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North Western Melbourne Primary 
Health Network would like to acknowledge the 
Traditional Custodians of the land on which our 
work takes place, The Wurundjeri Woi Wurrung 
People, The Boon Wurrung People and The 
Wathaurong People.

We pay respects to Elders past, present and 
emerging as well as pay respects to any 
Aboriginal and Torres Strait Islander people in 
the session with us today. We acknowledge that 
sovereignty was never ceded.

Acknowledgement of Country
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Housekeeping – Zoom Meeting

All attendees are muted

Please keep your microphone on mute

Please ask questions via the Chat box

This session is being recorded

Please ensure you join the session using the name 
you registered with so we can mark your attendance

Certificates will not be issued if we cannot confirm 
your attendance



Presentation title 4

How to change your name in Zoom Meeting

1. Click on Participants

2. App: click on your name

 Desktop: hover over your name and click the 3 dots

 Mac: hover over your name and click More

3. Click on Rename

4. Enter the name you registered with and click

 Done / Change / Rename



Speakers
Dr Ralph Audehm
Ralph is a GP with over 25 years’ experience, and is an Honorary Clinical Associate Professor at the Department of 
General Practice, University of Melbourne.
He has a longstanding interest in chronic disease management, especially diabetes and heart disease.

Lauren Hwang RN
Lauren is a senior practice nurse at Westview Medical Centre. She holds a postgraduate degree in Community and 
Primary Healthcare Nursing, and is passionate about preventative health and chronic disease management. She is 
also dedicated to education, working as a clinical facilitator for nursing students and mentoring graduate nurses.
Lauren is also a member of NWMPHN General Practice Expert Advisory Group (GPEAG). 

Elleni Kaias
Elleni Kaias works with Diabetes Victoria liaising with primary care to improve health outcomes for people at risk of 
diabetes and heart disease.
She is a dietitian who has achieved her Masters of Dietetic Practice and has First class honours in Nutrition, with a 

special interest in the prevention of type 2 diabetes and cardiovascular disease.



Cardiovascular disease: 
A North West Melbourne 
perspective.



North Western Melbourne

1.9+ million residents, including 
632,000+ who were born overseas

200+ spoken languages

5 indigenous nations

Largest humanitarian arrival 
population in Victoria



Risk Factors of the North West
3% of adults meet the daily recommended fruit & vegetable 

intake
20% of adults have takeaway more than once a week

23% of adults have salty snacks three or more times per week.

45% of adults did not meet physical activity guidelines.

17% of adults are current smokers. 

13% of adults are daily smokers.

58% of adults drink at levels that increase the lifetime risk of 
alcohol-related harm.

24% of adults have a 
history of high blood 

pressure

80% of adults had their 
blood pressure 
recorded in the 

previous 2-years.

50% of adults have a 
BMI of 25 or higher

13% of people aged 45-
64 had high 
cholesterol.

24% of people aged 
65+ had high 
cholesterol.

Data from NWMPHN Health Needs Assessment 2022 - 2025



Cardiovascular Disease

https://www.heartfoundation.org.au/for-professionals/australian-heart-maps



Health Assessment MBS Claims 2022-2023

Age Cohort Percentage of 
people who have 
had a service*

Number of patients Estimated 
Population

GP Attendance (% 
of population)

45-64 3.55% 14,144 398,919 95.33%

65-79 8.80% 14,437 164,078 100%

*Includes health assessment items (700 suite) & heart health checks

Item Number MBS Benefit (at 27/06/24)

701 (<30 mins) $65.30

703 (30 – 44 mins) $151.80

705 (45 – 60 mins) $209.45

707 (60+ mins) $295.90

715 (Aboriginal & Torres Strait 
Islander)

$233.65

699 (Heart Health Check) $80.10

Remember, your nurse 
or Aboriginal Health 
Worker’s time is 
included for health 
assessment items!



The NEW AusCVD risk 
calculator

Dr Ralph Audehm



Why risk calculators?



Absolute risk vs individual risk factors

Brings together multiple CV risk factors.

Estimates combined risk of experiencing heart 
attack or stroke in next five years.

Moderate reduction in several risk factors - 
more effective than major reduction in single 
risk factor alone.

Heart Foundation. Why assess absolute CVD risk? Available at: https://www.heartfoundation.org.au/Bundles/Heart-Health-Check-Toolkit/why-assess-cvd-risk 

How individual CVD risk factors can combine to increase overall risk 
(Heart Foundation Australia)1

https://www.heartfoundation.org.au/Bundles/Heart-Health-Check-Toolkit/why-assess-cvd-risk


Gaps between recommendations and practice 
have persisted

Bailey A, Korda R, Agostino J, et al. Absolute cardiovascular disease risk score and pharmacotherapy at the time of admission in patients presenting with acute coronary syndrome due to coronary artery 
disease in a single Australian tertiary centre: a cross-sectional study. BMJ Open 2021;11:e038868. doi:10.1136/ bmjopen-2020-038868.
Hespe et al. Implementing cardiovascular disease preventive care guidelines in general practice: an opportunity missed. Med J Aust 2020; 213 (7): 327-328.
Yiu W, Knuiman M, Wallace H, Hung J. Under-use of appropriate blood pressure-lowering and lipid-lowering therapy in the Busselton baby boomer population. Aust J Gen Pract. 2019 Dec;48(12):883-889. doi: 
10.31128/AJGP-07-19-4996. PMID: 31774993.

Patient group
Number on guideline-
recommended primary 
preventive therapy:*

350 patients hospitalised with ACS, 
no prior CVD, but 

high CVD risk score1

1 in 5

(20%)1

15,743 general practice patients 
with high CVD risk score2

~2 in 5

(41.2%)2

Busselton baby boomer 
population: 517 patients with high 

CVD risk score3

< 1 in 5

(16.8%)3

Among those at high risk, 
36% were at LDL-C targets.
57% at BP targets2

Among those on recommended 
therapy, 
< 50% achieved BP and lipid 
targets!3

ACS: acute coronary syndrome;  *blood pressure and lipid-lowering therapies



2016 -17 All ACS Qld tertiary hospital

Bailey, A, et al., BMJ Open (2021);11:e038868. doi: 10.1136/bmjopen-2020-038868.
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The ”old” Calculator

Based on original Framingham data – 1948
USA based - WASP 



Based on NZ cohort

Adjusted for Australia

The “NEW” calculator



The “NEW” calculator

Results page



Patient engagement

Note new categories

Note same person but at a 
lower level now

“old calculator” 
overestimated risk
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Diabetes



CVD risk calculators THE ASK

20% of Australians aged 45–74 (1.4 million adults) were at high absolute risk of a future 
CVD event

Most aren’t on treatment 

If on treatment, <50% are at targets

Easy win – prevent first infarct!

17.7% participants died within 28 days of their heart attack – of these, 3,101 (62.3%) died instantly.

One in four people who die from a heart attack die within the first hour of their first 
symptom

https://www.aihw.gov.au/reports/heart-stroke-vascular-diseases/hsvd-facts/contents/risk-factors/absolute-cardiovascular-risk
https://www.escardio.org/The-ESC/Press-Office/Press-releases/Instant-death-from-heart-attack-more-common-in-people-who-do-not-exercise
https://www.heartresearch.com.au/smurf-study/

https://www.aihw.gov.au/reports/heart-stroke-vascular-diseases/hsvd-facts/contents/risk-factors/absolute-cardiovascular-risk
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A systematic way of 

 Finding at risk people

 Assessing their risk

 Then implementing preventive actions if needed

Can be repeated annually to ensure keeping on track

Specific item number 699 – easily searchable

Can use nurse time to do most of the assessment

Focus on the risk and whether treated to target (or not)

Can be done annually (keep us on track)

Heart Health Checks



What we do matters!



CVD Risk Assessment:
The role of the practice 
nurse
Lauren Hwang RN
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MASTERING CVD RISK ASSESSMENT 

Lauren Hwang, RN

E S S E N T I A L S  F O R  G E N E R A L  P R A C T I C E



AGENDA

01.

02. STEP – BY – STEP GUIDE 

THE NURSE’S ROLE IN A HEART HEALTH CHECK

How To Perform A Heart Health Check

03. USEFUL PATIENT EDUCATION RESOURCES

Assessing, Educating, Empowering: A Nurse's Heart Health Role

Discover Heart Health Secrets



• Collect patient information and enter CVD risk factor data

• Identify quality improvement activities in line with Practice Incentive Program Quality Improvement 
(PIP QI) incentive requirements

HOW YOUR PRACTICE TEAM CAN WORK TOGETHER 
TO IMPLEMENT THE HEART HEALTH CHECK



HOW YOUR PRACTICE TEAM CAN WORK TOGETHER 
TO IMPLEMENT THE HEART HEALTH CHECK





• Educate the patient about modifiable risk factors and provide advice on lifestyle programs

• Use Heart Foundation resources to help educate and engage patients

HOW YOUR PRACTICE TEAM CAN WORK TOGETHER 
TO IMPLEMENT THE HEART HEALTH CHECK



• Understand the Medical Benefits Schedule (MBS) compliance requirements 
      for item numbers 699 and 177

• Identify opportunities for completion of GP Management Plan (GPMP)/Team Care Arrangement (TCA)

HOW YOUR PRACTICE TEAM CAN WORK TOGETHER 
TO IMPLEMENT THE HEART HEALTH CHECK
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• Work with the practice manager to develop processes to identify eligible patients

• Work with administration staff to ensure invitations and reminders are sent to patients

HOW YOUR PRACTICE TEAM CAN WORK TOGETHER 
TO IMPLEMENT THE HEART HEALTH CHECK



STEP – BY – STEP GUIDE 
How To Perform A Heart Health Check



STEP – BY – STEP GUIDE 
How To Perform A Heart Health Check

















USEFUL 
PATIENT 

EDUCATION 
RESOURCES





CVD ASSESSMENT FORM & 
MANAGEMENT PLAN TEMPLATE

Heart Health Check Risk 
Assessment

My Health Heart 
Management Plan









APNA  X  Heart Foundation
This course has been developed 
to provide primary health care 
nurses with knowledge of current 
guidelines for assessing and 
managing CVD risk. 



THANK YOU
A L L



The Life! Program

Elleni Kaias
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The Life! program
Overview and Referral Process 



‹#›

What is the Life! program? 

What is it?

How does it 
help?

Funded by the Victorian Government and managed by Diabetes Victoria, Life! is the largest type 2 
diabetes and cardiovascular disease (CVD) prevention program in Australia. The Life! program is 
delivered all over Victoria via group courses and telephone health coaching.

Life! is a FREE, evidence based program delivered by qualified health professionals, to support and 
motivate your patients to adopt sustainable healthy behaviours and a more active lifestyle to facilitate 
type 2 diabetes and CVD risk reduction.

What does it 
cover?

What does it 
cover?



• The lifestyle goals that we use in the Life! program came from the 

Finnish Diabetes Prevention Study.

• People who took part in the Finnish study had a checkup three years 

after they finished the program.

• People who achieved at least four of the program goals did not 

develop diabetes.

• Other research has found that even after 10 years, people who 

completed a diabetes prevention lifestyle change program were 

one third less likely to develop type 2 diabetes.

• Similar benefits have been seen by using these program goals in 

other countries, including the United States and Australia.

Research and Development 

Data sources: Tuomilehto et al. New England Journal of Medicine (2001); Lindstrom et al. Lancet (2006); Knowler et al. New England Journal of Medicine (2002); 

Laatikainen et al. BMC Public Health (2007); Diabetes Prevention Program Research Group Lancet (2009). 



‹#›

Flexible delivery options

Life! program

Group Course (in-person)

Group Course in 
Vietnamese, Chinese and 

Arabic
Telephone Health Coaching

Group Course (online)



‹#›

Group Course

Introductory session 
setting health goals with facilitator
one-on-one session

Session One - Program Overview 
Learn more about changing lifestyle to reduce risk

Session Two- Healthy Eating 
Learn more about nutrition, reading food labels, modifying recipes and 
set achievable healthy eating goals

Session Three- Physical Activity
Understand how to include exercise into your lifestyle and set achievable exercise goals

Session Four- Wellbeing 
Learn more about stress management, relaxation and sleep

Session Five- Progress 
Understand how to manage setbacks, barriers and set new long term goals

12- month session - How are you going?
Discuss challenges faced, review goals and set new ones

Week 2

Week 4

Week 6

Week 
commencing 

program

6 months

12 months



‹#›

Group Course - Streams 

• Mainstream
⚬ Online
⚬ Face-to-Face

• Arabic
⚬ Online
⚬ Face-to-Face

• Chinese
⚬ Online
⚬ Face-to-Face

• Vietnamese
⚬ Online
⚬ Face-to-Face

• Post - Gestational Diabetes
⚬ Online
⚬ Vietnamese



‹#›

Telephone Health Coaching 

Call One - Introductory session (45 min)
setting health goals with health coach
Understand more about risk factors for chronic disease

Call Two- (45 minutes)
Discussing focus area of participant - i.e. healthy eating, physical activity or wellbeing? Health coach will
discuss health goals and create an achievable plan for the participant 

Call Three - (20 minutes)
Discussing importance of creating a strong support  network

Call Four - (20 minutes)
Talk about the barriers and challenges faced 

Call Five - (20 minutes)
Learn about how to turn excuses into action

Call Six - (45 minutes)
Discuss how lifestyle changes have helped reduce chronic disease risk 

Call Seven - (12-month call)
Discuss challenges faced, review goals and set new ones

Month one

Month Two

Month Three

Begin program

Month Four

Month Five

Month Twelve
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Telephone Health Coaching - 
Streams

English

Chinese (Pilot)



Book your 6-week check-up for you and 

your baby with your GP

Schedule your oral glucose tolerance test 

(OGTT) 6-12 weeks after you have had 

your baby

Join the Life! program

1
2
3

Life! after gestational diabetes

Scan to sign up today!
or call us on 13 RISK (13 74 75) 

https://lifeprogram.org.au/life-program-gestational-diabetes/

https://lifeprogram.org.au/life-program-gestational-diabetes/


Life! after gestational diabetes

• Online groups with other mothers who have had GDM

• Modified content and resources

• Women can sign up while pregnant to start the program 

post-partum



Participant results from 
2022

Group Course Telephone Health Coaching

3.6kg

4.1cm

90% Life! participants 
rated the program as ‘very 

good’ or ‘excellent’

75% Life! participants 
reported making positive 
changes to their diet and 

exercise habits 2.9cm



‹#›

Life! program eligibility criteria

Program Exclusion Criteria

• Diagnosed with diabetes (type 1 or type 2)
• Cardiovascular disease incident within the last 3 months
• Clinically active cancer
• Pregnancy

CVD Risk Category

45 years or over, 
or ≥ 30 years and of 
Aboriginal and/or 
Torres Strait Islander 
descent and have 
an intermediate or 
high risk score when 
referred by a GP 
clinic.



‹#›

Eligibility Criteria A

Type 2 diabetes health assessment

MBS items 701-715 



‹#›

Eligibility Criteria B

Heart health check 

MBS items 699, 177 

CVD Risk Category

45 years or over, 
or ≥ 30 years and of 
Aboriginal and/or 
Torres Strait Islander 
descent and have an 
intermediate or high 
risk score when 
referred by a GP 
clinic.



‹#›

Eligibility Criteria 
C

• Team care arrangement, GP management care plans
• Other type of consult



‹#›

General practice referral process

General 
practice 
referral 
process

Complete referral form

Confirm eligibility via A, B or C
Available as PDF or e-referral form

Obtain patient consent

To be enrolled into Life! and contacted for 
research, marketing and other purposes

Send pathology, referral form and AUSDRISK

Fasting BGL/HbA1c and full blood lipids

1

2

3

4
Diabetes Victoria will contact your patient & you will be 
notified of the outcome of your referral



‹#›

General practice incentive agreement

Invoiced to general practice in two instalments:

• $20 + GST for referring an eligible patient
• $25 + GST once patient completes first session of the program
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Example of a practice nurse completing four health assessments or four care plans in a morning:

Benefits of running a nurse lead preventative health clinic

4 x Item 703 (standard) $151.80 (30-45 mins) +  
4 x Life! incentive $45

= $787 for less than 2.5 hours of time

4 x Heart health check item 699 (20 mins) $80.10 + 
4 x Life! incentive $45

= $500 for 1 hour 20 minutes time

4 x GP Mx Plan item 721 $158.80 + 
4 x Life! incentive $45

= $816

Add 4 x TCA reviews item 723 $125.85 = $1,319 (Total for GP MP/TCA/Life! incentive)

Review x 4 GP/TCA’s item 732 $79.30 x 8 +
4 x Life! incentive $45

= $814
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Benefits for four consultations

0
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incentive



‹#›

Patient Identification Software 

Identifying patients in practice

Pen Cs (Topbar) equipped with live notifications and access to integrated, pre-filled referral forms 

Eligibility screening 

Pen Cs Walkthrough (Recipe) to identify patients who meet the eligibility criteria for recall and referral



‹#›

Summary

The Life! program is a FREE evidence-based prevention program for people at high risk of type 2 
diabetes and cardiovascular disease. Participants have access to qualified health professionals, 
including dietitians and exercise physiologists. They will receive ongoing tailored support over 7 
sessions. 

What is the 
Life! program? 

Life! helps people live a healthier life and reduce their risk of type 2 diabetes, heart disease and stroke by 
gradually making small changes in daily habits to achieve long-term goals. The program is free for 
eligible participants. 

Benefits to 
patients

GP referral 
incentives

There is an incentive agreement through which GP clinics can receive funding for each eligible patient they 
refer into the program. 

Please refer your high-risk patient to the Life! program!

Flexible 
options 

The program is delivered as a group course or telephone health coaching service. The program is 
accessible online and locally, with language options in Chinese, Vietnamese and Arabic. 



‹#›

Contact

Elleni Kaias
Diabetes Victoria
Primary Care Engagement 
Ph: (03) 9667-1724
E: ekaias@diabetesvic.org.au 

mailto:ekaias@diabetesvic.org.au


Referral options in the 
North West



What pathway is best for the patient?

Pa
ti
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t 
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V

D

Life! Program

Private referral

Private Health 
Insurance

GPMP/TCA if has 
chronic conditions

Self-funded

Group Program

Community Health 
service

Nurse Led Clinic in 
your practice

Community Health

Exercise Prescription
Available in practice 

software

Lifestyle Counselling

PN/AHW follow up 
for CDM patients

10997/10950

5 claims per year



HealthPathways Melbourne

melbourne.healthpathways.org.au

For access, email info@healthpathwaysmelbourne.org.au



PATIENT

receives 

the right care in 

the right place

at the right time

Pathways are written by GP clinical 
editors with support from local GPs, 

hospital-based specialists and 
other subject matter experts

Brings together GPs, specialists, nurses and 
allied health professionals









Where to next…



Quality Improvement 
Spotlight

RACGP CPD-accredited, peer-based programs for GPs and practice 
teams in the NWMPHN region. 

-Two Peer-Based Learning Workshops
 -11 September 2024
 -30 October 2024

-Quality Improvement Workbook with support from your PHN 
relationship manager

Further information available on our website
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Session Conclusion

You will receive a post session email within a week which 

will include slides and resources discussed during this session.

Attendance certificate will be received within 4-6 weeks.

RACGP CPD hours will be uploaded within 30 days.

To attend further education sessions, visit, 

https://nwmphn.org.au/resources-events/events/or your PHN websites.

This session was recorded, and you will be able to view the 

recording at this link within the next week.

https://nwmphn.org.au/resources-events/resources/

We value your feedback, let 
us know your thoughts.

Scan this QR code

https://nwmphn.org.au/resources-events/events/
https://nwmphn.org.au/resources-events/resources/
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