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Preface

The first peoples of Australia, the Aboriginal and Torres Strait Islander peoples were living strong and
well within what is now called South Australia. In large part, this was a consequence of maintaining
strong connections to Law, Country, culture, family, ceremony, and Spirit prior to the dispossession
and dispersal of these first peoples of Australia. The policies that led to the active disempowerment
and disenfranchisement of Aboriginal people are directly linked to the types of differential outcomes
that can be seen in Aboriginal housing, employment and education outcomes now. Furthermore,
these differential outcomes are related in mutually causal ways to the disparities in health status that
currently characterise Aboriginal cardiovascular health in South Australia. It is worth noting that poor
health and wellbeing also leads to a reduced economic base for Aboriginal families and communities
in South Australia, and that the strength of a community’s economic base is itself a determinant of
health. These dynamics are important considerations for a strategic, state-wide approach to
cardiovascular care in South Australia.
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Introduction

Since 2009 in South Australia there have been a variety of activities focussed on cardiovascular
disparities as experienced by Aboriginal people with the aim of reducing inequalities in accessing care.
Despite the efforts of a range of committed organisations and individuals, there remains a lack of
coherence, coordination and coverage of heart and stroke care for Aboriginal people across the State.
As a result poor cardiovascular outcomes for Aboriginal people continue to be experienced.

The South Australian Aboriginal Heart and Stroke Plan 2017-2021, funded by SA Health, was
completed on 30 June 2016. It is South Australia’s response to Australian Health Ministers Advisory
Council’s (AHMAC) National Better Cardiac Care for Aboriginal and Torres Strait Islander project.

Three distinct documents are available: The SA Aboriginal Cardiovascular Health Profile 2016, The SA
Aboriginal Heart and Stroke Gap Analysis, and The SA Aboriginal Heart and Stroke Plan 2017-2021.

The SA Aboriginal Cardiovascular Health Profile 2016 (this document)

The SA Aboriginal Cardiovascular Health Profile 2016 documents the cardiovascular health of
Aboriginal people in SA, the service availability, and service activity. The Profile provides the
evidence for the development of the SA Aboriginal Heart and Stroke Gap Analysis and Plan, and
provides a baseline for future monitoring and evaluation. The document includes information
on demographics, risk factor prevalence, impact of heart disease and stroke, service activity by
sector and against national indicators, and patient flow through the system.

The SA Aboriginal Heart and Stroke Gap Analysis

The SA Aboriginal Heart and Stroke Gap Analysis identified gaps in the cardiovascular health
care system for Aboriginal clients. The Gap Analysis was informed by the SA Aboriginal
cardiovascular disease profile 2016 and extensive consultation with community members,
service providers and policy makers. The document provides an overview of the current status,
details gaps, and documents recommendations.

The SA Aboriginal Heart and Stroke Plan 2017-2021

The SA Aboriginal Heart and Stroke Plan 2017-2021 details strategies to improve the heart and
stroke care for Aboriginal people in SA and to reduce cardiovascular morbidity and mortality.
The Plan includes needs driven, evidence based service provision across the continuum of care
and recognises that there are some key enablers that are vital if the services are to be
effectively implemented. The Plan has been informed by the Profile and the Gap Analysis.
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The SA Aboriginal Cardiovascular Profile 2016

The profile has been designed in two main sections with a series of detailed appendices that provide
detailed supporting data.

Section 1: Why does South Australia need an Aboriginal Heart and Stroke Plan?

The first section provides highlights of key data in South Australia describing Aboriginal CVD
prevalence, risk factors, co-morbidities, self-reported CVD prevalence, hospitalisation, procedures
and self-discharge rates. It provides the rationale as to why an Aboriginal Heart and Stroke Plan is
needed and why it needs to be implemented in SA.

Section 2: The ESSENCE Indicators

The second section uses the ESSENCE indicators to structure a contemporary picture of SA services
and outcomes.

The Essential Service Standards for Equitable National Cardiovascular CarE for Aboriginal and Torres
Strait Islander people (ESSENCE) were developed in 2012, and the ESSENCE Measurement Indicators
were developed in 2015. The Essential Service Standards for Equitable National Cardiovascular Care
for Aboriginal and Torres Strait Islander people (ESSENCE) Measurement and Outcome Indicators
were established to guide the development and implementation of policies that serve to reduce the
gap in life expectancy experienced by Aboriginal and Torres Strait Islander peoples. There are 22
indicators covering 43 measures.

The ESSENCE Measurement Indicators are separated into two sections - ESSENCE Service Standard
Indicators and the ESSENCE Cardiovascular Outcome Indicators. Data is presented for 28 of the 43
measures that the study team was able to access data for. It was not possible to report on the
remaining 15 measures at this stage.

Section 3: The Appendices

The third section provides detailed data to underpin the profile and the plan. It covers demographics
of the South Australian Aboriginal population, a profile on CVD risk factors, a profile CVD prevalence,
hospitalisations and service activity across the state for prevention activities, clinical suspicion of
disease, acute episode and ongoing care. It then provides details from the mapping of all related
services across the state, the methodology covering the data analysis and the detailed data tables for
the Section 1 and 2 of the profile.

The Project Team acknowledges the many sources that provided data to help inform this
comprehensive profile. These include:

- SA Health, specially ISSAC, EDDC, SA Aboriginal Health Survey, the Cardiac Rehabilitation
Minimum Data Set, SA RHD Register the Perinatal statistics collection data;

- Cause of Death Unit;

- Royal Flying Doctor Service;

- Coronary Angiogram Database of South Australia (CADOSA); and

- the Heart Foundation (SA Division).

See Appendix 3 Acknowledgements 3 for full acknowledgements.
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Section 1: Why does South Australia need an Aboriginal Heart and
Stroke Plan?

1.1 The extent and impact of premature passing from cardiovascular
disease

Cardiovascular diseases represent the largest cause of death for Aboriginal South Australians (26%),
with coronary heart disease accounting for over half of all Aboriginal cardiovascular deaths (56%) (see
Figure 1). Stroke, incorporating ischaemic, haemorrhagic and non-specified, account for 14% of all
deaths. Cardiomyopathy, pulmonary heart disease, hypertension, chronic heart failure and rheumatic
heart disease account for smaller proportions.
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Data source: Cause of Death Unit Record File for South Australia provided by the Australian Coordinating Registry
(unpublished) extracted for the SA State of Aboriginal Heart Health Project 30 July 2015.

Figure 1: Aboriginal deaths 2006-2012, SA, by primary cause of death, cardiovascular cause dis-
aggregated by cardiovascular condition

The age at which Aboriginal people pass away due to cardiovascular diseases is dramatically different
from the non-Aboriginal population, with peaks at 45 and 55 years of age for Aboriginal people, and
a single peak at 85 years of age for non-Aboriginal people (see Figure 2).
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Figure 2: Deaths from CVD (100-199), by Aboriginal status and age, SA 2006-2012

As seen in Figure 3, cardiovascular mortality accounts for a significant proportion of age-specific
mortality from age 40 for the Aboriginal population in South Australia, and is the single largest cause
of death between the ages of 40 and 70. This is compared to cardiovascular mortality accounting for
a significant proportion of mortality from 75 years and upwards in the non-Aboriginal population.
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Figure 3: Mortality by major cause category, by Aboriginal status and age, SA, January 2006 — December
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1.2 Age profile

This pattern of cardiovascular mortality leads to an age distribution for Aboriginal people that is
radically different from non-Aboriginal people. In SA, the Aboriginal population accounts for 2.3% of
the population, totalling 37,408 persons. The Aboriginal population is young, with a mean age of 22
years, compared to the non-Aboriginal population where the mean age is 39 years. Figure 4 shows
this distribution by age and sex.
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Figure 4: South Australian age distribution (5 year age brackets), by Aboriginal status and sex

The loss of so many people at such young ages has repercussions for the social infrastructure and
cultural capital available within Aboriginal communities across South Australia. This is largely as a
consequence of losing future Elders, potential community leaders, parents, grandparents and role
models, as well as substantial losses of cultural knowledge and economic potential. The passing of key
individuals can be devastating for entire South Australian communities.

For more information see Appendix 5.

1.3 Self- reported general health status

This assessment of general health considers how 540
people rate their health. Aboriginal people are  go%
less likely to report their health as excellent or  50%
very good, and more likely to report health as ~ 40%
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aged 45 years and over reported having fair or 20%

10%
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Data source: ABS; derived from 2012-13 AATSIHS;
2011-12 AHS

Figure 5: Self-assessed overall health status, by
Aboriginal status
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1.4 Risk factors of cardiovascular disease

The risk factors for developing cardiovascular diseases are multiple and complex. They include:

modifiable risk factors that can usually be controlled by lifestyle modification and/or medication:
high blood pressure, high blood cholesterol, cigarette smoking, physical inactivity, poor nutrition,
being overweight, psychological distress, diabetes, chronic kidney disease, low birth weight

and
non-modifiable risk factors: family history, age, sex

Cardiovascular risk should be considered within Aboriginal concepts of health and wellbeing which
include the physical, psychological and community wellbeing, and within the context burden of co-
morbidities such as diabetes, kidney disease and cancer.

Aboriginal people are significantly more likely to be experiencing higher rates for a number of
cardiovascular risks factors, when compared to non-Aboriginal people. Aboriginal people carry a profile
of significant cardiovascular risk burden from young ages.

Smoking: (discussed in detail on page 25 of the SA Aboriginal Cardiovascular Health Profile)
Smoking prevalence is more than double in the Aboriginal population (42.1%) compared to the non-
Aboriginal population (17.5%). The smoking rate stays high for the Aboriginal population. There are
more current smokers among Aboriginal males than females.

Smoking during pregnancy: (discussed in detail on page 25 of the SA Aboriginal Cardiovascular Health
Profile)
The current smoker rate for Aboriginal women at first antenatal visit is 51 %, more than 2 and a half
times higher for Aboriginal women when compared to non-Aboriginal women. The percent of
women who quit before first visit are the same for Aboriginal and non-Aboriginal women (5.4%).

Nutrition: (discussed in detail on page 26 of the SA Aboriginal Cardiovascular Health Profile)

Ten percent of Aboriginal people meet recommended fruit and vegetable nutritional guidelines,
compared to 8% of non-Aboriginal people.

Physical activity: (discussed in detail on page 27 of the SA Aboriginal Cardiovascular Health Profile)
Aboriginal people are more likely to be doing the recommended levels of physical activity compared
to non-Aboriginal people (Aboriginal: 52% vs non-Aboriginal: 39%). However, there is significant
variation by sex. Aboriginal females are more likely to be meeting these recommendations than non-
Aboriginal females. Aboriginal males are more than 30% less likely to be achieving sufficient physical
activity compared to non-Aboriginal males.

Obesity:
Body mass index (BMI): is the most common measure of overweight and obesity. Fifty-six percent of
Aboriginal people are overweight or obese, compared to 58% of non-Aboriginal people. However,
the 2012 SA Aboriginal health survey found that almost 80 percent of Aboriginal people are
overweight or obese, with over 50 percent alone obese.

Waist circumference: reflects mainly subcutaneous abdominal fat storage and has been shown to
positively correlate to disease risk. Aboriginal females are more likely to be at a substantially
increased risk (Aboriginal females: 70%, non-Aboriginal females: 51%). There is little difference
between Aboriginal and non-Aboriginal males (42.5% versus 40.5%).

South Australian Aboriginal Cardiovascular Health Profile 11.



Stress and worry (psychological distress):

For both males and females, Aboriginal persons report significantly higher levels of psychological
distress than non-Aboriginal persons. Aboriginal people are significantly more likely to have
experienced a family stressor in the past 12 months when compared to non-Aboriginal people.
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Data source: ABS; derived from 2012-13 AATSIHS; 2011-12 AHS
Figure 6: Family stressors reported by SA Aboriginal and non-Aboriginal respondents

Please note for information on blood pressure see self-reported high blood pressure and
hypertension hospitalisations (Page 14 and 51). For more information on all the risk factors see
Appendix 6.

1.5 Self-reported comorbidities

The majority of Aboriginal South Australians reported having three or more long term health
conditions (35.7%; n=12,700). Aboriginal people are significantly more likely to have been diagnosed
with diabetes (sometimes reported at high sugar) (17.4%) and/or chronic kidney disease (21.6%) than
non-Aboriginal people (6.8% and 10.7% respectively). Rates of diabetes are 40% in some remote SA
communities.

For more information on all the risk factors see Appendix 6.

1.6 Self-reported prevalence of cardiovascular disease

As demonstrated, Aboriginal people in South Australia experience a high burden of cardiovascular risk.
This high burden of risk, particularly at young ages, contributes to the premature onset of
cardiovascular disease.

The overall prevalence of cardiovascular disease in South Australia, as reported by the Australian
Aboriginal and Torres Strait Islander Health Survey (AATSIHS) and Australian Health Survey (AHS), is
lower for Aboriginal SA than non-Aboriginal (23% vs 30%).

South Australian Aboriginal Cardiovascular Health Profile 12.



Aboriginal people experience onset of 100%

cardiovascular disease at young ages. Two in five 90%

Aboriginal people aged 35-44 report having a 80:"

cardiovascular disease (including hypertension) Zg;‘:
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and females, particularly within younger age
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disease.
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Figure 7: Prevalence of cardiovascular disease’ in
the South Australian Aboriginal population aged 15
years and over, by age and sex

Despite the high burden of cardiovascular

disease prevalence in the community, less than

20% of the adult population have annual adult health checks. There are also concerns about the
management of cardiovascular disease in the community.

1.7 Accessing hospital

Between January 2006 and December 7aple 1: RFDS primary evacuations by evacuation and
2012, the RFDS undertook 137 primary recejving locations

evacuations from SA for people identified Primary evacuation* from:
as Aboriginal. The majority were SA
evacuated to Alice Springs (n=113). Many c
of the primary evacuations to Alice 2
17 > (%)
Springs were from APY lands communities 3 o 23
S 3 2 © ©
— © +— ] =
(see Table 1). . - o | B é S
There were also evacuations to South < =/ =]0o0 | 2|0
Australian centres, with Port Augusta 5 NT 82 13 7 0 0 11 113
receiving the greatest number. S | sA o 0o o0 10 6 8 24
®
There were 424 inter-hospital transfers | 3 | Port o0 ) 9 6 .. 20
from country SA. Of these 424 transfers, & | Augusta
Total 82 | 13 10 . | 26| 137

. o
287 '(apprOXImater. 706.) were to Primary evacuation*refers to retrieval from point with no
Adelaide and 91 to Alice Springs. medical facility.

Data source: RFDS Unit Record data provided by RFDS (unpublished)
extracted for the SA Aboriginal Heart and Stroke Plan, 16 Sept 2015

1 Cardiovascular disease is defined in the AATSIHS and AHS as “Diseases of circulatory system”, including the
following ICD-10 codes: 101-115, 120-152, 160-189, 195, 197-199, RO0-R01, R07.2, R60
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For the emergency presentations to ED departments, 58% of these were by ambulance (including air
ambulance; helicopter; and ambulance service), similar to the non-Aboriginal population. However,
there is significant variation between hospitals. For more information see Appendix 10.

1.8 Hospitalisations for cardiovascular disease

Aboriginal people account for 2.2% of all hospitalisations in SA for a principal diagnosis of
cardiovascular disease, with 4,053 separations over the 5 year period from July 2010-June 2015.

Females are disproportionately over-represented in the Aboriginal cohort presenting to SA hospitals,
accounting for 47% of Aboriginal separations, compared to 43% in the non-Aboriginal population. The
age profile of hospitalisation for a principal diagnosis of cardiovascular disease is significantly different
between the Aboriginal and non-Aboriginal population. The greatest proportion of Aboriginal people
are hospitalised between the ages of 45 and 60, compared to 75 years and over in the non-Aboriginal
population (see Figure 8).
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Data source: ISAAC Unit Record File provided by SA Health (unpublished) extracted for the SA State of
Aboriginal Heart Health Project 22 Nov 2015.

Figure 8: All hospital admissions for a principal diagnosis of CVD, July 2010-June 2015,
by Aboriginal status and age

After adjusting for age, the Aboriginal
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Figure 9: Age-specific hospitalisation rate for CVD, by Aboriginal: 13.8 per 1,000). There are also
Aboriginal status, July 2010 - June 2015 substantial differentials for the age groups
25-34, 35-44, 55-64 and 65-74 (see Figure 9).

greatest relative disparity is in the 45-54 age
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Between July 2005-June 2007 and July 2013-June 2015, the hospitalisation rate for Aboriginal people
has dropped in some age groups (15-24, 45-54, and 55-64), but increased in other age groups (5-14,
25-34, 35-44, 65-74 and 75+). This is compared to the non-Aboriginal hospitalisation rate which
decreased in the age groups 55 and over. Hospitalisation rates remain substantially higher in the
Aboriginal population in ages under 75 (see Figure 10).

o Aboriginal non-Aboriginal

8

< 140

g 120

:

o

= 60

s I | I

S 28 | | I E— ||

o

3 5-14 15-2425-3435-4445-5455-6465-74 75+ 5-14 15-2425-3435-4445-5455-6465-74 75+
T

Jul'05-Jun'07 Jul'07-Jun'09 ®Jul'09-Jun'1l Jul'05-Jun'07 Jul'07-Jun'09  ®mJul'09-Jun'll
HJul'l1-Jun'13 M Jul'13-Jun'l5s B Jul'll-Jun'l3  ®Jul'l3-Jun'l5

Data source: ISAAC Unit Record File provided by SA Health (unpublished) extracted for the SA State of Aboriginal Heart
Health Project 22 Nov 2015.
Figure 10: Age-specific hospitalisation rates for people with a principal diagnosis of CVD, by Aboriginal
status and years, July 2005 - June 2015

Hospitalisation for hypertension indicates poorly managed disease in primary health. The
hospitalisation rate for Aboriginal people for hypertension is significantly greater than the non-
Aboriginal rate (see Figure 11). Of particular concern is the high rate of hospitalisation in the 35-65
year old age groups (see Figure 12).
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Data source: ISAAC Unit Record File provided by SA Data source: ISAAC Unit Record File provided by SA
Health (unpublished) extracted for the SA State of Health (unpublished) extracted for the SA State of
Aboriginal Heart Health Project 22 Nov 2015. Aboriginal Heart Health Project 22 Nov 2015.
Figure 11: Age-standardised hospitalisation rate Figure 12: Age-specific hospitalisation rate for
for hypertension, by Aboriginal status, July 2005 - hypertension, by Aboriginal status, July 2005 -
June 2015 June 2015

Hospitalisation rates for other cardiovascular conditions are reported in Section 2 (Cardiovascular
Outcome Indicators).
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The number of hospitalisations by hospital
varies across the state (see Figure 13 and Figure
14). In total there were 4,053 South Australian
hospital admissions for Aboriginal people with a
principal diagnosis of cardiovascular disease for
the period July 2010-June 2015.

Of all hospital separations for Aboriginal people
in South Australian hospitals, 69% were South
Australian residents, while Northern Territory
up 27% of Aboriginal
separations to South Australian hospitals.

residents made
Approximately 7 in 10 hospital admissions for
Aboriginal people were emergency admissions.
The Aboriginal population is 8% more likely to
have an emergency admission for a hospital
separation with a principal diagnosis of
cardiovascular disease than the non-Aboriginal

population.
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Other* is all other separations excluding those whose
place of residence is SA or NT
Data source: ISAAC Unit Record File provided by SA
Health (unpublished) extracted for the SA State of
Aboriginal Heart Health Project 22 Nov 2015

Figure 13: Aboriginal separations — Metropolitan
Hospitals, with a principal diagnosis CVD, July 2010-
June 2015, by state/territory of residence: Royal
Adelaide Hospital (RAH), Flinders Medical Centre
(FMC), The Queen Elizabeth Hospital (TQEH), Lyell
McEwin Hospital (LMH), Private and Women’s and
Children’s Hospital (W&CH)

Port Augusta has substantially more hospital separations in Country Health SA Local Health Network

than any other country centre (see Figure 14).
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Other~ is all other country SA Health hospitals

NB: the majority of hospital separations in CHSA are for South Australian residents.
Data source: ISAAC Unit Record File provided by SA Health (unpublished) extracted for the SA State of Aboriginal Heart

Health Project 22 Nov 2015

Figure 14: Aboriginal separations — Country Hospitals, with a principal diagnosis cardiovascular disease
(CVD), July 2010-June 2015

For more information see Appendix 10.
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1.9 Hospital procedures

Coronary angiography: Between July 2010-June 2015, Aboriginal people had 1138 hospitalisations
with a coronary angiography procedure recorded. Almost 80% of coronary angiographies were
undertaken in Aboriginal people aged 35-64. Eighty-seven percent of coronary angiographies are done
for a principal diagnosis of coronary heart disease for Aboriginal separations. Of the 1138 Aboriginal
separations who received a coronary angiography, 51% were South Australian residents, an additional
43% were Northern Territory residents. Flinders Medical Centre and the Royal Adelaide Hospital
undertake more angiographies for Aboriginal people from the Northern Territory than for Aboriginal
South Australians (see Figure 15).

Percutaneous coronary interventions (PCl): Between July 2010-June 2015, Aboriginal people had 511
hospitalisations with a percutaneous coronary intervention (PCl) recorded. Eighty-three percent of
PCls were undertaken in Aboriginal people aged 35-64. Sixty-six percent of all procedures were for a
principal diagnosis of acute myocardial infarction. Fifty-one percent of PCls for Aboriginal people were
undertaken for Northern Territory residents. Flinders Medical Centre (45%) and the Royal Adelaide
Hospital (36%) undertook the majority of angiographies for Aboriginal people. At Flinders Medical
Centre, 78% of the Aboriginal patients are Northern Territory residents. At the Royal Adelaide
Hospital, 45% of Aboriginal patients are Northern Territory residents. This is in contrast to the Lyell
McEwin Hospital and The Queen Elizabeth Hospital (see Figure 16).

50% _ 50%
40% 40%
30% — 30% N
20% 20%
10% - 10% —
0% - 0% -

W&CH FMC TQEH RAH
SA ENT ®Other*

LMH  Private FMC TQEH RAH LMH

SA ENT ®Other*

Private

Other* is all other separations excluding those whose place of

residence is SA or NT
Data source: ISAAC Unit Record File provided by SA Health
(unpublished) extracted for the SA State of Aboriginal Heart
Health Project 22 Nov 2015

Figure 15: Aboriginal hospitalisations receiving a
Coronary Angiography, July 2010 - June 2015, by
hospital and state of residence

Other* is all other separations excluding those whose place
of residence is SA or NT
Data source: ISAAC Unit Record File provided by SA Health
(unpublished) extracted for the SA State of Aboriginal Heart
Health Project 22 Nov 2015

Figure 16: Aboriginal hospitalisations receiving a
percutaneous coronary intervention, July 2010 -
June 2015, by hospital and state of residence

Coronary Artery Bypass Grafts (CABG):

Between July 2010-June 2015, 352 Aboriginal hospitalisations with a principal diagnosis of CVD had a
coronary artery bypass graft. Eighty-six percent of coronary artery bypass grafts were undertaken in
Aboriginal people aged 35-64.
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Sixty-five percent of all coronary artery bypass 70%
grafts for  Aboriginal separations were | 60%
undertaken at Flinders Medical Centre, 34% at | >0%

Royal Adelaide Hospital, and 2% in private :8:?

hospitals. 28% of all coronary artery bypass grafts 20;: -

were undertaken for Aboriginal people from 10%

South Australia, compared to 70% for Aboriginal 0% T

residents of the Northern Territory. Flinders FMc RAH Private
SA ENT mOther*

Medical Centre undertook 81% of all procedures Other* is all other separations excluding those whose place
. . . of residence is SA or NT
for Aborlgl nal Northern Territo ry separations (See Data source: ISAAC Unit Record File provided by SA Health
Figu re 17). (unpublished) extracted for the SA State of Aboriginal Heart
Health Project 22 Nov 2015

Figure 17: Aboriginal hospitalisations receiving a
coronary artery bypass graft, July 2010 - June
2015, by hospital and state of residence

Mitral and Aortic Valve Surgery: Aboriginal people with a principal diagnosis of CVD had 145
separations involving mitral valve surgery, and 71 involving aortic valve surgery recorded (July 2010-
June 2015). Of the Aboriginal separations, 96% of mitral valve surgery and 87% of aortic valve surgery
was performed on people younger than 65. For Aboriginal separations, 79% of mitral surgery and 69%
of aortic valve surgery were undertaken from the Northern Territory. Eighty percent all mitral valve
surgery, and 63% percent of all aortic valve surgery for Aboriginal separations was undertaken at
Flinders Medical Centre.

Thrombolysis for stroke: Between July 2010-June 2015, 7 Aboriginal separations with a principal
diagnosis of ischaemic stroke or stroke not specified had received thrombolysis.

For more detail on hospital procedures, see Appendix 10.

1.10 Self-discharge rates

Aboriginal people with a principal diagnosis of cardiovascular disease were more likely to self-
discharge than non-Aboriginal people (see Figure 18). After adjusting for age, the rate of self-discharge
for Aboriginal adults was 36.5 per 1,000 hospitalisations, compared to 9.4 per 1,000 for non-Aboriginal
hospitalisations.
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Data source: ISAAC Unit Record File provided by SA Health (unpublished) extracted for the SA State of Aboriginal
Heart Health Project 22 Nov 2015

o

o

Figure 18: Self-discharge rate per 1,000 hospitalisations for separations with a principal diagnosis of CVD,
by Aboriginal status, age and year, July 2005 - June 2015
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Section 2: ESSENCE Measurement Indicators

2.1 ESSENCE Service Standard Indicators

The table below provides a guide to all the ESSENCE Measurement and Outcome Indicators. There are
22 indicators covering 43 measures. In this CVD Profile data is presented for 28 of the 43 measures.
At this stage it was not possible to report on the remaining 15 measures. It is anticipated that the
ESSENCE Indicators will become part of a monitoring dashboard for South Australia.

Indicator and measures

Degree
reported

Indicator 1: Socioeconomic determinants

1a. Household crowding v
1b. Attainment of Year 12 education or equivalent 4
1c. Workforce participation

(i) Employment to population ratio v
(ii) Unemployment rate

(iii) Labour force participation rate

Indicator 2: Comprehensive primary health care

2a. Aboriginal and Torres Strait Islander access to primary health care relative to need
Indicator 3: Health behaviours

3a. Rate of current smokers

3b. Tobacco smoking during pregnancy

3c. People meeting guidelines for adequate intake of fruit and vegetables

3d. Adults meeting sufficient levels of physical activity

Indicator 4: Smoking cessation

Societal health
x

ANK _JININ

= 4a. Smokers receiving nicotine replacement therapy x
'fo Indicator 5: Risk assessment
5, 5a. Absolute cardiovascular risk assessment for people aged 35 years and over x
g 5b. MBS Health Assessments within the previous 12 months [ J
€ 5c. People with relevant Medicare-listed diagnostic items claimed in the previous 12 P
T | months
g Indicator 6: Risk management
E 6a. Hypertension: Antihypertensive medications prescribed x
fo 6b. Documented evidence of primary care practitioner follow-up for people with elevated %
g risk of cardiac disease
s Indicator 7: Secondary prevention and management of Acute Rheumatic Fever and
= | Rheumatic Heart Disease
= 7a. People indicated for and who receive BPG secondary prophylaxis v
7b. Priority 1 and 2 Rheumatic Heart Disease (RHD) cases receiving serial echocardiography v
Indicator 8: Rapid assessment
8a. Coronary Heart Disease: electrocardiogram (ECG) performed within 10 minutes of P
arrival for STEMI
8b. Acute exacerbation of Chronic Heart Failure (CHF): Receipt of echocardiography in the «

index admission

8c. Stroke: Brain scan within: °

(i) one hour presentation for thrombolysis eligible patients; x
(i) three hours for all other patients

Indicator 9: Timely treatment

9a. Coronary Heart Disease (CHD): STEMI patients receiving thrombolysis or Percutaneous
Coronary Intervention (PCI)

Care of acute disease
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9b. Coronary Heart Disease (CHD): STEMI patients receiving fibrinolysis within 30 minutes

of hospital arrival

9c. Stroke: Presentation and intravenous thrombolysis within 4.5 hours of symptom onset

Indicator 10: Specialised care

10a. Coronary Heart Disease (CHD) and Stroke: Acute Coronary Syndrome (ACS) and stroke

patients admitted into a cardiac or stroke unit:

(i) Cardiac unit;

(i)  Stroke unit

Indicator 11: Discharge medications

11a. Coronary Heart Disease (CHD), Chronic Heart Failure (CHF), Stroke: Patients discharged

with appropriate, condition-specific medications:

(i) CHD: aspirin or other antiplatelet agent, a statin, an ACE inhibitor or angiotensin
receptor blocker, and a beta-blocker, as appropriate;

(i)  CHF: ACEl or A2RA and beta-blocker;

(iii)  Haemorrhagic stroke: antihypertensive medication;

(iv)  Ischaemic stroke: statin therapy, antihypertensive and/or antithrombotic medication

11b. Coronary Heart Disease (CHD), Chronic Heart Failure (CHF), Stroke: Patients prescribed

medications remaining on them at 12 months:

(i) CHD: aspirin or other antiplatelet agent, a statin, an ACE inhibitor or angiotensin

receptor blocker, and a beta-blocker, as appropriate;

(ii) CHF: ACEl or A2RA and beta-blocker;

(iii) Haemorrhagic stroke: antihypertensive medication;

(iv) Ischaemic stroke: statin therapy, antihypertensive and/or antithrombotic

medication

Indicator 12: Coordination from hospital to community

12a. Coronary Heart Disease (CHD), Stroke and Rheumatic Heart Disease (RHD):

individualised care plan:

(i) Care plan for Acute Coronary Syndrome (ACS);

(ii) Care plan for Stroke;

(iii) Care plan for RHD

12b. Coronary Heart Disease (CHD), Chronic Heart Failure (CHF) and Rheumatic Heart

Disease (RHD): Review by a primary health care professional within one week of discharge

Indicator 13: Rehabilitation

13a. Stroke: Rehabilitation therapy within 48 hours of initial assessment

13b. Coronary Heart Disease (CHD), Chronic Heart Failure (CHF) and Stroke: Patients

referred to an appropriate condition-specific rehabilitation or other secondary prevention

program:

(i) Acute Coronary Syndrome (ACS) patients;

(ii) Chronic Heart Failure patients;

(iii) Stroke patients

13c. Coronary Heart Disease (CHD), Chronic Heart Failure (CHF) and Stroke: Patients

completing an appropriate condition-specific rehabilitation or other secondary prevention

program:

(i) Acute Coronary Syndrome (ACS) patients;

(ii) CHF patients;

(iii) Stroke patients

Indicator 14: Integrated regional clinical network

14a. Integrated regional clinical network scorecard

Indicator 15: Rheumatic Heart Disease (RHD) control programme

15a. Rheumatic Heart Disease (RHD) control programme scorecard

Indicator 16: Surgical procedures registry

16a. Services with a surgical procedures registry

v' = measured as specified in ESSENCE Measurement Indicators specification guide

Ongoing care of disease

Systems of
care

® = measured in part/measured, but not as specified in ESSENCE Measurement Indicators specification guide
X =not measured
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Indicator 1: Socioeconomic determinants
1a. Household crowding
Description: Proportion of people, of all ages, who live in overcrowded houses.

In 2010, Australia adopted the Canadian National Occupancy Standards (CNOS)? for overcrowding.
Under the Canadian National Occupancy Standards, the house is considered overcrowded if at least
one additional bedroom was required to meet the standards of: (a) no more than two people per
bedroom; (b) parents or couples may share a bedroom; (c) children under five of same sex or opposite
sex may share a bedroom; (d) children under 18 of the same sex can share a bedroom; (e) a child aged
five to 17 years should not share a bedroom with a child under five of the opposite sex; or (f) single
adults aged 18 years and over and any unpaired children require a separate bedroom.

The proportion of Aboriginal households
meeting the above criteria, and thus being
classified as overcrowded, increases

exponentially from 14% in Adelaide and inner

regional SA to 51% in very remote SA. Non- 0%

Aboriginal figures for overcrowding do not 10% I

vary by remoteness and are under 5% across I- I_ I_ - -

0%
the state (see Figure 19).

60%
50%
40%
30%

Major Inner Outer Remote  Very

L cities regional regional remote
There has been some reduction in the rate of . o
m Aboriginal B Non-Aboriginal

overcrowding from 2001 to 2011 for Data Source: ABS (unpublished) derived from 2011
Aboriginal and non-Aboriginal people, across Census of Population and Housing

all remoteness levels (see Figure 20). Figure 19: Overcrowding in SA Aboriginal and non-
Aboriginal households, by remoteness

Aboriginal Non-Aboriginal

70% 70%

60% 60%

50% 50%

40% 40%

30% 30%

20% 20%

2 mom il =

0% 0% ] | 1 -- -- [ 1 |
Major  Inner Outer Remote Very Major Inner Outer Remote Very
cities  regional regional remote cities regional regional remote

(Adel) (Adel)

2001 = 2006 m2011 2001 m2006 m2011

Data source: ABS (unpublished) derived from the 2001, 2006 and 2011 Census of Population and Housing.
Figure 20: Overcrowding in SA Aboriginal and non-Aboriginal households over time, by remoteness

2 AIHW (Australian Institute of Health and Welfare) 2005. Indigenous housing needs 2005: a multi-measure
needs model. Cat. no. HOU 129. Canberra: AIHW
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1b. Attainment of Year 12 education or equivalent
Description: Proportion of the 20-24 year old population having attained at least a Year 12 or
equivalent or Australian Qualifications Framework Certificate level Il or above.

Education is a clear indicator of socioeconomic
status and an important measure for health
literacy. Overall, Aboriginal persons aged 20 to

60%
24 years of age are less likely to have attained a S0%
year 12 (or equivalent) level of education when 0%
compared to non-Aboriginal persons. There ’
. . 30%
were only slight differences found between
20%
males and females.
10%
Aboriginal attainment of year 12 s still 0%

80%
70%

significantly lower when compared to non- Male Female Persons

. . m Aboriginal B Non-Aboriginal
A_borlgmal for all four Local Health Networks (see Data Source: 2011 Census of Population and Housing
Figure 21).

Figure 21: Year 12 attainment or equivalent for 20-
24 year olds, by Aboriginal status and sex

There are also differences by

Northern Adelaide LHN Central Adelaide LHN
sex between Local Health
Networks (LHNSs). The 100% 100%
percentage of  Aboriginal 80% 80%
females aged 20 to 24 years of 60%

60%

age  attaining year 12 40% 40%
education is higher than

o 20% 20%
Aboriginal males all four Local

0% 0%

Health Networks. (see Figure

22). Male Female Male Female
Southern Adelaide LHN Country Health SA LHN
100% 100%
80% 80%
60% 60%
40% 40%
20% I I 20% I I
0% 0% .
Male Female Male Female

W Aboriginal ® non-Aboriginal
Data Source: 2011 Census of Population and Housing
Figure 22: Year 12 attainment or equivalent for 20-24 year olds, by
LHN, Aboriginal status and sex
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1c. Workforce participation

i Employment to population ratio

ii. Unemployment rate

iii. Labour force participation rate
Description: The level of workforce participation as measured by employment, unemployment and
labour force participation rates.

Aboriginal people aged 15-64 in SA are less likely to be in the labour force, less likely to be employed,
and more likely to be unemployed (see Figure 23).

Unemployment rates for Aboriginal persons in the workforce were consistently higher across all Local
Health Networks (LHNs), while employment to population ratio, and labour force participation rates
were consistently lower, when compared to non-Aboriginal persons (see Figure 24 and Figure 25).

100% 12%
80% 10%
80
60% %
6%
40%
4%
0,
0% - | 0%
Employment to Unemployment  Labour Force NALHN CALHN SALHN  CHSA LHN
Population Rate Participation
Ratio Rate - -
m Aboriginal M Non-Aboriginal = Aboriginal ® non-Aboriginal
Data Source: 2011 Census of Population and Housing Data Source: 2011 Census of Population and Housing
Figure 23: Workforce participation by employment Figure 24: Unemployment, by Aboriginal status
rate, unemployment rate and labour force and LHN
participation rate, SA, 2011, by Aboriginal status
and sex
100% Northern Adelaide LHN 100% Central Adelaide LHN
80% 80%
60% 60%
40% 40%
0% 0%
Employment to Labour Force Employment to Labour Force
Population Ratio Participation Rate Population Ratio Participation Rate
100% Southern Adelaide LHN 100% Country Health LHN
80% 80%
60% 60%
40% 40%
20% 20% .
0% 0%
Employment to Labour Force Employment to Labour Force
Population Ratio Participation Rate Population Ratio Participation Rate

® Aboriginal ® non-Aboriginal
Data Source: 2011 Census of Population and Housing

Figure 25: Workforce participation, by Aboriginal status and LHN
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Indicator 2: Comprehensive primary health care
2a. Aboriginal and Torres Strait Islander access to primary health care relative to need

This measure requires development.

There is ongoing work to develop a measure for this indicator, being undertaken by the Australian
Institute of Health and Welfare and the Aboriginal and Torres Strait Islander Health Performance
Framework. For information on this measure as specified by the Australian Institute of Health and
Welfare, refer to the report, Access to primary health care relative to need for Indigenous Australians®.

3 Australian Institute of Health and Welfare 2014. Access to primary health care relative to need for Indigenous Australians.
Cat. no. IHW 128. Canberra: AIHW
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Indicator 3: Health behaviours

3a. Rate of current smokers

Description: Proportion of people aged 15 years and over who are current smokers, by Indigenous
status.

Smoking status has been collected from three SA data collections: the Australian Aboriginal and Torres
Strait Islander Health Survey (AATISHS); the South Australian Aboriginal Health Survey (SAAHS); and
the Australian Health Survey (AHS).

Figure 26 shows the higher percentage of @ gy
Aboriginal males and females currently smoking, 20%
when compared to non-Aboriginal. Current and

30%
daily smoking was three times as likely in the 0%
Aboriginal as non-Aboriginal  population.
. . 10%
Whereas the smoking rate stays high for the I I
0

Aboriginal population, the data show that

X

\?J \Q/ *{9 4\‘—) 4\‘—) *{—: *{—)
smoking rates are low for young and older non- N e@ N o)v v

< G & o Nt
Aboriginal SA. >

® Aboriginal = non-AborlglnaI

Data source: ABS; derived from 2012-13 AATSIHS;

The majority of non-Aboriginal SA reported 01112 At

having never smoked (51.3%) while those
Figure 26: SA current smoking, by Aboriginal status
and sex; and Aboriginal status and age, 15 years
and over

reporting having never smoked ranged from
36.4% to 46.3% for the Aboriginal population.

3b. Tobacco smoking during pregnancy
Description: Proportion of mothers who smoked during pregnancy, by Indigenous status.

Rates of recorded current smoking at first
antenatal visit during pregnancy are higher for
both Aboriginal than non-Aboriginal females  80%
recorded in the AATSIHS and AHS. The current ;g:
smoker rate for Aboriginal women at first 50%
antenatal visit is 50%. Rates of current smoking 40%

are more than 2 and a half times higher for  30%

- 0%

Aboriginal women when compared to non- 10% I
(]
Aboriginal women. The percent of women who 0% - I
quit before first visit are the same for Aboriginal 6@ \@f 6‘3} S
and non-Aboriginal women (5.4%) (see Figure 27). < «° Q,é‘\ 0$é‘
é@(\ < P

There is little variation by maternal age in current © M Aboriginal ™ non-Aboriginal

* Quit before first visit
Data Source: SA Health Perinatal statistics collection

women, however in the non-Aboriginal women (unpublished), 2015

smokers at first antenatal visit for Aboriginal

there is a significant reduction in current smoking  Figure 27: Smoker status at first antenatal visit,

rate with an increase in maternal age (see Figure by Aboriginal status and smoking status, SA, 15
28) years and over
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Rates of smokers at first antenatal visits are consistent across Local Health Networks (LHNs) for
Aboriginal women (see Figure 29). These data were further analysed by Country Health SA LHN sub-
region. Current smoking amongst pregnant Aboriginal women at their first antenatal visit was slightly
above the Country Health SA LHN average for the Eyre, Flinders and Far North East and South East
sub-regions. However, ex-smoking prevalence was higher than the average for the Eyre, Flinders and
Far North East and Eyre, Flinders and Far North West sub-regions (see Figure 29). Current smoking
was lowest amongst pregnant Aboriginal women in the Yorke and Northern sub-region.

100% 100%
80%
60%

80%

60%

40%
ol B | 1l | |
I 0% I I

20% o ,;x RS
OO o eV ¢ of° 2

W SV‘\'\?.%P‘\' o ANPCLNN o

0% N < ™ e L ‘?» ©

Lessthan 20to29  30years o N

y %(O(’ s,b(\ ’b(\ %(\ N0
20 years years and over o] o’ 6?"5 \,e‘\

Q\.\(\ N N ..
m Aboriginal M non-Aboriginal @@‘(d(ef( m Aboriginal
H non-Aboriginal
Data Source: SA Health Perinatal statistics
collection (unpublished), 2015 Data Source: : SA Health Perinatal statistics collection (unpublished), 2015

Figure 28: Rate of current smokers at Figure 29: Rate of current smokers at first antenatal visit, by
first antenatal visit, by Aboriginal status Aboriginal status and region (LHN and CHSALHN sub-regions)
and maternal age

3c. People meeting guidelines for adequate intake of fruit and vegetables
Description: Proportion of Australians meeting NHMRC Australian Dietary Guidelines 2013 for
adequate intake of:

i fruit

ii. vegetables.

Nutritional guidelines are part of the 20%
recommended program for the prevention and 18%
management of cardiovascular disease. When 16%

summarised the National Health and Medical
Research Council (NH&MRC) recommends that
all adult Australians eat at least 5 serves of

vegetables every day and eat at least 2 serves of 6%
fruit every day. Ten percent of Aboriginal people 4%
meet recommended fruit and vegetable 2%
nutritional guidelines, compared to 8% of non- 0%

Aboriginal non-Aboriginal
Data source: ABS; derived from 2012-13 AATSIHS;

Aboriginal people (see Figure 30).
Figure 30: Percentage of people who met
recommended guidelines for fruit and vegetable
consumption, by Aboriginal status, SA
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3d. Adults meeting sufficient levels of physical activity
Description: Adults undertaking sufficient (at least 150 minutes over 5 or more sessions) in a week.

The current National Physical Activity Guidelines for Australian Adults (18 years and over) recommend
at least 30 minutes of moderate-intensity physical activity on most, preferably all, days. This has been
interpreted from the following three measures and is considered to correlate with good health
outcomes:

e performing 150 minutes of physical activity per week
e performing 150 minutes of physical activity over 5 or more sessions per week
e performing 30 minutes of physical activity on 5 days or more days per week

Persons Female Male

When comparing levels of physical activity — gqo

between Aboriginal and non-Aboriginal people
. . . 50%
in South Australia, Aboriginal people are more

likely to be doing the recommended levels of  40%
physical activity compared to non-Aboriginal 35,

people.
20%

However, there is significant variation by sex,
. .. . . 10%
with Aboriginal females being more likely to

meet these recommendations than non- 0%
Aboriginal females (Aboriginal: 51%; non-
Aboriginal: 38%), while Aboriginal males are less = Aboriginal ~ ® non-Aboriginal
likely to be achieving sufficient physical activity
(Aboriginal: 27%; non-Aboriginal: 40%) (see
Figure 31).

Data source: ABS; derived from 2012-13 AATSIHS; 2011-12
Figure 31: Achieving sufficient physical activity to
be beneficial to health, by sex and Aboriginal status

Indicator 4: Smoking cessation

4a. Smokers receiving nicotine replacement therapy

Description: Proportion of clients of health services who have had their smoking status assessed
within the last 1 year and identified as a smoker have received a prescription for nicotine
replacement therapy.

Measure requires data collection development.
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Indicator 5: Risk assessment

5a. Absolute cardiovascular risk assessment for people aged 35 years and over

Description: Proportion of clients with no known cardiovascular disease, aged 35 to 74 years, with
information available to calculate their absolute cardiovascular disease risk in the last 2 years.

This measure requires development.

It is anticipated that data will be available from 2017 onwards for primary health care organisations
that receive funding from the Australian Government Department of Health to provide services
primarily to Aboriginal and Torres Strait Islander people through the National Key Performance
Indicators for Aboriginal and Torres Strait Islander primary health care (nKPls).

There should be reporting of this measure by all primary health care services, not just those funded
through the Australian Government Department of Health to provide services primarily to Aboriginal
and Torres Strait Islander people.

5b. MBS Health Assessments within the previous 12 months
Description: Proportion of people aged 15 and over who have received a Medicare Benefits
Schedule Health Assessment within the previous 12 months.

Receipt of an Aboriginal and Torres 5000 25
Strait Islander adult health check ., 4000 20
(MBS Item 715) is used as a proxy for E 3000 15 S
S e L. S ©
risk identification. The update of the bt =
) © 2000 10 &
adult health check is, on average, 2 3
1000 5 2
around 15 percent for South I I
Australia, with a significant increase L E— < ~ m o« 0
. R B 5 o -
since 2011-2012. 5 _5 § § 5 _5
. = R T = T T
At a regional level, the Country SA 5 3 s 5 5 =
Primary Health Network has twice the )
Adelaide PHN Country PHN
rate of update of adult health checks = No. of checks Usage rate
compared to the Adelaide Primary Data source: AIHW analysis of Medicare Australia Statistics, 2015

Health Network. Both regions have Figure 32: Number and usage rate of Aboriginal and Torres

seen a doublinginthe uptake in 2013- 44t (s/ander adult health checks for Aboriginal people, 2011-
14 from 2011-12 (see Figure 32). 2014, by primary health network.

However, this measure only counts the number of assessments for the population, not the receipt of
an assessment for an individual within a 12 month period.

5c. People with relevant Medicare-listed diagnostic items claimed in the previous 12 months
Description: Proportion of people who had relevant Medicare-listed cardiac related diagnostic items
claimed in the previous 12 months.

This measure requires development. There is data available through Medicare Benefits Schedule
(unpublished data). However, this data would not be able to distinguish whether people are clients of
health services.
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Indicator 6: Risk management

6a. Hypertension: Antihypertensive medications prescribed

Description: Proportion of Aboriginal and Torres Strait Islander people with a confirmed diagnosis of
hypertension (Grade 1-3) who are prescribed antihypertensive medications.

This measure requires development; no data exists.

6b. Documented evidence of primary care practitioner follow-up for people with elevated risk of
cardiac disease

Description: Proportion of those Aboriginal and Torres Strait Islander people identified as having
elevated risk of cardiac disease in the previous 2 years, with documented evidence of primary care
practitioner follow-up, including the proportion commenced on anti-hypertensive and lipid-lowering
therapy and proportion of smokers offered an evidence based smoking cessation intervention.

The AIHW has recently released a report detailing measures of care in accordance with this measure:
e Proportion of Aboriginal and Torres Strait Islander people aged 18 and over living in non-
remote areas without a current and long-term circulatory condition who were at high risk of

cardiac disease who had their blood pressure checked in the previous 2 years.

e Proportion of Aboriginal and Torres Strait Islander people aged 18 and over without a current
and long-term circulatory condition who were at high risk of cardiac disease and were current
smokers who saw a doctor/health professional or specialist in the previous 12 months and
discussed quitting smoking.

As shown in this taken from this report?, shows that Aboriginal people at high risk of cardiac disease are likely to receive a blood pressure

check in the previous two years (over 80%). Compared to other jurisdictions, the proportion of Aboriginal people in SA with blood pressure
checks is high. However, there is no data on the blood pressure result or management strategies adopted (see Source: AIHW 2015

Figure 33).

Less than half of Aboriginal people in SA at high risk discussed quitting smoking in primary care. SA was one of the jurisdictions with the
highest proportion (see Source: AIHW 20154
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NSW Vic Qld WA SA Tas ACT NT
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Jurisdiction

Sowce ABS 2012-1) AATEMS
£ Source: ABS 2012-13 AATSIHS
Figure 1.3b: Proportion of Indigenous people at

high risk of cardiac disease who had their blood Figure 1.3e: Proportion of Indigenous people at
pressure checked in the last 2 years, by state and high risk of cardiac disease who discussed
territory, 2012-13 quitting smoking, by state and territory, 2012-13

Figure 33).

Source: AIHW 2015%

4 Australian Institute of Health and Welfare 2015. Better Cardiac Care measures for Aboriginal andTorres Strait
Islander people: first national report 2015. Cat. no. IHW 156. Canberra: AIHW.
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Figure 33: Proportion of Aboriginal and Torres Strait Islander people at high risk of cardiac disease
receiving specific management strategies, Australia, by state/territory (Source: AIHW, 2015)
Indicator 7: Secondary prevention and management of Acute Rheumatic Fever and Rheumatic

Heart Disease

7a. People indicated for and who receive BPG secondary prophylaxis

Description: Proportion of all people indicated for benzathine penicillin G secondary prophylaxis
administration who received <50%, 50-79% and greater than or equal to 80% of scheduled doses in
the previous calendar year.

Secondary prophylaxis for acute rheumatic fever  gqo

has increased since the introduction of the SA

RHD register. In 2015, 57% of cases on the 0%

register were received 80 percent or greater  40%

adherence to benzathine penicillin G (BPG) = 30y

injection. This increased from an average 80% or 0% II
greater adherence of 27% in 2013 (see Figure

34). 10% I

0%
<50% 50%-79% >80%
Adherence rate
2013 ®m 2014 m2015

Data source: SA Rheumatic Heart Disease Register, January
2016

Figure 34: Average benzathine penicillin G
adherence rate, SA, 2013-2015

7b. Priority 1 and 2 Rheumatic Heart Disease (RHD) cases receiving serial echocardiography
Description: Echocardiograms performed within designated timeframes for priority level 1 and 2
rheumatic heart disease cases.

Rheumatic Heart Disease (RHD) patients receive  gqo,
regular echocardiography; as at December 2015 799
58% of priority 1, and 71% of priority 2 cases = 60%
received screening within guideline  50%
recommended timeframes. These levels  40%

increased from 2014 (see Figure 35). 30%
20%

10%
0%
Priority level 1 Priority level 2
At December 2014  m At December 2015

Data source: SA Rheumatic Heart Disease Register, January
2016

Figure 35: Proportion of priority 1 and priority 2
cases of ARF/RHD receiving serial echo as per
guidelines per year
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Indicator 8: Rapid assessment

8a. Coronary Heart Disease: electrocardiogram (ECG) performed within 10 minutes of arrival for STEMI
Description: Proportion of emergency department patients presenting with acute chest pain or other
symptoms suggestive of acute coronary syndrome, with electrocardiogram performed and analysed
before or within 10 minutes of first medical contact.

Aboriginal people presenting to a SA 50%

tertiary hospital with a ST elevation 45%
myocardial infraction (STEMI) were less ‘3‘232‘;
likely to have an electrocardiogram (ECG) 30%
performed within 10 minutes of arrival ﬁglﬁ’
(Aboriginal: 30% vs non-Aboriginal: 45%: 15%
OR 0.52) (see Figure 36). 1o
Aboriginal people were less likely to have o Aboriginal Non-Aboriginal

an ECG performed, regardless of their age.  Rates are unadjusted
Data source: CADOSA analysis provided by the CADOSA Registry, the
Aboriginal and non-Aboriginal females University of Adelaide (unpublished) for the SA State of Aboriginal

. Heart Health Project. CADOSA was supported by a Cardiovascular
were less llkely to have an ECG perfo rmed Research Development Grant from the South Australian Division of the

within 10 minutes. Heart Foundation of Australia and the Government of South Australia.

There is no data available on the timeliness Figure 36: Proportion of STEMI patients who had a
diagnostic ECG performed within 10 minutes of first

medical contact, by Aboriginal status, January 2012-
December 2014

of analysis of ECGs.

8b. Acute exacerbation of Chronic Heart Failure (CHF): Receipt of echocardiography in the index
admission

Description: Proportion of patients with acute exacerbation of heart failure, with an echocardiography
performed and analysed within the index admission.

There is no data available for this measure, as echocardiography is not recorded with ISAAC.

8c. Stroke: Brain scan within:
i one hour presentation for thrombolysis eligible patients;
ii. three hours for all other patients.
Description: Brain imaging within:
i 1 hour of presentation for thrombolysis eligible patients; and
ii. 3 hours forall other patients;
of arrival to hospital.

There is no data available for this measure.
Recept of echocardiography is not recorded with ISAAC.

This data is reported through the National Stroke Audit — Acute Services. The Clinical Audit of hospital
care involves the retrospective review of the medical records of consecutive patients admitted to
participating hospitals during a defined time frame. However, this is not reported at a state level by
Aboriginal status.
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Indicator 9: Timely treatment

9a. Coronary Heart Disease (CHD): STEMI patients receiving thrombolysis or Percutaneous Coronary
Intervention (PCI)

Description: Proportion of patients with ST elevation myocardial infarction at first emergency contact
presenting within 12 hours of symptom onset and receiving fibrinolysis or percutaneous coronary
intervention.

This measure is reported through two approaches. This is due to the differing information available in
different data sources (CADOSA versus ISAAC datasets).

STEMI receiving thrombolysis or PCI
This measure uses Coronary Angiography Database of South Australia (CADOSA) data.

Seventy-eight percent of Aboriginal patients presenting to a SA tertiary hospital with a ST elevation
myocardial infraction (STEMI) received thrombolysis or PCl within the index admission, compared to
94% of non-Aboriginal patients. The proportion of non-Aboriginal patients receiving thrombolysis or
PCl was consistent across all age groups, whereas there was significant variation for Aboriginal
patients (see Figure 37).

100%

90%
80%
70%
60%
50%
40%
30%
20%
10%

0%

18-34 yrs 35-44 yrs 45-54 yrs 55-64 yrs 65+ yrs

m Aboriginal ® Non-Aboriginal

Data source: CADOSA analysis provided by the CADOSA Registry, the University of Adelaide (unpublished) for the SA
State of Aboriginal Heart Health Project. CADOSA was supported by a Cardiovascular Research Development Grant
from the South Australian Division of the Heart Foundation of Australia and the Government of South Australia.

Figure 37: Proportion of people with a STEMI treated with thrombolysis or Percutaneous Coronary
Intervention (PCl), by Aboriginal status and age, January 2012- December 2014

STEMI receiving PCl only
This measure uses Integrated South Australian Activity Collection (ISAAC) data.

Aboriginal hospital patients in all age groups other than 65 years and over were less likely than non-
Aboriginal patients to receive a Percutaneous Coronary Intervention (PCl). The age groups with the
greatest disparity were the 35-44 age group (Aboriginal: 59% vs non-Aboriginal: 80%) and the 55-64
age group (Aboriginal: 58% vs non-Aboriginal:76%) (see Figure 38).
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Data source: ISAAC Unit Record File provided by SA Health (unpublished) extracted for the SA State of Aboriginal

Heart Health Project 22 Nov 2015

Figure 38: Proportion of people with a STEMI treated by Percutaneous Coronary Intervention (PCl), by
Aboriginal status, age and year, July 2005 - June 2015

9b. Coronary Heart Disease (CHD): STEMI patients receiving fibrinolysis within 30 minutes of hospital

arrival

Description: Proportion of patients with ST
elevation myocardial infarction, whose first
emergency clinical contact is within 12 hours of
symptom onset, treated with fibrinolysis before
or within 30 minutes of hospital arrival.

Aboriginal people presenting to a SA tertiary
hospital with a ST elevation myocardial
infraction (STEMI) were less likely to receive
thrombolysis within 30 minutes of hospital
arrival (Aboriginal: 21% vs non-Aboriginal: 26%;
OR 0.78; p-value: 0.606) (see Figure 39).

50%
45%
40%
35%
30%
25%
20%
15%
10%

5%

0%

Aboriginal Non-Aboriginal

Rates are unadjusted
Data source: CADOSA analysis provided by the CADOSA
Registry, the University of Adelaide (unpublished) for the SA
State of Aboriginal Heart Health Project. CADOSA was
supported by a Cardiovascular Research Development Grant
from the South Australian Division of the Heart Foundation of
Australia and the Government of South Australia.

Figure 39: Proportion of STEMI receiving
thrombolysis within 30 minutes of hospital arrival,
by Aboriginal status, January 2012- December
2014

South Australian Aboriginal Cardiovascular Health Profile 33.



9c. Stroke: Presentation and intravenous thrombolysis within 4.5 hours of symptom onset
Description: Proportion of patients with ischaemic stroke presenting to hospital within 4.5 hours of
symptom onset, with documentation that intravenous thrombolysis was administered.

20%
18%
16%
14%
12%
10%

Aboriginal Non-Aboriginal

Data source: ISAAC Unit Record File provided by SA
Health (unpublished) extracted for the SA State of
Aboriginal Heart Health Project 22 Nov 2015

Figure 40: Crude proportion of people with a
principal diagnosis of ischaemic stroke receiving
thrombolysis (Royal Adelaide Hospital, The Queen
Elizabeth Hospital, Flinders Medical Centre and
Lyell MicEwin Hospital only), by Aboriginal status,

There were only 60 Aboriginal patients who had
a principal diagnosis of stroke (163-164)
between July 2011 and June 2015, and six of
these received thrombolysis. However, the
ISAAC database does not record time of
symptom onset, therefore we are unable to
restrict the measure to include ischaemic
stroke patients who presented within a
timeframe.

A proxy measure, with inclusion of all ischaemic
stroke patients has been used instead. Over a 4
year period (July 2011 — June 2015), there were
60 hospitalisations for Aboriginal people with a
principal diagnosis of stroke. Of the 60
Aboriginal hospitalisations, 6 (10%) received
thrombolysis. This is compared to 9% of non-

July 2011 - June 2015 Aboriginal hospitalisations (see Figure 40).

Indicator 10: Specialised care
10a. Coronary Heart Disease (CHD) and Stroke: Acute Coronary Syndrome (ACS) and stroke patients
admitted into a cardiac or stroke unit:

i Cardiac unit;

ii. Stroke unit.
Description: Proportion of patients with a final diagnosis of acute coronary syndrome or acute stroke
who have documented treatment in a cardiac or stroke unit at any time during their hospital stay.

There is poor recording of admitting ward and discharge ward in ISAAC. Therefore it is not currently
possible to report against this measure.
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Indicator 11: Discharge medications
11a. Coronary Heart Disease (CHD), Chronic Heart Failure (CHF), Stroke: Patients discharged with
appropriate, condition-specific medications:

i CHD: aspirin or other antiplatelet agent, a statin, an ACE inhibitor or angiotensin receptor

blocker, and a beta-blocker, as appropriate;

ii. CHF: ACEIl or A2RA and beta-blocker;

iii. Haemorrhagic stroke: antihypertensive medication;

iv. Ischaemic stroke: statin therapy, antihypertensive and/or antithrombotic medication.
Description: Proportion of people with a diagnosis of coronary heart disease, chronic heart failure and
stroke discharged with medications, as appropriate to the condition.

There is only data available to measure discharge medications for acute coronary syndrome (ACS)
patients.

Aboriginal ACS patients were more likely to be discharged with most guideline-recommended
medications, compared to non-Aboriginal patients. Aboriginal people were more likely than non-
Aboriginal patients to be discharged with: aspirin, other anti-platelet, dual anti-platelet, statin, non-
statin lipid lowering medication, ACE inhibitor and beta blockers. Aboriginal patients were less likely
to be discharged with angiotensin receptor blocker (ARB), calcium channel blockers, and long acting
nitrate (see Figure 41).
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Rates are unadjusted
Data source: CADOSA analysis provided by the CADOSA Registry, the University of Adelaide (unpublished) for the SA
State of Aboriginal Heart Health Project. CADOSA was supported by a Cardiovascular Research Development Grant
from the South Australian Division of the Heart Foundation of Australia and the Government of South Australia.

Figure 41: Proportion of Acute Coronary Syndrome patients having discharge medication recorded, by
type of medication and Aboriginal status, January 2012- December 2014
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11b. Coronary Heart Disease (CHD), Chronic Heart Failure (CHF), Stroke: Patients prescribed
medications remaining on them at 12 months:

i CHD: aspirin or other antiplatelet agent, a statin, an ACE inhibitor or angiotensin

receptor blocker, and a beta-blocker, as appropriate;

ii. CHF: ACEIl or A2RA and beta-blocker;

iii. Haemorrhagic stroke: antihypertensive medication;

iv. Ischaemic stroke: statin therapy, antihypertensive and/or antithrombotic medication.
Description: Proportion of people with a diagnosis of coronary heart disease, chronic heart failure and
stroke discharged with medications, as appropriate to the condition remaining on their medications
at 12 months post-discharge.

There is no data to measure 12 month post-discharge medication.

Indicator 12: Coordination from hospital to community
12a. Coronary Heart Disease (CHD), Stroke and Rheumatic Heart Disease (RHD): individualised care
plan:

i Care plan for Acute Coronary Syndrome (ACS);

ii. Care plan for Stroke;

iii. Care plan for RHD.
Description: Proportion of patients with a final diagnosis of acute coronary syndrome or stroke
provided with a written, individualised care plan.

This measure requires development; no data exists.

This data is reported through the Australian Stroke Clinical Registry. However, this is not reported at
a state level by Aboriginal status.

12b. Coronary Heart Disease (CHD), Chronic Heart Failure (CHF) and Rheumatic Heart Disease (RHD):
Review by a primary health care professional within one week of discharge

Description: Proportion of people reviewed by a primary health care professional within 1 week of
discharge.

This measure requires development.
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Indicator 13: Rehabilitation

13a. Stroke: Rehabilitation therapy within 48 hours of initial assessment

Description: Proportion of patients with a final diagnosis of stroke who commence rehabilitation
therapy within 48 hours of initial assessment.

There is no data available for this measure.

This data is reported through the National Stroke Audit — Acute Services. The Clinical Audit of hospital
care involves the retrospective review of the medical records of consecutive patients admitted to
participating hospitals during a defined time frame. However, this is not reported at a state level by
Aboriginal status.

13b. Coronary Heart Disease (CHD), Chronic Heart Failure (CHF) and Stroke: Patients referred to an
appropriate condition-specific rehabilitation or other secondary prevention program:

i Acute Coronary Syndrome (ACS) patients;

ii. Chronic Heart Failure patients;

iii. Stroke patients.
Description: Proportion of acute coronary syndrome, chronic heart failure and stroke patients with
documented referral prior to discharge to an appropriate, condition-specific rehabilitation or
secondary prevention program.

There is no data on referral to condition-specific rehabilitation for chronic heart failure or stroke.
There is data available for coronary heart disease, including acute coronary syndrome.

In the 2 year period January 2013-December  gqo
2014, 25 Aboriginal people received a referralto g0,

cardiac rehabilitation as an in-patient (28%). ;44
This compares to 34% of non-Aboriginal people. 5,
Referral to cardiac rehabilitation was higher in o
country hospitals (46%, n=6) compared to 10%
metropolitan hospitals (25%, n=19) (see Figure 0%
0
42)- Metro Country
) o m Aboriginal  E non-Aboriginal
Seventy'ﬁve percent of Abongmal people Data source: Cardiac Rehabilitation Minimum Data Set
eligible for cardiac rehabilitation were under 65 (CRMDS) Unit Record File provided by SA Health (unpublished)
. extracted for the SA State of Aboriginal Heart Health Project 7
years old, compared to 47% of non-Aboriginal Oct 2015
people.

Figure 42: Referral to cardiac rehabilitation
program whilst an in-patient (SA patients only),
January 2013-December 2014
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13c. Coronary Heart Disease (CHD), Chronic Heart Failure (CHF) and Stroke: Patients completing an
appropriate condition-specific rehabilitation or other secondary prevention program:

i Acute Coronary Syndrome (ACS) patients;

ii. CHF patients;

iii. Stroke patients
Description: Proportion of acute coronary syndrome, chronic heart failure & stroke patients with
documented completion of an appropriate, condition-specific rehabilitation or an alternative
secondary prevention program.

30% There is no data on referral to condition-

25% specific rehabilitation for chronic heart failure

20% or stroke. There is data available for coronary

15% heart disease, including acute coronary

syndrome.

10%

5% In the two year period between January 2013-

0% December 2014, six Aboriginal people who
Aboriginal non-Aboriginal were referred to cardiac rehabilitation

Data source: Cardiac Rehabilitation Minimum Data Set =~ completed their program (24%). This was

(CRMDS) Unit Record File provided by SA Health (unpublished) . . B .
extracted for the SA State of Aboriginal Heart Health Project 7 slightly higher than the non-Aboriginal rate

oct2015  (see Figure 43). Community members voiced

Figure 43: Completion of a cardiac rehabilitation concerns about the lack of culturally

program (referral whilst an in-patient, SA patients appropriate cardiac rehabilitation, and the lack
only), Jan 2013-Dec 2014 of cardiac rehabilitation services that are

accessible and appropriate for young people
following a cardiac event.
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For the following 3 ESSENCE Indicators, score cards have been designed to get a snapshot of current
activity against evidence-based features that should be included in the service delivery model.

Indicator 14: Integrated regional clinical network

14a. Integrated regional clinical network scorecard

Description: Number of elements of an integrated regional clinical network which are met by a
regional network.

Element: Degree to which

element is met:
1= Very poor

3=0k

5=Very good

Heart Stroke

Outreach diagnostic and management clinics within 2 hours access by all clients

(cardiovascular risk assessment and management).
a. Cardiovascular risk assessment 2
b. Cardiovascular risk management 2

24 hour availability of acute cardiac disease/stroke management units and
diagnostic advice.

a. Diagnostic advice 4 2
b. Management units 4 2
Referral pathways and clinical guidelines in place and operational for:
a. acute event assessment; 4 2
b. diagnostic testing; 3 3
c. hospital/tertiary centre transfers; 4 3
d. specialist referrals, and; 2 3
e. follow-up care (including palliative services). 2 3
A dedicated in-patient cardiac/stroke coordinator working across all services. 1 1
Documented care coordination plan connecting all acute and primary health 2 3
care providers and allied health practitioners.
Structured cardiac and stroke rehabilitation programs, led and coordinated by a 4 3
relevant rehabilitation team, within 2 hours access for all clients.
Regional network-wide data collection and reporting systems in place. 2 2
Standard medication kits, protocols and stock management systems for acute 4 4

patients in place at regional and remote centres.
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Indicator 15: Rheumatic Heart Disease (RHD) control programme

15a. Rheumatic Heart Disease (RHD) control programme scorecard

Description: Number of elements of a rheumatic heart disease control programme which are met by
a jurisdiction.

Element: Degree to which
element is met:
1= Very poor
3= 0k
5=Very good

Ongoing epidemiological surveillance system documented and in place. 4

Benzathine penicillin G adherence register 5

Documented system for clinical follow-up of people with rheumatic heart disease for 5

echocardiography
Health practitioner education program documented and in place 4

Community education program documented and in place. 3

Indicator 16: Surgical procedures registry

16a. Services with a surgical procedures registry

Description: Percentage of cardiac services, stroke services and surgical units which undertake cardiac
(including valvular surgery) and stroke surgery which have a centralised register.

Further work needs to be done to further develop a comprehensive understanding of current
status/activity.
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2.2

Cardiovascular outcome measures

ESSENCE Cardiovascular Outcome Indicators

Indicator and measures

Cardiovascular Outcome Indicator 1: Cardiovascular mortality
la. Cardiovascular mortality rate:

i.  All cardiovascular (100-199);

ii. Coronary Heart Disease (CHD) (120-125);

iii. Chronic Heart Failure (CHF) (150);

iv. Cerebrovascular disease (160-169);

v. Acute Rheumatic Fever (ARF) (100-102) and Rheumatic Heart Disease (RHD) (105-

109)
Cardiovascular Outcome Indicator 2: Coronary Heart Disease
2a. Coronary Heart Disease (CHD) (120-125) hospitalisation rate
2b. Twelve month mortality following hospitalisation for Acute Myocardial Infarction
(AMI) (121)
Cardiovascular Outcome Indicator 3: Chronic Heart Failure
3a. Chronic Heart Failure (CHF) (150) hospitalisation rate
Cardiovascular Outcome Indicator 4: Stroke
4a. Stroke (161, 162.9, 163, 164) hospitalisation rate
4b. Twelve month mortality following hospitalisation for Stroke (161, 162.9, 163, 164)
Cardiovascular Outcome Indicator 5: Rheumatic Heart Disease
5a. Acute Rheumatic Fever (ARF) (100-102) incidence
5b. Acute Rheumatic Fever (ARF) (100-102) recurrence
5c. Acute Rheumatic Fever (ARF) (100-102) and Rheumatic Heart Disease (RHD) (105-
109) hospitalisation rate:
(i) Acute Rheumatic Fever (100-102);
(ii) Rheumatic Heart Disease (105-109)
Cardiovascular Outcome Indicator 6: Hypertension
6a. Proportion of population with self-reported or measured hypertension (110)

v’ = measured as specified in ESSENCE Measurement Indicators specification guide

= not measured

Degree
reported
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Cardiovascular Outcome Indicator 1: Cardiovascular mortality
1a. Cardiovascular mortality rate:
i All cardiovascular (100-199);
ii. Coronary Heart Disease (CHD) (120-125);
iii. Chronic Heart Failure (CHF) (150);
iv. Cerebrovascular disease (160-169);
V. Acute Rheumatic Fever (ARF) (100-102) and Rheumatic Heart Disease (RHD) (105-109)

Description: Mortality rates for Australians by leading causes of death (ICD-10 [100-199]), by Indigenous
status.

Cardiovascular mortality rate

There were 259 deaths of Aboriginal South Australians from cardiovascular disease between January
2006 and December 2012.

The crude rate of mortality from cardiovascular disease is 10.4 per 10,000 population for Aboriginal
people, compared to 26.3 per 10,000 population for non-Aboriginal people.

However, when looking at age-specific mortality, there are clear differentials. The greatest disparity
in death rates exist between the ages of 25 and 54 years. Between aged 25-34, and 45-54, Aboriginal
people die from cardiovascular disease at a much higher rate compared non-Aboriginal people.
Between the ages of 35-44, Aboriginal people die from cardiovascular disease at 7.8 times the rate of
non-Aboriginal people. It is only in the age groups 5-14 and 75 and over where Aboriginal people are
less likely to die from cardiovascular disease compared to non-Aboriginal people (see Figure 44).

Age-standardised rate was not calculated due to small numbers.
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Data source: Cause of Death Unit Record File for South Australia provided by the Australian Coordinating Registry
(unpublished) extracted for the SA State of Aboriginal Heart Health Project 30 July 2015

Figure 44: Age-specific cardiovascular mortality rate per 10,000 population, SA, by Aboriginal status,
January 2006-December 2012
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Coronary Heart Disease (CHD) mortality rate

There were 144 deaths of Aboriginal South Australians from coronary heart disease between January
2006 and December 2012.

The crude rate of mortality from cardiovascular disease is 47.3 per 10,000 population for Aboriginal
people, compared to 93.1 per 10,000 population for non-Aboriginal people.

100 However, when looking at age-specific
S 9 mortality, there are clear differentials in
& 80 young age groups. Aboriginal people aged
§ 70 25-44 die from coronary heart disease at
SQ ig 8.7 times the rate of non-Aboriginal people.
2 20 Aboriginal people aged 45-64 die from
:,_') 30 coronary heart disease at 4.4 times the rate
> 20 of non-Aboriginal people. It is only in the
5 10 age groups 65 and over where Aboriginal
0 - people are less likely to die from
25-44 45-64 65+ cardiovascular disease compared to non-

Aboriginal  H non-Aboriginal Aboriginal people (see Figure 45).

Figure 45: Age-specific CHD mortality rate per 10,000 ~ An  age-standardised rate was not
population, SA, by Aboriginal status, January 2006- calculated due to small numbers.
December 2012

Chronic Heart Failure (CHF) mortality rate
There were 6 deaths of Aboriginal South Australians from chronic heart failure between January 2006
and December 2012.

The crude rate of mortality from chronic heart failure is 2 per 10,000 population for Aboriginal people,
compared to 12.0 per 10,000 population for non-Aboriginal people.

Age-specific and age-standardised rates were not calculated due to small numbers.

Cerebrovascular disease cardiovascular rate
There were 45 deaths of Aboriginal South Australians from cerebrovascular disease (including stroke)
between January 2006 and December 2012.

The crude rate of mortality from cardiovascular disease is 14.8 per 10,000 population for Aboriginal
people, compared to 47.4 per 10,000 population for non-Aboriginal people.

South Australian Aboriginal Cardiovascular Health Profile 43.



50

40

Rate per 10,000 population

0 —

25-44 45-64 65+

Aboriginal ® non-Aboriginal

Figure 46: Age-specific cerebrovascular mortality rate
per 1,000 population, SA, by Aboriginal status, January
2006-December 2012

However, when looking at age-specific
mortality, there are clear differentials
between the ages 25 and 64. Aboriginal
people aged 25-44 die from
cerebrovascular disease at 5.8 times the
rate of non-Aboriginal people. Aboriginal
people aged 45-64 die from
cerebrovascular disease at 2.8 times the
rate of non-Aboriginal people. It is only in
the age groups 65 and over where
Aboriginal people are less likely to die from
cerebrovascular disease compared to non-
Aboriginal people (see Figure 46).

An age-standardised rate was not
calculated due to small numbers.

Acute Rheumatic Fever (ARF) (100-102) and Rheumatic Heart Disease (RHD) (105-109)

mortality rate

There were 6 deaths of Aboriginal South Australians from ARF and RHD between January 2006 and

December 2012.

The crude rate of mortality from ARF & RHD is 2.0 per 10,000 population for Aboriginal people,
compared to 1.2 per 10,000 population for non-Aboriginal people.

Age-specific and age-standardised rates were not calculated due to small numbers.
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Cardiovascular Outcome Indicator 2: Coronary Heart Disease
2a. Coronary Heart Disease (CHD) (120-125) hospitalisation rate

Description: Hospital separation rates for Coronary Heart Disease (120-125) for Australians, by
Indigenous status.

Over a 10 year period (July 2005 - June 2015), the hospitalisation rate for Aboriginal females is 5.5 per
1,000, compared to 4.4 per 1,000 for non-Aboriginal females. The hospitalisation rate for Aboriginal
males is 6.7 per 1,000, compared to 8.7 per 1,000 for non-Aboriginal males (see Figure 47).

After adjusting for age, Aboriginal hospitalisation rate was 10.9 per 1,000, compared to 5.2 per 1,000
non-Aboriginal people (see Figure 48).
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Data source: ISAAC Unit Record File provided by SA T Data source: ISAAC Unit Record File provided by SA
Health (unpublished) extracted for the SA State of Health (unpublished) extracted for the SA State of
Aboriginal Heart Health Project 22 Nov 2015. Aboriginal Heart Health Project 22 Nov 2015.

Figure 47: Crude hospitalisation rate for CHD, by Figure 48: Age-standardised hospitalisation rate for
Aboriginal status and sex July 2005 - June 2015 CHD, by Aboriginal status, July 2005 - June 2015

Between July 2005 — June 2007 and July 2013 — June 2015, the hospitalisation rate for Aboriginal
people has dropped between the ages 25 and 64. The greatest relative decreases in Aboriginal
hospitalisation rate occurred in the younger age groups. The hospitalisation rate has increased in
Aboriginal people 65-74 and 75 years and over (see Figure 49).

This is compared to the non-Aboriginal hospitalisation rate which decreased for all age groups.
However, hospitalisation rates remain substantially higher in the Aboriginal population, particularly in
age groups 35-74. In the 75 years and over age group, the Aboriginal hospitalisation rate has overtaken
the non-Aboriginal hospitalisation rate, due to rising rates in the Aboriginal population and falling
rates in the non-Aboriginal population.
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Figure 49: Age-specific hospitalisation rates for people with a principal diagnosis of CHD, by Aboriginal
status and years, July 2005 - June 2015

2b. Twelve month mortality following hospitalisation for Acute Myocardial Infarction (AMI) (121)
Description: 12 month mortality rate for people admitted to hospital with acute coronary syndromes.

This measure will be assessed using data linkage.
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Cardiovascular Outcome Indicator 3: Chronic Heart Failure
3a. Chronic Heart Failure (CHF) (150) hospitalisation rate
Description: Hospital separation rates for Chronic Heart Failure for Australians, by Indigenous status.

After adjusting for age, Aboriginal hospitalisation rate was 4.1 per 1,000, compared to 1.8 per 1,000
non-Aboriginal people (see Figure 50).

The hospitalisation rate for Aboriginal people was substantially higher than the non-Aboriginal
comparison in all age groups other than 75 and over. The greatest relative disparity is in the 35-44 age
group (Aboriginal: 2.0 per 1,000 vs non-Aboriginal: 0.1 per 1,000). There are also substantial
differentials for the age groups 25-34, 45-54, and 55-64 (see Figure 51).
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Figure 50: Age-standardised hospitalisation rate ~ Figure 51: Age-specific hospitalisation rate for CHF,
for CHF, by Aboriginal status, July 2005 - June by Aboriginal status, July 2005 - June 2015
2015

Between July 2005 — June 2007 and July 2013 — June 2015, the hospitalisation rate for Aboriginal
people has, on average, increased for all age groups. This is compared to the non-Aboriginal
hospitalisation rate which remained relatively stable over the 10 year period for all age groups.

Hospitalisation rates are substantially higher in the Aboriginal population, particularly in age groups
35-74 (see Figure 52Figure 52).
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Figure 52: Age-specific hospitalisation rates for people with a principal diagnosis of CHF, by Aboriginal
status and years, July 2005 - June 2015
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Cardiovascular Outcome Indicator 4: Stroke
4a. Stroke (161, 162.9, 163, 164) hospitalisation rate

Description: Hospital separation rates for Stroke (161, 162.9, 163, 164) for Australians, by Indigenous
status.

After adjusting for age, Aboriginal hospitalisation rate was 1.8 per 1,000, compared to 1.1 per 1,000
non-Aboriginal people (see Figure 53).

The hospitalisation rate for Aboriginal people was substantially higher than the non-Aboriginal
comparison between the ages 25 and 74. The There are substantial differences in the hospitalisation
rates for age groups 25-34, 35-44, 45-54 and 55-64. The Aboriginal hospitalisation rate is lower in the
75 and over age group (Aboriginal: 8.7 per 1,000 vs non-Aboriginal: 10.5 per 1,000) (see Figure 54).

2.0 o 12.00
S 10.00
g 15 ' 8.00
o ()
> 2 6.00
g 10 S 4.00
o & 200 I
g o ‘T 0.00 N
o b=
K o DA% o W > (> oAd (x
= ™
s 00 § 0‘”'\, \(/oﬁl ’ﬁ):'b 5 gp,‘) <,§o"° G)A A
o Aboriginal Non-Aboriginal o o
o W Aboriginal ® Non-Aboriginal
* Data source: ISAAC Unit Record File provided by SA Data source: ISAAC Unit Record File provided by SA
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Aboriginal Heart Health Project 22 Nov 2015. Aboriginal Heart Health Project 22 Nov 2015.
Figure 53: Age-standardised hospitalisation rate Figure 54: Age-specific hospitalisation rate for
for stroke, by Aboriginal status, July 2005 - June stroke, by Aboriginal status, July 2005 - June 2015
2015

Between July 2005 - June 2010 and July 2010 - June 2015, the hospitalisation rate for Aboriginal people
has decreased slightly for age groups 35-44, 55-64, and 65-74. This is compared to reductions in
hospitalisation rates for non-Aboriginal people in all age groups other than 45-54. Hospitalisation rates
are substantially higher in the Aboriginal population, particularly in age groups 35-74 (see Figure 55).
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Figure 55: Age-specific hospitalisation rates for people with a principal diagnosis of stroke, by Aboriginal
status and years, July 2005 - June 2015
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4b. Twelve month mortality following hospitalisation for Stroke (161, 162.9, 163, 164)
Description: 12 month mortality rate for people admitted to hospital with stroke.

This measure will be assessed using data linkage.

Cardiovascular Outcome Indicator 5: Rheumatic Heart Disease

5a. Acute Rheumatic Fever (ARF) (100-102) incidence

Description: Yearly acute rheumatic fever incidence by episode type, age group and
i. Sex
ii. Ethnicity.

The incidence of acute rheumatic fever is between 2 and 4 people per 10,000 population, with an
average of 3.3 per 10,000 between January 2013 and June 2015 (see Table 2).

Table 2: Incidence (initial episodes and recurrences) of ARF for Aboriginal people, by year

Year Incidence of ARF (n) Incidence rate per

10,000 population
Jan-Dec 2013 12 3.1
Jan-Dec 2014 17 4.3
Jan-June 2015 2.0
Total (30 months) . 33

Data source: SA Rheumatic Heart Disease Register provided by SA Health (unpublished) extracted for the SA State of Aboriginal Heart
Health Project 18 September 2015

5b. Acute Rheumatic Fever (ARF) (100-102) recurrence
Description: Yearly acute rheumatic fever recurrences:

i.  Proportion of all acute rheumatic fever episodes
ii. Rate per 100 patient-years for patients prescribed prophylaxis (both oral and benzathine
penicillin G).

Recurrences of acute rheumatic fever over the 30 month period was on average 24.2% of all episodes,
with a reduction seen between 2013 and 2015 (see Table 3), which is an indicator of timely diagnosis
and sustained management.

Table 3: Recurrence of ARF for Aboriginal people, by year

Year Recurrence as proportion of all ARF episodes (%)
Jan-Dec 2013 41.7

Jan-Dec 2014 17.6

Jan-June 2015 0.0

Total (30 months) 24.2

Data source: SA Rheumatic Heart Disease Register provided by SA Health (unpublished) extracted for the SA State of
Aboriginal Heart Health Project 18 September 2015

5c. Acute Rheumatic Fever (ARF) (100-102) and Rheumatic Heart Disease (RHD) (105-109)
hospitalisation rate:
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i Acute Rheumatic Fever (100-102);
ii. Rheumatic Heart Disease (105-109).
Description:
i Hospital separation rates for acute rheumatic fever (100-102) for Australians, by Indigenous
status
ii. Hospital separation rates for rheumatic heart disease (105-109) for Australians, by
Indigenous status.

Over a 10 year period (July 2005 - June 2015), there were 32 Aboriginal hospitalisations for ARF. The
crude Aboriginal hospitalisation rate for ARF was 0.88 per 1,000 people, compared to 0.02 per 1,000
(see Figure 56).

Due to small numbers, it was not feasible to calculate an age-standardised rate.

The age-specific rate is significantly higher for the Aboriginal population for the age groups 0-19 and
20 and over. The rate is higher for both the Aboriginal and non-Aboriginal populations in the 0-19
age group (see Figure 57).
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Health (unpublished) extracted for the SA State of SA Health (unpublished) extracted for the SA State
Aboriginal Heart Health Project 22 Nov 2015 of Aboriginal Heart Health Project 22 Nov 2015
Figure 56: Crude hospitalisation rate for ARF, by Figure 57: Age-specific hospitalisation rate for
Aboriginal status, July 2005 - June 2015 ARF, by Aboriginal status, July 2005 - June 2015

Over a 10 year period (July 2005 - June 2015), there were 72 Aboriginal hospitalisations for RHD. The
crude Aboriginal hospitalisation rate for ARF was 2.0 per 10,000 people, compared to 1.3 per 10,000
(see Figure 58).

Due to small numbers, it was not feasible to calculate an age-standardised rate.

The age-specific rate is significantly higher for the Aboriginal population for the age groups 0-29 and
30-59 (see Figure 59).
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Figure 58: Crude hospitalisation rate for RHD, by Figure 59: Age-specific hospitalisation rate for RHD,
Aboriginal status, July 2005 - June 2015 by Aboriginal status, July 2005 - June 2015

Cardiovascular Outcome Indicator 6: Hypertension
6a. Proportion of population with self-reported or measured hypertension (110)

Description: Proportion of adults with a self-reported/measured (as part of survey) high blood
pressure

High blood pressure is an important risk factor for heart disease, stroke and other cardiovascular
diseases. According to WHO guidelines, a person is defined as having high blood pressure if their
systolic or diastolic blood pressure is equal to or greater than 140/90 mmHg.

The crude prevalence of high to severe blood pressure is slightly greater in the Aboriginal population
(26% versus 23%). High blood pressure is seen at early ages in the Aboriginal population, with one
third of all 35 to 44 year old Aboriginal people having high blood pressure (see Figure 60).
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Figure 60: Reported blood pressure, SA, by Aboriginal status, and for Aboriginal people by age
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Appendix 5 The South Australian Aboriginal population

As at 2011 (the last census), the Aboriginal population in South Australia is estimated to be at around
37,000 people.

The age profile of the South Australian Aboriginal population is significantly younger than the non-
Aboriginal population. Approximately 75% of the Aboriginal population is under the age of 40,
compared to around 50% of the non-Aboriginal population (Table 4 and Figure 61). The distribution
by sex is relatively even (Table 4).
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Figure 61: South Australian age distribution (5 year age brackets), by Aboriginal status and sex

Table 4: Aboriginal population distribution, by age and sex, 2011

Male Female Persons

n % n % n %
0-4 years 2,282 12.3 2,176 11.5 4,458 11.9
5-14 years 4,391 23.7 4,240 22.5 8,631 23.1
15-24 years 3,896 21.0 3,682 19.5 7,578 20.3
25-34 years 2,591 14.0 2,685 14.2 5,276 14.1
35-44 years 2,168 11.7 2,345 12.4 4,513 12.1
45-54 years 1,679 9.0 1,891 10.0 3,570 9.5
55-64 years 970 5.2 1,029 5.5 1,999 5.3
65-74 years 396 2.1 501 2.7 897 2.4
75 years + 181 1.0 305 1.6 486 1.3
Total 18,554 100.0 18,854 100.0 37,408 100.0

Data Source: ABS 2015
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Approximately half of Aboriginal South Australians live in the metropolitan Adelaide region. The other
half of Aboriginal South Australians live in regional and remote locations. Over 10,000 Aboriginal
people live in, or to the north and/or west of Port Augusta (see Figure 62).
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Data Source: ABS 2015
Figure 62: South Australian Aboriginal population distribution, by SA2 level, with Local Health Networks
and Country Health SA Local Health Network sub-regions indicated.
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Appendix 6 Cardiovascular risk of Aboriginal South Australians

The current cardiovascular risk profile for Aboriginal SA is important in understanding the future
burden of disease, and the impact this will have on the health system. A number of measures of risk
have been identified here and have been classified into: general health; health behaviours; presence
of chronic conditions; and psychological health.

General health considers how people rate their health.
Pregnancy outcomes are an important measure of future cardiovascular risk, particularly birth weight.

Health behaviours including smoking, healthy eating and physical activity are significant risk factors of
cardiovascular risk.

Chronic conditions, particularly diabetes and chronic kidney disease, can result in early onset and
complications of cardiovascular disease.

Psychological health and wellbeing is emerging as a significant risk factor for cardiovascular health,
particularly in Aboriginal communities where intergenerational trauma, stress and worry has a heavy
burden.

The key risk factor findings are that:

e Fair/poor overall health status is significantly higher among the Aboriginal population (23.9%)
when compared to the non-Aboriginal population (15.0%) and as age increases, Aboriginal people
are more likely to report fair or poor overall health status (42.9% of those aged 65 years and over).

e Smoking prevalence is higher in the Aboriginal population (42.1%) than the non-Aboriginal
population (17.5%) and Aboriginal males are more likely to be current smokers than Aboriginal
females. Whereas smoking rates decline with age in the non-Aboriginal population, current
smoking remains high across all age groups (15 to 65 years and over) for Aboriginal people.

e Over one third of Aboriginal South Australians report having three or more long term health
conditions (35.7%; n=12,700).

e Three in one hundred Aboriginal people in SA are living with the comorbid burden of diabetes,
CKD and CVD (0.3%; n=1,000).

e Aboriginal people are significantly more likely to have experienced a family stressor in the past 12
months when compared to non-Aboriginal people (73.6% to 53.2% respectively) and are three
times as likely to suffer from high to very high psychological distress.

e Aboriginal people are more likely to be doing the recommended levels of physical activity
compared to non-Aboriginal people, and Aboriginal females are significantly more likely to be
meeting these recommendations than Aboriginal males.

e There are no significant differences in the percentage of persons with a BMI of overweight or
obese when comparing Aboriginal and non-Aboriginal people.
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General Health
General health considers how people rate their health.

There a number of self-reported general health factors that are presented in publically available health
datasets. The self-assessed overall health status is one question used to ascertain a general overall
measure of health status. Respondents are asked: “In general would you say your health is: Excellent,
Very Good, Good, Fair or Poor?”.

Aboriginal people are less likely to report their health as excellent or very good, and more likely to
report health as fair or poor (see Figure 63). Over 30% SA Aboriginal respondents aged 45 years and
over reported having fair or poor overall health (see Figure 64).
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Figure 63: Self-assessed health status (SF-1), by
Aboriginal status

Data source: ABS; derived from 2012-13 AATSIHS

Figure 64: Prevalence of Aboriginal South
Australians reporting fair/poor health, by age
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Pregnancy outcomes — Low birth weight

Data are provided for birth weight of all live births in SA from 2006 to 2012, by LHN, Aboriginal status
and maternal age. From 2006 to 2012 there were 4,244 live births to Aboriginal mothers and 128,711
live births to non-Aboriginal mothers in SA across the four LHNs. 88% of babies born to Aboriginal
mothers were 2500 grams or greater, compared to 92.8% of babies born to non-Aboriginal mothers.

At a regional level, babies born to Aboriginal mothers were between 40% to 2 times more likely to be
born at a low birth weight (less than 2500 grams). The greatest differential was in Northern Adelaide
LHN, and the least differential in Country Health SA LHN (see Figure 65).

100%

95%

90%
85%
75%

NALHN CALHN SALHN CHSALHN
M Aboriginal ® Non-Aboriginal

Data Source: : SA Health Perinatal statistics collection
(unpublished), 2015

Figure 65: Live births which were at or above 2500 grams, by Aboriginal status (of the mother) and LHN
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Smoking

Smoking status has been collected from three SA data collections: the AATISHS; the SAAHS; and the

AHS.

Figure 66 shows the higher percentage of
Aboriginal males and females currently smoking,
when compared to non-Aboriginal. Current and
daily smoking was three times as likely in the
Aboriginal as non-Aboriginal population (see
Figure 66). Whereas the smoking rate stays high
for the Aboriginal population, the data show that
smoking rates are low for young and older non-
Aboriginal SA.

The majority of non-Aboriginal SA reported
having never smoked (51.3%) while those
reporting having never smoked ranged from
36.4% to 46.3% for the Aboriginal population
(see Table 5).

Table 5:Smoking status by Aboriginal status

AATSIHS (SA)
n (‘000)
Daily 9.3
Current smoker 9.7
Ex-smoker 49
Never smoked 8.3

1 persons aged 15 years and over

50%

40%
30%
20%
10% I
0%
C© O ©
¥ (((b '\,'\A q,b‘* o,b‘ b?‘ (,)bﬁ Yy N
<@ AN SRRy
NN A T W G
m Aboriginal ® non-Aboriginal

Data source: ABS; derived from 2012-13 AATSIHS;

2011-12 AHS

Figure 66: SA current smoking, by Aboriginal status
and sex; and Aboriginal status and age, 15 years

Aboriginal

%
40.3
42.1
21.5
36.4

and over
non-Aboriginal
SAAHS AHS (SA)

n % n %
181 45.4 211.3 15.4
193 48.3 241.4 17.5

26 6.5 408.2 30.8
173 46.3 678.1 51.7

Data Source: ABS; AHS, 2011-12,[Smoker status by Persons (Benchmarked weight), State or territory Counting: Persons
(Benchmarked weight)]; AATSIHS, 2012-13

There are more current smokers among Aboriginal males than females, and more Aboriginal females
reporting they never smoked than Aboriginal males (see Table 6 and Figure 66).

Table 6: Smoker status, by Aboriginal status and sex, proportion of persons (estimate), for 15 years and

over, SA,
Male
Aboriginal non-
Aboriginal
Daily 455 17.7
Current smoker 46.5 19.7
Ex-smoker 21.1 34.9
Never smoked 324 45.1
Total 100.0 100.0

Female
Aboriginal non-
Aboriginal

35.2 13.9
37.9 15.7
21.9 26.8
40.1 57.5
100.0 100.0

Persons
Aboriginal non-
Aboriginal

40.3 15.4
42.1 17.5
215 30.8
36.4 51.7
100.0 100.0

Data Source: ABS; AHS, 2011-12 [Smoker status by Persons (Benchmarked weight), State or territory and Sex of person
(3) Counting: Persons (Benchmarked weight)]; AATSIHS, 2012-2013
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Smoking during pregnancy

Rates of recorded current smoking at first antenatal visit during pregnancy are higher for both
Aboriginal than non-Aboriginal females recorded in the AATSIHS and AHS. The current smoker rate for
Aboriginal women at first antenatal visit is 51 percent. Rates of current smoking are more than 2 and
a half times higher for Aboriginal women when compared to non-Aboriginal women. The percent of
women who quit before first visit are the same for Aboriginal and non-Aboriginal women (5.4%) (see
Figure 67). There is little variation by maternal age in current smokers at first antenatal visit for
Aboriginal women, however in the non-Aboriginal women there is a significant reduction in current
smoking rate with an increase in maternal age (see Figure 68).

80%

70%
60%
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40%
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20%
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0% N | ——

&
o W Aboriginal ® non-Aboriginal

* Quit before first Data Source: SA Health Perinatal
statistics collection (unpublished), 2015

Figure 67: Smoker status at first antenatal visit, by
Aboriginal status and smoking status, SA, 15 years
and over
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Data Source: SA Health Perinatal statistics collection
(unpublished), 2015
Figure 68: Current smoker at first antenatal visit,
by Aboriginal status and maternal age

Rates of smokers at first antenatal visits are consistent across LHN for Aboriginal women (see Figure
69). These data were further analysed by CHSALHN sub-region. Current smoking amongst pregnant
Aboriginal women at their first antenatal visit was slightly above the CHSA LHN average for the Eyre,
Flinders and Far North East and South East sub-regions. However, ex-smoking prevalence was
higher than the average for the Eyre, Flinders and Far North East and Eyre, Flinders and Far North
West sub-regions. Current smoking was lowest amongst pregnant Aboriginal women in the Yorke

and Northern sub-region (see Figure 69).

70%
60%

xX

50%
40%
30%
20%
A E R EEREEERERE
0

NALHN CALHN SALHN CHSALHN Barossa Eyre, Eyre, Riverland South East Yorke &
(total) Hills Flinders Flinders  Mallee Northern
Fleurieu and Far and Far Coorong
North East North
West
Country Health SA LHN sub-regions
® Aboriginal ® non-Aboriginal Data Source: SA Health Perinatal statistics collection (unpublished), 2015

Figure 69: Current smoker at first antenatal visit, by Aboriginal status and LHN
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Nutrition

Nutritional guidelines are part of the recommended program for the prevention and management of
cardiovascular disease. When summarized the NH&MRC recommends that all adult Australians eat
at least 5 serves of vegetables every day and eat at least 2 serves of fruit every day.

10% of Aboriginal people meet recommended fruit and vegetable nutritional guidelines, compared to
8% of non-Aboriginal people (see Figure 70).

20%
18%
16%
14%
12%
10%
8%
6%
4%
2%
0%
Aboriginal non-Aboriginal
Data source: ABS; derived from 2012-13 AATSIHS;
2011-12 AHS

Figure 70: Percentage of people who met recommended guidelines for fruit and vegetable consumption,
by Aboriginal status, SA
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Physical Activity

The current National Physical Activity Guidelines for Australian adults (18 years and over) recommend
at least 30 minutes of moderate-intensity physical activity on most, preferably all, days. This has been
interpreted from the following three measures and is considered to correlate with good health
outcomes:

e whether met 150 minutes of physical activity per week
e whether met 150 minutes of physical activity over 5 or more sessions per week
e whether met 30 minutes of physical activity on 5 days or more days per week.

When comparing levels of physical activity between Aboriginal and non-Aboriginal people in SA,
Aboriginal people are more likely to be doing the recommended levels of physical activity compared
to non-Aboriginal people (see Table 7).

However, there is significant variation by sex. Aboriginal females are more likely to be meeting these
recommendations than non-Aboriginal females (Aboriginal: 51%; non-Aboriginal: 38%). Aboriginal
males are more than less likely to be achieving sufficient physical activity (Aboriginal: 27%; non-
Aboriginal: 40%) (see Figure 71).

Table 7: Physical activity levels, by Aboriginal status

Aboriginal SA non-Aboriginal SA
AATSIHS (SA)? SAAHS? AHS (SA)
n! % n % nt %
Sufficiently active for health 8.9 52.4 189 51.6 484.3 38.7
Insufficiently active/inactive 8.1 47.6 177 48.4 767.9 61.3
Total 17.0 100.0 367 100.0 = 1252.2 100.0

Lestimated number of persons (‘000)
2persons 15 years and over
Source: ABS; AATSIHS, 2012/13 and SA Health; South Australian Aboriginal Health Survey (unpublished), 2015
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Data source: ABS; derived from 2012-13 AATSIHS; 2011-12

Figure 71: Achieving sufficient physical activity to be beneficial to health, by sex and Aboriginal status
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Obesity

Body Mass Index

Body mass index (BMI) is the most common measure of overweight and obesity. However, the cut off
points defined by the World Health Organisation and used here are derived from primarily European
populations and may not be suitable to assess the same risk in other populations, such as Aboriginal
and Asian. It has been suggested® that for Aboriginal populations, a BMI of less than 25 kg/m? may be
seen as a risk factor.

Data on the BMI of Aboriginal South Australians differs dependent on data source (see Table 8 and
Figure 72). The AATSIHS indicates that 56% of Aboriginal people have a BMI of overweight or obese,
just under the non-Aboriginal level of 5%, however with a greater proportion of Aboriginal people
having a BMI category of obese. However, the SAAHS data indicated that almost 80% of Aboriginal
people are overweight or obese, with over 50% alone obese.

Table 8: SA Aboriginal/non-Aboriginal population, comparison of cardiovascular risk factors — body mass
index (BMl)

Aboriginal non-Aboriginal
AATSIHS (SA) SAAHS AHS (SA)
n (‘000) % n (‘000) % n (‘000) %
Body Mass Index!
Overweight (BMI 25.0-29.9 kg/m?) 7.1 28.1 29 28.5 430.2 33.0
Obese (BMI >= 30 kg/m?) 7.2 28.5 51 50.8 332.8 25.5
Overweight/obese 14.3 56.6 80 79.3 763.0 58.5

1 Persons aged 15 years and over: Measured BMI (excludes people for whom height and/or weight were not measured.
Data source: ABS; derived from 2012-13 AATSIHS; 2011-12 AHS
and SA Health; South Australian Aboriginal Health Survey (unpublished), 2015

100%
80%
60%
- B N
20%
0%
Aboriginal Aboriginal  non-Aboriginal
(AATSIHS) (SAAHS) (AHS)

B Obese (BMI >= 30 kg/m2)
Overweight (BMI 25.0 kg/m2 - 29.9 kg/m2)

Data source: ABS; derived from 2012-13 AATSIHS; 2011-12
AHS and SA Health; South Australian Aboriginal Health Survey
(unpublished), 2015

Figure 72: Comparison of Aboriginal and non-Aboriginal overweight and obese between three SA datasets

5 Razak F, et al. (2007). Defining Obesity Cut Pints in a Multiethnic Population. Circulation 115:2111-2118
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Waist circumference

Waist circumference reflects mainly subcutaneous abdominal fat storage. According to a World Health
Organisation (WHO) joint report, has been shown to positively correlate to disease risk. As with BMI,
the cut-off points in this scale are best used for people of European origin (see Table 9).

Aboriginal females are more likely to be at a substantially increased risk (Aboriginal females: 70%,
non-Aboriginal females: 51%), and overall, are more likely to be at increased risk. There is little
difference between Aboriginal and non-Aboriginal males at substantially increased risk (Aboriginal

males: 42.5%; non-Aboriginal males: 40.5%), and overall, were less likely to have an increased risk (see
Figure 73).

Table 9: Waist circumference guidelines, adults

Not at risk Increased risk Substantially increased risk
Males Less than 94 cm 94 cm or more 102 cm or more
Females Less than 80 cm 80 cm or more 88 cm or more

—
B D o] o
o o o o

percentage or persons having
measured wc (%)
N
o

o

Female Female Male Male

Aboriginal non-Aboriginal Aboriginal non-Aboriginal

Not at risk Not at risk

H Increased Risk M Increased Risk
B Substantially increased risk W Substantially increased risk

Data source: ABS; derived from 2012-13 AATSIHS; 2011-12 AHS

Figure 73: Waist circumference indicating risk to health, by sex and Aboriginal status
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Co-morbidity of chronic conditions

Aboriginal people are significantly more likely to have been diagnosed with diabetes (sometimes
reported at high sugar) (17.4%) and/or chronic kidney disease (21.6%) than non-Aboriginal people
(6.8% and 10.7% respectively) (see Figure 74).

SAAHS data have been used here as they are considered a more representative reflection of the high
levels of diabetes in SA. These data report rates as high as 40% in remote SA communities.

When managing risk for cardiovascular disease, these conditions must be considered in a holistic
approach to health care.

Diabetes/high sugar

0% 5% 10% 15% 20% 25%
m Aboriginal B non-Aboriginal

Chronic Kidney Disease (CKD) stages 1, 2, 3a, 3b, 4, 5, (mL/min/1.73m?2). Source: AATSIHS and AHS.
Aboriginal diabetes data from SAAHS. Non-Aboriginal from AHS.
Note: first results excluded those people who did not have current diabetes (4.7%). The updated results are used
here: these report those persons who have ever had a diabetes diagnosis.
Data source: ABS; derived from 2011-12 AHS and SA Health; South Australian Aboriginal Health Survey
(unpublished), 2015

Figure 74: Presence of diabetes/high blood sugar and kidney disease in SA, by Aboriginal status

The majority of Aboriginal South Australians reported having three or more long term health
conditions (35.7%; n=12,700) (see Figure 75). When considering CVD, CKD and diabetes, Aboriginal
people were more likely to have diabetes (only) (4.1%) or CKD (only) (0.9%), when compared to non-
Aboriginal South Australians (2.2% and 0.2% respectively). For those reporting all three chronic
conditions, Aboriginal people were significantly more likely to report having diabetes, CKD and CVD
(0.3%) compared to no non-Aboriginal people reporting all three commodities.

4.5%
4.0%
3.5%
3.0%
2.5%

2.0%
1.5%
1.0%
0.5% l

Diabetes only CKD only Diabetes & CKD Diabetes & CVD CKD & CVD  Diabetes & CKD
® Aboriginal M non-Aboriginal & CVD
Note: Chronic Kidney Disease (CKD) stages 1, 2, 3a, 3b, 4, 5, (mL/min/1.73m?). All data are self-report.
* Estimates have a relative standard error of 25% to 50% and should be used with caution.
Data source: ABS; derived from 2012-13 AATSIHS; 2011-12 AHS

Figure 75: Percentage of those reporting one, two, or three chronic conditions, by Aboriginality and type
of condition
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Family stressors and psychological distress
Estimating the burden of mental ill-health in the
Aboriginal population is very important.
Recognising that a western construct of social
and emotional wellbeing is inadequate to
describe the same in Aboriginal and Torres Strait
Islander  populations, but lacking any
alternatives, a measure of psychological stress is
reported here using the K5 (a subset of the
Kessler 10 and Kessler 6 Psychological Distress
Scale). Measures have been compared between
the AATIHS and the AHS.

For both males and females, Aboriginal people
report significantly higher levels of psychological
distress than non-Aboriginal persons (see Figure
76).
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Data source: ABS; derived from 2012-13 AATSIHS; 2011-12
AHS

Figure 76: Prevalence of high to very high

psychological distress as measured by the K5, by

sex and Aboriginal status

Questions to assess self-reported family stressors are included in both the AATSIHS and the AHS.
Family stressors were defined as life events or conditions that may have been a problem for the
respondent or anyone close to them in the 12 months prior to interview.

Aboriginal persons were significantly more likely to have experienced a family stressor in the past 12
months when compared to non-Aboriginal persons (see Figure 77).

The main family stressor for non-Aboriginal SA is ‘death’ closely followed by ‘serious illness’. When
comparing between the Aboriginal and non-Aboriginal population, Aboriginal people often experience
multiple stressors from a range of sources and events (see Figure 77).
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non-Aboriginal

Data source: ABS; derived from 2012-13 AATSIHS; 2011-12 AHS
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Figure 77: Family stressors reported by SA Aboriginal and non-Aboriginal respondents
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Appendix 7 Prevalence and hospitalisations of heart disease and
stroke for Aboriginal South Australians

Cardiovascular disease (CVD)
Prevalence of Cardiovascular Disease:
Prevalence is discussed on page 12 of the SA Aboriginal Cardiovascular Health Profile.

Hospitalisations for Cardiovascular Disease:
The age distribution and hospitalisation rate for Aboriginal people is discussed on page 14 of the SA
Aboriginal Cardiovascular Health Profile.

84% of separations of CVD for Aboriginal people
were for cardiac conditions, compared to 75%
for non-Aboriginal separations. Cerebrovascular

Aboriginal

9%

conditions (including stroke) accounted for 7 = Cardiac
percent of separations for Aboriginal people, = Cerebro
which was proportionally less than for non- Vascular

Aboriginal  separations.  Vascular disease
accounted for 9% of Aboriginal separations,
almost half of the 16% for non-Aboriginal
separations (See Flgu re 78)' Data source: ISAAC Unit Record File provided by SA Health

(unpublished) extracted for the SA State of Aboriginal Heart
Health Project 22 Nov 2015.

Figure 78: All Aboriginal hospital admissions for a
principal diagnosis of CVD, July 2010-June 2015, by
sub-set of CVD

Hypertension
Prevalence of high blood pressure (hypertension):
Prevalence of hypertension is discussed on page 51 of the SA Aboriginal Cardiovascular Health Profile.

Hospitalisations for hypertension:
Hypertension accounted for less than 2 percent of all Aboriginal separations for a principal diagnosis
of CVD (see Table 10).

This is similar to the non-Aboriginal population. Low rates of hospitalisations for principal diagnosis of
hypertension indicates on-going management of hypertension outside of the hospital system.

Table 10: All hospital admissions to SA hospitals for a principal diagnosis of hypertension, July 2010 - June
2015, by Aboriginal status

Persons
n % by Aboriginal status Proportion of all
principal diagnoses of
CVD, by Aboriginal
status
Aboriginal 73 2% 2%
non-Aboriginal 3392 94% 2%
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Not Stated 133 4% 1%

Total 3598 100% 2%

Data source: Integrated South Australian Activity Collection (ISAAC) Unit Record File provided by SA Health (unpublished) extracted for the
SA State of Aboriginal Heart Health Project 22 Nov 2015

Of the Aboriginal separations for hypertension, 56% were female. The proportion of separations for
Aboriginal females was less than the proportion of non-Aboriginal women (65%).

The early onset of hypertension is observed in the hospitalisations for Aboriginal people with a
principal diagnosis of hypertension. More than 60% of Aboriginal hospitalisations for hypertension
occur before the age of 55, with the age group 0-44 accounting for over 30% of admissions (see Figure
79).
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0-24 25-34 35-44 45-54 55-64 65-74 75+

Aboriginal Non-Aboriginal
Data source: ISAAC Unit Record File provided by SA Health (unpublished) extracted for the SA State of Aboriginal
Heart Health Project 22 Nov 2015.

Figure 79: Hospital admissions to SA hospitals for a principal diagnosis of hypertension, July 2010 - June
2015, by Aboriginal status and age

Over a 10 year period (July 2005 - June 2015), the hospitalisation rate for Aboriginal people was 0.44
per 1,000, compared to 0.39 per 1,000 for non-Aboriginal people.

After adjusting for age, Aboriginal hospitalisation rate was 0.7 per 1,000, compared to 0.3 per 1,000
non-Aboriginal people (see Figure 80).

The hospitalisation rate for Aboriginal people was higher than the non-Aboriginal comparison in all
age groups other than 75 and over. The greatest relative disparity is in the 45-54 age group (Aboriginal:
1.8 per 1,000 vs non-Aboriginal: 0.29 per 1,000) (see Figure 81).

Between July 2005 - June 2010 and July 2010 - June 2015, the hospitalisation rate for Aboriginal people
has dropped for all ages between 35 and 74. The greatest relative decreases in Aboriginal
hospitalisation rate occurred in the younger age groups 45-54 and 55-64 age groups. The non-
Aboriginal hospitalisation rate also for age groups 35-74. However, hospitalisation rates remain
substantially higher in the Aboriginal population (see Figure 82).
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Figure 80: Age-standardised hospitalisation rate Figure 81: Age-specific hospitalisation rate for
for hypertension, by Aboriginal status, July 2005 - hypertension, by Aboriginal status, July 2005 -
June 2015 June 2015
Aboriginal non-Aboriginal
4

w

Hospitalisations per 1,000
N

35-44 45-54 55-64 65-74 5+ 35-44 45-54 55-64 65-74
Jul'05-Jun'10 = Jul'10-Jun'l5 @ Jul'05-Jun'10 = Jul'10-Jun'l5

Data source: ISAAC Unit Record File provided by SA Health (unpublished) extracted for the SA State of Aboriginal Heart
Health Project 22 Nov 2015.

Figure 82: Age-specific hospitalisation rates for people with a principal diagnosis of hypertension, by
Aboriginal status and years, July 2005 - June 2015

Coronary Heart Disease
Hospitalisations for coronary heart disease:
Coronary Heart Disease (CHD) (120-125) accounted for 47% of all Aboriginal separations for a principal

diagnosis of CVD. This is compared to 29% of all principal diagnoses of CVD for the non-Aboriginal
population (see Table 11).

Table 11: All hospital admissions to SA hospitals for a principal diagnosis of CHD, July 2010 - June 2015, by
Aboriginal status
Persons

n % by Aboriginal status Proportion of all
principal diagnoses of
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CVD, by Aboriginal

status

Aboriginal 1917 3% 47%
non-Aboriginal 50779 91% 29%
Not Stated 3017 5% 29%
Total 55713 100% 29%

Data source: Integrated South Australian Activity Collection (ISAAC) Unit Record File provided by SA Health (unpublished) extracted for the
SA State of Aboriginal Heart Health Project 22 Nov 2015

Females are disproportionately over-represented in the Aboriginal cohort presenting to SA hospitals,
accounting for 43% of Aboriginal separations, compared to 32% of non-Aboriginal separations.

The distribution of coronary heart disease by age is significantly different between the Aboriginal and
non-Aboriginal populations (see Figure 83). The peak of number of separations in the Aboriginal
population is at age 45-54. The peak of the number of separations in the non-Aboriginal population is
75 and over. Approximately 60% of Aboriginal separations occur before the age of 55, compared to
16% in the non-Aboriginal population.
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Data source: ISAAC Unit Record File provided by SA Health (unpublished) extracted for the SA State of Aboriginal
Heart Health Project 22 Nov 2015.

Figure 83: All hospital admissions to SA hospitals for a principal diagnosis of CHD (120-125), July 2010 -
June 2015, by Aboriginal status and age

Separations for Aboriginal people were more likely to be for acute myocardial infarction (AMI)
compared to non-Aboriginal separations, which accounted for 45% of all separations for Aboriginal
people. Separations for Aboriginal people were less likely to be for angina and other CHD compared
to non-Aboriginal counterparts (see Figure 84).
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Figure 84: All hospital admissions for a principal diagnosis of CHD, July 2010-June 2015, by Aboriginal
status, and type of CHD

Hospitalisation rates for coronary heart disease are discussed on page 45 of the SA Aboriginal
Cardiovascular Health Profile.

Chronic Heart Failure

Hospitalisations for chronic heart failure:

Chronic Heart Failure (150) accounted for 10 percent of all Aboriginal separations for a principal
diagnosis of CVD. This is similar to the non-Aboriginal population (see Table 12).

Table 12: All hospital admissions to SA hospitals for a principal diagnosis of CHF, July 2010 - June 2015, by

Aboriginal status

Persons

Proportion of all
principal diagnoses of
CVD, by Aboriginal

n % by Aboriginal status

status

Aboriginal 420 2% 10%
non-Aboriginal 20283 95% 12%
Not Stated 645 3% 6%
Total 21348 100% 11%

Data source: Integrated South Australian Activity Collection (ISAAC) Unit Record File provided by SA Health (unpublished) extracted for the
SA State of Aboriginal Heart Health Project 22 Nov 2015

Of the Aboriginal separations for chronic heart failure, females accounted for approximately half
(49%). This was similar to the non-Aboriginal sex split.

The distribution of chronic heart failure by age is significantly different between the Aboriginal and
non-Aboriginal populations (see Figure 85). The peak of number of separations in the Aboriginal
population is at age 55-64. The peak of the number of separations in the non-Aboriginal population is
75 and over. 38% of Aboriginal separations occur before the age of 55, compared to 3% in the non-
Aboriginal population.
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Figure 85: Hospital admissions to SA hospitals for a principal diagnosis of Chronic Heart Failure (150),
July 2010 - June 2015, by Aboriginal status and age

The hospitalisation rates for stroke are discussed on page 47 of the SA Aboriginal Cardiovascular
Health Profile.

Stroke

Hospitalisations for stroke:

Stroke (161, 162.9, 163, 164) accounted for 5% of all Aboriginal separations for a principal diagnosis of
CVD. This is similar to the non-Aboriginal population (see Table 13).

Table 13: All hospital admissions to SA hospitals for a principal diagnosis of Stroke, July 2010 - June 2015,

by Aboriginal status
Persons
n % by Aboriginal status Proportion of all
principal diagnoses of
CVD, by Aboriginal
status
Aboriginal 186 2% 5%
non-Aboriginal 11,125 92% 6%
Not Stated 843 7% 8%
Total 12,154 100% 6%

Data source: Integrated South Australian Activity Collection (ISAAC) Unit Record File provided by SA Health (unpublished) extracted for the
SA State of Aboriginal Heart Health Project 22 Nov 2015

Of the 186 Aboriginal separations for stroke, females accounted for 56%. This is compared to females
accounting for 48% of the non-Aboriginal separations.

The distribution of stroke by age is significantly different between the Aboriginal and non-Aboriginal
populations (see Figure 86). Females accounted for 56% of all Aboriginal separations for stroke,
compared to 48% in the non-Aboriginal population. The peak of number of separations in the
Aboriginal population is at age 45-54, accounting for 27% of all Aboriginal separations for stroke. The
peak of the number of separations in the non-Aboriginal population is 75 and over. 49% of Aboriginal
separations occur before the age of 55, compared to 10% in the non-Aboriginal separations.
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Data source: ISAAC Unit Record File provided by SA Health (unpublished) extracted for the SA State of Aboriginal
Heart Health Project 22 Nov 2015.

Figure 86: Hospital admissions to SA hospitals for a principal diagnosis of Stroke, July 2010 - June 2015,
by Aboriginal status and age

The hospitalisation rates for stroke are discussed on page 48 of the SA Aboriginal Cardiovascular
Health Profile.

Acute Rheumatic Fever and Rheumatic Heart Disease

The profile of acute rheumatic fever and rheumatic heart disease has changed over the last 50 years.
Prior to the availability of penicillin, these conditions were common among the non-Aboriginal
population, however more recently they have become a conditions disproportionately affecting
disadvantaged groups, specifically Aboriginal populations in Australia.

Whilst in relative terms these conditions account for a small proportion of all cardiovascular
hospitalisations in SA, they are important to report due to the disparity in prevalence in the Aboriginal
population.

Incidence of Acute Rheumatic Fever:
The incidence of acute rheumatic fever, and the proportion of cases which are recurrent is discussed
on page 49 of the SA Aboriginal Cardiovascular Health Profile.

Prevalence of Rheumatic Heart Disease:
The prevalence of rheumatic heart disease is between 6 and 24 people per 10,000 population, with
an average of 15.5 per 10,000 between January 2013 and June 2015 (see Table 14).

Table 14: Prevalence of RHD for Aboriginal people, by year

Year Prevalence of RHD (n) Prevalence rate per 10,000
population
Jan-Dec 2013 95 24.4
Jan-Dec 2014 64 16.1
Jan-June 2015 27 6.6
Total (30 months) 186 15.6

Data source: SA Rheumatic Heart Disease Register provided by SA Health (unpublished) extracted for the SA State of Aboriginal Heart
Health Project 18 September 2015
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The majority of cases of rheumatic heart disease are in Country Health SA LHN, particularly in the Eyre,
Flinders & Far North West sub-region. In the metropolitan Adelaide area, there were 55 cases, with
the majority in Northern Adelaide LHN (see Table 15).

Table 15: Prevalence of RHD for Aboriginal people, by Local Health Network and sub-region

Local Health Network Region n
NALHN 40
CALHN 0
SALHN 15
CHSALHN 147
Barossa Hills Fleurieu 0
Eyre Flinders & Far North East 19
Eyre Flinders & Far North West 119
Riverland Mallee Coorong
South East 0
Yorke & Northern
Total 202

Data source: SA Rheumatic Heart Disease Register provided by SA Health (unpublished) extracted for the SA State of Aboriginal Heart
Health Project 18 September 2015

Hospitalisations for Acute Rheumatic Fever:
Acute Rheumatic Fever accounted for 0.6 percent of all Aboriginal separations for a principal diagnosis
of CVD. Aboriginal separations for ARF accounted for 61% of all ARF separations in SA (see Table 16).

Table 16: All hospital admissions to SA hospitals for a principal diagnosis of ARF, July 2010 - June 2015, by
Aboriginal status

Persons
n % by Aboriginal status Proportion of all
principal diagnoses of
CVD, by Aboriginal
status
Aboriginal 23 61% 0.6%
non-Aboriginal 14 37% 0.0%
Not Stated 3% 0.0%
Total - 100% 0.0%
Data source: ISAAC Unit Record File provided by SA Health (unpublished) extracted for the SA State of Aboriginal Heart Health Project 22
Nov 2015

The number of acute rheumatic fever hospitalisations is greater in the earlier years (0-9 and 10-29)
in the Aboriginal age groups but, significantly higher in the 30 years and over non-Aboriginal group
(see Table 17).

Table 17: Hospital admissions to SA hospitals for a principal diagnosis of Acute Rheumatic Fever (100-102),
July 2005 - June 2015, by Aboriginal status and age

Aboriginal non-Aboriginal
0-9 14
10-29 18
30+ 9 27
Total 41 40
Data source: ISAAC Unit Record File provided by SA Health (unpublished) extracted for the SA State of Aboriginal Heart Health Project 22

Nov 2015
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Hospitalisation rates for acute rheumatic fever are discussed on page 50 of the SA Aboriginal
Cardiovascular Health Profile.

Hospitalisations for Rheumatic Heart Disease:
Rheumatic Heart Disease accounted for 5.1% of all Aboriginal separations for a principal diagnosis of

CVD. This was compared to 0.7% for non-Aboriginal separations (see Table 18).

Table 18: All hospital admissions to SA hospitals for a principal diagnosis of ARF, July 2010 - June 2015, by

Aboriginal status

Persons
n % by Aboriginal status Proportion of all
principal diagnoses of
CVD, by Aboriginal
status
Aboriginal 207 13% 5.1%
non-Aboriginal 1250 81% 0.7%
Not Stated 85 6% 0.8%
Total 1542 100% 0.8%

Data source: Integrated South Australian Activity Collection (ISAAC) Unit Record File provided by SA Health (unpublished) extracted for the
SA State of Aboriginal Heart Health Project 22 Nov 2015

Hospitalisations for rheumatic heart disease in the Aboriginal population is high and evenly spread up
to age 60 years, whereas for the non-Aboriginal group hospitalisations are high from the age of 50
years (see Figure 87). This represents the pre-penicillin population that continues to live with
rheumatic heart disease. 79% of Aboriginal separations occur before the age of 50, compared to 11%
in the non-Aboriginal population.
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Data source: ISAAC Unit Record File provided by SA Health (unpublished) extracted for the SA State of Aboriginal
Heart Health Project 22 Nov 2015

Figure 87: Hospital admissions to SA hospitals for a principal diagnosis of Rheumatic Heart Disease
(105-109), July 2005 - June 2015, by Aboriginal status and age

The hospitalisation rate for rheumatic heart disease is discussed on page 50 of the SA Aboriginal
Cardiovascular Health Profile.
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Appendix 8 Service activity — primary preventive care

Health promotion and disease prevention:

The community voiced support and use of smoking cessation and healthy lifestyle campaigns which
are driven by Aboriginal leadership and have strong connection to the community.

There is limited data on the service utilisation of primary health care providers, however, anecdotally,
approximately half of all Aboriginal people use Aboriginal health service, and half use mainstream
services. This is supported by feedback from the community.

Risk assessment and management:
There is limited data on the heart and stroke risk identification and management activities in the
primary health care sector.

Receipt of an Aboriginal and Torres Strait Islander adult health check (MBS Item 715) is a measure of
activity and quality of care as defined by the ESSENCE measurement indicators. This is discussed on
page 28 of the SA Aboriginal Cardiovascular Health Profile.

In terms of management of heart and stroke risk in primary health care, there is also limited data.
Again, activity is also defined as quality of care, and is therefore included in the ESSENCE measurement
indicators. This is discussed on page 28 of the SA Aboriginal Cardiovascular Health Profile.

As outlined below, the Heart Foundation has a number of resources available to support risk and
disease management a range of settings, including primary health care (see page 118).
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Appendix 9 Service activity - Clinical suspicion of disease

Investigation services:

There is limited understanding of the scope or extent of activity to investigate CHD and CHF without
access to MBS data.

ARF/RHD patients receive regular echocardiography. Receipt of echocardiography is a measure of
activity and of quality of care as defined by the ESSENCE measure