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The Practice Health Atlas

Epidemiology & Mapping

Business & Clinical Modelling

Presented by

Debbie Stratford

� Practice Health Atlas™ (PHA) concept

� What data is collected from the Practice?

� Practice Health Atlas components

� Processes in developing the PHA 

� Q & A

Overview

The Practice Health Atlas is a decision support tool

that aims to inspire general practice teams to

reflect on their activities and to develop innovative

business models for more effective health care

services/outcomes.

Practice Health Atlas Concept

• To create vitality in general practice

• To develop a professional culture around quality

• To integrate health data with other data

• To synthesize aggregated de-identified general 

practice data

• To reflect on clinical & business performance

• To develop business models and drive innovation

Practice Health Atlas Objectives

Practice Health Atlas (PHA)
Components

Business & Clinical

Modelling

Epidemiology

& Mapping

Epidemiology

& Mapping
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Practice Health Atlas (PHA)
Epidemiology & Mapping

METHODOLOGY

� Selected practice “Patient population”

o Seen in last 15 & 30 months, and all patients.

� Practice & Census Data Synthesis

� Geographical / Spatial Information Systems (GIS)

� Chronic Disease Profiles

� Benchmarking – National

� Data quality & cleansing feedback

Practice Health Atlas (PHA)
Epidemiology & Mapping

OUTPUTS

• Practice location relative to others

• Practice Demographics and profiling

• Chronic disease maps and profiles:

– Asthma

– COPD

– CHD

– Stroke

– Hypertension

– Diabetes

– Mental Health (Depression, Anxiety, Schizophrenia)

– Bone and Joint Disease 

General PracticeQuality & Vitality

Map: Practice patient population 
(% catchment by postal area)

Patients seen in the last 15 mths

Practice Health Atlas™ (PHA) 
Practice Profiling (1)

Chart 5: No. of patients seen as % of your patient population 
compared with %  total persons in the top 10 postcodes

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

Patient population postcode profile Market share of the patient population

Practice Health Atlas™ (PHA)
Practice Profiling (2)

Index of Socio-Economic factors 

Table 5. Index of socio-economic factors for the top 10 postcodes Chart 7. Index of socio-economic factors for the top 10 postcodes SEIFA index of 
advantage/disadvantage for the top 10 postcodes

General PracticeQuality & Vitality

Map: Practice asthma profile of patients

Chronic Disease Profiles

Seen in last 15 months
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General PracticeQuality & Vitality

Map: Practice CHD profile of patients 

seen in last 15 months

General PracticeQuality & Vitality

Map: Practice Anxiety & depression profile 
of patients 

seen in last 15 months

Practice Health Atlas (PHA) 
Epidemiology

Chronic Disease Profile - Asthma

Prevalence of asthma by age group
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Asthma prof ile National Asthma Benchmark *

Co-morbidities and Prevalence 
Comparison

Comparison of prevalence of chronic disease profile by age group

Diabetes Management Analysis

Diabetes Care Performance (snapshot)

Business & Clinical

Modelling
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Practice Health Atlas (PHA)
Business & Clinical Modelling

“Business Case for action”

• Business potential based on current and potential MBS EPC 
and SIP item number utilisation.

• Links with a business case and models to employ Practice 
Nurses.

• Takes the number of patients with chronic diseases in your 
clinical database; models the following question: 

o “If you were to see a realistic proportion of those patients and 

apply the CD MBS item numbers, what would be the potential 
income?”

Business & Clinical Modelling –
Summary (1)

Practice Health Atlas (PHA) 
Business & Clinical Modelling

Potential Item Number Utilisation 
(based on the patient profiles)

Actual 

Earned 

(A)

^Estimated 

total value  

(B)

Estimated 

potential new 

income (A-B)

$18,639 $81,915 $63,276

Diabetes GPMP/TCA/Review $13,485 $52,878 $39,393

Asthma GPMP/TCA/Review $19,017 $52,090 $33,073

Mental Health GPMP/TCA/Review $11,331 $38,473 $27,142

CHD GPMP/TCA/Review $9,198 $25,295 $16,098

Stroke GPMP/TCA/Review $830 $2,273 $1,444

COPD GPMP/TCA/Review $1,253 $3,005 $1,752

Bone Disease GPMP/TCA/Review $6,570 $18,028 $11,458

Services by a Practice Nurse $0 $8,310 $8,310

Sub-Total $80,322 $282,268 $201,946

$75 $33,718 $33,642

Medication Management Item 9002 $161 $4,976 $4,815

Aged Care items Item Numbers $3,198 $9,517 $6,319

$83,757 $330,478 $246,721

*Derived from figures in Table 20. Current item number utilisation

^Based on numbers inTable 21.  Patient population prof iles

EPC Chronic Disease Management Items

GPMP & TCA and Reviews

(formerly EPC Multidisciplinary Care Plan Items)  1

Practice Incentive Program SIP Items

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

2. Note:  This does not include item 903 - that is included in the Aged Care items

Totals

Item description

EPC Health Assessment Items

Practice Health Atlas (PHA) 
Business & Clinical Modelling

Assumptions

Forecast

Item Description 

No.

claims #
Actual

earned  (A) 

No. of 

patients

Seen over 

Period 

(months)

Unit

Price* ^

Est. total

value (B)

Est. potential 

new  income

 (B-A)

721
Preparation of a GP Management Plan by a GP 
1

26 3,544$        86 18 136.05$     7,839$                 4,295$                         

732
Review of a GP Management Plan or Team 

Care Arrangement by a GP 1
13 884$           86 6 68.00$       11,696$               10,812$                       

723
Coordination of Team Care Arrangements by 

a GP  2
26 2,808$        43 18 107.80$     3,106$                 297$                            

10990
Bulk-Bil led Service Commonwealth Concession 

Card holder incentive on the above items ~
726$                    726$                            

Total 7,237$        23,367$       16,130$       

Notes

Potential utilisation

The potential item number modelling below assumes that 100% of patients are seen for a GPMP, 50% for a TCA, 50% for a GPMP 

Review and 50% for a TCA Review.

2. For patients w ith chronic complex needs.  Figures show n estimate 50% of the Diabetes population profile also require 723 and 732. The figures above reflect 50% (Item 723) 

& 50% (item 732) of  the Diabetes population receiving these items.

# Made in the last 15 months.  Numbers have been assigned betw een the chronic disease population profiles from the Modelling Assumptions page.  + 721, 723 and 732 can be 

done more frequently w here there has been a signif icant change in the patient’s clinical condition or care circumstances require it.  * 100% rebate and MBS Fee.  ^ DVA patients 

earn 115% of the stated unit price

For Training PHA as at 21/03/2011

1. For patients w ith chronic disease.  Figures show n estimate all of the Diabetes population profile w ould be eligible for 721 and 732. The above modelling has items 721 and 732 

applied to 100% & 50% repectively of the total number of patients w ith Diabetes.

Current utilisation

~ Item 10990 can be claimed for every visit for every Commonw ealth Concession Card holder.  Where counted in potential utilisation, it is a percentage of patients eligible, based 

on the Practice Demographic Profile number of Pensioners =  49%

These figures are based on applying item numbers to the Diabetes population profile.  Other patient cohorts w ith chronic diseases and complex care needs w ould also be eligible 

(eg. Asthma, Cancer, Arthritis, Heart Disease). Also assumes that all patients in the population profile are living 'in the community' and hence are eligible for these item numbers 

Service Substitution

# of items 

over 

next 12 

months

Cost per

 item

Estimated total 

income

$169,491

397

Level B items substituted per 

GPMP/TCA/2710/2713 1

Bulk Bill 60.00% 238 39.90$            $9,496

Full Fee 40.00% 159 42.50$            $6,758

646

Level B items substituted per combined

 GPMP review /TCA review /2712 review 1

Bulk Bill 60.00% 387.6 39.90$            $15,465

Full Fee 40.00% 258.4 42.50$            $10,982

$42,701

$126,790

Number of GPMPs forecast

Item description

Total Prior to Service Substitution

Service Substitution cost

Number of GPMPs/TCA Reviews forecast

Total Substitution Cost

Forecast Total (Total prior to substitution minus Level B substitution cost)

Item description

# of items 

over 

next 12 

months

Cost 

per item

Estimated total 

income

Total Prior to Service Substitution $169,491

Service Substitution cost

Number of GPMPs forecast 397

Level B items substituted per 

GPMP/TCA/2710/2713 3

Bulk Bill* 60.00% 715 39.90$            $28,529
Full Fee 40.00% 476 42.50$            $20,230

646

Level B items substituted per combined

 GPMP review /TCA review /2712 review 1

Bulk Bill* 60.00% 387.6 39.90$            $15,465

Full Fee 40.00% 258.4 42.50$            $10,982

Total Substitution Cost $75,206

$94,286Forecast Total (Total pr ior to substitution minus Level B substitution cost)

Number of GPMPs/TCA Reviews forecast

No Practice Nurse

Practice Nurse

ATSI Focussed 

Version of the PHA
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ATSI Focussed PHA

Characteristics of your patient population
Total number of patients: 71419

Total all patients Total ATSI patients

Your total cleansed 
population*

62771 226

15-month patient 
population^:

(7/2/2010)

16423 224

30-month patient 
population:

21297 224

Pensioners: 5840 121
DVA patients: 234 3

Patients on 5 or more 
current medications**:

5235 104

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

^ This is referred to as your ‘patient population’ in this report, and is the cohort upon which the majority of
the Practice Health AtlasTM analysis is based.

** Patients seen at least once in the past 15 month period.

Chronic Disease Profile ATSI patients All Patients

Asthma profile 15 1500

COPD profile 6 263

CHD profile 14 646

Stroke 6 121

Renal Impairment 0 0

Hypertension Profile 76 2721

Diabetes profile 19 1062

Mental Health profile 44 1585

Bone and Joint Disease profile 34 1474

ATSI Focussed PHA

Percent Number Percent Number Percent Number

0 - 4 46.3% 310 53.6% 359 11.0% 670

5 - 9 52.5% 271 47.5% 245 8.5% 516

10- 14 47.4% 161 52.6% 179 5.6% 340

15 - 19 66.1% 294 33.9% 151 7.3% 445

20 - 24 61.7% 334 38.3% 207 8.9% 541

25 - 29 59.7% 281 40.3% 190 7.8% 471

30 - 34 59.2% 254 40.8% 175 7.1% 429

35 - 39 56.7% 266 43.3% 203 7.7% 469

40 - 44 60.6% 311 39.4% 202 8.4% 513

45 - 49 54.7% 250 45.3% 207 7.5% 457

50 - 54 55.7% 235 44.3% 187 6.9% 422

55 - 59 55.5% 183 44.5% 147 5.4% 330

60 - 64 56.6% 124 43.4% 95 3.6% 219

65 - 69 53.7% 65 46.3% 56 2.0% 121

70 - 74 58.0% 47 42.0% 34 1.3% 81

75+ 57.6% 30 41.2% 21 0.8% 51

^ Total numbers also include patients w ith no sex recorded

Females Males Total
Age

ATSI Focussed PHA

   Difference

Disease 

Prevalence

Patient Count - 

Prim ary 

Morbidity**

% Your ATSI 

Population ^

Disease 

Prevalence

Patient Count 

- Primary 

Morbidity**

% Your 

Patient 

Population ^

Expected 

No. of 

patients

Average % over 

w hole 

population

No. of patients

Diabetes 19 19 8.5 1062 1062 6.5 10 4.5 9

Asthma 15 11 6.7 1500 1394 9.1 23 10.2 -8 

CHD 14 6 6.3 646 389 3.9 10 4.3 4

Stroke 6 3 2.7 121 53 0.7 1 0.6 5

Renal Impairment 0 0 0.0 0 0 0.0 1 0.5 -1 

Mental Health 44 26 19.6 1585 1181 9.7 24 10.6 20

COPD 6 1 2.7 263 107 1.6 8 3.4 -2 

Bone  & Joint Disease 34 21 15.2 1474 735 9.0 30 13.4 4

Aboriginal persons 224 100.0 224 1.4

Aged 4 1 0.4 217 1.3

Aged 40 - 49 39 17.4 2480 15.1

Aged 45 - 49 20 8.9 1304 7.9

Aged 75 + 26 11.6 1403 8.5

Multiple Medication (>=5) 104 46.4 5235 31.9

Total patient population profiles

Based on ATSI populationUsed for Business Modelling

ATSI population profiles Benchmark *

 ̂Your patient population (seen in the last 15 months): n =224

* Benchmark figures derived from national standards.

PHA Process

A Practice registers their interest and then we –

• consult with them re existing systems / software

• collect de-identified clinical data

• collect billing data for particular chronic disease MBS 

item numbers

• utilise GIS and other tools to analyse the data

• produce their PHA

• consult with the practice re potential business and 

clinical systems to improve patient outcomes

Justin Reeves (eHealth Coordinator)
Debbie Stratford (Informatics Officer)

Phone: 08 8244 3822
Email: pha@awgpn.org.au
Web: www.healthatlas.org.au

Contact Us

Any Questions

?
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