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Executive summary

This study includes Queenslanders admitted to hospital with Ischaemic heart disease (IHD), congestive
heart failure (CHF), stroke, rheumatic heart disease (RHD) and/or acute rheumatic fever (ARF) during
2010-2016. Key findings include:

Survival
Compared to other Queenslanders, Aboriginal and Torres Strait Islander people were:

2.0 times as likely to die from IHD during their first IHD admission

2.2 times as likely to die from IHD after discharge from their first IHD admission

2.1 times as likely to die from CHF during their first CHF admission

1.1 times as likely to die from stroke during their first stroke admission

1.2 times as likely to die from other cause during their first stroke admission

1.4 times as likely to die from stroke after discharge from their first stroke admission
3.5 times as likely to die from RHD during their first RHD admission

Procedures

68% of Queenslanders aged 25-84 years admitted with a principal diagnosis of ACS received
at least one therapeutic procedure for ACS during this admission, diagnostic angiography
(63%), percutaneous coronary intervention (32%) and coronary artery bypass graft (8%).

A lower proportion of Aboriginal and Torres Strait Islander people received ACS procedures
during their first ACS admission. People who did not receive a therapeutic procedure for ACS
during their first ACS admission had a higher ACS re-admission rate and ACS fatality rate than
those who did receive a procedure.

Length of stay

Generally, Aboriginal and Torres Strait Islander people spent one day longer in hospital than
other Queenslanders at their index admission. For CHF, however, Aboriginal and Torres Strait
Islander people spend one day less in hospital.

For stroke, the difference in length of stay between Aboriginal and Torres Strait Islander
people and other Queenslanders was larger (relatively) for those living in the most
advantaged areas

For RHD, the difference in length of stay between Aboriginal and Torres Strait Islander people
and other Queenslanders was seen for those living in major cities, but not elsewhere

Re-admission rate

Aboriginal and Torres Strait Islander people had a higher 30-month rate of re-admission than
other Queenslanders for IHD, CHF, stroke, and ARF, but it was similar for RHD

Most re-admissions occurred within the first month after discharge from the first index
admission and then declined to plateau

Generally, Aboriginal and Torres Strait Islander people had a higher one-month re-admission
rate than other Queenslanders

Differences across age groups

The average age at time of index admission was lower for Aboriginal and Torres Strait Islander
people than other Queenslanders in all study cohorts.

The risk of dying from the index condition during the index hospital admission moderately
increased with increasing age for the IHD, CHF, stroke, and RHD cohorts.



The risk of dying from index condition in the three years post discharge from the index
admission increased with increasing age for the IHD, stroke, and RHD cohorts.
Generally, age was not associated with length of stay or 30-month re-admission rate

Differences between men and women

Generally, there were more men than women hospitalised for CVD during the study period,
except for RHD and, for Aboriginal and Torres Strait Islander people, CHF and Stroke.

Women had lower cause-specific death rates in the 36-months after discharge from their index
admission, for IHD and RHD, and, for Aboriginal and Torres Strait Islander people, stroke.

For the IHD cohort, women had a shorter length of stay, on average, compared to men. For
other cohorts, sex was not associated with length of stay.

For the IHD, CHF and stroke cohorts, women had significant lower 30-month re-admission rates
compared to men.

Differences across residential and service areas

Aboriginal and Torres Strait Islander people were more likely to live in poorer and non-urban
areas and be admitted to health services in northern Queensland and less likely to be admitted
to private hospitals.

Socioeconomic advantage was associated with:

- Lessdeaths due to IHD during the index admission and the three years after discharge from
the index admission for the IHD cohort, although the latter was only observed in other
Queenslanders.

- Less deaths due to other causes during the index admission and the three years post
discharge for the CHF cohort.

- Less deaths due to other causes during the index admission for the RHD cohort

Residential remoteness was associated with:

- Increased cause-specific deaths during the index admission for the IHD and RHD cohorts

- Longer length of stay during the index admission, in general.

- Increased 30-month re-admission rate for the IHD and Stroke cohorts.

Compared to Metro North HHS, private hospital patients were:

- Less likely to die during the index admission from any cause, and the 36-months after
discharge for the IHD cohort

- Less likely to die during the index admission, for any cause, for the Stroke cohort

- Had shorter length of stay, on average, during their index IHD and stroke admissions

- Had a reduced 30-month re-admission rate for the Stroke cohort.

Differences by co-morbidity level

The most common non-cardiac comorbidities were diabetes, renal disease, pulmonary disease,
and cancer. Except for cancer, these comorbidities were more common in Aboriginal and
Torres Strait Islander people.

As comorbidity score increased the proportion of the IHD, stroke and RHD cohorts who died
during their index admissions increased, more so for other causes of death.

The 36-month cause-specific death rate after discharge from the index admission increased for
IHD, stroke and RHD cohorts, as did the cause-specific death rate for the CHF cohort.

As comorbidity increased, the average length of stay increased for the IHD and RHD cohorts.
Generally, those with comorbidity compared to those without, had an increased re-admission
over the 30-month follow-up.



