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Privacy Statement

This program activity complies with the principles and policies of the AWGPN.

Specifically, all staff of the AWGPN are bound by the principles and policies of the Network
and sign a confidentiality statement as part of their contract of employment.

A copy of the privacy principles and policies may be obtained by contacting the General
Manager of the AWGPN (ph. 8244 3822 / email: don.allan@awgpn.org.au).

For specific enquiries about this Practice Health Atlas™, contact Justin Reeves, eHealth
Coordinator, (ph. 8244 3822; email: justin.reeves@awgpn.org.au).

For general enquiries about Network support, contact Don Allan, General Manager (see
details above).

2

Dr Peter Del Fante
Executive Medical Director

Disclaimer

Please be advised that the information provided in this package is intended as a guide only
and is based on information supplied to AWGPN by the general practice. It is acknowledged
that general practices are private businesses and that methods of operation will vary from
practice to practice. The information is intended to give some baseline information to support
general practice in the decisions relating to the particular practice.

The AWGPN will not be liable for any loss sustained by medical practitioners or practices as
a result of adoption of the supplied information or from changes to the programs or services
upon which they rely. General practitioners and practices should check information before
making any decisions in relation to altering current practices.

The AWGPNaccepts no I|liability for any interference

software or data occurring in connection with or relating to collection of data.
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Introduction

The Practice Health Atlas™ (PHA) is a decision support tool, designed by the Adelaide
Western General Practice Network, for General Practitioners (GPs), Practice Managers and
other Practice staff.

The Practice Health Atlas™ (PHA) aims to inspire general practice teams to reflect on its
activities and to develop business models for more effective health care services/outcomes
(innovation). It is based on the synthesis of relevant, high quality and timely practice health
data, as well as using such data to predict future health care needs and trends
(intelligence).

How can it be used?
As a decision support tool, the Practice Health Atlas™ can be used in at least three ways:

¢ As an information resource
Compar e with the GP / Practiceds existing

e For business and clinical systems modelling / re-design
Complete discussion points for topics raised in each section

e Professional Development (RACGP points)
Apply for the Active Learning Module through the Network

In this sense, outcomes may be achieved in several areas:

Data Quality and Management
Team-based care

Pro-active practice population health care
Clinical performance monitoring
Reducing health inequalities

Business systems development
Accreditation

Professional education

Marketing of Practice

Practice Amalgamation

Structure
There are two main sections in the Atlas (plus the Appendices):

e Epidemiology & Mapping
e Business and Clinical Systems Modelling

Each section has been developed using data from the Practice and other information from
database sources available to the AWGPN.
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What happens next?

Upon provision of the Practice Health Atlas™, the AWGPN will consult with you to identify
how best to utilise this tool in your practice setting. This may include:

e Focus upon a particular group of patients (eg. those on 5+ medications) and re-
engineering your systems to more efficiently identify, recall and provide services to
them

e Providing advice and information relating to Practice Nurse Business Models, as well
as extended Allied Health worker business models

e Establishing a workforce training need for practice staff in service provision tools
(such as the Chronic Disease Management Items.

The AWGPN is committed to working with you to improve practice satisfaction, vitality and
delivery of innovative health care.

Further information:

The Practice Health Atlas™ i content and interpretation
Justin Reeves, eHealth Coordinator, or

Debbie Stratford, Informatics Officer

Phone: 8244 3822

Email: pha@healthprophets.com

e RACGP QA and CPD Program 1 http://www.racgp.org.au/qa_cpd/

e Plan, Do, Study, Act learning tool http://www.npcc.com.au/Improvement_model.html
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PracticeName Overview

PracticeName entrance

PracticeName Aim:

To provide excellence in health care to people on the Lefevre Peninsula.

Address: PracticeAddress
Phone: (08)

Fax: (08)

Email:
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General Practitioners: Practice Manager:
Practice Nurse(s): Receptionist(s):
Allied Health Services: Other Services:

V Physiotherapy V Disabled Parking

V Massage Therapy V Home Visits

V Immunisation services
V Wheelchair Access

Areas of special interest:

V Family Medicine

V Cardiovascular Risk Management
V Diabetics care

V Minor skin surgery

Languages Spoken:
Greek (one staff member)

V AGPAL Accredited General Practice

Opening Hours:

Business hours After hours
M 8:30 AM 5:30 PM
Tu 8:30 AM 5:30 PM
w 8:30 AM 5:30 PM

Th 8:30 AM 5:30 PM CLOSED
F 8:30 AM 5:30 PM

Sa CLOSED

Su CLOSED

Public Holidays
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Adelaide Western GP Network
(AWGPN)

AWGPN Front Office entrance

The Adelaide Western General Practice Network represents more than 100 General
Practices and almost 200 General Practitioners in the Western Metropolitan Area of
Adelaide. Contact us or see our website for further information on the support and services
we offer to our members.

Address: Unit 5, 98-102 Woodyville Road, Woodville SA 5011
Postal Address: Locked Bag 13, Regency Park SA 5942

Phone: 08 8244 3822

Fax: 08 8243 0260

Email: awgpn@awgpn.org.au

Web: Www.awgpn.org.au
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VISION:

To support health and excellence in General Practice

MISSION (PURPOSE) STATEMENT:

To continually improve the health of our community in collaboration with General Practice

VALUES:

We put our General Practice community first

We achieve through teamwork, partnerships and sharing of knowledge
We value respect and integrity

We strive for innovation and excellence

OUTCOMES:
Practice level:
Practice Vitality
Professionally Satisfied General Practice (GPs and staff)
Practice Services, Access and Care Interaction
Customer Satisfaction and Appropriate Service Utilisation
Practice Outcomes
Improved Population Health and less Health Inequalities
Practice Growth and Increased Remuneration / Profitability
Network (Cooperative) level:
Network Vitality
Satisfied Network Board, Executive and Staff
Network Services, Access and Professional Interaction
GP and Practice Staff Satisfaction and Service Utilisation
Stakeholder Satisfaction and Extent of Collaboration
Network Outcomes
Improved Population Health and less Health Inequalities

Network Growth and Increased Funding
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Abbreviations
ACCA Advanced Community Care Association
ACRL Advanced Care in Residential Living
CPD Continuing Professional Education
CQl Continuous Quality Improvement
GP(s) General Practitioner(s)
Practice General Practice
HMR Home Medication Review
APCC Australian Primary Care Collaboratives
PDSA Plan, Do, Study, Act
PHA Practice Health Atlas™
RACGP Royal Australian College of General Practitioners
QA Quality Assurance
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Data Sources

The Practice Health Atlas™ (PHA) draws its content from a variety of data sources. The
characteristics of datasets impact on the analysis derived from them. Hence, it is important
to be aware which data has been used in the PHA, and the possible implications of this.
Data used are listed below, along with some considerations (where appropriate) to keep in
mind whilst using the Atlas as a decision support tool in your Practice.

PracticeName clinical records Socio Economic Index of Areas (SEIFA) i Index of

Disadvantage

Source: MD3 software
Details: Data extracted as a back up on Source: Australian Bureau of Statistics
28/05/2010 Details: Free data accessed via SEIFA2006
Where used: Epidemiology & Mapping, Business product, licensed to the Adelaide
and Clinical modelling Western General Practice Network
Consider: The patient population analysed is Where used: Epidemiology & Mapping, Business
based on the latest 15 months and Clinical modelling
(active patients only). In this case, Consider: The index of disadvantage Iis

this refers to the date range
28/2/2009 to 28/05/2010. Some of
the data could not be limited to this
data range, due to limitations of
software search tools i this is
clearly marked where it is the case.

Census of Population and Housing

derived from the 2006 Census.
Consider how the region may have
changed over the past few years,
and what impact, if any, this could
have on the analysis. See also
above comments on census postal
areas, as the SEIFA index of
disadvantage is based on these
areas as well.

Source: Australian Bureau of Statistics
Details: Free data accessed via the Arc Practice location
Census 2006 product, licensed to
the Adelaide Western General Source: Adelaide Western GP Network
Practice Network Details: The location of PracticeName has
Where used: Epidemiology & Mapping, Business been assigned by Adelaide
& Clinical modelling Western GP Network to the
Consider: Population data used is based on relevant maps, either geocoded by
the 2006 Census. Consider how the Division, or manually added
the region may have changed over during the PHA construction
the past few years, and what process.
impact, if any, this could have on Where used: Maps in the Epidemiology &

the analysis.

The census postal areas are used
for comparison to patient
catchment (i.e. socio-demographic

Mapping, Business and Clinical
modelling sections

Population Health profile

data per postal area). Patient Source: PHIDU. (2005) Population health
catchment is based on the pat ipefietobthe Adelaide Western GP
home address postcode (Australia Network. Population Profile Series:
post postcode). It is important to No. 86. Public Health Information
note that census postal areas and Development Unit (PHIDU),
Australia post postcodes do NOT Adelaide.

line up exactly. Therefore, analysis Where used: Epidemiology & Mapping

based on these boundaries must Consider: firhe data in this report are

be used as an indicative measure
and not an exact measure for
interpretation.

Geographic boundaries i postcodes

designed to be used for needs
assessment and planning
purposes: while they are based on
the best available data and analytic
processes, data available by
postcode or Statistical Local Area,

Source: Australian postal areas supplied by as used in this report, cannot be

the ABS, 2006 Census precisely translated to Division.
Details: Free for use by AWGPN Division totals in the report should,
Where used: Maps thro%ghout the Practice therefore, be seen as estimates.

Health Atlas

Interpretation of differences
between data in this profile and
similar data from other sources
needs to be undertaken with care,
as such differences may be due to
the use of different methodology to
produce the data.0
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1.0 Practice profile

1.1 Location

This buffer map shows the location of your Practice in relation to surrounding
postcodes and other features

Map 1. PracticeName location with approximate 5km radius

Page 18
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1.2 Patient Population over view

Characteristics of your patient population

Number patients

Your total population: 5354
Your total cleansed population* 5318
15-month patient population”: 2783

(28/2/2009 to 28/05/2010)

30-month patient population: 3107

Aboriginal or Torres Strait Islanders: 19
Pensioners: 1239

DVA patients: 84

Patients on 5 or more current medications**: 1002

* Excludes patients with no postcodes or with post boxes, and those where date of birth was not
recorded.

N This is referred to as your Opatient popul.
majority of the Practice Health Atlas™ analysis is based.
** Patients seen at least once in the past 15 month period.

6Patient population6é catchment

Catchment is measured on the home address postcode of each patient.

Patient Population Catchment

Total postcodes: 101

No. postcodes used in report: 10
(Referred t 100

% Patient population covered in these postcodes: 91.88%

See also Appendix B: Population postcode profiles

PHA_rpt_v9.doc 19 of 87



The Practice

iHeesertice provided byahe AWGPN

The following map and charts show the geographic distribution of your patient
population, by the home address postcodes of patients seen in the last 15 months

(n=2783).
Map 2. PracticeName patient population (percentage catchment by postal area)
\ 5113 7
Practice Patient Population / 0.29% //
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There are 2783 patients in the database who have been seen in the last 15 months.

Page 20

PHA_rpt_v9.doc



The Practice iHeserlice provided byahe ANGPN

Chart1. Patient population profile: Top 10 postcodes by percentage
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The patient population seen in last 15 months is distributed over 101 postcodes.
Chart 1 shows the top 10, in which 91.88% of these patients live.

Chart 2. Patient population profile: Top 10 postcodes by numbers
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1.3 Age/Sex profile

The following chart shows the age/sex distribution of your patient population.

Chart 3. Age/Sex profile of patient population by percentage (within age group)
4 N
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Table 1. Age/Sex profile of patient population (within age group)
e ale ale Ola
A qge
Percent Number Percent Number Percent Number
0-4 50.0% 42 50.0% 42 3.0% 84
5-9 55.6% 40 44.4% 32 2.6% 72
10- 14 48.8% 42 51.2% 44 3.1% 86
15-19 47.2% 50 52.8% 56 3.8% 106
20 -24 49.6% 61 50.4% 62 4.4% 123
25 - 29 47.0% 63 53.0% 71 4.8% 134
30-34 48.0% 59 52.0% 64 4.4% 123
35-39 48.5% 50 51.5% 53 3.7% 103
40 - 44 51.5% 68 48.5% 64 4.7% 132
45 - 49 47.3% 96 52.7% 107 7.3% 203
50 - 54 45.9% 123 54.1% 145 9.6% 268
55 - 59 44.0% 139 56.0% 177 11.4% 316
60 - 64 36.5% 104 63.5% 181 10.2% 285
65 - 69 41.8% 76 58.2% 106 6.5% 182
70 - 74 53.7% 73 46.3% 63 4.9% 136
75-79 52.3% 69 47.7% 63 4.7% 132
80 - 84 61.2% 90 38.8% 57 5.3% 147
85 - 89 76.0% 73 24.0% 23 3.4% 96
90 - 94 61.7% 29 38.3% 18 1.7% 47
90+ 65.5% 36 34.5% 19 2.0% 55
A Total numbers also include patients with no sex recorded
Number ‘ % ‘
Males: 1429 51.35
Females: 1354 48.65
Sex not recorded: 0 0
Total: 2783 100.00
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1.4 Market share

The following charts and tables compare the number of your patients to the total
number of people living in your top 10 postcodes. This indicates the market share of
your patient population to the total number of people living in those areas (based on
the 2006 Census).

Chart4. No. patients seen as % of total persons in the top 10 postcodes
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Table 2. No. of patients seen versus no. of total persons in the top 10 postcodes

No. of patients seen as percent of patient population compared with

total persons in the top 10 postcodes

No. patients Percgnt of Total no. Percent of total

Postcode patient people* living

seen . . no. people

population [ in postal area
5017 703 25.3% 4,921 14.3%
5018 641 23.0% 5,999 10.7%
5016 533 19.2% 8,077 6.6%
5019 277 10.0% 9,081 3.1%
5015 174 6.3% 4,781 3.6%
5021 59 2.1% 5,807 1.0%
5014 57 2.0% 11,260 0.5%
5013 47 1.7% 9,688 0.5%
5023 40 1.4% 15,157 0.3%
5022 26 0.9% 13,984 0.2%
Total 2,557 88,755 2.9%

* Source: Australian Bureau of Statistics (ABS). 2006 Census Data Basic
Community Profile. Canberra: ABS
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Chart5. No. of patients seen as % of your patient population compared with % of total
persons in the top 10 postcodes
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Chart 6. Percentage of patients seen as in the last 15 months by age
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Table 3. No. and percentage of patients seen in the past 15 months by age

PHA_rpt_v9.doc

The

Practice

No. of patients seen in the last 15
months by age category

. Percent of
No. patients .
Age patient
seen .
population

0-4 84 3.0%

5-9 72 2.6%
10- 14 86 3.1%
15-19 106 3.8%
20-24 123 4.4%
25-29 134 4.8%
30-34 123 4.4%
35 -39 103 3.7%
40 - 44 132 4.7%
45 - 49 203 7.3%
50-54 268 9.6%
55 - 59 316 11.4%
60 - 64 285 10.2%
65 - 69 182 6.5%
70-74 136 4.9%
75-79 132 4.7%
80 - 84 147 5.3%
85 - 89 96 3.4%

90+ 55 1.7%

Total 2,783

iHeeservice provided byahe AWGPN
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1.5 Community profile

Table 4. All persons in the top 10 postcodes

All Persons in the Top 10 Postcodes

Characteristic Males Females | Persons
Total persons(a) 43,188 45,567 88,755
Aged 15 years and over(a) 35,782 38,521 74,303
Aged 65 years and over(a) 6,898 9,303 16,201
Aboriginal 646 773 1,419
Torres Strait Islander 38 37 75
Both Aboriginal & Torres Strait Islander(b) 22 16 38
Total Indigenous Persons 706 826 1,532
Born in Australia 30,902 32,442 63,344
Born overseas(c) 9,467 10,331 19,798
Speaks English only 33,526 35,404 68,930
Speaks other Language(d) 7,613 8,217 15,830
Australian citizen 38,265 40,563 78,828
Enumerated in private dwelling(a) 41,790 43,987 85,777
Enumerated elsewhere(a)(e) 696 1,014 1,710

(&) Includes Overseas visitors

(b) Applicable to persons who are of both Aboriginal and Torres Strait Islander origin.
(c) Includes 'Inadequately described', ‘At sea’, and 'Not elsewhere classified'

(d) Includes 'Non-verbal so described' and 'Inadequately described'.

(e) Includes 'Non-Private dwellings', ‘Migratory and Off-shore’

* Source: Australian Bureau of Statistics (2006) "Census 2006: Basic Community Profile", Census 2006. Canberra: ABS
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1.6 Measure of Disadvantage

The Socio-Economic Index For Areas 2006 (SEIFA) is derived from the 2006 Census
of Population and Housing, and provides a range of measures to summarise aspects
of the level of socio-economic wellbeing in an area.

These measures (indexes) are:
e disadvantage;
e advantage / disadvantage;
e economic resource;
e education / occupation.

Each index brings together social and economic concepts such as income, education
and occupation forthepur pose of easily profiling
a useful ordinal comparison (ranking) between geographic areas (e.g. derived
suburbs or postal areas).

The baseline score is 1,000 for each index, as this is the mean (50% mark) for all of
Australia. Areas are either ranked higher than the mean (> 1,000) or lower than the
mean (< 1,000). This allows comparisons to be made between areas against the
total for Australia.

The Practice Health Atlas™ focuses on the index of disadvantage, which is described
as:

Austr al

f@ a gener &donomioindexothat summarises a wide range of information about the
economic and social resources of people and households within an area. Because this index
focuses on disadvantage, only measures of relative disadvantage are included. This means
that, unlike the other indexes, a high score...reflects a relative lack of disadvantage rather
than relative advantage. This index summarises 17 different measures, such as low income,
low education, high unemployment and unskilled occupations.®®

Table 5. Index of socio-economic factors for the top 10 postcodes

Index of socio-economic disadvantage for the top 10

postcodes
T(,)t?l ng. B Disadvantage
Postcode living in postal
score
area
5017 4,921 844
5018 5,999 1039
5016 8,077 983
5019 9,081 958
5015 4,781 917
5021 5,807 1062
5014 11,260 922
5013 9,688 855
5023 15,157 913
5022 13,984 1033
TOTAL 88,755

AVERAGE 953

* Source: Australian Bureau of Statistics (2008) "2006 Census of population
and housing", SEIFA2006, Canberra: ABS

% Australian Bureau of Statistics. 2006. 2039.0 - Information Paper: An Introduction to Socio-Economic Indexes for
Areas (SEIFA). Canberra: ABS.
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Chart 7. SEIFA index of disadvantage for the top 10 postcodes
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Chart 7 highlights the index of disadvantage for your top 10 postcodes. A score
above the line indicates a relative lack of disadvantage when compared to the mean
score for Australia, and a score below represents an area of increased disadvantage.

Table 6. Area comparison of SEIFA index of disadvantage

Area comparison of SEIFA index of disadvantage

disadvantage
Area
(average score)
PracticeName top 10 postcodes 953
Adelaide Western 955
SA SEIFA Score 979
Country SA SEIFA Score 961
Metro Adelaide SEIFA Score 987

* Source: Australian Bureau of Statistics (2008) "2006 Census of population and housing",
SEIFA2006, Canberra: ABS

For further information on SEIFA: www.abs.govvauand search f or. ASEI FA 2(

Page 28 PHA_rpt_v9.doc


http://www.abs.gov.au/

The Practice iHeserlice provided byahe ANGPN

1.7 Chronic Disease profiles

1.7.1 Overview

Seven chronic disease profiles were identified from the patient population (n=2783).
These form the basis for the Business & Clinical Modelling section of the Practice
Health Atlas™.

Maps depict the patient catchment of each chronic disease. The profiles are
compared to each other visually. Co-morbidities are briefly addressed, as a basis for
understanding the broader health of your chronically ill patients. These are the
profiles and numbers of patients identified:

Chronic Disease Profile Number patients
Asthma profile 298
COPD profile 63
CHD profile 216
Stroke 26
Hypertension Profile 667
Diabetes profile 195
Mental Health profile 476
Bone and Joint Disease profile 191

Each profile was derived from diagnoses assigned to the patients, knowledge about
which was informed by the Practice. It is critical to know how a Practice uses its
software for clinical coding, because:

o there will be variations between practices with the way that chronic diseases
patients are recorded (or O6codedd)

e there may be variation within a Practice between different doctors as to how
clinical coding is undertaken

e each person who inputs diagnoses may not do this consistently every time

In this sense, it is critical to know all coding and related information management
processes for each Practice in order to produce the profiles.
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1.7.2 Asthma profile
Map 3. PracticeName asthma profile of patients
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There are 298 asthma patients in the profile.

See also Appendix B: Population postcode profiles and Appendix C: Chronic Disease
Profile Benchmarks.
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Chart 8.  Prevalence of asthma by age group
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Table 7. Prevalence of asthma by age group

National Asthma Benchmark (age specific rat

Prevalence of asthma by age group

Number of Percent asthma Total patient Rate in total patient National Asthma

Age Group asthma patients population population Benchmark (age
patients (per age group) (per age group) (age specific rate) specific rate)*
0-4 9 3.0 84 10.7 11.5
5- 17 5.7 72 23.6 11.5
10- 14 14 4.7 86 16.3 11.5
15-19 11 3.7 106 10.4 12.4
20-24 10 3.4 123 8.1 12.4
25 -29 12 4.0 134 9.0 10.7
30-34 20 6.7 123 16.3 10.7
35-39 9 3.0 103 8.7 8.8
40 - 44 11 3.7 132 8.3 8.8
45 - 49 13 4.4 203 6.4 9.2
50 - 54 20 6.7 268 7.5 9.2
55 - 59 32 10.7 316 10.1 8.8
60 - 64 16 5.4 285 5.6 8.8
65 - 69 17 5.7 182 9.3 10.6
70-74 18 6.0 136 13.2 10.6
75-79 18 6.0 132 13.6 7.9
80 - 84 18 6.0 147 12.2 7.9
85 -89 15 5.0 96 15.6 7.9
90+ 18 6.0 55 32.7 7.9
Total 298 100 2,783

* ABS (2006) 4364.0 National Health Survey: summary of results 2004-2005 . Canberra: ABS
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1.7.3 COPD profile
Map 4. PracticeName COPD profile of patients
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There are 63 COPD patients in the profile.

See also Appendix B: Population postcode profile and Appendix C: Chronic Disease

Profile Benchmarks.
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Table 8. Prevalence of COPD by age group
Prevalence of COPD by age group
Number of Percent COPD Total patient Rate in total patient National COPD
Age Group COPD patients population population Benchmark (age
patients (per age group) (per age group) (age specific rate) specific rate)*

0-4 0 0.0 84 0.0 1.2
5-9 0 0.0 72 0.0 1.2
10- 14 0 0.0 86 0.0 1.2
15-19 0 0.0 106 0.0 1.7
20-24 0 0.0 123 0.0 1.7
25-29 0 0.0 134 0.0 1.8
30-34 0 0.0 123 0.0 1.7
35-39 0 0.0 103 0.0 2.6
40 - 44 0 0.0 132 0.0 2.6
45 - 49 0 0.0 203 0.0 2.8
50 - 54 0 0.0 268 0.0 2.8
55 - 59 3 4.8 316 0.9 4.7
60 - 64 8 12.7 285 2.8 4.7
65 - 69 12 19.0 182 6.6 7.1
70-74 11 17.5 136 8.1 7.1
75-79 11 17.5 132 8.3 8.8
80 - 84 11 17.5 147 7.5 8.8
85 -89 6 9.5 96 6.3 8.8
90+ 1 1.6 55 1.8 8.8
Total 63 100.0 2,783

* ABS (2006) 4364.0 National Health Survey: summary of results 2004-2005 . Canberra: ABS
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1.7.4 CHD profile
Map 5. PracticeName CHD profile of patients
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There are 216 CHD patients in the profile (this includes Chronic Heart Disease (inc

Ischaemic Heart Disease) and Chronic Heart Failure).

See also Appendix B: Population postcode profile and Appendix C: Chronic Disease

Profile Benchmarks.
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Table 9. Prevalence of CHD by age group
Prevalence of CHD by age group
Percent CHD Total patient Rate in total patient National CHD
Number of . . .
Age Group . patients population population Benchmark (age
CHD patients e e
(per age aroup) (per age aroup) (age specific rate) specific rate)*
0-4 0 0.0 84 0.0 0.1
5-9 0 0.0 72 0.0 0.1
10- 14 0 0.0 86 0.0 0.1
15-19 0 0.0 106 0.0 0.2
20 -24 0 0.0 123 0.0 0.2
25-29 0 0.0 134 0.0 0.5
30-34 0 0.0 123 0.0 0.5
35-39 0 0.0 103 0.0 1.1
40 - 44 2 0.9 132 1.5 1.1
45 - 49 4 1.9 203 2.0 2.8
50 - 54 5 2.3 268 1.9 2.8
55 - 59 23 10.6 316 7.3 6.9
60 - 64 29 13.4 285 10.2 6.9
65 - 69 33 15.3 182 18.1 12.5
70-74 21 9.7 136 15.4 12.5
75-79 32 14.8 132 24.2 20.2
80 - 84 33 15.3 147 22.4 20.2
85 - 89 21 9.7 96 21.9 20.2
90+ 13 6.0 55 23.6 20.2
Total 216 100.0 2,783

* ABS (2006) 4364.0 National Health Survey: summary of results 2004-2005 . Canberra: ABS
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1.7.5 Stroke profile

Map 6. PracticeName stroke profile of patients
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There are 26 stroke patients in the profile.

See also Appendix B: Population postcode profile and Appendix C: Chronic Disease

Profile Benchmarks
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Table 10. Prevalence of stroke by age group

Age Group

National Stroke Benchmark (age specific ra

Prevalence of stroke conditions by age group

Number of Percent stroke Total patient Rate in total patient National Stroke

Age Group stroke patients population population Benchmark (age
patients (per age group) (per age group) (age specific rate) specific rate)*
0-4 0 0.0 84 0.0 0.0
5-9 0 0.0 72 0.0 0.0
10- 14 0 0.0 86 0.0 0.0
15-19 0 0.0 106 0.0 0.0
20-24 0 0.0 123 0.0 0.0
25-29 0 0.0 134 0.0 0.0
30-34 0 0.0 123 0.0 0.0
35-39 0 0.0 103 0.0 0.1
40 - 44 0 0.0 132 0.0 0.1
45 - 49 0 0.0 203 0.0 0.2
50 - 54 0 0.0 268 0.0 0.2
55-59 3 11.5 316 0.9 0.9
60 - 64 2 7.7 285 0.7 0.9
65 - 69 2 7.7 182 1.1 1.6
70-74 3 11.5 136 2.2 1.6
75-79 11 42.3 132 8.3 3.5
80 - 84 2 7.7 147 1.4 3.5
85 -89 3 11.5 96 3.1 3.5
90+ 0 0.0 55 0.0 35
Total 26 100.0 2,783

* ABS (2006) 4364.0 National Health Survey: summary of results 2004-2005 . Canberra: ABS
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1.7.6 Hypertension Disease profile

Map 7. PracticeName hypertension disease profile of patients
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There are 667 hypertension disease patients in the profile.

See also Appendix B: Population postcode profile and Appendix C: Chronic Disease
Profile Benchmarks.
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Chart 12. Prevalence of hypertension disease by age group
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Table 11. Prevalence of hypertension disease by age group

Prevalence of hypertension by age group

Number of Percent_ Total patient Rate in total patient Natlona!

Age Group | hypertension hyﬁzitszts;on population population BZ:EE;:Z?E'(‘;;e
patients (ber age aroup) (per age group) (age specific rate) specific rate)*
0-4 0 0.0 84 0.0 0.1
5-9 1 0.1 72 1.4 0.1
10- 14 0 0.0 86 0.0 0.1
15-19 0 0.0 106 0.0 0.4
20-24 1 0.1 123 0.8 0.4
25-29 1 0.1 134 0.7 2.0
30-34 3 0.4 123 2.4 2.0
35-39 5 0.7 103 4.9 4.6
40 - 44 5 0.7 132 3.8 4.6
45 - 49 23 3.4 203 11.3 13.6
50 - 54 50 7.5 268 18.7 13.6
55 - 59 77 11.5 316 24.4 26.4
60 - 64 115 17.2 285 40.4 26.4
65 - 69 81 12.1 182 44.5 38.0
70-74 67 10.0 136 49.3 38.0
75-79 67 10.0 132 50.8 41.3
80 - 84 79 11.8 147 53.7 41.3
85 - 89 59 8.8 96 61.5 41.3
90+ 33 4.9 55 60.0 41.3
Total 667 100.0 2,783

* ABS (2006) 4364.0 National Health Survey: summary of results 2004-2005 . Canberra: ABS
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1.7.7 Diabetes profile
Map 8. PracticeName diabetes profile of patients
5113
Practice Diabetes Profile 051%

W 24t029 (2)
B 7t024 (3)
O 2t 7 (3)
[ 1to 2 (2
[l oto 1(7)

% patients in catchment (no. postcodes)

5018

1:5:00:70

50,117
28%72%)

5019,
10:26%

b

\ (AL

5108

5110
1.03%

512

5089

5076

5136

513

There are 195 diabetes patients in the profile.

See also Appendix B: Population postcode profile and Appendix C: Chronic Disease
Profile Benchmarks.
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Chart 13. Prevalence of diabetes profile by age group
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Table 12. Prevalence of diabetes profile by age group

Prevalence of diabetes by age group

National Diabetes Benchmark (age specificra

Number of Percent diabetes Total patient Rate in total patient | National Diabetes

Age Group diabetes patients population population Benchmark (age
patients (per age group) (per age group) (age specific rate) specific rate)*
0-4 0 0.0 84 0.0 0.1
5- 0 0.0 72 0.0 0.1
10- 14 0 0.0 86 0.0 0.1
15-19 1 0.5 106 0.9 0.4
20-24 0 0.0 123 0.0 0.4
25-29 2 1.0 134 1.5 0.6
30-34 2 1.0 123 1.6 0.6
35 -39 2 1.0 103 1.9 1.9
40 - 44 6 3.1 132 4.5 1.9
45 - 49 8 4.1 203 3.9 3.9
50 - 54 14 7.2 268 5.2 3.9
55 - 59 27 13.8 316 8.5 8.1
60 - 64 28 14.4 285 9.8 8.1
65 - 69 26 13.3 182 14.3 13.9
70-74 23 11.8 136 16.9 13.9
75-79 21 10.8 132 15.9 13.3
80 - 84 17 8.7 147 11.6 13.3
85 - 89 15 7.7 96 15.6 13.3
90+ 3 1.5 55 5.5 13.3
Total 195 100.0 2,783

* ABS (2006) 4364.0 National Health Survey: summary of results 2004-2005 . Canberra: ABS
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Table 13. Diabetes Clinical Management Statistics

Diabetes Clinical Management Statistics

Clinical target
Proportion diabetes profile —
VEEEUE Meet Criteria
Criteria
Number Percent Average Number | Percent
value

BP Diastolic 1 0.5% 75.0 <=80 1 0.5%
BP Systolic 1 0.5% 120.0] <=130 1 0.5%
APCC BP Measure 1 0.5% <=130/80 0 0.0%
HbAlc 130 66.7% 7.6| <=7 60 30.8%
Cholesterol 156 80.0% 4.6] <4.0 43 22.1%
Triglycerides 131 67.2% 20 <15 52 26.7%
HDL 129 66.2% 1.2 >1.0 79 40.5%
Microalbuminuria 20 10.3% 16.8| <20 14 7.2%
BMI 0 0.0% <25 0 0.0%
Smoking Status Non-smoker or

Recorded 6 3.1% ex-smoker * 4 2.1%
Feet Examination 0 0.0%

Eye Examination 0 0.0%

Waist examination 0 0.0%

* Included as a risk factor measure. Expressed as a % total diabetics. Is not a clinical target.

Chart 14. Diabetes management measures by percentage of clinical criteria met
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