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SECTION 1: OVERVIEW 

1.1 Background 

The Diabetes Get-Checked® Programme is now in its ninth year and is regarded as an important tool 

by doctors and practice nurses, diabetes specialists, District Health Boards and the Ministry of Health in 

delivering high quality diabetes care in general practice. It is different from other screening programmes 

because its focus is on constraining disease progression in already diagnosed diabetics rather than 

identifying patients with previously undiagnosed diabetes.   
 

The programme entitles people who have been diagnosed with Type 1 or Type 2 diabetes (or IGT in 

some cases) to a free annual health check, carried out by their GP or an appropriately trained registered 

primary healthcare nurse (diabetes nurse).  The Tier 3 Free Annual Review for People with Diabetes 

Service Specification states that the purpose of the service is to: 
 

1. Encourage the optimal evidence-based management of patients with diabetes by providing the 

opportunity for a diabetes-specific review and management plan that is supported by an electronic 

template for collection of clinical data. 

2. Ensure the high quality of diabetes services for the population through the collection and 

subsequent analysis of information.  

 

General practice is responsible for ensuring the patient has had their annual check completed and the 

data transferred to the PHO/DHB.  It is acknowledged that some patients, particularly those with Type 1 

diabetes, may have a majority of the components of the annual check performed outside of the practice 

e.g. in a Diabetes Outpatient Clinic. It is not intended that all tests and examinations be carried out at 

the time of the free annual check. Rather, the annual check is to ensure that the indicated tests and 

examinations have been done within the time frames indicated in clinical guidelines, and to arrange for 

any outstanding tests to be completed. 

 

The aspects of the service to be delivered at PHO level are as follows: 
 

1. Information collection and management including maintenance of a diabetes register based on the 

minimum dataset collected at the annual review. 

2. Information analysis and feedback including the undertaking, through their clinical governance 

structure, of an analysis of the information contained in the diabetes register as a part of quality 

improvement processes, and provide feedback to primary care practices.  

3.   Provision of an aggregated dataset (derived from the information contained in the diabetes 

register) to the Local Diabetes team to enable them to analyse population health information and 

recommend strategies to improve the quality of diabetes services to District Health Boards. 

 

 

1.1 Scope of evaluation 

The purpose of this document is to provide the DHBs, PHOs and general practices within the Pinnacle 

General Practice Network with the following1: 

 

 An overview of the programme for the contractual year 2008/09, identifying and acknowledging 

 what is being done well 

 More information on whether high need groups are underrepresented amongst the users 

 Identification of possible gaps in current practice to enable the decision making process of where 

 further efforts/possible interventions need to be concentrated 
 

 

                                                 
1 Thus fulfilling the annual reporting requirement in the current Diabetes Get-Checked service specifications. 
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This report provides data on: the expected and achieved volumes; patients coded as diabetics and the 

proportion of these coded patients who have been checked; the demographic characteristics of checked 

patients; the proportion of estimated diabetics based on national prevalence figures who have been 

checked through this programme and an analysis of some key clinical indicators.   

 

The data on contractual targets and on numbers of coded diabetics are presented for all five PHOs in the 

Pinnacle General Practice Network. However for simplicity, other sections (e.g. – demographic 

characteristics of checked patients and clinical indicators) only compare the PHO with the Network as a 

whole.  

 

1.2 Data used in this report 

1.3.1 This report is for the contractual period, 1 July 2008 – 30 June 2009. It is based on data from all 

diabetes checks with review dates within this period. This report contains data for only those diabetes 

get-checked claims that were received from practices up until 10 August 2008 and were successfully 

processed and paid. The data set is nationally consistent with the core information agreed by the 

National Diabetes Working Group and outlined in the Health Funding Authority’s Diabetes 2000 

document. Note that one of the two practices in Kawerau PHO did not submit any get-checked data for 

08/09 which is a significant contributing factor towards the low participation rates seen for Kawerau PHO. 
 

1.3.2 In order to compare and highlight any significant changes, data from the previous two contractual 

years (2006-07 and 2007-08) have been used in some sections of this report. 
 

1.3.3 The numbers of total patients enrolled (ESUs2) in the practices across the PHO (and the Pinnacle 

General Practice Network as a whole) have been taken from the age-sex register of practices in quarter 4 

2008. For comparison purposes, the enrolled patients for the previous two contractual years, 2006-07 

and 2007-08 have been taken from quarter 4  2006 and quarter 4 2007 respectively. 
 

1.3.4 The patients checked may have a diagnosis of Type 1, Type 2 or Impaired Glucose Tolerance 

(IGT). IGT patients are eligible under this programme in all PHOs except Peak Health Taranaki. The 

coding system does not permit the diagnosis to be classified as IGT or IFG (impaired fasting glucose) and 

these patients are included in the overall checked numbers (about 5.6% of the 11,736 patients checked 

in the practices across the Network and 0.3% of the 870 patients checked in Turanganui PHO in 2008/09 

had a diagnosis of ‘Other’3). 
 

1.3.5 In Section 3: Participation rates/unmet need, the number of enrolled patients estimated to have 

diabetes has been calculated using data from the PHO Performance Programme (PPP)4. In the dataset 

used, the definition of people with diabetes is ‘all patients with at least one previous diabetes related 

hospitalisation or attendance at a diabetes clinic (hospital outpatients) or having been prescribed two or 

more diabetes related pharmaceutical dispensing or have had 4 or more HbA1c tests’.  
 

1.3.6 It is not possible for the practices to record non-responders and hence these numbers cannot be 

reported on. 
 

1.3.7 A patient’s data are recorded at one point during the year. The dataset does not take into account 

any subsequent changes made to the medications or other clinical interventions that may take place as a 

result of the check. 
 

1.3.8 The clinical parameters/targets have been taken from the New Zealand Guidelines Group (NZGG) 

Management of Type 2 Diabetes guideline of December 2003 and the Cardiovascular Risk Assessment 

and Management Guidelines of 2003. In 08/09, only about 7% of the 11,736 patients checked in the 

practices across the Network (6.9% for Turanganui PHO) were diagnosed as Type 1 and hence the same 

clinical parameters/targets have been applied to them. 
 

                                                 
2 Enrolled service users 
3 Refer to Appendix Table 1 for the diagnosis of the patients checked in 08/09 (i.e., Type 1, Type 2 or Other) 
4
 PHO Performance Programme, Indicator Definitions, 1 July 2008 Performance Indicator Set, PHO Version 3 
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ESUs
(Q4 2008)

No. to be 

checked 

contractually 

2008/09

% of total 

ESUs to 

be 

checked

No. of Get-

Checked 

reviews 

2008/09

% of 

expected 

volume 

completed 

2008/09

% of 

expected 

volume 

completed 

2007/08

Kawerau PHO 7,068       190              2.7% 171           90% 75%

Lake Taupo PHO 34,725     863              2.5% 742           86% 89%

Peak Health Taranaki 51,636     1,760           3.4% 1,828        104% 99%

Turanganui PHO 31,792     850              2.7% 870           102% 58%

Waikato Primary Health 310,897   6,616           2.1% 8,125        123% 119%

Network 436,118   10,279         2.4% 11,736      114% 104%

SECTION 2: VOLUMES AND CONTRACTUAL TARGETS 

 

2.1 Number of patients enrolled in programme 

The contractual volume is an indicative volume of free annual diabetes checks that are expected to be 

completed contractually by the practices for the PHO within each contractual year. This contractual 

‘target’ is set by the respective DHBs and is usually based on a percentage of the registered population 

(ESUs) estimated to be diabetic. As seen from Table 2.1, this percentage varies for the five PHOs in the 

Pinnacle General Practice Network. 
 

The following table also gives the percentage of the contractual target/volume that was completed in the 

previous contractual year, 2007/08 for comparison. 
 

 
Table 2.1 Number and proportion of ESUs expected to be checked contractually and the percentage of 
expected numbers actually checked in 2008/09 

 
 

 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 

Notes:  
 

1. The number of diabetes get-checked reviews completed in 2008/09 includes all reviews done within this 

contractual year (July 08 – June 09). However, there are a small number of old 2006/07 and/or 2007/08 

claims that were processed and paid in 2008/09 due to late claiming by practices:            64 reviews 

(0.8%) in Waikato Primary Health and 110 reviews (1%) in the Pinnacle General Practice Network as a 

whole. These have also been included in the total number of checks done in the contractual year 

2008/09. 

2. Please refer to Appendix Table 2 for the enrolled population and number of diabetes get-checked reviews 

completed by each of the PHOs in the three contractual years (2006/07, 2007/08 and 2008/09). 

3. The target for Waihi Beach MC is set by the Bay of Plenty DHB as this practice is not a part of the 

Waikato DHB area. For simplicity, the results for Waihi Beach have been included with the Waikato 

Primary Health data in the above table and all subsequent analysis. 
 
 

Key Findings (Table 2.1) 

 The indicative volume or contractual ‘target’ varies considerably across the five PHOs in the Pinnacle General 

Practice Network. On average, about 2.4% of the enrolled population was expected to have an annual diabetes 

review in 2008/09. 

 The Pinnacle General Practice Network: Significantly more than the expected numbers of diabetes annual 

reviews were carried out in 08/09; 11,736 compared to the indicative volume of 10,279 reviews. The number of 
diabetes reviews carried out across the Network general practices has gone up by about 13% (1,317 more 
checks) compared to the previous year. 
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 Kawerau PHO: About 90% of the indicative volume was reached in 08/09. There has been a significant increase 

in the number of checks completed in this contractual year: 20% more compared to the previous year.  

 Lake Taupo PHO: In this PHO, fewer diabetes reviews have been completed with only 86% of the contractual 
target reached in 2008/09 compared to 89% in 2007/08. There has been a slight drop of 3.2% (25 fewer annual 
reviews) in the number of reviews carried out compared to the previous year. 

 Peak Health Taranaki: The contractual target was exceeded with 104% of the expected volume reached. There 
has been a significant increase of about 15% (232 more checks) in the number of diabetes reviews carried out 
compared to the previous contractual year. It should be noted that the contractual target for Peak Health 
Taranaki also increased by about 9%: 1,760 in 2008/09 compared to 1,616 in the previous year. 

 Turanganui PHO: The number of checks completed has increased by a significant 15% (110 more 
checks) compared to the previous contractual year. The contractual target was exceeded with 20 

more annual reviews completed than expected. 

 Waikato Primary Health: The contractual target was exceeded with 1,509 more annual reviews completed than 

expected. It should be noted that WPH has the lowest contractual target in the Pinnacle General Practice 
Network. The number of diabetes checks completed in the PHO has gone up by about 14% (971 more checks) 
compared to the previous year. 

 

 
 

 

2.2 Percentage of enrolled patients checked – 06/07, 07/08 and 08/09 

The following figure shows the percentage of the enrolled patients checked in the three contractual years 

in each of the five PHOs and the Pinnacle General Practice Network as a whole. Please refer to Appendix 

Table 2 for the ESUs and number of checks completed by each of the PHOs in the three contractual years 

(2006/07, 2007/08 and 2008/09). 

 
Figure 2.1 Percentage of the enrolled population who had a annual diabetes review in the three 
contractual years (2006/07, 2007/08 and 2008/09) 
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Key Findings (Figure 2.1) 

 The Pinnacle General Practice Network: The enrolled population of the general practices across the Network 

has increased by 2.1% from the previous year and the proportion of the enrolled population checked in this one 
year period has also increased from 2.4% in 2007/08 to 2.7% in 2008/09 indicating an overall increase in the 
number of patients identified, recalled and checked. 

 Kawerau PHO: The enrolled population of the PHO has decreased by about 0.8% from 07/08 to 08/09, whereas 

the percentage of enrolled patients checked has increased from the previous year, from 2% in 07/08 to 2.4% in 

08/09 indicating that more patients are being checked through this programme. 

 Lake Taupo PHO: The enrolled population of the PHO has gone up by about 0.7% since the previous year but 

the percentage of enrolled patients checked has gone down marginally from 2.2% in 07/08 to 2.1% in 08/09.  

 Peak Health Taranaki: The enrolled population of the PHO has gone up by about 2.7% since the previous year 

and the percentage of patients checked has also risen from 3.2% in 07/08 to 3.5% in 08/09. It should be noted 

that this PHO has the highest percentage of enrolled patients identified, recalled and checked in the Pinnacle 

General Practice Network (3.5% compared to an average of 2.7% for the Network). 

 Turanganui PHO: The enrolled population of the PHO has decreased by about 0.3% since the 

previous year and the percentage of enrolled patients checked has gone up from 2.4% in 07/08 to 
2.7% in 08/09 indicating that more patients are being checked through this programme. 

 Waikato Primary Health: The enrolled population of the PHO has gone up by about 2.4% since the previous 

year and the percentage of enrolled patients checked has also risen from 2.4% in 07/08 to 2.6% in 08/09.  

 

 

 

Comment 
 

 

The enrolled population of the practices in Turanganui PHO has declined by about 0.8% over the three 
year period from 2006/07 to 2008/09. On the other hand, the number of patients checked across the 

practices has gone up significantly in this period with 27% more reviews completed in 08/09 compared 
to 06/07. This indicates that more number of patients are being identified, recalled and reviewed across 
the PHO. 
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No. 

coded

No. 

checked

% of 

coded 

patients 

checked

No. 

coded

No. 

checked

% of 

coded 

patients 

checked

No. 

coded

No. 

checked

% of 

coded 

patients 

checked

Kawerau PHO 281      132      47% 293      142      48% 306      171      56%

Lake Taupo 

PHO
1,173   792      68% 1,298   767      59% 1,405   742      53%

Peak Health 

Taranaki
2,041   1,511   74% 2,453   1,596   65% 2,661   1,828   69%

Turanganui 

PHO
1,201   686      57% 1,247   760      61% 1,266   870      69%

Waikato 

Primary Health
11,637 7,200   62% 12,243 7,154   58% 12,840 8,125   63%

Network 16,333 10,321 63% 17,534 10,419 59% 18,478 11,736 64%

2006/07 2007/08 2008/09

SECTION 3: PARTICIPATION RATES / UNMET NEED 

 
The demographic characteristics (ethnicity and age) of the patients in the PHO who had a diabetes 

annual review in the three contractual years (06/07, 07/08 and 08/09) are given in Appendix Tables 3 

and 4. 

 

3.1 Percentage of coded diabetics checked 

Coded diabetics are the patients who have been identified to have diabetes by the practices. The number 

of patients coded as diabetic has been taken from the Quality Plan (QP) disease coding data submitted 

by the practices in the Pinnacle General Practice Network: QP10 for 2006/07, QP 11 for 2007/08 and 

QP12 for 2008/095. The following table gives the number of coded diabetics and the number of diabetes 

Get-Checked annual reviews completed in the three years. 

 

The analysis presented below does not include age or ethnicity and is based on data from all 96 practices 

in the Pinnacle General Practice Network. The underlying assumption for this analysis is that all patients 

who had a diabetes get-checked annual review have been coded as diabetic in the practice management 

system. 

 
Table 3.1 Number of enrolled patients coded for diabetes, number checked and percentage of coded 
diabetics checked: 2005/06, 2006/07 and 2007/08 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Key Findings (Table 3.1) 

 The Pinnacle General Practice Network: The number of patients coded for diabetes in 08/09 has gone up by 

about 3.4% from the previous year while the number of patients checked has gone up by about 13% from 07/08 
to 08/09 indicating that more coded patients are being recalled and checked. Almost two thirds of the coded 

patients have been checked compared to 59% in the previous year. 

  

 Kawerau PHO: The number of patients coded for diabetes has gone up by about 4.4% from the previous year 

while the number of patients checked has gone up by a significant 20% from 07/08 to 08/09 indicating that  

more coded patients are being recalled and checked.  A higher proportion of coded patients have been checked 
(56%) in 08/09 compared to the previous year (48%). 
 

                                                 
5 The READ coding root C10 is used for determining an appropriately coded diagnosis of diabetes.  This includes Type 1 and Type 2 

diabetes but excludes gestational diabetes or any of the ‘pre-diabetes’ diagnoses 
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 Lake Taupo PHO: The number of patients coded for diabetes has gone up by about 8.2% from the previous 

year while the number of patients checked has gone down by about 3.2% from 07/08 to 08/09 indicating a 
decline in the number of coded patients being recalled and checked. A lower proportion of coded patients have 
been checked (53%) in 08/09 compared to the previous year (59%). 

 Peak Health Taranaki: The number of patients coded for diabetes has gone up by about 8.5% from the 

previous year while the number of patients checked has gone up by a significant 15% from 07/08 to 08/09 

indicating that more number of coded patients are being recalled and checked. A higher proportion of coded 
patients have been checked (69%) compared to the previous year (65%). 

 Turanganui PHO: The number of patients coded for diabetes has gone up only marginally by 1.5% 

from the previous year while the number of patients checked has gone up by 14.5% from 07/08 to 
08/09 indicating that more number of coded patients are being recalled and checked. A higher 
proportion of coded patients have been checked (69%) compared to the previous year (61%). 

 Waikato Primary Health: The number of patients coded for diabetes has gone up by about 4% from the 

previous year while the number of patients checked has gone up by about 14% from 07/08 to 08/09 indicating 

that more number of coded patients are being recalled and checked. A higher proportion of coded patients have 
been checked (63%) compared to the previous year (58%). 

 
 

Comment 
 

There has been an increase of 5.4% in the last two years in the number of coded patients in practices 

across the Turanganui PHO. On the other hand, the number of diabetes annual checks carried out has 
increased significantly, going up by about 27% in the 06/07 – 08/09 period. 
 
The percentage of coded patients checked has increased significantly in the three year period, going up 
from 57% in 06/07 to 69% in 08/09. 
 

 

 

 

 

 

 

3.2 Percentage of estimated diabetics checked 

Participation rates in this section refer to the percentage of the estimated number of diabetics who had 

an annual review in the contractual year 2008/09. The number of enrolled patients estimated to have 

diabetes in each PHO is based on the PHO Performance Programme (PPP), July 2008 Performance 

Indicator Set data. Patients aged less than 15 yrs and those aged 80 yrs or more have been excluded 

from the numerator (number of patients checked in 08/09) as well the denominator (number of patients 

estimated to have diabetes).  

 

The analysis presented in Figure 3.1 below is presented for two groups: ‘High Need’ and ‘Total’. The 

estimated as well as checked patients categorised as ‘High Need’ are all patients who are either 

Māori/Pasifika or from other ethnic groups living in areas designated as Quintile 5. 
 

The data presented in Section 3.2 includes 95 practices in the Pinnacle General Practice Network 6. 
 

It should be noted that WPH constitutes about 70% of the user as well as the target population of the 

Pinnacle General Practice Network and hence the results for the Network are heavily influenced by the 

results for WPH. 

 

 

 
 

                                                 
6 Data for Wintech  has been excluded 
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Figure 3.1 Percentage of patients estimated to have diabetes who were checked in 2008/09 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Key Findings (Table 3.2) 

 The Pinnacle General Practice Network: About three-fifths of the estimated number of diabetics across the 

general practices in the Network have been checked in 08/09 and this proportion is similar for both groups. 

 Kawerau PHO: Less than half of the patients estimated to have diabetes have been checked in 08/09 across 

the PHO. This proportion is slightly higher for patients categorised as ‘high need’: 47% of those estimated were 
checked, compared to 45% for ‘Total’.  It should be noted that one of the two practices in the PHO did not 

submit any get-checked data for 08/09 which is a significant contributing factor towards the low participation 
rates seen for Kawerau PHO in the above figure.  

 Lake Taupo PHO: The lowest proportions of estimated patients checked in the Pinnacle General Practice 

Network are seen in this PHO with only two-fifths (40%) of those categorised as high need checked in 08/09. 

The proportion for ‘Total’ group is slightly higher at 45%.  

 Peak Health Taranaki: The highest proportions of estimated patients in both groups, checked, are seen in Peak 

Health Taranaki with almost four-fifths (78%) of ‘Total’ patients checked in 08/09. This proportion is 
comparatively lower for high need patients with 72% of those estimated having been checked. 

 Turanganui PHO: Slightly less than three-fifths (58%) of the ‘Total’ estimated patients have been 

checked in 08/09 and this proportion is lower than that seen for high need patients of whom 60% of 
those estimated have been checked. 

 Waikato Primary Health: Across the PHO, the proportion of estimated patients categorised as ‘high need’, 

checked in 08/09 is higher (63%) compared to 58% for ‘Total’ patients.  
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SECTION 4: ANALYSIS OF KEY CLINICAL INDICATORS 

 
This section examines four of the key clinical indicators for patients who were checked in the 2008/09 

contractual year: HbA1c, Albumin Creatinine Ratio, Total Cholesterol and BP Systolic. For each of these 

four indicators, the following two measures have been presented: 

 Proportion of checked patients with acceptable levels (as per national guideline targets); and 

 Proportion of patients with high/unacceptable levels, who are on recommended medication. 
 

The data are presented by PHO and for the Pinnacle General Practice Network as a whole and has been 

analysed using two ethnic groupings: Māori/ Pasifika and Other. The data for PHO’s on which the 

figures/graphs presented in this section are based can be found in the Appendix Tables 6 to 13. 
 

Although the presentation of this section is by risk factor, the management of diabetes is multifactorial 

and it is important that targets are not looked at in isolation when treating diabetics.   

 

4.1 Glycaemia (HbA1c) 

Tight glycaemic control reduces the risk of onset and progression of diabetic eye disease in Type 1 and 

Type 2 diabetes and also reduces the risk of onset and progression of diabetic nephropathy and 

neuropathic complications. Target HbA1c levels are based on evidence from UKPDS 337, where intensive 

blood glucose control with sulphonylureas or insulin reduced the risk of diabetes related endpoints 

compared with conventional blood glucose control primarily by lifestyle management (diet and exercise).  

4.1.1 Patients with acceptable levels of HbA1c (< 7) 
 

Figure 4.1 Proportion of patients in each ethnic group checked in 2008/09 with acceptable levels of 
HbA1c: Turanganui PHO and the Pinnacle General Practice Network 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Key Findings (Figure 4.1) 

 In the PHO, almost half (49%) of the patients checked in 08/09 have acceptable levels of HbA1c 
(<7) and this proportion is marginally higher than the average found across the Pinnacle General 
Practice Network (48%).  

 There is considerable variation between the two ethnic groups in the proportion of checked patients 
having HbA1c<7. A little more than two-fifths (42%) of the Māori/Pasifika patients checked have 
acceptable HbA1c levels, which is significantly lower than that for other ethnic groups, where more 
than half (54%) of the checked patients have HbA1c<7.  

 The proportion of checked Māori/Pasifika and ‘Other’ patients in the practices across the PHO who 

have acceptable levels of HbA1c is higher than the respective averages found in the Pinnacle General 
Practice Network. 

 

                                                 
7 UK Prospective Diabetes Study Group.  Intensive blood glucose control with sulphonylureas or insulin compared with conventional 
treatment and risk of complications in patients with Type 2 diabetes  Lancet 1998;352:837 - 853 
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4.1.2 Management of patients with HbA1c ≥ 7 
 
 

Figure 4.2 Proportion of patients in each ethnic group with HbA1c ≥ 7 who are on insulin or oral 

hypoglycaemics or both: Turanganui PHO and the Pinnacle General Practice Network 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Key Findings (Figure 4.2) 

 Of the patients checked in 08/09 in the practices across the PHO and found to have high levels of 

HbA1c, nine-tenths are on insulin therapy or taking oral hypoglycaemics or both. This proportion is 
much higher than that found across the Pinnacle General Practice Network (83%). 

 Although a high proportion of the Māori/Pasifika patients checked in 08/09 were found to have 
HbA1c ≥7 (refer to Figure 4.1), 89% of these high risk patients are on recommended medication. 
This proportion is even higher for patients from other ethnic groups (91%). 

 The proportion of high risk patients who are on insulin therapy or taking oral hypoglycaemics or both 
in Māori/Pasifika as well as in other ethnic groups is higher in the PHO compared to the respective 
averages found across the Pinnacle General Practice Network. 

 

 

Comment 
 

The percentage of checked patients in 08/09 in Turanganui PHO who were found with acceptable levels 
of HbA1c has gone down marginally from the previous year: 49% in 08/09 compared to 50% in 07/08. 
This holds true for both ethnic groups. 

 
A similar proportion of patients found to have HbA1c levels ≥7 in 08/09 are on recommended 
medication compared to the previous year (and this holds true for both ethnic groups).   

 
The target for HbA1c is based on the UKPDS 33 study and is a national target, but there are questions 
around whether this target is low enough in some cases.  Recent studies such as ADVANCE8 and 
ACCORD9 suggest that more intensive targets may lead to better macro and micro vascular event 

reduction compared to standard therapy.  However there are possible deleterious effects of attempting 
to achieve normoglycaemia (HbA1c < 6%) which may include death due to cardiovascular causes 
associated with hypoglycaemia10. 
 
 
 
 
 
 
 
 
 
 
 

                                                 
8
 The ADVANCE Collaborative Group 2008.  Intensive blood glucose control and vascular outcomes in Type 2 diabetes.  NEJM 2008; 

358(24): 2560-72 
9 The ACCORD Study Group 2008.  Effects of intensive glucose lowering in Type 2 diabetes.  NEJM 2008; 358(24):2545-59 
10 Davis T E.  Contemporary management of Type 2 diabetes:  blood glucose-lowering therapies and glycaemic targets  MJA 
189;5:246-248 
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4.2 Albumin-Creatinine Ratio (ACR) 

Measurements of urinary albumin loss and serum creatinine are the best screening tests for diabetic 

renal disease11. ACE inhibitors are effective in reducing urinary albumin loss and also have been 

demonstrated to have an additional benefit on glomerular filtration rate independent of blood pressure 

change. 
 

4.2.1 Patients with acceptable ACR (< 3)  
 

Figure 4.3 Proportion of patients in each ethnic group checked in 2008/09 with acceptable ACR: 
Turanganui PHO and the Pinnacle General Practice Network 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Key Findings (Figure 4.3) 

 Half of the patients checked in the PHO in 08/09 were found to have acceptable levels of ACR (<3) 
and this proportion is lower than that found across the Pinnacle General Practice Network (56%). 

 There is variation between the two broad ethnic groups in the proportion of checked patients with 
ACR <3; 44% amongst Māori/Pasifika compared to more than half (53%) in other ethnic groups 

have ACR<3. 

 The proportion of checked Māori/Pasifika patients with acceptable levels of ACR in the practices in 
the PHO is slightly higher to the average found across the practices in the Network. However, this 
proportion is lower for other ethnic groups in the PHO compared to the Pinnacle General Practice 
Network (53% in the PHO compared to 59% across the Network). 

 
 

4.2.2 Management of patients with ACR ≥ 3 

Figure 4.4 Proportion of patients in each ethnic group with ACR ≥ 3 who are on ACE inhibitors: 

Turanganui PHO and the Pinnacle General Practice Network 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

                                                 
11 NZGG 2003: Management of Type 2 Diabetes 



 

Page 16 of 26 

2
6

%

2
8

%

2
7

%

2
2

%

2
6

%

2
6

%

0%

20%

40%

60%

80%

Māori / Pasifika Other Total

%
 o

f 
p
a
t
ie

n
t
s
 w

it
h

 T
C

<
4

Turanganui PHO Network

Key Findings (Figure 4.4) 

 Less than three-quarters (72%) of the patients checked in 08/09 in the PHO and found with high 
levels of ACR (≥3) are on ACE inhibitors and this proportion is marginally higher than that found 

across the Pinnacle General Practice Network.  

 Although a higher proportion of Māori/Pasifika patients checked in 08/09 were found with 
unacceptable levels of ACR (refer to Figure 4.3), these high risk patients are similarly managed as 
high risk patients from other ethnic groups in the PHO with 72% on recommended medications.  

 The proportion of high risk Māori/Pasifika patients in the PHO with ACR ≥3 who are on ACR 
inhibitors, is slightly lower to average found across the practices in the Network. On the other hand 
this proportion is higher in the PHO for other ethnic groups compared to the Pinnacle General 
Practice Network. 

 
 
 

Comment 
 

A higher proportion of patients checked in 08/09 in Turanganui PHO have acceptable levels of ACR 
compared to the previous year (50% in 08/09 compared to 45% in 07/08). This increase is seen in both 
ethnic groups. 

 
The management of the identified high risk patients with appropriate treatment has also gone up 
compared to the previous year, with slightly higher proportion on recommended medication (72% in 
08/09 compared to 64% in 07/08). This holds true for both ethnic groups. 
 
 
 
  
 

4.3 Lipid Abnormalities (Total Cholesterol) 

Diabetics are classified at higher cardiovascular risk than the rest of the population.  The evidence to 

support aggressive lipid management in patients with diabetes was gleaned mainly from the Heart 

Protection Study12. All treatment decisions should be based on an individual’s five year absolute 

cardiovascular risk rather than looking at risk factors in isolation.  Total Cholesterol levels are used in the 

Diabetes Get Checked programme, although it is acknowledged that LDL is increasingly used as the 

primary indicator of optimum lipid management. 

4.3.1 Patients with acceptable levels of cholesterol (<4)13 
 

Figure 4.5 Proportion of patients in each ethnic group checked in 2008/09 with acceptable levels of 
cholesterol: Turanganui PHO and the Pinnacle General Practice Network 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

                                                 
12  Heart Protection Study Collaborative Group (writing committee: Collins R, Armitage J, Parish S, Sleight P, Peto R). MRC/BHF 
Heart Protection Study of cholesterol-lowering with simvastatin in 5963 people with diabetes: randomised placebo-controlled trial.  
Lancet 2003; 361:2005-16. 
13 NZGG Cardiovascular Risk Assessment and Management Guidelines, 2003 
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Key Findings (Figure 4.5) 

 Of the patients checked in 08/09 in the PHO, only a little over one-quarter (27%) have acceptable 
cholesterol levels (TC<4) and this proportion is marginally higher than that found across the 
Pinnacle General Practice Network.  

 There is not much disparity between the two broad ethnic groups in the proportion of checked 
patients found with acceptable cholesterol levels; this proportion found in Māori/Pasifika patients 

(26%) is only slightly lower than that found in other ethnic groups (28%). 

 The proportion of checked patients with TC<4 is higher than the average found in the Pinnacle 
General Practice Network for both ethnic groups. 

 
 

 

4.3.2 Management of patients with TC ≥ 4 
 

Figure 4.6 Proportion of patients in each ethnic group with TC ≥ 4 who are on statins: Turanganui PHO 
and the Pinnacle General Practice Network 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Key Findings (Figure 4.6) 

 A very high proportion of patients checked in 08/09 in the practices across the PHO were found with 
TC ≥4 (refer to Figure 4.5) and of these only about half (49%) are on statins. This proportion is 
lower than that found across the Pinnacle General Practice Network.  

 There is only a slight disparity between the two ethnic groups in the management of patients with 

cholesterol levels ≥4, with a slightly higher proportion of these high risk Māori/Pasifika patients in 
the PHO on recommended medication (51%) compared to high risk patients from other ethnic 

groups (48%). 

 Compared to the Pinnacle General Practice Network, a slightly lower proportion of Māori/Pasifika 
patients with TC ≥4 in the PHO are on statins. The same holds true for these high risk patients from 
other ethnic groups, with the PHO having a lesser proportion on recommended medication compared 
to the Network. 

 
 
 

Comment 

The percentage of patients checked in 08/09 in practices across Turanganui PHO and found to have 
acceptable levels of cholesterol has gone up marginally over the two years (27% in 08/09 compared to 
26% in 07/08). This holds true for both ethnic groups and especially for patients from other ethnic 

groups checked in 08/09 (28% in 08/09 compared to 25% in 07/08).   
 
The management of the patients with TC ≥4 in the PHO is similar to that found in the previous year with 
equal proportions on recommended medication in both years. This holds true for both ethnic groups. 
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4.4 Blood Pressure (BP Systolic) 

Higher blood pressure levels are associated with a spectrum of later health problems in people with 

diabetes, notably cardiovascular disease, eye damage and kidney disease.  The risk of stroke or any 

cardiovascular event is almost doubled when the hypertensive patient has diabetes14.  It is recommended 

that aggressive blood pressure control is undertaken in diabetics and a blood pressure of 130/80mm Hg 

is aimed for (125/80mm Hg if renal disease is present). 

4.4.1 Patients with BP Systolic < 130mmHg  
 

Figure 4.7 Proportion of patients in each ethnic group checked in 2008/09 with BP Systolic <130mmHg: 
Turanganui PHO and the Pinnacle General Practice Network 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Key Findings (Figure 4.7) 

 Less than one-third (32%) of the patients checked in 08/09 in the PHO had BP Sys <130 and this 

proportion is slightly lower than that found in the Pinnacle General Practice Network. 

 There is disparity between the two broad ethnic groups in the proportion of checked patients found 
with acceptable levels of BP Sys, with a much higher proportion (38%) of Māori/Pasifika patients in 
the PHO having BP Sys <130 compared to patients from other ethnic groups (29%). 

 The proportion of Maori/Pasifika patients with acceptable levels of BP Sys is higher in the practices 
across the PHO compared to the average found across the Pinnacle General Practice Network. The 
opposite holds true for patients from other ethnic groups. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

                                                 
14 Grossman E, Messerli F, Goldbourt U.  High blood pressure and diabetes mellitus: Are all antihypertensive drugs created equal?  
Arch Int Med 2000;160:2447-2452 
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4.4.2 Management of patients with BP Systolic ≥ 130mmHg 
 

Figure 4.8 Proportion of patients in each ethnic group with BP Systolic ≥ 130mmHg who are on ACE 
inhibitors or other BP-lowering medication: Turanganui PHO and the Pinnacle General Practice Network 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Key Findings (Figure 4.8) 

 Although more than two-thirds of the patients checked in 08/09 in the practices across the PHO 
were found with high levels of BP Sys (refer to Figure 4.7), about four-fifths (78%) of these high risk 
patients are on ACE inhibitors or other BP lowering medication or both. This proportion is slightly 
lower than that found across the Pinnacle General Practice Network. 

 A slightly lower proportion of Māori/Pasifika patients in the PHO with BP ≥130 are on recommended 
medication (76%) compared to these high risk patients from other ethnic groups (78%). 

 In both ethnic groups, a lower proportion of high risk patients are on recommended medication in 
the PHO compared to the Pinnacle General Practice Network. 

 

 

Comment 
 

In practices across Turanganui PHO, about 3% more checked patients were found to have acceptable 
levels of BP Sys (<130) compared to the previous year (32% in 08/09 compared to 29% in 07/08). This 
proportion has gone up more significantly for Māori/Pasifika patients in the PHO (38% in 08/09 

compared to 31% in 07/08) compared to patients from other ethnic group. 
 
The management of the patients with BP Sys ≥130 in the PHO has gone down compared to the previous 
years with a slightly lower proportion of these high risk patients on recommended medication (78% in 
08/09 compared to 81% in 07/08). This decline is seen in both ethnic groups. 
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SECTION 5: SUMMARY 
 

5.1 Summary of key findings for Turanganui PHO 

 Turanganui PHO has exceeded the contractual target for 08/09 completing 102% of the volume of diabetes 
annual reviews to be completed. About 2.7% of the enrolled population was checked. 

 
 Patients aged 45+ years from ‘Other’ ethnic groups (non-Māori, non-Pasifika) constitute the majority of the 

service users. 
 

 Over two-thirds (69%) of the patients coded as diabetic in general practice were checked in 2008/09. 
 

 Just under three-fifths (58%) of the estimated diabetics across the PHO were checked in 08/09 and this 

participation rate is slightly higher for Maori. 

 
 About half of all patients undergoing an annual review in 08/09 achieved acceptable levels of glycaemic control, 

with significantly fewer Māori and Pasifika patients achieving target levels compared with other ethnic groups.  
However, a high proportion (about nine-tenths) of these high risk patients in both ethnic groups with suboptimal 
control is receiving hypoglycaemic medication. 

 
 Half of the patients checked in 08/09 had acceptable levels of ACR. This proportion is lower for the checked 

Māori/Pasifika patients. However, the high risk Māori/Pasifika patients were equally likely to be receiving 
appropriate therapy if ACR was suboptimal as others. 

 
 A little over a quarter of the patients checked in 08/09 were achieving total cholesterol levels of less than 4, with 

Māori/Pasifika patients having a marginally lower rate of achievement when compared with other ethnic groups.  

A higher proportion of the high risk Māori/Pasifika patients with total cholesterol levels greater than or equal to 4 

are receiving a statin compared to similar patients from other ethnic groups.  
 

 About a third of the patients reviewed achieved an acceptable systolic blood pressure reading, with the 
proportion of Māori/Pasifika patients achieving such a reading, higher than other ethnic groups.  Māori/Pasifika 
patients with suboptimal blood pressure readings were slightly less likely to be receiving antihypertensive 
treatment compared to other ethnic groups. 
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5.2 Conclusion 

 

It is helpful when analysing the data contained in this report to look at five broad categories: 
 
 
1.  How many of those with diabetes have been found?  
  

This data only reflects those who have been coded with diabetes.  Accepting this limitation, TPHO appears to be 
performing reasonably well with close to 70% of those coded checked.  However, it is accepted that known 
prevalence significantly underestimates true prevalence.  A new prevalence model that will triangulate other existing 
data sources such as hospital discharge data, prescribing and lab data is being developed and is likely to give a more 
accurate true prevalence data against which to measure performance.  The recent implementation of structured 
cardiovascular risk screening in the region may well lead to improved diabetes detection rates as measurement of 

fasting glucose is a part of this assessment. 

 
 
 
2.  Have we reviewed (Get Checked) all those who are coded with having diabetes?  
  
It is an ongoing challenge to engage patients in a partnership of diabetes care that includes the annual review.  

Annual review rates have increased for TPHO when compared with the previous year.  It should be noted that an 
increase in detection rates may influence this as newly diagnosed patients will be coded immediately but may not 
receive an annual review for some months after coding and this may fall into a new contractual year. Patients with 
Type 1 diabetes tend to be younger at the time of diagnosis and may be receiving a majority of their diabetes care 
from a secondary provider. , Younger patients are more likely to fall into the ‘newly diagnosed’ category irrespective 
of the type of diabetes.  Recent research undertaken in the Waikato suggests that there is considerable attrition 
from the "Get Checked" program when attendance is measured over year15. Further, the attrition rate is highest in 

the young and in ethnic minorities.  Patients need to perceive the annual review as ‘adding value’ to their care in 
order to get recruitment into, and retention within, the programme.  Research clearly indicates that difficulties with 
lifestyle changes represent the most significant barrier to better health outcomes from the perspective of those with 
diabetes16 There is no generic approach that will overcome barriers to better health outcomes  completely but in 
general a patient-centric approach which involves the recognition and addressing of barriers to optimum self-care (in 
a manner appropriate to the needs of the patient) needs to be considered and the development and review of a care 
plan is an important part of this.  

 
 
 
3.  Are patients being managed according to evidence-based best practice?  
  
Selected management indicators presented include management of sub-optimal glycaemic control, renal function, 

blood pressure control and lipid levels. Clinical management principles involved include ‘treating to target’ as well as 
overall risk management.  Confounding factors are patient concordance with medication and lifestyle advice, co 
morbidities that exclude ideal treatment modalities for diabetes, financial stress for those with diabetes that may 
relegate health issues in favor of other priorities etc. However, a significant factors in failing to achieve optimum 
management are practice systems and  health professional knowledge.  Pinnacle attempts to promote ‘best practice’ 
through disease specific CME and provision of practice-level reporting.  The recent provision of clinical decision 
support software may improve barriers of practice systems.  Overall, TPHO exceeded the network performance in 

terms of management of sub-optimal blood pressure and elevated cholesterol, but fell short of network performance 
in the management of glycaemic control and renal protection. 
 
 
 
 

                                                 
15 Joshy G, Lawrenson RA, Simmons D.  Retention of patients in the Get Checked free annual diabetes review programme in New 
Zealand. N Z Med J. 2008 Mar 14;121(1270):35-44. 
 

16 Simmons D, Lillis S, Swan J, Haar J. Discordance in perceptions of barriers to diabetes care between patients and primary care 
and secondary care. Diabetes Care. 2007 Mar;30(3):490-5. 

 

http://www.ncbi.nlm.nih.gov/sites/entrez?Db=pubmed&Cmd=Search&Term=%22Joshy%20G%22%5BAuthor%5D&itool=EntrezSystem2.PEntrez.Pubmed.Pubmed_ResultsPanel.Pubmed_DiscoveryPanel.Pubmed_RVAbstractPlus
http://www.ncbi.nlm.nih.gov/sites/entrez?Db=pubmed&Cmd=Search&Term=%22Lawrenson%20RA%22%5BAuthor%5D&itool=EntrezSystem2.PEntrez.Pubmed.Pubmed_ResultsPanel.Pubmed_DiscoveryPanel.Pubmed_RVAbstractPlus
http://www.ncbi.nlm.nih.gov/sites/entrez?Db=pubmed&Cmd=Search&Term=%22Simmons%20D%22%5BAuthor%5D&itool=EntrezSystem2.PEntrez.Pubmed.Pubmed_ResultsPanel.Pubmed_DiscoveryPanel.Pubmed_RVAbstractPlus
javascript:AL_get(this,%20'jour',%20'N%20Z%20Med%20J.');
http://www.ncbi.nlm.nih.gov/sites/entrez?Db=pubmed&Cmd=Search&Term=%22Simmons%20D%22%5BAuthor%5D&itool=EntrezSystem2.PEntrez.Pubmed.Pubmed_ResultsPanel.Pubmed_DiscoveryPanel.Pubmed_RVAbstractPlus
http://www.ncbi.nlm.nih.gov/sites/entrez?Db=pubmed&Cmd=Search&Term=%22Lillis%20S%22%5BAuthor%5D&itool=EntrezSystem2.PEntrez.Pubmed.Pubmed_ResultsPanel.Pubmed_DiscoveryPanel.Pubmed_RVAbstractPlus
http://www.ncbi.nlm.nih.gov/sites/entrez?Db=pubmed&Cmd=Search&Term=%22Swan%20J%22%5BAuthor%5D&itool=EntrezSystem2.PEntrez.Pubmed.Pubmed_ResultsPanel.Pubmed_DiscoveryPanel.Pubmed_RVAbstractPlus
http://www.ncbi.nlm.nih.gov/sites/entrez?Db=pubmed&Cmd=Search&Term=%22Haar%20J%22%5BAuthor%5D&itool=EntrezSystem2.PEntrez.Pubmed.Pubmed_ResultsPanel.Pubmed_DiscoveryPanel.Pubmed_RVAbstractPlus
javascript:AL_get(this,%20'jour',%20'Diabetes%20Care.');
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4.  Are patient outcomes improving?  

  
The comparison of outcome measures is complicated by the fact that, year by year, we are not comparing a constant 
cohort of examinees.  Further, for those with diabetes, some will find that glycaemic control will deteriorate despite 
optimum treatment.  However overall the aggregated data suggests that clinical management could be more 
aggressive with the proportion of patients achieving ‘target’ outcome levels ranging from 27% for total Cholesterol to 
50% for renal function (as measured by ACR < 3).  Performance is generally close to that of the Network with the 

exception of renal complications where 50% of patients have an ACR of < 3 compared with 56% for the network.  
This may relate to the observation that Māori and Pasifika are more likely to have renal impairment at the time of 
diagnosis of diabetes compared with the Other ethnic grouping. The comments in (3) above regarding patient 
concordance and provider support also apply here.  Specifically, provider education will include an emphasis on 
treating to target including early introduction of insulin for those patients with persistently sub-optimal glycaemic 
control. Provider support will encompass specific feedback at the level of individual enrollees as well as assistance 

with the development of systems to ensure optimum treatment is being offered.  
 

 
 
5. Are there inequities in any of these parameters?  
 
Analysis by need does appear to indicate that high need patients estimated to have diabetes in TPHO are slightly 

more likely to be detected and checked than other groups.  Of those receiving a review, Māori and Pasifika patients 
are generally slightly less likely to receive appropriate clinical intervention than other ethnicities for all of the 
parameters measured.  Māori and Pasifika patients have better outcomes for blood pressure, but have poorer 
outcomes for glycaemic control, renal function and lipid control when compared with other ethnicities.  An ethnic 
specific approach to early detection of diabetes in Māori and Pasifika patients may reduce the disparity with regard to 
renal impairment.  Understanding why Maori do not participate in the Get Checked at the same rate as other ethnic 
groups may need to be researched further. Similarly, data is needed regarding the poor retention rate of Maori in the 

program.  
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Type 1 Type 2 Other Total

10              160            1                171           

5.8% 93.6% 0.6% 100%

61              670            11              742           

8.2% 90.3% 1.5% 100%

140            1,663         25              1,828       

7.7% 91.0% 1.4% 100%

60              807            3                870           

6.9% 92.8% 0.3% 100%

524            6,987         614            8,125       

6.4% 86.0% 7.6% 100%

795            10,287       654            11,736     

6.8% 87.7% 5.6% 100%

Waikato Primary Health

Network

Kawerau PHO

Lake Taupo PHO

Peak Health Taranaki

Turanganui PHO

ESUs
(Q4 2006)

No. of 

reviews 

% of ESUs 

checked

ESUs
(Q4 2007)

No. of 

reviews 

% of ESUs 

checked

ESUs
(Q4 2008)

No. of 

reviews 

% of ESUs 

checked

Kawerau PHO 7,203        132           1.8% 7,127        142           2.0% 7,068        171           2.4%

Lake Taupo PHO 34,674      792           2.3% 34,469      767           2.2% 34,725      742           2.1%

Peak Health Taranaki 50,622      1,511        3.0% 50,265      1,596        3.2% 51,636      1,828        3.5%

Turanganui PHO 32,037      686           2.1% 31,876      760           2.4% 31,792      870           2.7%

Waikato Primary Health 297,736    7,200        2.4% 303,516    7,154        2.4% 310,897    8,125        2.6%

Network 422,272    10,321      2.4% 427,253    10,419      2.4% 436,118    11,736      2.7%

2006/07 2007/08 2008/09

Year Māori Pasifika Asian Other Total

301           17             15             537           870          

34.6% 2.0% 1.7% 61.7% 100%

273           13             15             459           760          

35.9% 1.7% 2.0% 60.4% 100%

254           14             17             400           685          

37.1% 2.0% 2.5% 58.4% 100%

2008/09

2007/08

2006/07

APPENDIX TABLES 
 
Appendix Table 1: Diagnosis of patients checked in 2008/09 (Type 1, Type 2 or Other) 
 

 
 
 
 
 
 
 

 
 
 
 

 
 
 

 
 
 
 
Appendix Table 2: Number of practices, enrolled population and the number of patients checked in each 
of the three contractual years (2006/07, 2007/08 and 2008/09) 

 

 

 

 

 

 

 

 
 
 

Appendix Table 3: Ethnic group of patients who had a diabetes annual review in the three contractual 
years; 2006/07, 2007/08 and 2008/09 
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Estimated 

diabetics

No. 

checked

% of 

estimated 

checked

Estimated 

diabetics

No. 

checked

% of 

estimated 

checked

Kawerau 
PHO 293 138 47% 365            165           45%

Lake Taupo PHO 635 255 40% 1,436         649           45%

Peak Health Taranaki 510 367 72% 1,915         1,488        78%

Turanganui PHO 745 447 60% 1,327         767           58%

Waikato Primary Health 4106 2586 63% 11,847       6,918        58%

Network 6289 3,793 60% 16,890       9,987        59%

TotalHigh Need

Ethnic Group Checked 0809
No. with 

HbA1c<7

Māori / Pasifika 318 133                      

Other 552 297                      

Total 870 430                      

Turanganui PHO

Ethnic Group
Patients with 

HbA1c Ó7

No. on Insulin or 

Oral 

Hypoglycaemics

Māori / Pasifika 185 164                      

Other 255 233                      

Total 440 397                      

Turanganui PHO

Year <25 yrs 25-44 yrs 45-64 yrs 65+ yrs Total

8               75             350           437           870          

0.9% 8.6% 40.2% 50.2% 100%

7               56             313           384           760          

0.9% 7.4% 41.2% 50.5% 100%

5               62             289           329           685          

0.7% 9.1% 42.2% 48.0% 100%

2008/09

2006/07

2007/08

Appendix Table 4: Age group of patients in the PHO who had a diabetes annual review in the three 

contractual years; 2006/07, 2007/08 and 2008/09 

 

 

 

 

 

 

 

 
 
Appendix Table 5: Percentage of estimated diabetics checked in 2008 

 

 
 
 
 
 

 
 
 
 
 
 
 

 

 
 
 
 
 
 

 
 
 
Appendix Table 6: Number of patients checked in 2008/09 in each ethnic group with HbA1c < 7 

 

 

 

 

 
 
 

 
 
Appendix Table 7: Number of patients with HbA1c ≥ 7 on Insulin or Oral Hypoglycaemics 
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Ethnic Group Checked 0809
No. with 

ACR<3

Māori / Pasifika 318 139                      

Other 552 294                      

Total 870 433                      

Turanganui PHO

Ethnic Group
Patients with 

ACR Ó 3

No. on 

ACE Inhibitors

Māori / Pasifika 179 129                      

Other 258 187                      

Total 437 316                      

Turanganui PHO

Ethnic Group Checked 0809
No. with 

TC<4

Māori / Pasifika 318 83                        

Other 552 154                      

Total 870 237                      

Turanganui PHO

Ethnic Group
Patients with 

TC≥ 4

No. on 

Statins

Māori / Pasifika 235 119                      

Other 398 190                      

Total 633 309                      

Turanganui PHO

Ethnic Group Checked 0809
No. with 

BP Sys<130

Māori / Pasifika 318 121                      

Other 552 160                      

Total 870 281                      

Turanganui PHO

Appendix Table 8: Number of patients checked in 2008/09 in each ethnic group with ACR < 3 

 

 

 

 

 

 

 
 

Appendix Table 9:  Number of patients with ACR ≥ 3 on ACE Inhibitors 
 
 
 
 
 
 
 
 

 

 
Appendix Table 10: Number of patients checked in 2008/09 in each ethnic group with TC < 4 
 
 
 
  
 
 
 
 
 

Appendix Table 11:  Number of patients with TC ≥ 4 on Statin 
 
 
 
 
 
 
 
 
 

 
Appendix Table 12:  Number of patients checked in 2008/09 in each ethnic group with BP Sys< 130mm 
Hg 
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Ethnic Group
Patients with 

BP Sys ≥130

No. on ACE or 

other BP lowering 

medication

Māori / Pasifika 197 150                      

Other 392 307                      

Total 589 457                      

Turanganui PHO

Appendix Table 13:  Number of patients with BP Sys ≥ 130mm Hg on ACE Inhibitors and other BP 

lowering medication 

 

 

 

 

 

 
 


