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The Practice Health Atlas™ - a service provided by the AWGPN

This program activity complies with the principles and policies of the Adelaide Western GP
Network (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. phonenumber / email: your@email.here).

For specific enquiries about this Practice Health Atlas™, contact Contact Name Here,
(Phone number here; email: julian.flint@awgpn.org.au).

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

Insert Name Here
Insert Title Here

Please be advised that the information provided in this package is intended as a guide only
and is based on information supplied to Adelaide Western GP Network 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 Adelaide Western GP Network 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 Adelaide Western GP Network accepts no liability for any interference with or damage
to a user’'s computer, software or data occurring in connection with or relating to collection of
data.
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The Practice Health Atlas™ - a service provided by the AWGPN
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The Practice Health Atlas™ - a service provided by the AWGPN

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 ). Itis a core component of the overall AWGPN Health strategy.

See Appendix E: Healthprophets™ for the strategy and Practice Health Atlas™
rationale/outcomes.

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

As an information resource
Compare with the GP / Practice’s existing knowledge

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

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

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

Epidemiology & Mapping
Business and Clinical Systems Modelling
Access to Services and Networks
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The Practice Health Atlas™ - a service provided by the AWGPN

Sample Practice entrance

[Example: To provide comprehensive and integrated primary health care to all our patients,
with a special focus on preventive health care and maintenance of good health.]

Address: 9343 Woodyville Street
Phone: Phone number

Fax: Fax number

Email: Email address

Web: Website
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The Practice Health Atlas™ - a service provided by the AWGPN

Dr Name
Dr Name
Dr Name
Dr Name
Dr Name

I "#
Practice Nurse Name
Practice Nurse Name

% %
Dietician
Physiotherapist
Psychologist

&

Complementary Natural Therapies
General medical care & counselling

Practice Manager name

$ n #
Receptionist name

Receptionist name
Receptionist name

Disabled Parking

Home Visits
Immunisation services
Nursing Home Visits
Refugee Asylum Services
Wheelchair Access

Sports Medicine, Medical Acupuncture

Work related injury Management

' (

Italian; French; Greek; Japanese

Business hours After hours

M 8.30 6.00

Tu 8.30 6.00

w 8.30 6.00

Th 8.30 6.00

F 8.30 6.00

Sa

Su

Public Holidays Closed
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The Practice Health Atlas™ - a service provided by the AWGPN

") 1

AWGPN Front Office entrance

The Adelaide Western GP Network represents more than ### General Practices and almost
### 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: Address

Postal Address: Postal Address
Phone: Phone

Fax: Fax

Email: Email

Web: Website
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The Practice Health Atlas™ - a service provided by the AWGPN
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The Practice Health Atlas™ - a service provided by the AWGPN
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The Practice Health Atlas™ - a service provided by the AWGPN
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The Practice Health Atlas™ - a service provided by the AWGPN

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.

Sample Practice clinical records Socio Economic Index of Areas (SEIFA) — Index of

Advantage / Disadvantage

Source: MD 2 software
Details: Data extracted as a back up on Source: Australian Bureau of Statistics
8/2/2006 Details: Free data accessed via SEIFA2001
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 advantage /

this refers to the date range
2/5/2005 to 2/08/2006. Some of the
data could not be limited to this
data range, due to limitations of
software search tools — this is
clearly marked where it is the case.

2001 Census of Population and Housing

disadvantage is derived from the
2001 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 advantage /
disadvantage is based on these

Source: Australian Bureau of Statistics areas as well.
Details: Free data accessed via
CDATA2001 product, licensed to Practice location
the Adelaide Western General
Practice Network Source: Adelaide Western GP Network
Where used: Epidemiology & Mapping, Business Details: The location of Sample Practice
& Clinical modelling has been assigned by Adelaide
Consider: Population data used is based on Western GP Network to the
the 2001 Census. Consider how relevant maps, either manually or
the region may have changed over by geocoding.
the past few years, and what Where used: Maps in the Epidemiology &

impact, if any, this could have on
the analysis.

The census postal areas are used
for  comparison to patient

Mapping, Business and Clinical
modelling sections

Population Health profile

catchment (i.e. socio-demographic Source: PHIDU. (2005) Population health
data per postal area). Patient profile of the Adelaide Western
catchment is based on the patient’s Division of General Practice.
home address postcode (Australia Population Profile Series: No. 86.
post postcode). It is important to 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: “The data in this report are

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

Geographic boundaries — 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: SA Department for Environment as used in this report, cannot be
and Heritage, Environmental precisely translated to Division.
Information Analysis Branch Division totals in the report should,
Details: Data licensed to AWGPN therefore, be seen as estimates.
Where used: Maps thro%ghout the Practice Interpretation of differences

Health Atlas

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.”
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The Practice Health Atlas™ — a service provided by the AWGPN
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The Practice Health Atlas™ — a service provided by the AWGPN

/01 &
/o

The map from the UBD shows the location of your Practice in relation to surrounding
streets and infrastructure.

Map 1. Sample Practice location with approximate 5km radius

1. What new residential developments are planned within the next three years in
your area?

2. What health facilities are located within the above radius of the Practice?

3. Which of these facilities are likely to benefit from programs being developed by
the AWGPN?
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The Practice Health Atlas™ — a service provided by the AWGPN

/02

Characteristics of your patient population

Number patients

Your total population : 3883
Your total cleansed population 3789
15-month patient population* : 2150

(2/5/2005 to 2/08/2006)

Aboriginal or Torres Strait Islanders 7
Pensioners : 1453
DVA patients : 85
Patients on 5 or more current medications  : 738
30-month patient population : 2550

* Excludes patients with no postcodes or with post boxes, and those where date of birth was not
recorded. It is referred to as your Rlatient population’ in this report, and is the cohort upon which the
majority of the Practice Health Atlas'™ analysis is based.

‘Patient population’ catchment

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

Total postcodes: 111

No. postcodes used in report: 10
(Referred to as the ‘Top 10)

% Patient population covered in 79.30%
these postcodes:

1. The information in this report is based on information relating to patients seen at
the Practice in the last 15 months.

2. Why is this information more valuable than relying on information relating to the
total patient population (i.e. ever seen in the Practice)?

3. What other time spans could be useful to use, and why?

See also Appendix B: Population postcode profiles
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The Practice Health Atlas™ — a service provided by the 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=2150).

Map 2. Sample Practice patient population (percentage catchment by postal area)

There are 2150 patients in the database who have been seen in the last 15 months.

1. What patterns do you observe from the map?

2. What conclusions can you make about patient access?

Page 18 PHA_cutdown_version.doc



The Practice Health Atlas™ — a service provided by the AWGPN

Chart 1. Patient population profile: Top 10 postcodes by percentage

Percent patient population
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The patient population seen in last 15 months is distributed over 111 postcodes

Chart 1 shows the top 10, in which 79.30% of these patients live.

Chart 2. Patient population profile: Top 10 postcodes by numbers

/
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1. What conclusions can be made about the size of the patient catchment?

2. What risks / opportunities are associated in having a patient catchment

dependent on:

a) Two or three postcodes?

b) 10 postcodes or more?
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The Practice Health Atlas™ — a service provided by the AWGPN

03 (

%

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 2001 Census).

Chart 3. No. patients seen as % of total persons in the top 10 postcodes
4 N
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\_ Postcode J
Table 1. No. of patients seen versus no. of total persons in the top 10 postcodes
No. of patients seen as percent of patient populati  on compared with total
persons in the top 10 postcodes
No. patients |Percent of patient TOtal. n.o. . Percent of
Postcode . people* living in total no.
seen population
postal area people
5023 550 25.58% 14,912 3.69%
5025 470 21.86% 7,174 6.55%
5024 142 6.60% 13,278 1.07%
5022 130 6.05% 13,810 0.94%
5011 118 5.49% 9,332 1.26%
5032 96 4.47% 11,037 0.87%
5009 67 3.12% 4,596 1.46%
5021 62 2.88% 5,940 1.04%
5014 49 2.28% 11,315 0.43%
5013 21 0.98% 9,613 0.22%
Total 1,705 101,007 1.69%

* Source: Australian Bureau of Statistics (ABS). (2002) CDATA2001, 2nd Release,
revision 2. Canberra: ABS

Page 20
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The Practice Health Atlas™ — a service provided by the AWGPN

Chart 4. No. of patients seen as % of your patient population compared with % of total
persons in the top 10 postcodes
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This section presents information about the market share of the Practice population

within the population of the top 10 postcodes.

1. What pattern(s) do you notice about the market share of the Practice?

2. Referring to chart 5, how does the percentage of your patient population compare
to the market share depicted for each postcode? Consider whether you have a
corresponding sized market share in the areas from which your highest numbers

of patients come.

3. Are there any age groups, based on the information on the opposite page (chart
6) that would lead you to think that the Practice is under-represented in certain

age groups?
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The Practice Health Atlas™ — a service provided by the AWGPN

030/ % &

Map 3. Sample Practice asthma profile of patients

There are 280 asthma patients in the profile.
1. What pattern(s) do you observe from the map?

2. What conclusions about patient access to your practice can you make from the
above distribution?

3. What does the prevalence of asthma in your practice tell you?

See also Appendix B: Population postcode profiles and Appendix C: Chronic Disease
Profile Benchmarks.
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The Practice Health Atlas™

Prevalence of asthma by age group

Prevalence of asthma by age group

— a service provided by the AWGPN

Prevalence of asthma by age group
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0O National Asthma Benchmark (age specific rate) *

* Asthma profile

Age Group

National Asthma Benchmark (age specific rate) *

Table 2. Prevalence of asthma by age group
Prevalence of asthma by age group
National Asthma
Percent asthma | No. patients in total Patient Population Benchmark (age

Age Group |No. Patients cohort patient population (age specific rate) specific rate) *
0-4 4 1.43 109 3.67 11.52
5-9 13 4.64 107 12.15 11.52
10- 14 24 8.57 91 26.37 11.52
15-19 25 8.93 97 25.77 12.37
20-24 25 8.93 107 23.36 12.37
25-29 6 2.14 96 6.25 10.72
30-34 24 8.57 145 16.55 10.72
35-39 19 6.79 137 13.87 8.80
40 - 44 12 4.29 134 8.96 8.80
45 - 49 9 3.21 116 7.76 9.21
50 - 54 15 5.36 134 11.19 9.21
55 -59 20 7.14 140 14.29 8.76
60 - 64 16 5.71 144 11.11 8.76
65 - 69 11 3.93 134 8.21 10.63
70-74 14 5.00 136 10.29 10.63
75-79 18 6.43 119 15.13 7.87
80 - 84 15 5.36 112 13.39 7.87
85 -89 8 2.86 73 10.96 7.87
90+ 2 0.71 19 10.53 7.87
Total 280 100.00 2,150 N/A

* ABS (2006) 4364.0 National Health Survey: summary of results 2004-2005 . Canberra: ABS
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The Practice Health Atlas™ — a service provided by the AWGPN

/0302 &
Map 4. Sample Practice cardiovascular disease profile of patients

There are 174 cardiovascular disease patients in the profile.
1. What pattern(s) do you observe from the map?

2. What conclusions about patient access to your practice can you make from the
above distribution?

3. What does the prevalence of cardiovascular disease in your practice tell you?

See also Appendix B: Population postcode profile and Appendix C: Chronic Disease
Profile Benchmarks.
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Prevalence of cardiovascular disease by age group

Prevalence of cardiovascular disease by age group
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Table 3. Prevalence of cardiovascular disease by age group
Prevalence of cardiovascular disease by age group
Percent National CVD
cardiovascular | No. patients in total Patient Population Benchmark (age

Age Group [No. Patients | disease cohort patient population (age specific rate) specific rate) *
0-4 0 0.00 109 0.00 0.08
5-9 0 0.00 107 0.00 0.08
10- 14 0 0.00 91 0.00 0.08
15-19 0 0.00 97 0.00 0.18
20-24 0 0.00 107 0.00 0.18
25-29 0 0.00 96 0.00 0.49
30-34 0 0.00 145 0.00 0.49
35-39 0 0.00 137 0.00 1.25
40 - 44 1 0.57 134 0.75 1.25
45 - 49 3 1.72 116 2.59 2.98
50 - 54 4 2.30 134 2.99 2.98
55 - 59 13 7.47 140 9.29 7.83
60 - 64 16 9.20 144 11.11 7.83
65 - 69 21 12.07 134 15.67 14.13
70-74 23 13.22 136 16.91 14.13
75-79 34 19.54 119 28.57 23.70
80 -84 31 17.82 112 27.68 23.70
85 - 89 21 12.07 73 28.77 23.70
90+ 7 4.02 19 36.84 23.70
Total 174 100.00 2,150 N/A

* ABS (2006) 4364.0 National Health Survey: summary of results 2004-2005 . Canberra: ABS
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The Practice Health Atlas™ — a service provided by the AWGPN

/0303 &
Map 5. Sample Practice diabetes profile of patients

There are 172 diabetes patients in the profile.
1. What pattern(s) do you observe from the map?

2. What conclusions about patient access to your practice can you make from the
above distribution?

3. What does the prevalence of diabetes in your practice tell you?

See also Appendix B: Population postcode profile and Appendix C: Chronic Disease
Profile Benchmarks.
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Chart 7. Prevalence of diabetes profile by age group

Prevalence of diabetes by age group
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Table 4. Prevalence of diabetes profile by age group
Prevalence of diabetes by age group
National Diabetes
Percent No. patients in total Patient Population Benchmark (age
Age Group |No. Patients |diabetes cohort | patient population (age specific rate) specific rate) *
0-4 0 0.00 109 0.00 0.14
5-9 0 0.00 107 0.00 0.14
10- 14 0 0.00 91 0.00 0.14
15-19 2 1.16 97 2.06 0.41
20 - 24 4 2.33 107 3.74 0.41
25 - 29 1 0.58 96 1.04 0.59
30-34 0 0.00 145 0.00 0.59
35 -39 2 1.16 137 1.46 1.89
40 - 44 4 2.33 134 2.99 1.89
45 - 49 6 3.49 116 5.17 3.88
50 - 54 9 5.23 134 6.72 3.88
55 -59 13 7.56 140 9.29 8.09
60 - 64 19 11.05 144 13.19 8.09
65 - 69 27 15.70 134 20.15 13.95
70 - 74 25 14.53 136 18.38 13.95
75-79 26 15.12 119 21.85 13.29
80 - 84 22 12.79 112 19.64 13.29
85 - 89 11 6.40 73 15.07 13.29
90+ 1 0.58 19 5.26 13.29
Total 172 100.00 2,150 N/A

* ABS (2006) 4364.0 National Health Survey: summary of results 2004-2005 . Canberra: ABS
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The Practice Health Atlas™ — a service provided by the AWGPN

/0304 5 &
Map 6. Sample Practice anxiety and depression profile of patients

There are 277 patients in the anxiety and depression profile.
1. What pattern(s) do you observe from the map?

2. What conclusions about patient access to your practice can you make from the
above distribution?

3. What does the prevalence of anxiety and depression in your practice tell you?

See also Appendix B: Population postcode profile and Appendix C: Chronic Disease
Profile Benchmarks.
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Chart 8.

Prevalence of mental health conditions by age group
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O National Mental Health Benchmark (age specific rate)*

Table 5. Prevalence of mental health patients by age group
Prevalence of mental health conditions by age group
National Mental
Percent mental | No. patients in total Patient Population Health Benchmark

Age Group |No. Patients health cohort patient population (age specific rate) (age specific rate)*
0-4 0 0.00 109 0.00 6.71
5-9 0 0.00 107 0.00 6.71
10- 14 1 0.34 91 1.10 6.71
15-19 4 1.36 97 4.12 9.94
20-24 9 3.06 107 8.41 9.94
25-29 15 5.10 96 15.63 11.47
30-34 21 7.14 145 14.48 11.47
35-39 26 8.84 137 18.98 13.63
40 - 44 32 10.88 134 23.88 13.63
45 - 49 28 9.52 116 24.14 13.10
50 - 54 27 9.18 134 20.15 13.10
55 - 59 19 6.46 140 13.57 12.38
60 - 64 26 8.84 144 18.06 12.38
65 - 69 18 6.12 134 13.43 8.78
70-74 14 4.76 136 10.29 8.78
75-79 20 6.80 119 16.81 10.31
80 - 84 18 6.12 112 16.07 10.31
85 - 89 16 5.44 73 21.92 10.31
90+ 0 0.00 19 0.00 10.31
Total 294 100.00 2,150 N/A

* ABS (2006) 4364.0 National Health Survey: summary of results 2004-2005 . Canberra: ABS
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201 & 6

In developing the Practice Health Atlas™ business model, several data sources and
techniques have been utilised. These include:

Your Practice’s clinical data as detailed in the Epidemiology & Mapping section
Your Practice’s billing data as supplied by you

The current “Medicare Benefits Schedule Book™

Nationally developed workforce business models

According to analysis of your patient population seen in the last 15 months (n=2150),
the estimated potential practice income listed in Table 16 (based largely on the
Medicare Enhanced Primary Care (EPC) items) could be derived immediately.
Compare this with the current item number utilisation (over page) for the same time
period.

The potential income is based on the numbers of patients from your practice who are
eligible for various items of service. These items are listed on the next page. Income
has been assigned on the basis of implementing health services for all items that
may be an appropriate standard of care.

% Department of Health and Ageing (2006) Medicare Benefits Schedule Book. Canberra: Commonwealth of Australia
[Online, accessed 1 November 2006 http://www9.health.gov.au/mbs/]

PHA_cutdown_version.doc

Page 31



The Practice Health Atlas™ — a service provided by the AWGPN

20/ !

v

The following table summarises actual selected item number utilisation by your

Practice for the last 15 months (as supplied by you).

Use this as a basis for

comparing the potential item number utilisation as described in the following pages.

Note that the EPC Chronic Disease Chronic Disease Management (GPMP and TCA)
Items replaced the EPC Multidisciplinary Care Plan Items as of 1 July 2005. The
latter could be completed until November 2005, after which time they were

withdrawn. Items from both have been included here as relevant.

Table 6. Current item number utilisation

Supplied by Sample Practice for 2/5/2005 to 2/08/20 06
No. of $ Amount
Item Description claims received
700 Annual Health Assessment 75 years and over 107 18,000.00
- in consulting room
702 Annual Health Assessment 75 years and over 11 2,500.00
- not at consulting room, hospital or
710 Aboriginal & Torres Strait Islander Health 13 2,553.00
Check (15 - 55 years)
717 45 Year Old Health check 56 5,555.00
721 Preparation of a GP Management Plan by a 129 16,142.40
GP (including on discharge for private
patients)
723 Coordination of Team Care Arrangements by 32 3,197.70]
a GP (including on discharge for private
patients)
725 Review of a GP Management Plan by a GP 59 3,672.00
727 Coordination of a review of Team Care 10 625.00
Arrangements by a GP
Withdrawn on 1 Nov. 2005:
720 Care Plan preparation: in the community 0 0.00
724 Care Plan review 0 0.00
900 Domiciliary Medication Management Review 0
(DMMR)
903 Residential Medication Management Review 0
(RMMR)
2517-2526, Subgroup 2: Diabetes Mellitus Annual cycle of 69 2,222.00
2620-2635 care
2546-2559, Subgroup 3: Asthma 3+ Plan 141 4,521.00
2664-2677
11506 Spirometry 130 2,355.00
2574-2578, Subgroup 4: Mental Health 3+ Plan 41 2,510.00
2704-2708
2710 Preparation of a GP Mental Health Care Plan 17 2,510.00
2712 GP Mental Health Care Plan Review 100 10,000.00
2713 GP Mental Health Consultation 10 666.00
Total 77,029.10
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Table 15 lists the numbers of patients derived for your patient population profiles,
along with expected number of patients for your practice size according to existing
benchmarks (where relevant).

See also Epidemiology & Mapping for maps and charts describing some of these
profiles.

Table 7.

Patient population profiles

Sample Practice patient population profiles

Benchmark *

Difference

% Your Average %
Disease Patient Count - Patient| Expected No. of over whole
Prevalence Primary Morbidity** Population » patients population | No. of patients
Diabetes 172 172 8.0 126 5.9 46
Asthma 280 258 13.0 212 9.8 68
CvD 174 116 8.1 168 7.8 6
Mental Health 294 196 13.7 226 10.5 68
COAD 60 15 2.8 91 4.2 -31
Bone Disease 27 15 13 278 12.9 -251
Aboriginal people aged 15 - 55 7 0.3
Aged 45 - 49 116 54
Aged 75 + 323 15.0

" Your patient population (seen in the last 15 months): n =2150

* Benchmark figures derived from national standards.

** This is a list of patients with diseases in hierachical order - i.e. patients with a disease are not included in the groups below that disease. This
column used in the business modelling section

1. How do the numbers of patients in your profiles compare to the benchmark
figures? Can you suggest what might account for any difference?
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Table 18 shows the estimated potential new income that could be derived according
to patient numbers in the derived patient profiles shown on the following page.

This takes into account your actual earnings in the past fifteen months for these
items, and removes them from the estimated total value in order to demonstrate a
realistic potential new value for your practice.

IMPORTANT: see the breakdown of these figures on following pages for details

Table 8. Overall estimated potential income

Actual Estimated total Estimated potential new
Item description earned * (A) value » (B) income (B - A)
EPC Health Assessment Items $ 28,608 $ 73,573 $ 44,965
EPC Chronic Disease Management (CDM) Items
GP Management Plan & Team Care Arrangement and
Reviews
(formerly EPC Multidisciplinary Care Plan Items) '
Diabetes GPMP/TCA/Review $ 17,728 $ 48,232 $ 30,504
Asthma GPMP/TCA/Review $ 5,909 $ 42,853 $ 36,944
Mental Health GPMP/TCA/Review $ 13,176 $ 35,084 $ 21,908
CVD GPMP/TCA/Review $ - $ 17,325 $ 17,325
COAD GPMP/TCA/Review $ 589 $ 2,922 $ 2,650
Bone Disease GPMP/TCA/Review $ - $ 2,388 $ 2,388
Sub-Total $ 37,402 $ 148,804 $ 111,719
Practice Incentive Program SIP Items $ 11,019 $ 23,967 $ 12,947
Total $ 77,029 $ 246,343 $ 169,632

*Derived from figures in Table 16. Current item number utilisation
~Based on numbers inTable 17. Patient population profiles

1. Based on applying item numbers to the Chronic disease population profiles.

1. How does the potential value of services compare with your current value, using
these items?

2. What could you change at your practice to realise some of the estimated
potential new income?
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The information below links the numbers of patients in particular population
groupings (as described in the Epidemiology & Mapping section, and also 2.0
Summary of Business Potential above) with specific services that could apply to
those patients. In turn, the value of these services to your Practice income is also

detailed.

Table 9. Health Assessment Iltem Numbers

For Sample Practice as at 8/2/2006

Current utilisation

Potential utilisation

No. Actual No. of Frequency Unit Est. total Est. potential new
Item Description claims * earned (A)| patients per annum Price* » value (B) income (B - A)
Annual Health Assessment
75 vears and over *
700 In consulting room 107 $ 18,000 162 1 167.45 $ 27,127 $ 9,127
702 Not at consulting room, hospital or 11 $ 2,500 162 1 236.85 $ 38,370 $ 35,870
Residential Aged Care Facility
10990 Bulk-Billed Service 219 1 $ 6.05 $ 1,325 $ 1,325
Commonwealth Concession Card
holder incentive 2
710 Aboriginal & Torres Strait 13 $ 2,553 7 0.67 $ 199.60 $ 931 -$ 1,622
Islander Health Check (15 - 54
years)
717 45-49 Year Old Health Check 56 $ 5,555 58 1.00 $ 100.00 $ 5,800 $ 245
10990 Bulk-Billed Service 5 0.67 $ 6.05 $ 20 $ 20
Commonwealth Concession Card
holder incentive 2
Total $ 28,608 $ 73,573 $ 44,965

# made in the last 15 months.

1. The above assumes that the 700:702 split is: 50:50

*100% rebate and MBS Fee. " DVA patients earn 115% of the stated unit price

1. Compare the estimated potential value with your actual earnings derived from
EPC items. Can you suggest what might account for any difference?
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Table 10. Care Planning (GPMP/TCA) Iltem Numbers - Diabetes

Assumption: The potential item number modelling be low assumes that 100% of patients are seen fora GP  MP, 100%
are seen for a GPMP Review, 50% for a TCA, and 50% for a TCA Review.

For Sample Practice as at 8/2/2006

Current utilisation Potential utilisation
No. Actual|  No. of Freq. per Unit Est. total Est. potential new
Item Description claims * earned (A)| patients annum * Price* » value (B) income (B - A)
721 Preparation of a GP Management 97 $ 12,107 172 1 $ 124.95 $ 21,491 $ 9,385
Plan by a GP !
10990 Bulk-Billed Service 116 1 $ 6.05 $ 702 $ 702
Commonwealth Concession Card
holder incentive 3
725 Review of a GP Management Plan 44 $ 2,754 172 1 $ 62.50 $ 10,750 $ 7,996
byaGP*
10990 Bulk-Billed Service 116 1 $ 6.05 $ 702 $ 702
Commonwealth Concession Card
holder incentive 3
723 Coordination of Team Care 24 $ 2,398 86 1 $ 98.95 $ 8,510 $ 6,111

Arrangements by a GP

(formerly item 720) 2
10990 Bulk-Billed Service 58 1 $ 6.05 $ 351 $ 351
Commonwealth Concession Card

holder incentive 3

727 Coordination of a review of Team 8 $ 469 86 1 $ 62.50 $ 5,375 $ 4,906
Care Arrangements by a GP

(formerly item 724 2
10990 Bulk-Billed Service 58 1 $ 6.05 $ 351 $ 351
Commonwealth Concession Card

holder incentive 3

Total $ 17,728 $ 48,232 $ 30,504

NOTE: These figures are based on applying item numbers to the Diabetes population profile. Other patient cohorts with chronic diseases and complex care needs would also
be eligible (eg. Asthma, Cancer, Arthritis, Heart Disease). Also assumes that all patients in the population profile are living 'in the community' and hence are eligible for these
item numbers

# made in the last 15 months. Numbers have been assigned between the chronic disease population profiles from the Modelling Assumptions page. + Unit price calculated for
annual frequency, but 721, 723, 725 and 727 can be done more frequently where there has been a significant change in the patient’s clinical condition or care circumstances
require it. * 100% rebate and MBS Fee. " DVA patients earn 115% of the stated unit price

1. For patients with chronic disease. Figures shown estimate all of the Diabetes population profile would be eligible for 721 and 725. The above
modelling has items 721 and 725 applied to 100% & 100% repectively of the total number of patients with Diabetes.

2. For patients with chronic complex needs. Figures shown estimate 50% of the Diabetes population profile also require 723 and 727. The figures
above reflect 50% (ltem 723) & 50% (item 727) of the Diabetes population receiving these items.

3. Item 10990 can be claimed for every visit for every Commonwealth Concession Card holder. Where counted in potential utilisation, it is a percentage of patients eligible,
based on the Practice Demographic Profile number of Pensioners = 68%
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