


Managing HIV as a chronic condition

With effective antiretroviral therapy (ART), HIV infection is now considered a 
chronic condition and people living with HIV can expect to live long, healthy lives. 
Optimising care requires a team-based interdisciplinary approach involving GPs, 
specialists, nurses and other health care providers.1 The ‘Quick Start Guide’ will take 
you through the use of some tools to optimise ‘shared care’ HIV management.

Chronic Disease Management and the  
GP Management Plan

Chronic Disease Management (CDM) provides a framework to enhance 
communications between health professionals and includes structured health 
management plans and summaries. The CDM model can be applied to HIV 
Shared Care for GPs by using these tools:

GP Management Plan (GPMP) for HIV 
• Designed to improve the comprehensive management of people living 

with HIV

Team Care Arrangement (TCA)
• For people with HIV who require health services from three or 

more practitioners

GP Management Plan (GPMP) for HIV
The GP Management Plan (GPMP) for HIV provides a framework for GPs who 
are caring for HIV patients in a general practice setting. The ‘GPMP for HIV’ is a 
key component of ‘HIV Shared Care for GPs’ and incorporates recommended 
monitoring, screening and preventative health activities including:

• HIV monitoring
• Co-infections and vaccinations
• Lifestyle – modifiable risk factors
• Cardiovascular and metabolic complications
• Cancer screening
• Mental health
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CDM items are included in the Medicare schedule and attract a payment to the GP. 
For more information go to www.health.gov.au and search for the most recent 
listing under Chronic Disease Management Provider Information.

Information about HIV Shared Care for GPs can be found on the ASHM website  
www.ashm.org.au/hiv/management-hiv/hiv-shared-care-for-gps

The GPMP for HIV provides recommended monitoring intervals based on  
Australian guidelines. A GPMP should always be tailored to the individual  
patient’s health care needs. 

 ‘HIV shared care is the joint participation of GPs and specialists in the 
planned delivery of care informed by an adequate education program  
and information exchange over and above routine referral letters.’2



Getting Started 

The GPMP follows a template provided by The Department of Health.3 It details 
patient’s health needs, management goals and arrangements for treatments or 
services and is organised in sections including HIV monitoring, vaccinations and 
mental health. The contents closely follows national preventative guidelines as 
detailed in the RACGP ‘Redbook’.4

Patient’s health 
needs / relevant 
conditions

Management goals 
with which the 
patient agrees

Treatment and services 
required, including 
actions to be taken by 
the patient

Arrangements for 
treatments/services

HIV monitoring 

HIV monitoring will generally be performed by the treating HIV specialist. CD4 cells 
and viral load will be checked every 3 – 6 months.  It is helpful to have copies of 
these results forwarded to you. Other elements to review in the GPMP are:

HIV Monitoring 

Patient’s health needs Management goals Treatment and services Arrangements for 
treatments/services

Education about HIV Good understanding 
of HIV

Patient education re: 
- disease prognosis 
- potential transmission 
- treatment options

GP / Nurse / 
Treatment educator

CD4  
HIV viral load

Monitor immune 
function

Check every 3-6 months GP / Specialist

Interactions Prevent problems 
from drug 
interactions

Check all current 
medicines at every visit

GP / Specialist

Continuing ART 
treatment

Need to take ART 
medication regularly 
once started

Assess adherence at 
every visit, support as 
needed

GP / Nurse / 
Treatment educator

Side effects of 
treatment

Reduce side effects Review side effects at 
every visit

GP / Specialist
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The GPMP for HIV is available on the ASHM website  
www.ashm.org.au/hiv/management-hiv/hiv-shared-care-for-gps 

HIV Antiretroviral Guidelines are available at www.arv.ashm.org.au

• Drug interactions
• Adherence to therapy 

• Side effects 
•  Patient education and support



Co-infections and vaccinations

Most patients in regular GP care will have a CD4 count over 200 cells/µL .  
People with a low CD4 count (< 200 cells/µL) remain vulnerable to serious 
infections and may require antibiotic prophylaxis.

Lifestyle 
Modifiable risk factors are very important for people living with HIV and should 
be reviewed regularly. Smoking particularly is more prevalent in this population 
and has been shown to be associated with multiple complications including 
pneumonia, lung cancer and cardiovascular disease.7

Patient’s health needs Management goals Treatment and services Arrangements for 
treatments/services

Smoking: Complete cessation Opportunistic Patient / GP / Nurse

Weight: 
BMI 
Waist circumference

Target weight: 
Ideal weight: 
BMI ≤ 25,  
Waist <94 cm males, 
<80 cm females

Review every 6 – 24 
months

Patient / GP / Nurse / 
Dietitian

Nutrition Healthy diet Review every 6 – 24 
months

Patient / GP / Nurse / 
Dietitian

Physical activity Target: 
Ideal: 30 minutes of 
moderate activity on 
most days

Review every 2 years Patient  / GP / Nurse / 
Exercise Physiologist

Alcohol intake Target: drinks / day 
Ideal: max 2 daily

Review every 2 years Patient / GP / Nurse
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If CD4 count is < 200 cells/µL seek specialist advice.

Patient’s health needs Management goals Treatment and services Arrangements for 
treatments/services

Hepatitis A Prevent Vaccination x 2 if at risk GP / Nurse

Hepatitis B Prevent, detect, treat Vaccination x 3 if at risk* GP / Nurse

Hepatitis C Detect, treat Check HCV Ab baseline, 
annual check if at risk# 

GP / Nurse

Influenza Prevent Annual vaccination GP / Nurse

Pneumococcal Prevent Vaccination, 
revaccination complex

GP / Nurse

STIs Early detection Depending on risk group 
MSM†:  
3-12 monthly screening 
See STIGMA Guidelines6

GP / Nurse

Remember, vaccination is less effective for those with severe immune 
suppression (CD4 < 200) 5

Smoking, Nutrition, Alcohol and Physical activity (SNAP) Guidelines provide a useful 
framework to assess behavioural risk factors www.racgp.org.au

*  Always order 3 tests to determine status: HBSAg, anti-HBc (HBcAb), anti-HBs (HBsAb).  
Vaccinate if –ve anti-HBs and –ve anti-HBc, revaccinate if anti-HBs <10mIU/mL5

#  HCV PCR if previously treated or resolved infection

†  Men who have sex with men

Refer to the HIV Shared Care GPMP Guide for more vaccination and co-infection 
information www.ashm.org.au/hiv/management-hiv/hiv-shared-care-for-gps 



Cardiovascular and Metabolic
Cardiovascular disease is more common in those living with HIV.8 Patients 
should have the absolute cardiovascular risk calculated using a tool such as 
the Australian calculator at www.cvdcheck.org.au. Diabetes, hyperlipidaemia 
and abnormal fat distribution (lipodystrophy) are also more prevalent in this 
population.8 The causes of these co-morbidities are complex and involve the 
effects of HIV as well as side effects from some ART.9

Patient’s health needs Management goals Treatment and services Arrangements for 
treatments/services

CV risk calculation 
Absolute risk

Minimise risk Calculate every 2 years Patient / GP /Nurse

Blood pressure 
Current

< 140/90  
< 130/80  
( DM, albuminuria)

Check every 6-24 months 
Lifestyle change, 
medication if required

Patient / GP / Nurse

Lipids Optimise lipids – 
complex

Check fasting every year 
Lifestyle change, 
medication if required

Patient / GP / Nurse / 
Dietician

Type 2 diabetes 
glucose

Fasting glucose  
<5.5 mmol/L

Check fasting every year 
Lifestyle change, 
medication as required

Patient / GP / Nurse / 
Dietician

Renal 
eGFR 
urinalysis

eGFR > 90 
normal urinalysis

eGFR 3-6 monthly (with 
ART), 6-12 monthly (no 
ART)

Urinalysis at baseline, 
every 6-12 months on 
ART

GP / Nurse

Liver Optimise liver 
function

LFT 3-6 monthly (with 
ART), 6-12 monthly (no 
ART)

GP / Nurse

Osteoporosis Optimise bone 
health

Assess for risk factors 
females > 45, males > 50 or 
younger every 12 months, 
consider BMD* screen

GP / Nurse Dietician

Cancer Screening

The incidence of some malignancies is much higher in the presence of HIV 
infection.10 

However standard screening guidelines for cancer remain the same as the 
general population with the exception of PAP smears which should be 
performed annually.

Patient’s health needs Management goals Treatment and services Arrangements for 
treatments/services

Colon Early detection FOBT* (every 2 years age 
50 – 75) or colonoscopy 
(higher risk) – complex

GP / Nurse

Skin Early detection, 
prevention

Sun avoidance and 
protection, consider 
regular skin checks  
(high risk > 40)

GP / Nurse

Cervical (female) Early detection PAP every year GP / Nurse

Breast (female) Early detection Mammogram every  
2 years (age 50 – 69)

GP / Nurse

Prostate (male) Early detection Consider PSA** / DRE† 
from age 50

GP / Nurse
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 Monitoring renal and liver function is important especially when starting 
medications. There are specific guidelines depending on which medication is used. 
www.arv.ashm.org.au 

Anal cancer: Anal cancer is much more common in the HIV +ve population but there 
is no agreed screening method. Patients should be advised to report any symptoms 
such as anal bleeding or lumps.11

For more information on cancer screening, see the RACGP Redbook  
www.racgp.org.au/guidelines/redbook
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* Faecal Occult Blood Test 
** Prostate Specific Antigen  
† Digital rectal examination* Bone mineral density



Mental Health 

Depression is very common in people living with HIV with a prevalence of 
approximately 30%.12 Assessment of mood can be performed opportunistically. 
People living with HIV also frequently experience discrimination as well as 
occupational, housing and financial disadvantage.

Patient’s health needs Management goals Treatment and services Arrangements for 
treatments/services

Depression, mental 
illness

Early detection, 
treatment

Opportunistic screening GP / Nurse

Drug use Early detection, 
treatment

Opportunistic screening GP / Nurse

Housing, financial 
situation, social 
support

Optimise Opportunistic screening GP / Nurse

Sexual / reproduction Optimise 
sexual function, 
reproductive health

Opportunistic screening GP / Nurse

Making Shared Care Work 

Communication is key when it comes to making shared care work in your 
practice. The GP Management Plan for HIV provides a framework for improved 
general practice management of patients living with HIV.

As an HIV Shared Care GP you will need to communicate with HIV specialists 
and specialist services (hospitals, sexual health clinics) in the planned delivery 
of care. Using the GP Management Plan and forwarding copies to health 
practitioners involved in the care of your HIV patients enhances communication 
and streamlines HIV management between services with the shared goal of 
improving patient outcomes.
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 NAPWHA (National Association for People living with HIV Australia) can help to 
connect your patients with local support services. Go to http://napwha.org.au/. 
Referral to a psychologist or social worker may be helpful.

For more comprehensive information about HIV Shared Care for GPs and the  
GP Management Plan for please go to the ASHM website www.ashm.org.au
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HIV +ve patient attends GP for health care and a specialist for HIV care

Discuss chronic disease 
management (CDM) with patient

Obtain consent to communicate 
with team members

Gather clinical information

Prepare draft GPMP/TCA

Forward relevant sections 
to team members

Communicate with team members 
via phone, fax, email, case conference

Update GPMP/TCA as needed

Regular review of  
GPMP/TCA every 3-24 
months as indicated



www.ashm.org.au
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