
Eight years on and still 

effective: CVD risk factor 

status of patients 

graduated from Health 

Management Coaching 

(HMC), 2008 - 2010 

Brodie Preston 

Aaron Di Guilmi 

Jane Varney 

Jane Henderson 
 

St. Vincent’s Hospital Melbourne 

Melbourne General Practice Network 



– HMC is a HARP funded, secondary prevention program 

 

– HMC provides telephone-delivered support to assist 

patients with CVD to achieve modifiable risk factor targets 

 

– Joint initiative between St Vincent’s Hospital (Melbourne) 

and the Melbourne General Practice Network 

 

 
 

Introduction 



Introduction 

– Lifestyle, behavioural and biomedical targets based on 

‘Reducing Risk in Heart Disease’ 

 

– Referrals obtained from ward screening, RNs or GPs 

 

– Two RCTs and a previous HMC evaluation demonstrated 

HMC significantly improves risk factor profiles of enrolled 

patients1-3 

 



Risk Factor Targets 



Distinguishing features of HMC 

– Evidence based, individualised care 

– Cost effective4 and reduced re-admission rates 

– Provide support, education, advice and referral 

– Extended period of support post discharge 

– Can assists with longer-term behaviour change 

– Telephone delivered – improved rural access  

– Complementary to cardiac rehabilitation or rehab non-

attendees 

– May benefit unmotivated and depressed patients 



Coaching Process Overview 

Recruit patients from ward/referral  

(GP and cardiologist informed) 

Coach session 1 (~two weeks after recruitment) 

Coach Session 2,3,4… (each within ~6weeks of each other) 

Patient graduated  

(after ~ 6 months coaching or when most RF targets met) 

GP and cardiologist informed 



Achieving targets 

– We use motivational interviewing, goal setting and health 

coaching techniques to support effective self-management 



Method 

– Data from patients enrolled in HMC between July 2008 

and June 2010 

 

– The Care Manager (TCM) was used to collect the data 

 

– Mean risk factor levels were compared pre- and post-

HMC intervention 

 

– Percentage of patients achieving Heart Foundation risk 

factor targets pre- and post- HMC was determined 

 

– Results were compared with 2003-2008 HMC evaluation 

data sets for TC 



Results 

– Data from 412 patients 

was assessed 

 

– Complete datasets of 

between 80 -161 of these 

graduated HMC patients 

were analysed 

 

– 74% of the cohort were 

male 

– Statistically significant 

improvement (p<0.05) 

pre- vs. post-HMC 

occurred in the mean:  

– total cholesterol (TC)  

– LDL-C   

– triglycerides (TG) 

– HbA1C%  

– blood pressure (BP) 

– weight and BMI  

– waist circumference 



p=<0.05 

Risk Factor Pre  

HMC 

Post 

HMC 

HF target 

TC (mmol/L) 4.7 3.6 <4.0 

TG (mmol/L) 1.83 1.38 <1.5 

LDL (mmol/L) 2.98 2.0 <2.0 

HbA1C (%) 7.9 6.8 <7% 

Weight (kg) 87.6 84.6 n/a 

BMI (kg/m2)  29.9 28.9 20-25/22-27 

Waist (cm) 105 99 <94 cm  

<80 cm  

BP (mmHg) 128/77 127/76 130/85 or 

140/90 

3.4% loss BW 



Average change pre- vs. post- 

HMC  
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Average change in T-cholesterol levels 
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Percentage Meeting HF 

Targets Pre and Post HMC 
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Discussion 

– Results, particularly TC, compared favourably with 

previous evaluation data and the COACH studies 

 

– HMC remains an effective model, contributing to 

significant improvements in risk factor status 

 



Discussion 

– Limitations: 

 Nil control group, evaluation only 

 No results for physical activity outcomes due to 

inconsistent data collection 

 Waist circumference not divided into male vs. female 

 Weight/BMI not categorised based on age 

 BP not categorised based on age/diabetes  

 



Conclusions 

– These risk factor reductions may translate to improved 

clinical outcomes for these patients5-8  

 

– HMC has been associated with reduced preventable 

hospital admissions translating into reduced health 

expenditure 

 

– Effective, evidence-based model for chronic disease self-

management 

 

– St Vincent’s is currently piloting a similar telephone 

coaching model among patients with poorly controlled 

type 2 diabetes 



Thank you 
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