
CHRONIC HEART 
FAILURE CLINIC 
– EATON
MEDICAL CENTRE

OVERVIEW
Eaton Medical Centre is based in Eaton and provides care for  
the communities in the Southwest suburbs of Perth, Western 
Australia. The practice provides a range of health services 
including chronic disease management, preventative health, 
antenatal care and obstetric service, child health, mental health, 
and musculoskeletal sports medicine. The practice provides all 
aspects of primary care for individuals and families, from when  
a patient is conceived right through all stages of life. 

A chronic heart failure nurse clinic was established, with the  
aims of improving health outcomes for patients managing 
chronic heart failure in a community setting and improving  
the access to resources and information for primary care nurses. 

I think a lot of heart failure patients are very afraid… (at the clinic) they’ve enjoyed so much 
having an idea of how they can have some control over their symptoms. And so many of 
them say, “I don’t want to bother anybody.” And if you can press upon them that if they’re  
not bothering us, they’re actually just getting interventions before they become really unwell.  
Pauline Barradell – Lead Nurse
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MODEL
Patients were offered an initial 45-minute 
multidisciplinary assessment to collect data on their 
past medical history and cardiovascular disease risk 
factors. A physical examination, review of medications, 
and an electrocardiogram was performed (if required).  
A management plan was then developed to address 
co-morbidities and cardiovascular risk factors, as well  
as any self-management areas requiring educational 
support. Patient information leaflets were provided to 
improve health literacy of heart failure. Lead nurses then 
delivered coaching strategies and utilised motivational 
interview techniques to increase healthy behaviours  
and encourage patients to live a healthier lifestyle. 

FUNDING
The model utilised MBS item numbers to minimise the 
cost to the patient. The practice fully bulk billed with 
most billing focusing on chronic disease management 
(CDM) care planning items alongside standard GP 
consultation items. The following items may be utilised: 

OUTCOME
A total of 138 patients were seen in the clinic 
throughout the life of the project. Sixty-two patients 
were identified as experiencing heart failure with 
preserved ejection fraction, and seventy-six patients  
had heart failure with reduced ejection fraction.

MBS Item # 
Recommended 

Description Frequency 

699 Heart Health Check: General practitioner 
consultation lasting at least 20 minutes  

 

Claimable once only in a 12-month period. 
The heart health assessment item cannot  
be claimed if a patient has had a health 
assessment service (items 701, 703, 705,  
707, 715) in the previous 12 months. 

721 Preparation of a GP Management Plan 
(GPMP) 

 

723 Coordination of Team Care 
Arrangements (TCAs) 

 

732 Review of a GPMP or Coordination  
of a Review of TCAs 

6 months (min 3 months) 

10097 Service provided to a person with  
a chronic disease by a practice nurse  
or an Aboriginal and Torres Strait Islander 
health practitioner 

Maximum of 5 services per patient  
in a calendar year 

GPMP, TCA, MCP in place 

23 GP standard consultation < 20 min NA 

36 GP standard consultation >  
20 min < 40 min 

NA 

44 GP prolonged consultation  
(at least 40 min) 

NA 

177 Professional attendance for a heart 
health assessment by a medical 
practitioner (other than a specialist  
or consultant physician) at consulting 
rooms lasting at least 20 minutes 

Claimable once only in a 12-month period 

*To ensure MBS item claiming criteria is current, visit www.mbsonline.gov.au
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Patient eligibility

• Diagnosis of chronic heart failure confirmed via Echocardiogram 
• Individuals Identified by health screening tool as being at high risk  

of developing chronic heart failure (Absolute Cardiovascular Risk Score) 

Initial Visit

• 45-minute Multidisciplinary assessment 
• Collect relevant information including past medical history, cardiovascular  

disease risk factors, immunisations, and ferritin levels 
• Conduct a physical examination, review medications, and perform  

electrocardiogram as required
• Initiate interventions and referrals to address comorbidities and risk factors. 
• Implement a management plan for appropriate evidence-based treatment 
• Identify self-management areas requiring educational support  
• Provide the following information and resource materials:

 – Handouts: Heart Foundation Living well with heart failure 
 – Sick Day Planning 
 – Emergency Action Plan 
 – Fluid restriction 

Follow up visits

• 15-20-minute sessions with the practice nurse to: 
 – Monitor weight (BMI) and vital signs 
 – Provide individualised patient education on healthy behaviours and lifestyle 
 – Support self-management of heart failure (build knowledge, skills, and confidence)
 – Utilise motivational interviewing techniques 

• GP review (medication review and titration, referral) 

Documentation

• Document nursing interventions 
• Arrange follow up care

PATIENT FLOW CHART


