanding her
diagnosis, managing her diabetes, and monitoring her
glucose.

ServiceRequest received by Dietitian & Exercise
Physiologist; Goals, Interventions and Procedures
updated.
Changes to Goals, Interventions and Procedures &
Food and nutrition summary updates CCMP.
ePrescribing for medications
Encounter record information readily accessible &
exchangeable to My Health Record

Use of PROMs for monitoring of Caterina’s health
status and wellbeing.

Caterina presents to Eleanor (GP) with some
questions regarding her medications. Caterina
reports that she has been experiencing diarrhoea
when taking metformin and has stopped using it.

Cindy (Pharm) undertakes a Home Medicines
Review, provides additional education to
Caterina regarding her current medications and
identifies an over-the-counter supplement that
Caterina has been taking. 

Changes to Food and nutrition summary and Follow-
up updates CCMP.
Observations (foot risk, visual status) recorded
Foot and eye screening data captured and shared
promptly.
Encounter record information readily accessible &
exchangeable to My Health Record

Caterina tracks her weight and activity in an app, Josh
the Exercise Physiologist is able to provide support &
encouragement to Caterina via the app.

Structured, multi-disciplinary care contributes to
quality improvement datasets.
Encounter record information readily accessible &
exchangeable to My Health Record

At Caterina’s next appointment, Eleanor (GP) observes a shift
in her emotional state and reviews Caterina’s recent PROMs
results. George, Caterina’s husband, also expresses concern
about recent changes in her behaviour. Caterina shares that
she has been feeling overwhelmed, stressed, and is finding it
difficult to cope with the demands of managing her condition
and continuing to work full-time.

Amanda (RN) and Eleanor (GP) work closely together to
arrange regular check-ins that include Caterina’s husband, to
monitor Caterina’s emotional wellbeing and ensure her
support network remains actively involved in her care.

Caterina is a 55-year-old woman recently
diagnosed with Type 2 Diabetes.
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All members of Caterina’s care team can view and
update Caterina’s CCMP
CCMP links to relevant clinical guidelines and clinical
decision support tools to assist with evidence-based
care planning
Prompts & recommendations for Service Requests,
care pathways, service providers, etc. are displayed to
CCMP users based on clinical preference or discipline.
Encounter record information is readily accessible &
exchangeable source of data for Australian patient
summary information
Australian patient summary information is readily
accessible to care team members as required

All members of Caterina’s care team can view and
update Caterina’s CCMP
Pharmacy dispense records available & synchronised
with medication information where applicable
Ability for Caterina to record her medication usage
within the CCMP for visibility to the care team
Clinical decision support recommends best practice
medication treatment, relevant diagnostic tests &
timeframe to arrange follow-up
Changes to CCMP notifies care team members,
tailored by clinical preference or discipline.
Encounter record information is readily accessible &
exchangeable source of data for Australian patient
summary information
Australian patient summary information is readily
accessible to care team members as required

Kate the Dietitian works with Caterina to develop
a personalised nutrition plan and provides
guidance on tracking her food intake. Kate (Diet)
schedules a follow up appointment with Caterina.

Josh the Exercise Physiologist designs an
individualised physical activity plan with
Caterina.

Amanda the Practice Nurse administers Caterina’s
yearly influenza vaccination, updates Caterina’s
care plan and organises a 3-month case
conference for all members of Caterina’s care
team.

Eleanor (GP) reviews Caterina’s care plan and
notes Caterina’s blood glucose levels are outside
target range. Eleanor (GP) adjusts Caterina’s
current medications, requests updated blood tests
and arranges a follow-up visit to monitor progress.

Eleanor (GP) follows up with Caterina regarding her diabetes
control, confirms the  diarrhoea has ceased, and identifies
Caterina’s recent HbA1c and blood glucose levels remain
outside target range. Eleanor (GP) recommends Caterina
consults with her regular dietitian to review her current dietary
intake.

Eleanor (GP) assesses Caterina, checks her recent
lab results and reviews her current list of
medications. Eleanor (GP) agrees with ceasing
Caterina’s metformin.
Caterina also meets with Tim (CDE) who provides
additional support and education to Caterina.

Caterina’s optometrist, Carol, undertakes a routine
comprehensive eye exam; Carol (Opt) reports no signs of
diabetic retinopathy or other complications.

Recent diagnostic results promptly available .
Follow-up scheduled.
Changes to Problem/Diagnosis and Medication
statement updates CCMP.
Encounter record information readily accessible &
exchangeable to My Health Record

All members of Caterina’s care team can view and
update Caterina’s CCMP
When Caterina’s symptoms are recorded in CCMP,
clinical decision support recommends medication
review, relevant diagnostic tests & timeframe to
arrange follow-up.
Pharmacy dispense records available & synchronised
with medication information where applicable
Ability for Caterina to record her medication usage
within the CCMP for visibility to the care team
Changes to CCMP notifies care team members,
tailored by clinical preference or discipline.
Encounter record information is readily accessible &
exchangeable source of data for Australian patient
summary information
Australian patient summary information is readily
accessible to care team members as required

All members of Caterina’s care team can view and
update Caterina’s CCMP
Changes to CCMP notifies care team members,
tailored by clinical preference or discipline.
Encounter record information is readily accessible &
exchangeable source of data for Australian patient
summary information
Australian patient summary information is readily
accessible to care team members as required

All members of Caterina’s care team can view and
update Caterina’s CCMP
System trends PROMs data over time and clinical
decision support recommends best practice
interventions or follow-up to relevant care team
member(s) as required
Changes to CCMP notifies care team members,
tailored by clinical preference or discipline
Relevant information from existing CCMP is
accessible & exchangeable source of information
when creating new/additional care plans, e.g. mental
health treatment plans
Encounter record information is readily accessible &
exchangeable source of data for Australian patient
summary information
Australian patient summary information is readily
accessible to care team members as required

Caterina updates her goals of care and accesses a
current care summary

Kate (Diet) works with Caterina to review her current dietary
intake, adjust her nutritional plan and provides guidance to
support improved glycaemic control. 

Caterina also attends a routine foot check-up with Jessica the
Podiatrist. Minor neuropathy detected during foot exam.
Jessica (Pod) documents her findings and consults with Eleanor
(GP) to ensure ongoing monitoring & follow-up.

Eleanor (GP) refers Caterina to James, the Psychologist.
Together, James (Psychol) and Caterina explore her current
emotional state, to develop coping strategies and manage the
impact of her chronic condition.

Caterina reflects on her progress and experience over the
past year.

Ongoing use of PROMs monitors Caterina’s wellbeing
over time, and enables Caterina’s care team to tailor
their approaches to her specific needs and
preferences. 
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The care team members below represent
a non-exhaustive list of health

professionals or Caterina’s support
network who may be involved in

supporting Caterina’s health on an
intermittent, consultative or outreach
basis. This list of additional care team
members is intended to highlight the

complex and evolving nature of a care
team involved in supporting a consumer

living with one or multiple chronic
conditions.

Caterina also discusses her recent diagnosis with her
regular pharmacist, Cindy, who offers support and
education to help Caterina understand the changes to
her medication regimen.

Eleanor (GP) also reviews Caterina’s vaccination status and
advises updates for pneumococcal, and COVID-19 vaccines.

Enzo
Caterina’s son


