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Introduction:
•Aboriginal people have higher rates of chronic disease and a higher rate of hospital admissions for chronic disease than non-Aboriginal people.1 Across
New South Wales, 31.5% of Aboriginal patients had at least one morbidity and 16.1% had two or more, compared with 25% and 12.1% of non-Aboriginal
patients.2
•They have twice as many Emergency Department (ED) presentations compared to non-Aboriginal people 3 and a higher use of ED due to chronic disease
compared with non-Aboriginal people.1 Locally, up to 75% of Aboriginal and Torres Strait Islander patient admissions are via the ED (2014/15)4. Almost a
quarter of patients had unplanned readmissions, compared with 6.4% overall (Jan 2016/Dec 17).
•Data regarding Aboriginal health utilisation and disease morbidity is lacking. Easy access to information describing chronic illness levels faced by our local
Aboriginal urban community presenting to hospital is important, to promote linkage with appropriate services and follow-up. This may positively impact on
the high use of ED. The hospital has paper-based medical notes and electronic medication management (eMMS).
Aim: To develop a process to extract data from medical records for Aboriginal inpatients. To provide a description of a cross-sectional cohort of Aboriginal
inpatients.
Method: A retrospective medical record review was undertaken for 30 Aboriginal inpatients discharged from a metropolitan hospital in 2017. Patients were
identified using admission and discharge data. Patients were chosen sequentially based on discharge. Reasons for admission and baseline chronic disease
markers decided upon by a multidisciplinary team, were described. Collection was piloted using Microsoft Excel® (15 patients). Through this process, data
were refined and collection was piloted using Redcap® (15 patients). The refined Redcap® data is presented. This study was approved by the HREC
#LNR/18/SVH/176

Results:
To find Aboriginal patients’ chronic disease
markers, data were obtained from multiple
paper-based and electronic platforms.
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In 2017:
• 606 Aboriginal patients, 1039 discharges,
= 2.3% of the overall presentations.
From the 15 patient cohort:
• 55 admissions, 9 patients presented >1.
• Reasons for admission included:
gastrointestinal (19); cardiac (8); drug and
alcohol (6); haematological (6), infection
(5).
• Mean age was 47 (range: 25 to 67), 12
patients were male, 3 patients were
female.
• Known substance use: illicit drug use (9),
alcohol use (8)
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Cardiovascular (CVD) risk factors:
•1 patient had high CVD risk based on independent risk
factors alone
• blood pressure (BP): 5 patients on admission
and 3 patients at discharge had systolic BP
>140 mm Hg or diastolic BP >90 mm Hg.
•Lipids were checked in 5 patients
• none had cholesterol >7.5.
•Modifiable risk factors for CVD included:
• smoking (n= 11), obesity (n =4)
•Absolute CVD risk was able to be calculated:
• 3/5 had moderate risk, 2 low.(DʼAgostino, 2008)
vs
• 1/5, high, 2 moderate, 2 low (Hua, 2017)

Diabetes:
• Of the 4 patients with history of diabetes, all
were receiving treatment
• 2 had their HbA1c checked: both were high
(96 mmol/mol, 133 mmol/mol).
• 3 other patients with no diabetes history had
HbA1c checked: 2 were high (42 mmol/mol,
45 mmol/mol).
• 8/15 patients did not have their blood glucose
level measured on admission.

60% of patients (9/15) had at least 1 morbidity, 27% (4/15) had two or more:
COPD (3 patients); cardiovascular disease (CVD) (7); diabetes (4) and chronic kidney disease (1).
Discussion: Missing and conflicting data between sources with regard to medical history and comorbidity meant that an overall review of chronic disease
was difficult and required further interrogation of sources. This would impede the ability of hospital staff to easily identify and provide an overview of the
needs of Aboriginal patients and communicate this back to community practitioners in a timely manner.
Conclusion: Extracting clinical data regarding chronic disease for Aboriginal patients is complex. This process has enabled a description of our pilot cohort
and found that they had high levels of morbidity.

