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HEMIHI

E nga iwi, e nga reo, e nga mana tena ra koutou katoa.

Tuatahi: nga mihi aroha ki to tatou matua nui | te rangi modeoha e homai kia tatou te
kanohi ora e nga wa katoa.

Tuarua: Nga mihi aroha kia ratou e hinga mai e hinga atu nei, kia koutou nga tini mate e
wheturangitia ki te kaihanga o te rangi me te whenua haere.haere.haere atu.

Ka huri kia tatou nga kanohi ora terkeoutou, tena koutou, tena tatou katoa.



Foreword From the Northern Region CE
FOREWORBROM THE NORTHERN RBRICEOS

We are pleased to endorserogressing and Transforming HealBATH), the Regional Information Strategy
2010 to 2020or the northern regionPATH setout the direction fa health informationfor the decade ahead

Information managementsystems andservices are vital enablers of the clinical and business strategies of the
DHBs and other health organisations in the region. In the ten year period covered by this inforstiatiegy,

our DHBs and their community partners will face many challenges, including greater démandrowing

and ageing populationsho areexperiencing increasing chronic conditions.

At the same time as volume and complexgyincreasingthe econonic environment will require the delivery
of quality care with constrained resources. Not only will funding be limited, but workforce shortages will also
challenge our ability to deliver casafely and consistently

In this environment of escalating demamadd shrinking resources, significant changes are needed in the way
we deliver care. It will not be possible to continue to work in the same way as in the\Wastequirenew
models of care to succesdfgimeetthe health needs of our populations

Information management systems andservicesoffer a critical opportunity for us to develop new ways of
working and to change our processes to adapt to fheire needs. Clinicians, managers and information
services personnel will need to work in partnership &velop innovative new clinical and business processes
and the IT systems which will support them.

This plan provides the strategic direction foformation managementsystems andservicesand will guide us

in makingsuccessful and sustainable changes
a&/w»b‘i' W

We urge you to follow this ATH.

<Y -~

Dave Davies Geraint Martin

CEQO, Waitemata DHB CEO, Counties Manukau DHB
%'\J\LV\K{'\’» «.L} \>O’Q/\

Karen Roach arry Smith

CEO, Northland DHB EQ,/Auckland DHB
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REGIONAL INFORMATIGNRATEGY SUMMARY

OVERALVISION

The Regional Information Stratefyr the period2010 to 2020 (RIS120) supports the transformation to new
models of care.Strategiesacrosskeyinformation areasunderpinthe development of a person centred model
and better, sooner, more convenient healthcare.

Common regional clinical and businedsjeativesinform the vision and approach for eadtey area. In
combination theseobjectivespresenta compelling casdor the need tochange he current approachto
information managementsystems and services.

Person centred health informatiowill empower people, general practe teamsand the wider clinical team to
effectively manage care through appropriate access to and use of shared and trusted electronic health records
and care plans.Fromthe basis ofenhancedinformation about the person, theS 3 A $op@ation health
information will be advancedhrough agreed principles of data collectiprsharing and linking (with other
agencies) toenable effective clinical decision making and to support planning and funding decisitims

move to sharedriformation where people workvith the same core set of data is a fundamental change
from previous information strategies which relied solely on the exchange of information; an approach
that provided clinicians with littleertainty that they had complete ad up to date information to care

for their patients.

To delivemew models of careeffectiveknowledge managemertbols and capabilitiewvill provide avareness
of, and easy access tgeneralinformation, skills and experienceéPlanning, recruitment aneducation of the
northern region healthcare workforoill be improvedthrough the sharing of regionally consistent, up to date
capacity, capability, utilisation and forecasting informatidfanagers and staff Wibe able tointeract online

to support recruitment, employment, development, pay and transfer processes with minimum waste and
duplication. Businessinformation will facilitate better performancewith an enhanced capability t@ost,
analyse and report on clinical, financial and volume d@liaicianswill haverelevant and useful financial and
management information, at the point of care, to inform clinical decision making and to ttiévbest use of
resources Transformation requires usersto have appropriate access to fast, intuitive, robustalsle and
trustworthy information systems and serviceBhis willensure they carparticipate effectivdy in the health
system, regardless of what they do, where they are and when they require access to these systems.

RIS1e20 acknowledges the significaichallenges

in achieving this overall health system chande & oy "@(
frames the RTH forward with a set of supporting F R/ %
principles to guide implementation, funding

considerations, and roadmaps to illustrate the Clinical and Business Objectives

move from strategy to action.
Roadmaps

Strategy to Action

PersonCentred Population Health
Health Information Information

IT
Infrastructure

& Services
Workforce Business
Information Information

Knowledge
Management

Supporting Principles
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STRATEGY FOCUS AREA

RIS1€er0 provides strategic directionon information managementsystemsand servicesn the northern
region It aligns with national, regional and district information strategies and is a key enabler for primary,
community and secondary care organisasdo achieve their clinical and business objectives

While significant progress has been made in the previous five yeass)aw regional information strategy is
designed to support new models of care aasgsociatedclinical and business strategies owbe next ten

years. The immediate future will see increasing emphasis on delivery of care in the primary and community
sector, through new mechanisms such as devolution of services from secondarnadtialisciplinary teams,

and Integrated Family Hehl Centres. In future, people will beconrdormed consumersmanaging their own
care,and accessing personal electronic health records which they will share with dbagral practicdaeam

andthe wider clinical team.

An underlying core principle of RIB20 isthat it will deliver singleregional DHB systems to support common
clinical and business processes in the region, with primary and community care organisations actively
encouragedand supportedo use these systems.

The focus areas for the strajg were defined through a process oistlict-based workshops followed by
smaller targeted workshopsith invited subject matter expertsTheyare:

PersonCentredHealthInformation
Population Healthnformation
KnowledgeManagement
Workforce Information
Business$nformation

IT Infrastructure & Servise

To To To o To Io

PERSORENTREBEALTHNFORMATION

Thevision forPersonCentredHealth Informationis to establisha personcentric, single regional Electronic
Health Record (EHRJhiswill be shared by, andwill y i SINJ} 4§ S OF NB 06SGsSSyz G(KS (Se@
care: the person themselves; thejreneral practie team; their wider
clinical teamlt is envisioned that the EHBould also be used by a
wide range of other healthcare providers involved in the
persor@ care. To achieve high quality health care and
improve patent safety, by 2014 New
The person will access their electronic health record tc Zealanders will have a core set of persor
review their personal health information such as lak health information available electronically
results, to update their information such as care pla to them and their treatment providers

goals, or to make appointments or consult electronicall MEIEIEIEEE @ SRR €5 1 SeEe
with their GP health services. (Health Information

Strategy Advisory CommitteéHISAC)
Vision 19 May 2009)

The EHR will be made available through the implementation
of a regional Health Management Information System (HMIS),
providinga singlerecord shared bythe person,their general practice
team and the wider clinical teamThe HMISs not a monolithi¢call-encompassing system that

does everythingit will be required tointerface to a range of specialist systems such as laboratory, radiology,
pharmacy, national systems such as NHI, and to community providers such as NGOs and mental health
providers.
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The clinial systems strategy of the lagn years has been to exchange information between separate silos of
primary, community ad secondary card-or the nextten years, he clinical strategys shared care, where the
person, primary communityand secondary cegivers work together for quality health outcomes. The new
model of care is focused opersoncentric care, including the expert patient and managed self care. An
example of this new model of care is the Integrated Family Health Centre which is a keynemtpb
national, regional and local strategic plans. The model is also reflected in the proposed devolution of services
to primary care. In this model, primargommunityand secondarare are no longer separate silos bate
merged The future IT stratgy envisionsan electronic health record system to support and enable this core
health information sharing between person, primagpmmunityand secondary care giver.

POPULATION HEALINHFORMATION

Thevision forPopulation HealtHnformation is agreed pinciples of data collection, sharing and linking (with
other agencies) to enable improvement in clinical decision making and to support planning and funding
decisions that are translated into action and reviewed for effectiveness.

Available population hdth data is of poor quality, fragmented and not easily accessed. Individual
practitioners can, after major effort, collect and report on some of the population health information some of
the time, but none can take a district wide or regional comprehensive aggregated view of population
health statustrends and determinants of ill health and wellness.

The ¢rategy includes:

A ollaboratng acrossprimary, community and secondary care, Ministry of Health and the health IT
industry to establish cleastandads, principlesand processes relating to the collection and sharing of
population health information.

A Building a regional Population Health System (PHS) collecting information primarily from regional
Electronic Health Records that delivers actionable theddta to health care providers.

A Implemening approaches to enableprimary, community and secondary cam® easily and
systematically collect accurate population health data, and receive timely feedback to drive evidence
based clinical action.

A Developingguidelines that clearly describe data governance and privacy, and the different levels of
accessaggregationand reporting of poplation health information

KNOWLEDGHEMANAGEMENT

Thevision forKnowledgeManagementis to provice easy access to informatioiskills and experience and to
build the capacity and motivation to act in the best interests of people and our communities.

The KnowledgeManagementstrategy is based upon the Information & Knowledge Management framework
developed for the metro Auckland HBs. The objective of this framework is tgrovide insight to the
requirements and priorities foprocesses and information systems that capture, store, index and provide easy
access to documents, web content, staff and service directaiesworkflows This ensures people have
access to the right information at the right time.

Implementation of the propose&nowledgeManagementstrategy will assist with compliance with the Public
Records Act, and reduce inefficiencies and wasted productivity arising fiemple trying to find who to
contact and the information they need to perform their roles.
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WORKFORCE INFORMATIO

Thevision forWorkforce Information is tenable the appropriate planning, recruitment and education of the
northern region healthcare wofrce through the sharing of regionally consistent, up to date capacity,
capability, utilisation and forecasting information acrgssmary, community and secondaryare It will
provide managers and staff with the ability to interact online to support rugitnent, employment,
development, pay and transfer processes with minimum waste and duplication.

The $rategy includes:

A Assising organisations to achieve their workforce requirements by providing a repository of standard,
comprehensive, complete and glity workforce planning information for the region.

A Providing a single regional integrated and comprehensive Human Resources Management System
(HRMS)This will havea common staff identifiera standard integrated staff record, and dime forms
and wokflow, to enable the transfer and sharing of staff information between organisations. Th
HRMS is to be made available to primary and commuatgorganisations who wish to use it.

A Provsion of an online community of interest that allows past, currentdafuture staff to share their
work, career and personal interestsThis online communitwill enable staff to seek opportunities,
and to register their plans and goaldt will include close links to the regional recruitment website,
and functionality tlat enables voluntary tracking of past and prospective employees and career
planning and career pathways on how a person can migrate from one career to another.

BUSINESIBIFORMATION

The vision forBusinesdnformation is to provide business systemthat will support common and standard
business operations and processes, particularly in the aredmarficial management information systems
(FMIS) decision support, business intelligence, data warehoysk&y performance indicator reporting,
procurement, fadities management and asset management.

Currently organisations use a variety of processes and systems, data collection is fragmented, and consistent
analysis is difficult. It is difficult to provide clinicians with useful financial information at the pbicare to

inform clinical decision making that drivdse best use ofesources. Management of facilities and assets is
inadequate for the health businesshich is very capital intensive.

RIS1@0 proposes a standardisation of business processes, dafmitions, coding and reporting outputs,
such as a single chart of accounts, end of monthaffitiates, invoice approval processes and single product
catalogue, supported by a regional system. A key starting point is to implement one instance obFMES f
region@ DHBs and offer appropriate services for primamg communitycare from this platform for finance,
procurement and supply chain.

IT INFRASTRUCTUREERVICE

Thevision forlT Infrastructure® Servicsis to providg people with appropriateaccess to fast, intuitive, robust,
stable and trustworthy information systems and serviseghey can be an effective participant in the health
system, regardless of who they work for, where they are and when they require access to these systems.

The s$rategy includes:

A Establising a single northern regioHBIT service organisation to support a regional EHR, regional
population health and business information systems, and offer services to priamghycommunity
care
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A Developngand deliveing a set ofshared, integrated and consistent IT services including information
system, infrastructure and communication services that are accessible to all health workers and
support the key strategies outlined RIS10.

A Establising Service Level Agreements thelearly define the services to be delivered and associated
performance expectations

A Developng capacity planning and capability to anticipate and accommodate growth, new facilities
and new projects

A Developng a limited set of data centre facilities inehregion to support regionally shared systems
and protect these core information assets with strong security measures

A Evaluaingd h LISy { 2dzNOS¢ az2fdziaizya o0STF2NB aSt SOGAy3a LINE
{ 2dz2NDOS¢ 6 KSNB Al ovprolide gequies §T edvices hvighin theNdarSthundld funding
environment and to lower the total cost of ownership

The IT Infrastructure & Serviestrategy is designed to support tHRIS1€R0 vision for regional integrated
systems for electronic healthecord, population health, knowledge, workforce and businesgrination, as
well as maintaining current service levels.
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SCOPE AND STRUCTOREIS120

RIS1@0 provides strategic directioron information management systems and services, to primary,
community and secondary care orgaations inthe northern region for the nexten years

¢tKS R20dzYSyid Aa Ay G2 LI NIa ¢A0GK idgthaldontextyaddspesific dzLILI2 NJIi
strategiesto achievng the desired future state. Part & WL Y LI SY Sy (i A guflineditheSnajéri NI G S3 &
aspects to be considered @eliveringthe regional information strategy.

PART ONE SUPPORTING TRANSFGHION

Clinical vignettesrom today anda story of the future present theompelling case for chaego
enable the sharing of care between a person and their key caregivers.

National and regional clinical and business objectives present the context for each focus area and the
overall information strategy.

Focus area descrite in detail the informationstrategy for that areaand reflectfeedbackfrom the
numerous stakeholders who contributed toglievelopment of this strategy

PART TWQ@ IMPLEMENTING THE HNTEGY

W{ (i NI G S 3 &esdriBes thebnéed Foy dear and coordinated approach to implentéry each
focus area.

Focus areas are underpinned by a set of principles which guide the implementation and ensure safe
sharing of information, effective use of IT resources, good IS governance and practical change
management.

Also presented are aeries of roadmaps and projects to be undertaken in each focus area over the
ten year period of the strategyThe roadmaps provide continuity from the previous information
strategy, RISSP04, to this new information strategy, R2810Significant RISSP04 oegil projects
already in progress or imminent, such as electronic referrals, will be completed and are highlighted on
the roadmaps. RIS3120 projects are sourced from the individual focus area strategies and indicate
future projects.

It is expected that arthern regionDHBs,PHOs and other organisations will use Ri&1@o develop and
prioritise annual operating plans and budgets and for working together collaborativefyrapcts toprogress
towards achieingthe overallstrategy.

Information projectsarising from this strategy must be affordatded justified by significant and measurable
improvements in performance of the health system as a whole. RR8&scribes the approach to ensuhis
strategy is achievable within the bounds of current nerth region health spend.

It isexpeckdthat part two of the strategy wilkevolveand adapt tasectorchanges
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PART ONE SUPPORTING TRANSFORMATION

®

1. HEALTH INFORMANGN THE FUTURE ' |

PersonCentred Population Health
Health Information Information

T
Knowledge Infrastructure

Management Services
Workforce Business
Information Information

1.1 VIGNETTHROM TODAY

The following series of vignettes deibe real life experienceof the health system as provided by clinicians
and patients. These vignettes reflect the current state and are a powerful demonstration of the need for
action.

PATIENT ACCESS TOIBPNT NOTES

A 65 year old man, on warfarirequiring regular INRs and dose adjustment, is about to leave in his campervan
with his wife forsix months touring NZHe a&ks how he gets INR tests done, who monitors this, and how he
gets new prescriptionsHe wants his notes to carry with him.

(Provided by Dr Michael Clarke)

PERSON CENTRED ERPBGITC HEALTH RECORD

A 72 year old woman transferred down from Northland. She has been under specialists for investigation of R
hip pain and also hearing problems. She and her family request further inastigin Auckland and an
opinion on what has happened to date. It takdwee letters and two phone calls to get the relevant
information sent down from Whangarei. The information comes as a fax which then has to be scanned into the
GP system. The GP thefers to ADHB but cannot attach scanned documents and so has to print out the GP
letter and patient information. The information is then faxed and paper copies destroyed tifiaveeks the

GP receives a standard paper letter stating that the patierdri the waiting list. That letter is scanned by the

GP receptionist who then destroys the paper copy.

(Provided by Dr Jim Kriechbaum)

EMERGENCY CARE

A 21 year old female solo mother has Bipolar disorder, and develops a new seizure disorder. She has
transferred to another GP, but returns aftéiree years with increasing depression atittee seizures over

threeY2y GKa® | SN y2iSa IINB NBIdzSaGSR YR | NNARGBS odzi OF
Neurology APH and Psychiatry MMH antkatls different community A and Ms in the next weekeither is

aware of her depression, suicidal thoughts, seizures or medication. She is admitted to AED with a severe
seizure, they do not have the referral or any prior notes. Same day readmitted to EABAWIth a further
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seizure, they have no access to primary care or AED records, further investigations and lumbar puncture done.

(Provided by Dr Michael Clarke)

MULTIPLE CARERS

A 67 year old woman visited her GP after extensive bowel surgery. Sldehlad complications and still had a
drain in her abdominal wall. The GP had no informatiod laad not received the discharge summary. She
was having treatment on the ward and from District Nursing of which the GP had no information. She has
since disharge seen a private oncologist wigaveher some options of treatment for the future. She wanted

to discuss these with her GP but he had received nothing from the specialist.

(Provided by Dr Jim Kriechbaum)

GP TO GP TRANSFER

A55 year old man with conplicated medical history ansixactive classifications arfile medications transfers

from another GP who also uses Medtech. His notes are received by the new GP as a single file via Healthlink
but do notpopulate the PMS. The GP then has to manuallgetite classifications and medications before

the GP can give the patient his medications.

(Provided by Dr Jim Kriechbaum)

MEDICINES MANAGEMENT

A 74 year old woman with Heart Failure is admitted to hospitahe is oreight medications. While in hospal

her medication dosages are changed. She returns to the GP for review and a repeat script. The GP has to read
all her medcationsin the discharge letter, cross check against the GP list in the PMS and change the dosages
before writing her new script.

(Provided by Dr Jim Kriechbaum)

PATIENT SAFETY ANDAQITY OF CARE

AGP referred a patient to General Medical Outpatients because of palpitations and a prjposal previous
outpatient letter to perform an Exercise Tolerance Test which had not tamme. The referral mentioned
GGKS FdaGr OKSR 9/ Dé s 0 dAhe prekiGubl@itpadiéntlettgf das dnibeyéais 8go.OK SR ®

(Provided by Dr Ross Boswell

PATIENT EXPERIENCE

A 45 year oldvomanwith a past history of cervical astrocytortr@ated in 1981 via surgical laminectomy and

NI RA23GKSNI LR @ LY wmdphpdp oFa GNBFGSR F2NJ | dzNIKE SQa /

appointment with Endocrinology, Neurology and Neurosurgery at ADHB, as well as regular MRIs, to monitor
spinal cord changes and neurological function.

N>

A On 15 Jan saw the GP to request a prescription for Thyroxine. The GP noted it was some time since
the last blood test.
A On 16 Jan had blood taken at DML.
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A On 17 Jan GP contacted patient to increase daily dosEhgfoxine and advised patient to have
another blood test in approximately one month.
A On 16 Feb patient attended the Thyroid Clinic at ADHB. The clinic receptionist checked GP details
which were out of date. Patient advised name and address of currentB&bd was taken at this
clinic appointment.
A On 23 Feb the GP phoned to ask the patient to have a repeat blood test. The patient advised that
they had had a blood test the week prior at the Thyroid Clinic, and that they would arrange for the
ClinicalRecord Department to fax a copy of the latest blood test result. The patient contacted the
CRD and requested them to fax the result to the GP. They did so, except that they sent the result to
GKS LI GASYyGQa LINBGA2dza Dt rmaigh inihé Somguterssystem.2 ¥ (1 KS 2 dzi
A hy nHy CcSo6 GKS LI GASyGiQa SyR2O0NAy2ft23IAalG RAOGHGS
receptionist had not updated the GP details in the computer system, and so the letter was addressed
and sent to the patients preous GP. The letter contained up to date information regarding blood test
results.
A On 6 March the patient attended the Neurology Clinic at ADHB. The clinic receptionist checked the GP
details, which were out of date. The patient advised the name and addoé her current GP. The
receptionist updated the computer system, but did not update the patient label on the form that the
specialist used to record clinic notes. At the end of the appointment, the specialist dictated a letter to
0KS LI (A SsyGlPa the Biddss @it dmit of date information recorded on the patient label.
LY IFTRRAGAZ2YS GKS NBOSLIWiA2yAald RAR y2i F2fttz2e¢ adtl
LI GASyiQa ySé RSGFAf &I F2N iGKSareldowichrieet, (5o thaftheda A 3y |
history of the change is recorded in the patient record.
A hy ¢ al NOK GKS Dt O2yidlOGSR GKS /w5 |yR NXBIjdzSaidsH
results. The CRD processed this request, and sent the result® touthent GP, as the computer
system now contained up to date GP information.
A On 12 March the Transcription Service processed the dictation from the Neurology Clinic
appointment. The GP details recorded in the dictation did not match the updated GPsdnt#ile
computer system, therefore the transcriptionist had to spend additional time to investigate and
ensure that the correct GP details were typed into the clinic letter.
A On 16 March the clinic letter was signed off by the Neurologist and sent touttient GP.

(Provided by Anonymous Patient)

A WHANAU ORA EXPBERIE

| really looked hard at my Dad one day and realised the pain he was actually hiding fromWhezil.l asked

Fo2ddi AGS KS aFART WiKS R20G2HNI W2 67 DS Bkt GAEINUSAZ 2 A @ 4
been getting worse for years, you're practically crippled because you can only walk with a frame, and now you
OFyudid tA@S 2y @&2dzNJ 26y | ye@Y2NB3I 5 RIheGRtold @sghraggz & NA I K
0KS Kz2aLAdGrt Ylrye GAvySa G2 Grt1 G2 GKS @I aoddz I NI &adz
RATFSNBYOS T2 N KAk haialsdlBadekakdidrral tyf Re HpspitalSat Ba@ to get a check for a

hip and knee.

Wewenttothen& & K2aLAGEHE FLILRAYGYSYd +Fd b2NIK {K2NB | 28LRAG
RSFTAYyAGSte ySSRa || KALIZQ o0dzi RA RyYHeext|agppigtimehtyvasiak A y 3 | ¢
rheumatology at Waitakere HospitaDad was in so much pgithey admitted him.He loved it because they

gave him stesids to reduce the acute inflammation and he had a pain free weekéndias there that he

found out he should always take his 8 pain pllery dayotherwise the pain breaks through the bari(none

of us quite understood what this wasNobody knew if he was going to get an operation and later, we got a
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letter to say he needed to visit the heart doctot. K I 1 Q& ¢ KSy ¢S F2dzy R 2dzi 51 R KI R
but Dad said he felt fine¢ KS& RARY QiU (y26 6KSyYy Wedks lade, dnt ient Bb&ribthér y 2 LIS N.
appointment with the surgeon, and then Dad had to go to an appointment witarexesthetist We just went

round and round and roundWe asked everyone when the operation svgoing to be, but no one knew, and

no one talked to anyoneWe couldn't understand how one department wouldn't know Dad had been in

hospital for pain relief- they'd always be surprised5 F R &1 AR 2y S RlI& WgKSYSOSNI K
everyone can getie money up on screen and everyone knows his last transaction, even if he only withdrew a

R2f f I N»Q

Dad waited over five years for his operation, and boy, what a difference it finally made to hiddifean walk
around the neighbourhood now, and gestown Sunday paperd. liafdgood.

(Provided bywhanau Member)

PUT THE PATIENT AFETABSOLUTE CENTREYOUR SYSTEM OF EA

Inits most authentic form, this rule feels very risky to bofirofessionals and
managers, especially at first. It means thaetive presence of patients, families
and communities in thelesign, management, assessment, and improvement

care. Itmeans total transparency. It means that patients have theiwn medical
records and that restricted visiting hours are eliminated.iic. Y SI y a X
Fo2dzi YS @gAGK2dzi YSo¢

(Donald BerwickPresident andChief Executive Officer, Institute for Healthcare
Improvement. speech tdNHS Live ConferenceJulv 2008. BMJ 2008:337:a83

1.2STORY OF THE FUTURE

A DAY IN THEIFE OF A GP IN TMEAR 2020

| start my day by reviewing my priority cases, appointments and any urgent messages. At my desk, | quickly
authenticate b the health network using voiceprint recognition and am immediately presented with a
dashboard of important information and messages about patients on my watchlist and my day planner listing
appointments.

The virtual open office shows that our practicerdialogist is workingrom home today but is available for
tele-consults and ECG readings. | also note that one of my home monitored chronic condition patients has a
few of their bioparameters outside the trigger range, and that they have sent througHatsieweel trends.
Through theon-line open scheduling systerthe patienthas arranged to see ntemorrow morning

My first patient is a 65 year old man on regular warfarin for AF. The man had left a message a few days earlier
via MyHealthinfo, thesecure online patient portal, advising that he was leaving feixanonth trip travelling
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around NZ in his campervanHewas after a quick health check before departiagd to find out how to
monitor blood results and adjust his warfarin dose while away

| receive an alert to my desktop advising me thathas arrived and is viewing a public health video on CVD
being streamedto the knowledge hub in the waiting areaArriving at the practice, he had swiped his credit
card at the kiosk, which pulled upis latest demographic informatiortle advised a change of emergency
contact andproxyauthority which was updated on th®lyHealthinfo access poiim the reception area.

With the patient now in my consulting roonh,touch the personicon on the screenand am linked directly
GKNRdzZIK (2 GKS NBIA2ylft [ SIHEGK alylF3aSYSyid LyF2NNIGA
record. On the main notes screen | can see the message regarding the trip, the demographic updates, and
screening information and remders of recalls due. | take the opportunity to update his smoking status and

can see that he is due for a PSA and glucose test, which are added to his blood test form.

| also notice that he has startedking a new medication since | last saw hif.a glance | can see which of my
02t f Sk 3dz2Sa 2NRSNBR Al IFyR 6KSys a GKS SyaNB Aa aidl vyl

| reassure him that he can log onto MyHealthinfo from #gation usinghis secure logon, view his INR and
other results, ad also recent discharge summaries and-patient letters.

He is aware of how to adjust his warfarin but | remind him that he can leave a note in his electronic health
record that my general practice team will see, or he can email us, phone us, or cateedd Practice who will
also be able to access the information on his electronic health record.

He asks for a back up copy and we select relevant parts of his record that are downloaded onto a portable
memory device for him to view later and take withrhon his trip.

My next patient is a 72 year oliflaori woman who is transferring from Northland part way through an
investigation of hip pain and is presenting to me for the first time, accompanied by her daughter, a current
patient of mine.

Her notes hag been transferred from her previous GP in Kaitaia, and despite using a different Practice
Management System, because structures and definitions of data have been agreed and standardised across
the country, her detailed notes have been fully integratedoimhy system. Her regular medications are
showing, all her lab tests are in her inbox, and her full notes are available for me to review and edit.

Her daughter, who is an authorised proxy for her mother, is able to view Healthpoint and knows that the
waiting time at Auckland Public Hospital (APHpig weeks for Specialist Review in orthopaedics, and has a
preference for a particular specialist, having read their special interests.

The daughter and otheapproved members of the Northland whanau have beeheckingi KS 42 Yl y Qa
cholesterol levels and revigmg the Post GP Visit Summary, showing medication changes and other pertinent
visit information.

| am able to access her entire electronic health record via the HMIS and see the specialist lettershardalisc
summaries from Northland documenting her progress to date.

She requires a referral so | open anegerral form, which auto populates from past notes, and then I fill in the
clinical fields following prompts that ensure accurate grading by orthdjzae | submit the referral and receive

a notification of receipt. | let her know that she can track her referral through MyHealthinfo and will be able to
see when the appointment will be within the nexldays.
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They wonder whether a private referral wioube quicker. | reassure them that they will know how long the
wait will be withintwo days and can always be referred to a private orthopaedic surgeon. | remind her that the
private specialiswill also have access to all her past-patient letters, dscharge summaries, lab results, and
that | can simply divert the referral to a private specialist if she wishes.

The daughter mentions that her mother is very pleased thambers of theNorthlandwhanaucancheck o-

line how her health is. The whanau caiew videos of her health issues and treatments to help their
understanding and ability to assist with her cafes a grandmother, the woman also has proxy rights for her
grandchildren to check they are all up to date on their imnsatidns.

The woman als wants to check who has be@tcesimg and viewng her own EHR and sdill look at the list
from home and decide if any visits should be marked as confidential.

She leaves happy that she knows what is happening and can track and be in control of heun wha

| take ten minutes tofollow up a request from &34 year old female patient of mineho has logged into

MyHealthinfo concerned abowd changing freckland hasanswered a questionnaire that chargeased on

her responses, tailoring itself tth¢ information provided. Once finished she submitted the questionnaire with

a click and printed off the reference materials to read. She is now quite worrieds@hdsused theonline

scheduling systenii 2 062271 Yy | LILRAYGYSY G Afhé dysfe isusat@tf iy A T L
schedulers when an appointment becomes available for an individual who may wish to be seen sooner than
originally scheduled, she has been emailed and has now confirmed an appointment for tomorrow. | have also

asked hero text mean image of therea of concern

This patient is also the authorised proxy for her children and has access to certain MyHealthinfo functions
within their records{ KS Kl a | RFIdAKGISNI 6K2 A& RAF0SGAOngs yR A&
through theflow-a KSSi &SO00GA2y 2F K S.NSh&hadzAdatioetdd ine ia thé st holvK L y F 2
great the online systems are and how much she can accomplish from home by just going to one place, and

how much time and phonealls this saves herShe also feels much more in control of her own and her
FLYAteQa KSIHEdOKo

My next patient then arrivesa 21 year old solo mother withipolar disorder who has developed a new seizure
disorder and increased depression. She attendspnagtice for the irst time inthree years having been to
another GP during that time.

Her notes have been transferred from her previous GP and have been fully integrated into my record system.

From the dashboard summary screen that opens when | open her notes, | immgdiatekhe is overdue her
OSNIBAOFE aYSIENE |yR KSNJI OKAft RNByQa @I OOAyl GA2ya | NB =z
that the prescription for antpsychotics that were prescribed by her last GP, as stated in the notes, was never
dispensd.

| invite my colleagues fronNeurology at Auckland Public Hospital (APH) and Psychiatiiddlemore
Hospital (MMH)to review the care plan of my patient dime and consider whether they wish to see the
patient, knowingthey can update the shared @plan accordingly.

L Ffaz2 SELXIAY K2g¢ (2 YIN)] NBO2NRA | a WaSyarirodSo Ay
knowledge that only myself (her GP) and anyone else she grants access will see the note on the recent
episode.
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She is subequently seen after major seizures atprivate community Accident and Emergenayd then
referred to MMH Emergency arriving unconscious via ambulance. Each point of contact has a viesaoé her
plan / referrals, her dispensed medications, all receabdratory data, and past outpatient records and
discharge summary in real time through the regional electronic health record.

Thisensures ndnvestigationsneed be repeated, accurate and safe changes be made to her medication,
alterations in the urgeoy for her outpatient reviewcan bemade seamlessly, and all informatisrelayed
back to her primary care team.

Myfourth LJF GASy G 2F GKS RFEe@ A& F np @SIENI 2fR FSYItS 6AlGK
carcinoma of the thyroidwho requires regular followp at neurology, neurosurgery anehdocrinology

outpatient clinics, with regular neuro imaging and frequent blood tests to monitor her condition and adjust

thyroid treatment.

As she attends her otgatient appointments she is contéim the knowledge that she is able to track and view
all of her appointments and read her outpatient letters, follow new referrals and ensure that all follow up is
completed.

Each blood test she has is available to all her carers through the regionangHiR medication changes can
be checked by any provider by linking through to the pharmacy dispensing repository if she forgets a name or
dose of any medicatian

She also knows that the information in her primary care record has been updatede EHRdr all of her
current authorised providers and carers to access

As she attends her appointments she knows that the correct letter will arrive at the correct GP, with the
correct information in an appropriate timeframe as there has been no waste of tihasiog correct
information.

| note that my first appointment after lunch at 2pm is a family conference for an 83 year old male. He has

many concurrentproblemsand is underthe care offive specialists for his brittle diabetes, lymphoma, recent

heart attack, and undiagnosed neurological complaints, and is very frail ktigvfamily who are mostly local

gylG G2 RA&aOdzaa KAa FdzidzNB OFNBxX |a (KSeé& R2yQi o0StAS
even with all the home help they have. Howetieey have got mixed messages from some clinics.

Members of hisnulti-disciplinary team and his son from Londwill web conferencen to my PC in my room
to take part. The elderly patient, his wife, their locally based daughter, and myself will beeidhsulting
room. The web translator is available as welk usual, the frontlesk has booked out a 15 minute slot after
this conference to allow for post meeting planning and updates to the shared care plan.

As | have a network meeting at 6pm thiseaing on Management of Long Term Conditions, | ask the practice
ProgrammeManager to run some progress reports including a report on patients with key chronic conditions
but not yet in a programme. Her report focuses on all patients with appropriate SR@MBped diagnoses

who are not already involved and who have not previously opted out. Using MyHealthinfo message
capability, wesend out emails and texts to the target group and will follow up with phoalés and demplate

letter inviting participatio.
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2.1 NATIONAIOBJECTIVES

NEW ZEALAND HEALTIRATE®

RIS1e20has been developed with reference to national strategies, principles and health priorities.

ThecurrentNew Zealand Health Strategy is based oreseunderlying principles that theovernment sees as
fundamental. Those principles are to be applied acrossstirtor and be reflected in any new strategies or
developments

To To To To I

A
A

Acknowledging the special relationship between Maori and the Crown under tlagyTa€Waitangi.

Good health and wellbeing for all New Zealanders throughout their lives.

An improvement in health status of those currently disadvantaged.

Collaborative health promotion and disease and injury prevention by all sectors.

Timely and equitalel access for all New Zealanders to a comprehensive range of health and disability
services, regardless of ability to pay.

A highperforming system in which people have confidence.

Active involvement of consumers and communities at all levels.

Additional $rategies sit under the umbrella of the New Zealand Health Strategy and some of thestare:
New Zealand Disability Strate@®rimary Health Care Strategyalliative Care Strategiiealth of Older People
Strategy Maori Health StrategyGood Oral Healthfor All, for Life: The Strategic Vision for Oral Health in New

Zealand,Sexual and Reproductive Health StrateBwcific Health and Disability Action PlanS Y I { A NRA Y

Mental Health and Addiction Action Plan 20P®15 intersectoral strategies, health issues and services
strategies and other work arising from the New Zealand Health Strategy.

HEALTH PRIORITIEHESTERMINED BY GOVEENT

The 2009/10 Health Targets reflect the current priority health areas the government is focusing efferts on:

To To Do Do Io o

Shorter says in Emergency Departments.
Improved access to elective surgery.
Shorter waits for cancer treatment.
Increased immursation.

Better help for smokers to quit.

Better diabetes and cardiovascular services.

¢ K
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NEW ZEALAND HEALNHORMATION STRATNTEG

The history of information strategic planning at the national level is extensive and includes the 1991 Ministerial
Strategy, 1996 Ministerial Strategy, 1999 Health Funding Authority Strategy, 280ERéport and the 2005
Health Information Strategy New Zeala(tdlSN2 document. All strategies identified certain common issues
including poor data quality, lack of standards, gaps in primary care data, accessibility and information
exchange problems, lack of coordination between data collections and systemgraioléms with national

data systems and governancRIS10 supports HISNZ and other national information initiatives including
QI4GP, Key Directions, NSDP, and PHO Performance Indicators.

In July/August 2008, the iMistry of Healthannounced their interibn to reviewthe 2005HISNZdocument In

order to ensure alignment between national and regional information strategic planning, the northern region
ClOs sought the engagement and support of the Ministry of Health in the developmdRiiSatR0. As a
result, RIS1e20 has been developed with the active participation of the Ministry of Heaititluding
attendance of senior representatives of the Ministry of Health Information Directorate in most workshops

Workshops ko referenced theluly 2009eport of the Ministerial Review Groupi(K BornURepor® which

y23Sa8 GKIG LINAYIFINE KSFEGK OFNB Aa |y AYLRNIFydG O2YLRYy
continue under the governmef@Better, Sooner, More Convenigrdlicy which aims to see meipersonaked

LINA Y NE OFNB=Z Oft2aSN) (2 K2YS K kel reférénteS iacluddnesbiéalihdzNS 2 FF
Management System Collaborative (HMSC), and the Health Information Strategy Advisory Committee (HISAC).

The direction and strategs set out irRIS1&@0 are aligned with these national activities.

2.2 REGIONAQBJECTIVES

NORTHERN REGION

The northern regioncomprising the fourDHBs ofNorthland,
Waitemata Auckland andCounties Manukau caters for a
population of around 1.6 mibin people. In total the four DHBs
employ over 20,000 people or over one third of the New Zeala
DHB workforce.

The DHBs are responsible for funding and providing a dive
range of health and disability services and specialties includ
medical, surgida obstetric, assessment, treatment anc
rehabilitation for older people, mental health, community ant
disability services, across multiple locations.

The DHBs fund 26 Primary Health Organisations (PatDae3s

the regionto provide essential primarydalth care services to
people enrolled with the PHOThePHOSs bring together doctors,
ydzZNBESa FYyR 20KSNJ KSFHfGK LINPFosaanzyrta vaumn ra anz2NR
workers, health promotion workers, dieticians, pharmacists, physiotherapists, psychologists and midwives) in

the community to serve the health needs of their enrolled populations.
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NORTHERN REGION HEABTRATEGY

The following describes health priorities determined by the northern region DHBs as reflected in various
district strategic planRIS1&0is alignedwith and supports these strategic objectives and health priorities.

Auckland District Health Board
Auckland DHB has defined the following health outcomes based on priority needs:

1. Reduced occurrence of diabetes, cardiovascular disease, and cancer. Reduodsst and severity of
complications arising from these conditions.

2. Reduced inequalities in Maori health status by implementing Treaty of Waitangi responsibilities and
preserving the rights to protection and to self determination.

3. Reduced inequalities fdPacific people, disabled people, refugee communities, and people living in

poverty.

Better outcomes in the health of older people.

Better outcomes in child health.

Better outcomes in mental health.

Increased independence of disabled people, older peopbtkahers with high support needs so they

participate in their communities.

N o gk

Counties Manukau District Health Board

Counties ManukaB | . KIF & | R2LIWGSR +Fy 2@SNINOKAY3I WINRLIES FAYQ |
individual patient experience of og and cost efficiency. This philosophy underpins all strategies and delivery
of the following outcomes

Improve community well being.

Improve child and youth health.

Reduce the incidence and impact of priority conditions.

Reduce health inequalities.

Improve health sector responsiveness to individual and family/whaanau need.
Improve the capacity of health sector to deliver quality services.

o0 s Db R

Northland District Health Board
Northland DHB has the following strategic goals:

1. Create an environment that stopepple getting diabetes, slows its progression, reduces its impact
and improves the quality of life for those diagnosed with diabetes.

2. Reduce the incidence of cardiovascular disease.

3. In line with the NZ Cancer Control Strategy, Northland DHB will reduce¢itence and impact of
cancer and reduce inequalities with respect to cancer.

4. Improve oral health in Northland.

5. Minimise waiting times for elective services.

Waitemata District Health Board
Waitemata DHB has identified the following long term priostie

1. Improve the quality of our performance in delivering health services
2. Reduce the impact of long term conditions
3. Improve health services outside of hospitals
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4. Decrease the health inequalities experienced by our most vulnerable poputation
5. Increase the number of people making healthy lifestyle choices

AUCKLANBREGIONNFORMATIOSYSTEMSTRATHG PLAN 2004

The previous information plan guiding regional activitiewas the Auckland Region Information Services
Strategic Plan (RISSP), lished in 2004whichcovered the three metro Auckland region DHBs.

To support ongoing collaboration, the metro Auckland region agreed set of principles, including that each
DHB must first look at the system(s) used by the other DHBs before making Ifaj

investments. This has lé to greater sharing of systems by the DHBs and a
number of specific regional achievements including providing acces
to clinical information, such as discharge summaries,
implementation of the TestSafe clinical data repositoand
development of a single mental health care system for the

Health professionals across the
different institutional settings would
i find it much easier to provié
region. seamless care if they shared easy

) . access to a common patient record
One of the key challenges is that current solutions are basec (Meeting the Challenge: Ministerial

I NPdzy R WwoSad 27F 0NBSRQsigitfigdntt N Feview Group, 31 July 2009, p17) i K
messaging and interfacingequirements. With a shift of faus to
person centred health models, thisapproach is becoming
unsustainable Linking provider based systems to enable a person centred
health information system makesitegration exponentially mordlifficult due to the increasing numbeand
complexityof the necessarynterfaces Making relatively small changes in this environment is prohibitively
expensive

REGIONAL INFORMATI®NRATEY22010T02020

The rorthern region DHB Chief Information Officers (ClOs) facilitatednaber of workshops during 200&

guide the development of an updated Regional Infornuati Stratey (RIS1€20). Following a prioritisation
workshop with Chief Executive Officers and management teaneshigh level approach and prioritiagsere

agreed and consolidated into six focus arsaPerson Centred Health Information, Population Health
Information, KnowledgeManagement Workforce Information Businesdnformation, andIT Infrastructure &
Service.

A core planning group was formed amrdurther series ofworkshopswere held through2009 to develoghe
contentfor each focus areaThe planning group was made up of a numifesubject matterexperts from the

sector representing the interests of secondary clinicians, GPs, PHOs, Public Health and DHB information
management and technolfy teams.Additional subject matter experts were invited to specific workshops as
required

RIS1€r0 sets a long term direction for each of the focus areas. High level roadmaps are included to show the
transition from the currentRegional Information Syains Strategic Plan (RISSP04), smdllustrate what
significant projects and assedse intended to belelivered undeiRIS1eR0.
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The following diagranilustrates the process undertaken in developing RIZ1.0

P Counties .
District Workshops Auckland Manukau Northland Waitemata

Regional Workshop

Core Planning Group
(GPs, PHOs, DHBs, Clinicians,

1S/IM Managers) ‘

Draft RISP (Approvals)

2 2

Auckland District Counties Waitemata

. Northland District L
Manukau District District Health
Health Board Health Board Health Board Board

Final RISP (Sign-off)

ALIGNMENT ONFORMATION PLANS

Successfumplementation of regional strategies requires alignment of purpose and approach across national,
regional and district healthcare delivery processes. The regional strategy needs a national information strategy
to deliver effective national enablers fadentity such as National Health Index (NHI) and Health Practitioner
Index (HPI); efficient access to national information stores such as the Medical Warning System (MWS); broad
reach to providers via a fast and affordable health network; and national lptipo health support such as
screening programs.

Individual organisations need to identify their locq'
needs in District Information Plans (DIP), whil National NZ Health Information Strategy
ensuring that these plans are aligned to and nc
duplicating the regional strategy.

Regional

District /
Local
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3.1 PERSQ CENTREBEALTH INFORMATION

VISION

HEALTH INFORMATIONAT WORKS FOR ME WHEVER | AM

Our vision igmproved health outcomesthrough empowering people, general pracé teamsand the wider

clinical team to effectively manage care thrdugppropriate access to and use of shared and trusted

electronic health records and care plans.

DRIVERS FOR CHANGE

A ¢KS OdzZNNBYy i

Y2RSHt

2F O NB Aa

SLAazRAO

OKI NJ Ol SNR & SR pason and s deie, 2is/ilDstratddibyNAe tabléibelow.

Current State Model

Chronic Disease Management Model

Future Person Centred Model

Focus on illness and cure

Relationship limited to moment of
care

Episodic curative care
Responsibility limited to effective

and safe adwe to the patient at
the moment of consultation

Users are consumers of the care
they purchase

Focus on priority diseases

Relationship limited to programme
implementation

Programme defined disease control
interventions

Responsibilities for disease control
targets among the target population

Population groups are targets of
disease control interventions

Focus on health needs

Enduring personal relationship

Comprehensive, continuous and perso
centred care

Responsibility for the health of all in the
community along the life cycle;
responsibility for tackling determinants
of ill health

People are partners in managing their
own health and that of their community

FYR o

{ 2dzNDSY
LINA Yl NBE Ol NB¢ o

I RIFLWSR FTNRY

2 2N R

A New and emerging health care modedse focused onpersoncentric care, including the exper
patient and managed self cgrand enhanced continuity of carecluding sharedare plans

A Partnershipsto deliver sharedcare including themulti disciplinary and cross provider team based

approach to management of long term conditions.

| S fré thak distingEsh gbrveéntiofial Heafth dare fioi Peqaigftreds | & LIS O G a
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A Integrated Family Health Centres arhe transfer of services from secondary to primary and
community careproviders.

A Health care service innovationseed to be implemented effectively and quickdgross the health
sector.

A Rapidly growing emphasis oruajity improvement through the use of evidenbased decision
support and streamlining clinical wofllow processes around the person.

A More efficient and collaborative clinical processege required to support improvements in clinical
safety.

A The currentsystem architecturgequires a new approach t@nable new models of care to develop
from information exchange toinformation sharing;reduce complexity, cost and fragmentation;
improve performance andeliability; increase speed of implementatipand allow clinical leaders to
focus on the clinical process.

A The current health system is tied togethéroughcorrespondencand needs to change to one that is
based on effectiveeconversationsenabled by a shared health record involving patients and clinical
teams.

DHBs should also be required to agree protocols and establish arrangeme
amongst community, primary, and secondaproviders to facilitate the
collective development of new models of care. This will require a clinically

process and needs to include strengthening the contractual and financie

incentives on secondary, primary, and community providers to develogteo

effective substitutes for secondary care and to work together to develop ne
models of care that are patiententric, less fractured, and more cosffective.
(Meeting the Challenge: Ministerial Review Group, 31 July 2009, p16)

STRATEGY

A Implement asingle regional Health Managememhformation System (M1S) that provides:
- Shared and trusted electronic health record (EHR) for use by people, generakpréeimsand
0KS 6ARSNI Ot AyAOlLt GSIY Ay@2f @SR Ay | LISNE2Y Q&
- Shared person management and clinical workflow system that tightly integrates EtRand
covers all aspects of the clinical care planning and management processes that are common
between health providers.
A Provide support for single instansegionalspecialty systems related to clinical functions that are not
covered by the shared @ironment. (i.e. functions that are not common).
A Enable effective exchange of information between the sha#&tiSand:
Regional specialty systems;
National identity systems, national collections, health summary and workflow systems;
- Community, NGO and oth@rovider systems;
- Commercially available systems supporting the personal health record, where practical.
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CURRENT EXCHANGE &WST FUTURE SHARED SYSTEM
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ROADMAP

1. Define the core components of the regional Health Management rmédion System (HMIS)
including EHR, shared person management and clinical workflow, to be shared between the person
and primary, community and secondary care organisations.

2. Select strategic partner(sjvho will work with us to
enable the vision.

3. Implemert a component ofthe core HMIS Ui ol o ol 5 S U b e Rl
through a specific regional WO 2 Ny &N Information Systemproject per se Instead

. . . we will enable varioustlinical cornerstone
project with a small number of primary, : .
. d d isati projects, for example the first Integrated
community and secondary care o!rgams.a ions. il el CaiEni G

4. Rollout the core HMIS for thapecificregional components that will incrementally build u
cornerstoneproject to all primary, community the new shared HMIS
andsecondary care organisations.

5. Extend the core HMIS to other regional clinical services

cornerstoneprojects(i.e. repeatsteps3 and 4)

CRITICAL SUCCESSIEXS

A Change process is led by clinical leaders in partnership seitice staff support servies and IT
service providers.

Serious commitment and follow through by stakeholders to the vision and strategy including health
system transformation.

Focus by stakeholders on new health models and associated clinical processes to be supported by the
information technology change.

Implementation of the future stateegionalHMIS takes priority over local provider (DHB/PHO/GP)
projects and resources (people and funds) are made available accordingly.

Stakeholder commitment to align all other relevant senilm@rovement activities with this strategic
objective and to accept that some of these other initiatives may be delayed as a result.

Benefits are clearly articulated to all participants in the change process and incentives are aligned
with the required leveof stakeholder involvement.

SIS S ST ST S
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A Innovation efforts will be targeted and evidence based and a particular innovation is not successful
until it is rolled out to all relevant parts of the health system.

A Demonstrable improvements in population health outcomae evident from implementing the
regionalHMIS.

A The newregionalHMIS will be fast, intuitive, robust, stable and trustworthy.

SCOPE

A People of the northern region, general pratiteamsand the wider clinical team involved in a
LISNE 2y Qa O londgyed togparticipatean3heHangdsystem

A Mainstream flows of people in the northern region; where approprjaterkflows will be linked into
national clinical workflows and programmes.

A Publically funded health servicesroviders of privately funded seices will be encouraged to
participate, acknowledging that often providers will operate across both the private and public sector.

A cCapability is established to support regional and national Population Health Strategy.

MEASURES OF SUCCESS

A

A

People acknowldge they experience theegionalHMIS as person centred; they are well informed

about options and benefit from continuity of care across providers.
/| tAYAOAlIya FSSt (KSe IINB |otS$S
and trust the integrity of the shared electronic health record.

g2
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People and clinicians enjoy the benefits of improved effectiveness and efficiencies of workflow
processes resulting in better, sooner, more convenient quality of care.

Stakeholders and in particulalinicians publicly acknowledge that the nemegionalHMIS has made a
considerable contribution to the achievement abrthern region population health improvement

targets.

Users have confidence in the security of their health information and thatishiet compromised

due to the wider access.

Statistics collected demonstrate that the number of clinical incidents or medical errors across care

settings is reducing over time.

Total cost of ownership of the nevegionalHMIS indicates improvement or a reded rate ofcost

increasecompared tothe current state.

Primary and community care confirms through survedelivery of innovation, improvements in

workflow and clinical processes, and ease of use of¢lg@onalHMIS.

All users confirm through survelgeir overallsatisfaction with theregionalHMIS.

The next chdénge is for information collected by providers to be sharec
communicated and made more easily accessible to other providers ar
patients. However, the sector is currently inundated with too much

information and too many IT projects. Literally each natianhealth
LINEINI YYS NB&adzA# Ga Ay | y2iKSN Wy

current national collection and provider systems are not easily linked up

LINE BARS | WLHOSYSENBRYNDASHD 2 §KA &
most people they will hae more than one health issue that needs

treatment and/or management. (Meeting the Challenge: Ministerial Revi

Group. 31 Julv 2009. Annex 3 p12)
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3.2 POPULATION HEALMHFORMATION

VISION

SHARED POPULATIONAHEH INFORMATIONHATINFORNs HEALTH PLANNING ATLA
LEVELS AND EVIDENBASED ACTIONS AT RDIOF CARE

Our vision is improved health outaws throughusing ayreed principles of data collectipgharingand linking
(with other agencies) toenable effective clinical decision making and to support planning and funding
decisionghat can betranslated into action and reviewed for effectiveness

DRIVERS FOR CHANGE

A It is difficult to measure progress towards improved population health statmmprehensivelyand
consistently Thedetermination of the effectiveness of population health programs such as stop
smoking, exercise argetter nutrition is hindered by poor datguality, access, and standards.

A Improvements are required in the collection, collation, analysis and communication of population
health information to help planners and providers address the widening gap between actual and
target health outcomesandhealth inequalities

A The demand for improved population health information will grow significantly in order to address
the challenges of an ageing and growing population, and increasing risk factochramit disease

A Thepublic healthWa& SYQ A& y20 &adzFFAOASyGte WaArddzZ GA2yl ¢
effectively respond to significant events.

A Population health status improvements are critically importamtan increasingly complex health
environmentwhere health resourcesrelimited and potentially declining

A A barrier to quality population health information is that population health informati®mf limited
value to health care providers involved in its capture

STRATEGY

A ollaborateacrossprimary, community and econdarycare sectorsMinistry of Health and the health
IT industry to establish cleatandards principlesand processes relating to the collection and sharing
of population health information.

A Build aregional Population Health Syste@®HS)collecing informatbn primarily from regional
Electronic Health Recordisat:

- Delivers actionable health data to health care providers;

- Enables health information to be linked at an individual and group level;

- Is comprehensive about the northern region population and &l of granularity tanswerfuture
health questions;

- Allows progress against national, regional and local health targets to be measured when those targets
are defined and supported by standards for collection, viewing and reporting;

- Supports the grouing of information according to specific criteria including disease statecgde,
and ethnicity.

A Implement approaches to enabfgimary, communityand secondary care to easily and systematically
collectaccuratepopulation health datg and receive timgl feedback to drive evidence based clinical
action.

A Develop guidelines that clearly describe data governance and privacy, and the different levels of

accessaggregationand reporting of poplation health information
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Current State Interim State End State

= s
L —_—
™

- Local EHRs - Local EHRs - Regional Shared EHR
- Limited feedback and DSS loops - Enhance local feedback/DSS loops - Aligned regional Decision Support loops
- No Regional Population Health Repository - Start Regional Population Health Repository - Mature Regional Population Health System
for high priority areas - Some local solutions also
ROADMAP

1. Educate and build trust witclinicians and the public during implementation on system access rules
and data usage.

2. Agree regional population health priorities to inform the priority of what data to collect.

3. Confirm the datasets that are required and the relevant standards for thasasets.

4. Leverage existing systems to collect agreed priority datasets in areas where thisliesttsvalue
back to clinician angatients (i.e.a short feedback loop) and link to whis relevant to the clinician
andpatient (i.e. local or regionalitiatives).

5. Collect, aligrand group data collected locally in a regional Population HeRipository to inform
regional planning activity.

6. Agree long term requirements for thregionalPHS data collection, analysenddecision support.

7. In parallel, cafirm what the current databases are, what tools are available and can be used or
enhanced to deliver to the short term requirements of population health.

8. Depending on the outcome of step 2, create appropriate links with Peeson Centred Health
Information drategy and develop theegional PiSstoring anonymised integrated person data.

9. Complete data collections and processes (flows), including clinical feedback loops and decision

support, for quality and completeness.

CRITICAL SUCCESSITENRS

A

Stakeholdersupport population health, are educated on key aspects and are committed to deliver

the required resources and funding.

Individuals collecting population health information understand the purposes for collection and the
importance and relevance of doing.s

Collection of population health data is easy and adds value to the clinical encounter.

Legislationis complied withandregional3 dzA RSt Ay Sa NS RS@St 2LISR GKIF G LI
FYR WFOO0SaaQ FTNIYSg2N] TF2N BALE HKS2 WRARKIGE G AlyyER) d
Population health data is collected in compliance with agreed data standards.

Data in theregional PiSismodeledii 2 LINP G SOG | LI GASy G Qa LINARGI O&8 | yF
2T O NBQo

Feedback of data to individual clinicgis supported with options for action.

Information in theregioral PHSis not just about management of long term conditipbsit also about

health promotion.

Appropriate incentives, financial and ndinancial, are in place to ensure thesgioral PHS is

populated, utilised and successful.

Organisations and individuals trust, value and usertfggonal 1S
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SCOPE

A

A

Population health information covering the northern region population and sourced from health
clinical encounters within primargommunity andsecondarycaresettings.

t 2Lzt F GA2Yy KSFEGK AYyF2NNIGA2Y A& WHyedKAy3a (G2 R:
LI G§ASyiaQ FyR AyOfdzRSay

- Findingindividuals from registers to provide them care

- Selecting groups of patients for care

- Quality and audit

- Monitoring programmes

- Evaluation

- Planning services

Includes the exchange of aggregated information with private health and other agencies, for example,
Local Government Work andIincome Education ACC OHS,Food Safety, Justice, artatistics New
Zealandbut excludes the matching or sharing of individual level information.

The man scope is publically funded healiervices however, providers of privately funded services

will be encouraged to participate, acknowledging that often providers will operatesa both the
private and public sector.

The regional PISwill integrate information at the detail level and aggregate up dependent on
purpose and access rules.

MEASURES OF SUCCESS

Demonstrate a return on investment.

Information from theregional Populatin Health Systerimforms different behaviour andctions.

People acknowledge that theegioral Population Health Systens person centred, maintains their

privacy, and they are well informed about its purpose and use.

The region can measure progress beaimgde towards achieving health targets.

Data in theregioral PHSis:

- /21Tt SO08RR2REO0NHQWEFE y2NXIt Of A

- wStS@glyidsx GAYStezr O2YLX SGS |y
decisions for the patient.

- Comparable against international benchmarks.

- Provides a quick insight into the health status of a particular group of the population that is
relevant to the party asking the question.

- Available to not only answer questions bus@ prompts clinicians to ask better questions.

Y A LINI OGAOS Ay
R |
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CASE STUDYOPULATION HEALTH-DRMATION IN NORTHILER

Few organisations have found it easy to produceliy population health information there have been many barriers to
success. These barriers include a lack of understanding of how population health information translates into clinioa) facctic
of standards, and difficulty in collecting and refiog on population health datab 2 NIl Kt F Y RQ& t |1 ha KI &
approach to resolving these issues. The PHOs have:

1. Agreed on the priority population health goals including how primary care contributes to achieving each gdak
population healh goals of the Primary Health Care strategy were adopted, although this identified gaps where primary ¢
did not currently have a systematic response. For example, primary care in Northland does not currently have a syste
response to improving ordlealth or for increasing physical activity.

2. Agreed on how to measure progress in achieving each gbat each goal we defined measures on:

Whether we know who needs the intervention (e.g. have we recorded smoking status?)
Whether the intervention has e provided (e.g. have we offered cessation support?)

If the desired outcome is being achieved (e.g. have people managed to stop smoking?)
How big is the problem (e.g. how many people smoke?);

And answer these across multiple dimensions including etlynieitO, GP etc.

To o Do o Do

3. Agreed on the core population health data to be consistently recorded within primary care, how it should be recordeg
and why it should be recorded~or example, we agreed to record the number of cigarettes smoked per day and how loj
the patient has been smoking (pack years). We developed electronic forms to systematically and consistently record
information.

4. LYLX SYSYGSR (22ta gAGKAY SI OK Dt Q& LINI OGAOS YI yl3ISySy
clinical value to the patient, GP and nurséVe implemented a patient dashboard to provide GPs and nurses with aj
overview of all essential clinical information known about the patient (and highlighting missing or out of date informatia
The patient dashboard®l2 a4 Dt & FyR yd2NES&a (2 SlFairte FyasgSNI GKS |
agKEiG StasS &akK2dzZ R L 0S8 R2AYy3I F2N GKA& LI GASydé | yR
implemented a system to allow GPs and nérse i 2 A RSy GAT& LI GASyiGa oK2 | NB &
patients who have diabetes, a high LDL, but are not on-liguigring medication. This system also improves the efficiency
of the administrative processes associated with contacpatients to address these issues.

5. Implemented tools that collect population health data from each practice and report to each GP on the progress they al
making on achieving the agreed population health gaalhe system collects population health infation from each
practice every month and presents an aggregated view to each PHO and the DHB answering the four questions g
above for each population health goal. Reports are produced by ethnicity to help address inequalities, by GP for
review ard support, and across time to see whether progress is being made.

The critical success factor for the PHOs has been to focus on ways to ensure that primary care clinicians value poplitation
data so they are motivated to consistently and systemagcallNE O2 NR L2 LJzf F § A2y KSIFf GK RI
are able to know whether they are contributing to achieving goals for smoking risk, nutrition, physical activity, alkpbobaist
and cervical cancer, oral health, diabetes risk arahagement, CVD risk and management, and child health.

Provided by Ken Leech, Chair, Northland PHO Information Governance Group, October 2009
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3.3 KNOWLEDGMANAGEMENT
VISION

KNOWLEDG®! ¢ h | w CLENBELWEG PEOPIKE TORK TOGETHER

TKS aly2e6f SRISE @fers tb thec@ldbhve Whawhdwicdntiiyied in itspeople processes
policies and information resources e(g. information systems, databases, libieg files) Knowledge
management is about providing the capabilities (including tools, processes, ways of wetk)rtg ensureall
people in an organisation have easy accessetevant informationand expertiseéo support their Work and

tKS O2y dAydz f INRPgGUK YR RS@St2LS S

captured

2NHEF YA &

KM is concerned with how an

organisation can best nurture,

leverage and motivate people t

improve and shareheir capacity
to act. (Sveiby Nov 2001)

Our visionfor Knowledge Managemerns$ improved health outcomes
through:

a. Building capacity and motivation tod in the best interests of
people and our communities
Making the right thing the easy thing to dand by
Providingawareness of andasy access tgeneralinformation, skills and experience

DRIVERS FOR CHANGE

A Ongoing isks of informationaccidents fom relianceon information that is inaccurate, incomplete,
outdated or not authoritative.

A Inefficiencies in the systerdue to the inability to quickly (or at all) find what or whis needed to
make the best decisions, redirect resources and take action.

A Duplication of technology investment (time and dollars) with multiple tools in place doing the same
things.

A Time is wasted byew staff memberssearching dér informationto enable them tounderstand and
find their role inacomplex organisation and keep ented to changes.

A Risk of on compliancewith the requirements of the Public Records Afor example,risk of
commitments made or received by email not being recorded in permanent.ways

A Lack ofappropriate systemsirffrastructure) resuling in email becoring the default document
management systenand causingpeople to rely on point to point communicatiowhich creates
further risk, frustrationandduplication

A Unwillingness to work togetheregionallyin spite oftalk to the contrary. For most, the perdeed
barriers, hassle and extra effort of regional collaboration outweigh the benefits of working together.

A Lack of clarity over ownership (copyright) and responsilfititynaintenanceof knowledge

A Inconsistency of actiodue to inconsistency of infanation presentation for example, in respect of
WiNF @St I ROAOSQ: 3ISYSNIf LINYOGAGA2YSNA KIS RAFFS
experience.

A Unavailability ofiformation relevant to the clinical consult and needed for decisionking at the
WT NER yile. génaral @deticly Thisshould be available regardless of where it exi#tshe worldQ ®

A Lack of knowledge management general practice, for example, difficultyin accessing information
such as referrahnd prescribingyuidelines, contact peopléwithin hospital$, subject experts, service
directories,financial guidelinesaccreditation adviceandclaims submission.
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A Lack of a single source of truth anddiectory of trusted information(i.e. controlled documents)
whichidentifies approval level and location

A Experience (personal wisdom) and institutional knowledgenot be substituted and thereforet
should be made easier to share and acdbgsinformation to support ongoing learning.

A Lack of a knowledge managemeniiture that promotes sharing, learning and collaboration.

A Knowledge management will become increasingly importastmanaged self care developsterms
of providing theappropriateclinical information and self help thaeoplerequire.

STRATEGY

A Identify and @nfirm theinformation in the five knowledge domains identified in the Information and
YYy26f SRIS CNIYSg2N]l X ylIYSte W dzikK2NRGEFGASSQT WL
'y R WL Y T2 NNldsedoiRigs are illustrated in thgramid diagram below.

A Prioritise actions in line with the regionally identified needs and appetite for change.

A Provide resources directly to support the higher tiers of the content pyramid and use more public
resources for the lower levels.

A Develop regioal standardsor consistency oknowledgeuse, generation anchaintenance

A Define a governance framework antragegy for creating controlled angovernance documents
including a set of high level principles that are generic and resolve the key issinestpofccess and
collection.

A Ensure capability is in place to comply with Public Records Act requirements.

A Provide regional enterprise content and document management systems and atbes

infrastructure to help correct the knowledge management deficérs particularly, in primary,
community and secondary care.

TODAYm=s) FUTURE

AUTHORITATIVE File shares Document repositories
Islands of good practice Effective search and browse
Controlled documents
INSTRUMENTS Distributed forms Taxonomyc navigation / structure
Informal workflows Approval workflows
Business processtandardisation

Templates, Forms, Workflows.
Approvals, KPIs

; Team / activity / process case file repositories
Fil h
TRANSACTIONAL ['¢s Shares Taxonomy based

Poor search / visibility ; ’
High dependence on email Less business by email

Notes, Reports, Requests, Correspondence Multi-system search
{9[ C 1 9[t |&bdntBr@9 ¢ { ¢ Database driven intranet platform

Minimalist toolset Taxonomy based, consistent and reliable

2 K2Qa 2K23 C! vz MigedqyRligy/guantity goptqnty Feedback loop from users
Find out by water cooler Multi-system search
T | Auckl . .

INFORMAL KNOWOW Prt;’::;l:e i:n:nd uckland Database driven collaborative platform /web 2.0 tools

o . i . . Open as needed to partners / region
F, to f t . . .
Wiki, Blog, Discussion, Links, Shared Docs, Neps Erarfzil 0 face meetings Easy video / audio / collaboration conference calls

( RFLWSR FNBY WLYF2NXNIGAZ2Y YR Xy¥zah ORI § Qidiiatios e bBhiR BiaitBadoge ! dzO1 t I+ y R
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ROADMAP

10.

11.
12.
13.

Establisha Governance Groupnd frameworkfor regonal knowledge sharingith responsilility for

keeping initiatives well resourcedligned andachievinghe desired outcomes.

Agree standardnformation formats andclassificationstaxonomieg to improve knowledge sharing

Implement processes formanggad O2y (i Sy G G KI G NXIj dzA NB lewdllofdziisk 2 NR& G | G 7
and endorsement

Develop and/or better utilise existing tools for searching and finding content, including strategies to
ensure compliance into the future.

Ensure search engines ar@ ¥y TA3dzNBR G2 LINBaSyad O2ydaSyd ol asSR
WiNHZAG2NIKAYSaaQo

589St2L) 6KS NBIA2yQa 1Seé& NBO2NR{|{SSLAy3 adalkFFfQa OF
understandng ofcompliance, and foster joint or common approaclaesoss the region

Provide a simpl¢o-use and update contact and location informatidlirectory, for all staff in the

region Know-Who).

Provide individual or groupdriven collaboration tools (including collaboration workspacés)

working together withineach organisation and across the region

Develop a Referrals knowledge base or a wiki version which is collectively editable and generated.
Implement enterprise content, collaboration and document management systems and otrer
infrastructure for wider organisational needs but in particulgrimary, community and secondary

care The system should k&mple to use and updatdas builtin approval processes and good find

ability for differing roles and information needsnow-How).

Promote knowledge sharg and facilitate development of communities of practice.

Embed knowledge management processes into business processes and projects.

Implement proactive (push) type decision support systems and integrate with clinical systems based

on the degree of impdance of the information being delivered.

CRITICAL SUCCESSTERS

To Do To To

T

All parties sharingnformation or expliciknowledgeare using common information classifications.

All parties are signed up to an agreed common taxonomy without changes being impleniefiled
structures.

Knowledge management tools aaailable gasy to use and embedded in normal workflow.

Staff, in particularrbnt line clinical usergrust and use the knowledge.

Peerto-peer contact is sufficient to support knowledge transfer.

Commuriities of practice develop as a combination of personal relationships, contact and information
exchange.

Sharing of knowledge across communities of practice is increased, barriers are removed and people
and organisations are less isolated.

Presented infomation isaccurate andB f S@F y i G2 GKS Ay RAQGARdzZ £ Qa 20
There is a willingness to work together regionally wijfeater transparency and availability of
information allowing those predisposed to searching and connecting with gthedo so.

Regional working becomes much easier as people can participate withouintaeiéing meetings and
travel,andemail overload.

A culture of sharing, learning and collaboration is in place.

Expertise and éarnings from other failures andsuccessge within knowledge management
implementationsare used &ectively.

Regional information systems are integrated enough to allow access, sharing or information and
collaboration.
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SCOPE

A

Knowledge management covec®ntent held or related to an organisationistranet and internet
content, document and email management, kntww and contact information, records, scanning,
images, collaboration tools and processegmnagement informatiorand external providerslt also
includes implicit knowledge held in the ndis of staff.

Knowledge managemenncéludes knowledge foorganisationsand staff, in particular clinicians
information for patients on services in the regiosnd public health information. It excludethe
electronic health record covered in K Bers&CentredHealth Informatiofstrategy

MEASURES OF SUCCESS

A

A

People like to us¢he knowledge management systemiscluding clinical userand these systems
influencewhat actions they take.

Resultsof organisationaudits a information creation, maintenace and disposal, as required under
the Public Records Adre reasonabland improving

Staff surveys on information management and environment show improvemantoss the range of
R2 Yl Ay &dzF M2 NA (hfarmalXBorHah@ ® W

Information and theefore knowledge isedf maintaining.

Self sustainingammunities of practie are establisheduse and value the environmenand there is

an increase in general social networking across the sector.

Individuals have access to knowledgsing it to improveself managementesulting in reduced
demand for chronic care services.

Information acddents are reducedas people have quick search and browse access to reliable
information, knowhow and experts, and are relying less on email.

There are minimal or nossies in accreditation reviews.

Staff turnover reduces as new and existing staff quickly and reliably access what they need to know
and contribute to its update.

Email reducs and reliance on it as a local store of trusted content becomes less pronoumsctt a
new ways of working are quicker and more reliable.

Efficienciesncreasedue to people finding information, knoWwow and others quickly and correctly
the first time. Lessons learnt or innovation made in one area becawadlable and known through
seach tools to avoid reinventing the wheel.

Current regional practices are replaced by quick means of having dialogue at a distance and sharing
content in workspaces.
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3.4 WORKFORCE INFORMAY' 1O

VISION

INFORMATION THAT AWERS THE KEY WORKEPRUESTIONS

Ou vision is improved health outcomes through

a.

Enabling the appropriate planning, recruitment and education of the northern region healthcare
workforce through the sharing of regionally consistent, up to date capacity, capability, utilisation and
forecasting information across primary, community and secondary carejognd

Providing managers and staff with the ability to interact online to support recruitment, employment,

development, pay and transfer processes with minimum waste and duplication.

DRIVERS F@MHANGE

A

New models of carein particular those involving devolution of services from secondary to primary
and community careare emergingo meet changing health needslo ensure optimal use of current
FYR ySg Of AyAOlf NBa2 defbdoeSvdew is Irequiied ko2uhdSrstaddFcurferd | £ (0 K Q
workforce limitations and opportunities.

Current workforce information is not consistent, not of sufficient quality and does not adequately
cover primary,community andsecondarycare providers It cannot, theefore, reliably inform local,
regional and national decisions on how to develop and manage our health workforce to support these
new models of care.

The current workforce configuratioand roles areoo inflexible and will not meet future demand.

A reviev by the northern region DHBslentified that the most significant workforce process and
information issue for the region is workforce planning.

Human Resources (HR) processes in the DHBs, are inefficient due to significant gaps in information
systems funtionality to support critical processes such as:

- Organisational Structure management ($itad numbers, staff allocation

- Staff planning, profiling and succession planning;

- Staffutilisation, iosteringand capacity planning;

- Staff attendance and leave magement;

- Staff education and qualification;

- Staff records management.

Current regional andhational workforce data collections are perceived as costly or onerous and do
not meet requirements, undermining commitment to these collections.

Workforce information is fragmented and undatrtilised, residing in various health provider systems,
professionabodies orcolleges and regional workforce databases.

Data standards required to develop a consistent and consolidated picture of the workforce are not
universally applied.

The increased focus and reliance on primary care requires promotion of the profegsipnmary
careand a positive image to attract people into this growth area.

Better utilisation of the availableworkforce could be achieved by makirigeasier for staff, especially
clinicians, to work in multigl roles, in multi disciplinaryeams, and in multiple facilities and
organisations, by sharing relevant employee information between providers.

Life style choices and personal preferences charaed by casualisation, mobility, migte areas of
interest and workife balarce are changing the way people chodasework. We need abetter
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understandingof the barriers for the current workforcand how staffmight be enabledo achieve
their work and life preferences

Internationalisation of the workforce requirefficient mechanisms to communicate with prospective
staff in different geographies and time zones.

STRATEGY

A

A

Assist organisations to achieve their workforce requirements by providingasitery of standard,
comprehensive, complete and quality workforce planning information for the region.

Assist providers to understand and support the purposevofkforce planningdata collection and
support them to comply witldata collection.

Assist DBs to process HR functions efficiently by providing a singlgional integrated and
comprehensiveHuman Resources Management System (HRMS) that has a common staff identifier
standardintegratedstaff record,and online forms and workflowThis wouldenable the transfer and
sharing of staff information between organisatiomsd includepayroll, time & attendance, rostering,
learning and development, recruitment, attendance and leave management, workforce planning,
Occupational Health and Safety incideeporting, and management reportingThis HRMS is to be
made available to primary and communigreorganisations who wish to use it.

Extend the HRMS with functionality to collect, store and evaluate qualitative data to ensure staff
personal preferenceare considered as part of decision making processes.

Enable DHBs to efficiently manalgierarchy,staff costs and allocations with the ability to capture and
process a single organisation structdihat covers all staff regardless of the way they are emetbor

paid.

Provide an online community of interest that allows past, current and future staff to share their work,
career and personal interests, enables them to seek opportunities, and to register their plans and
goals THs shared online communityvould link to the regional recruitment websiteand enable
voluntary tracking opast and prospective employees well agareer planning and career pathways

on how a person can migrate from one career to another.

FUTURE STATE: REQNDBRARCHITECTURE

Regional (National) Workforce Repository

All providers (primary, secondary, community) to contribute to repository
storing anonymised individual level data.

Integrated HR Management System* "L =
(one for the northern region DHBs) Transfer / Sharing of relevant employee data
ID, Certification, Vaccination, etc. to facilitate

Single Electronic Personnel Record working across multiple organisations and

Recruitment ‘ transfers

Rostering & Leave

Time & Attendance

contribution to health care planning

Payroll tracking of current, past and future staff

Learning & Development career planning

|
\
|
‘ Shared Online Community
|
|
|

OSH & other 4 4 o
( ( (
Self Service F & Workfl - - ! N N -
elf Service Forms orkflow o 2 2
Provider specific Organisation Structure - Current Past Future
\ Staff Staff Staff

* Some providers may share a hosted solution with
a logical split between organisations.
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ROADMAP

Develop a single identifier for health care staff to prevent duplication of workfgieening
information at a regional and national level and to enable transfer of data between providers.

Agree or improve a standard for a workforce planning minimuataset, and support healthcare
providers to implement the standard and contribute the data reliably to a central national or regional
repository; ensure the dataset is pragmatic, easy to collect and focused on agreed priority issues for
providers.

Either huild upon the national Health Workforce Information Programme (HWIP) national repository,
or implement a regional repository, which providesgional workorce planning and forecasting of
skils and capacity for service deliveryn which information willbe at the individual level but
anonymous.

Agree and implement a standard staff record minimum dataset including identification, education,
certification, and vaccinatianThiscan be transferred or shared between organisations with the
consent of the emplpee, so that an individual can be effectively managed across multiple
organisations without duplication.

Implement a singleregional integrated and comprehensive HRIh&t supportsa single regional

DHB HR and payroll procegs the four DHBs, and avallle to primary and communitycare
organisations.

Implement organisational structure management functionality for tber DHBs.

Implement a Shared Online Community to build closer relatiorsshgh past, existing and future
staff.

SCOPE

A

Workforce informaion covering the workforce across primargpmmunity, andsecondarycare
providers in the northern region regardless of how the individual is engaged (i.e. employment
contract, independent contractor agreement, self employed, volunteer, students, trajmtes
Participation by the private sector in the regional/national workforce repository is considered
important and will be encouraged, subject to future discussions with private health care providers on
the value of that involvement.

CRITICAL SUCCEASTORS

A

Ensure link with an appropriate governance structure to enable setup and ongoing management of
shared information sets and the regional/national repository.

Workforce information, both quantitative and qualitative, is available to the region acposnary,
community andsecondarycare

Collaboration in this area is designed to minimise competitaorstaff andrecruitment.

There is acceptance by the individual of the value of collecting personal qualitative data and trust in
its use.

Informationreporting through regional and national (HWIP) systems is timely and of a high quality in
regard to specific HR questions.

Links are in place with tertiary training organisations, including processes to inform courses and
training being offered.

Tools b support regional workforce planning and forecasting are established and operational.
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MEASURES OF SUCCESS

A Workforce information used by decision makers on labour market supply and demand is Fast,
Reliable, Intuitive, Stable and Trustworthy.

A Educationinvestment decisions are well informed and aligned to the northern regiolemand for
new graduates and ongoing training.

A Employees in the northern region indicate through Workforce Surveys a high satisfaction with their
employment and career pathways.

A Workforce plannes acknowledge that the regional angational HR management systems are
assisting:
- The minimisation of critical shortages in key occupational groups within the northern region;
- The development of new roles and scopes of practice necessaityglement new models of

health care.
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3.5 BUSINESB®NFORMATION

VISION

INFORMATION MANAGEME TO DRIVE PERFORMANGIPROVEMENT ANBUPPORT
COSTEFFECTIVE CLINICACISION MAKING

Our vision is improved health outcomes through

a.

Enabling improved perfomance across primary, community and secondary care through enhanced
capabilities to cost, analyse and report on clinical, financial and volume atadsby

Providing clinicians with relevant and useful financial and management information, at the point of
care, to inform clinical decision making and to diive best use ofesources.

DRIVERS FOR CHANGE

A

Operating and supporting multiple financial, procurement and other support systems is costly and
inefficient. The complexity and relatively low level ofast integration of these systemis a barrier to

the introduction of more efficienand sustainabledministration processes.

There is an increasirfgcus on performance management and in particular, clinical performance and
outcomes measurementBenchmaking, comparing or combining cost information is difficult to
achieve in the present modélecause othe fragmentation of transaction level health datmd the
lackof standard identificatiorpreventingeffective end to end system analysis

Clinicians hBve no access to the cost implications of a clinical decision at the time of making that
decision. Likewise there is no capability to identifyrossdifferent systemthe costs and benefits
related to certain patient pathways.

There is insufficient data tonderstand the economics of new products and procurement initiatives.
Business systemfor primary and communitycare are often not affordable or feasible given the
number of individual general practitioners and practices and do not adequately recotrése
significant differencebetween primary community and secondary care.

The variousfunders of health care haveifferent payment and claimprocesses creating overhead
and complexity for GP practices and other community providers needing to interdict tivdse
processes.

Information management processes need to be aligned and systems and coding standardised to
improve on data warehousing, consistency of analysis, and the quality of reports.

The analysis and understanding of utilisation and rationingusiness capacity is highly complex and
better tools and higher quality information is required to determitiee longterm effects of
decisiors.

Business intelligence is required to support pricing as well as costing. New fundinds naoele
required to bebased orpricing of outcomes, including models thaicerisk.

Saff access and utilédion of business systemshould be simplifiedusingcommon processesand
portals that direct the user, are intuitive and require minimal training.

The strategic devepment of new clinical services facilities is currently hampered by the lack of
integrated systems for asset tracking and space management.
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STRATEGY

A

Enablemore efficient DHB financial and procurement processes by providing a singggonal
FinancialManagement Information System (FMIf®)y the four DHBs which would be available to
primary and communitgareorganisations who wish to use it.

Improve information management by definitige source data required for clinical performance and
outcomes measwrment, standardisinglinical and financial transaction data, simplify the data
capture to organisation data warehousemd providingutilisation and comparison reporting &
supports effective clinical and financial decisions.

Provide improved suppb for primary and community care with standardised funding processes and
offer business system services.

Improve the quality of decision making by providing business intelligence tools.

Deliver information to clinicians in a clinical context and in suafag that an individual clinician can
make an informed decision to affect a changmsure the system is enabled to maximise resource
utilisation by making available information about the actual cost of particular tests and treatment
approaches.

Optimise new clinical services facilitiedevelopment processes with asset tracking and space
management systems.

FUTURE STATE: REQADBUSINESS SYSTEMSHITECTURE

Primary, Community and Secondary Care

S Clinical & Financial Performance Data
Organisations

Point of Care Decision/Clinical &
Financial Performance of
Individual

4 Individual
Clinician

)
N

Regional IM Services

B4

vd
&% &% Groupsof

Clinical Audit, Clinical Practice &

. . . > ] Clinicians
Financial Management Information Business System Services Financial Performance of Peer =
System Group
. e———
(one for the northern region DHBs) Data Warehousi d
ata Ware ousing an Clinical & Financial Performance . .
Reporting £ Clinical Director/

Guidelines Review; Clinical &

of Service; Resourcing &

Service Mgr

RN ER:
NN

Budgets

Asset Tracking ‘
Financial Transactions \
Clinical Transactions |

Business Intelligence
Tools

Standard Funding Processes | Workforce Development & a8 Teams

)

Clinical and Financial B B
Performance of Organisation; | % % Management

Defined Source Data | B Funding

ROADMAP
1. Align DHB financial and procurement processes including a single chart of a¢csigésproduct
catalogue end of month cutoff dates,andinvoice approvals
2. Implement one instance of FMIS support common financial and procurement procesfasthe
northern region DHBs and offer appropriate services for primamg communitycare from ths
platform.
3. Standardisedata warehousing and information managemembcessesncludingreporting outputs

terminology, data definitions clinical codingand costing modelsand align the source transaction
systems
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4. Enhance data warehousing and infornmeti managementby working with clinicians to define
information required for quality clinical decision makingeasuring improved quality performance
and presenting:linical utilisation and costinigformation at the point of care.

5. Analyse the feasibility fastandardising funding processes and developing information management
servicesincluding decision support and KPI reportifty primary, community and secondarycare
providers

6. Implement business intelligence processes and tools.

7. Implement facilities ast tracking and space management systems.

SCOPE

A Business support functions that refer to the operational activities of governance, management and
administration.

A Business intelligence and support systems covering princargmunity andsecondarycareproviders

in the northern region, as dimed bythe following key functional areas:

- Financials includingWiSand assetmanagement

- Procurement including supply chain management

- Reporting includinglinical costingdecisions support, KPI reporting, data waoesing
- Facilitiesmanagemenincluding inbuilding systems

CRITICAL SUCCESSTENRS

To Do To Do

A
A

A clear and aligned vision for business intelligence and support systems

A clear directive from sector leadership on the overall aims and objectives.

Perceived equity® a il 1 SK2ft RSNE Ay GSNXa 2F WLIAYQ YR W3l
An incremental approach to implementation is followed as opposed to a single large scale and
O02YL) SE OKlFy3ISs o6& &iGFNIAYy3a 6AGK | a@nsedgire)d O yi &
identity management, patients, staff.

Reasonable and realistic timelines and goals are established, agreed to and followed.

Appropriate funding is available to support strategy and alignment of systems.

MEASURES OF SUCCESS

A

To To Io

Clinicians consgt they are optimally informed to make the best clinical decisions possible given the
resources available.

Highest cost patients can be identified and treatment pathways agreed to support their efficient and
effective management.

Productivity gains are edént i.e. more is being done for less.

Regional and national reporting requirements are easily and efficiently achieved.

Consistent business intelligence and support processes are established and operating.
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3.6 IT INFRASTRUCTUREERVICE

VISION

ACCESS TO SHAREDORMATION SYSTEMS WVREHEAND WHEN | NEEBEM

Our vision is improved health outcomes througtoviding people with appropriate access to fast, intuitive,
robust, stable and trustworthy information systems and services to ensure theyecan kffective participant

in the health system, regardless of aththey dq where they are and when they require access to these
systems.

DRIVERS FOR CHANGE

A

The vision for a person centred integrated electronic health record (EHR) and access to shared
population health information demands consistent access to highly resilient and reliable regional and
national IT services and systems.

Current infrastructure services are fragmented, leading to significant inefficiencies across the health
system for both I'Bervice providers and IT service users; including but not limited to:

- Duplicate systems between health care providers;

- Unnecessary barriers between provider centric networks;

- Multiple logins and passwords for IT users.

Security solutionsincluding buildig security systemsare fragmented, inconsistent and vary based

on the experience and capability of individual health care and IT service pravidessesults in a

health system IT security model that is only as strong as its weakest link.

The level ofinvestment in information technology is inconsistent across health care providers and
relatively low in primary and community care providers compared to secondary and tertiary care
providers.

Funding and resources are insufficient to meet the demandsioicieins and other users for high
performance systems with high resilience and availabili@mpared to international benchmarks,
investment in econdary care IT in the region as a percentage of reveasukess than half the
international average of 4.4%

Current models of IT service delivery and IT capital investment favour ongoing capital investment in
secondary care IT solutions because of the level of depreciation based on historic investments.
Primary and community care IT investments are fragmerated often hidden in low level operational
expenditure making it difficult to create a more balanced IT investment portfolio across the health
system as a whole.

Resources in primary care IT are limited with minimal vendor collaboration, few standagdsy le
software, inconsistent IT investment, and highly variable infrastructure for connectivity, security, data
backup, and networks.

Funding constraints aredreasinghe need to justify increassin IT expenditure account for usgof
funding, demonstrae returns on investment,and to prioritise the increasing demand for
infrastructure services

The health IT system landscape is becoming increasingly complex and as a result is becoming more
difficult for health provider organisations to meet IT resilieacel integration requirements.

Due to fragmentation of the current IT infrastructure, systems and resources across the health
system, IT system users are finding it more difficult to receiveterghd service delivery guarantees

and assistance.

The high ost to a GP to implement the Health Network secure connectivity or to comply with
minimum standards is a significant barrier to patient information sharing.
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Growth in demand is nearing a tipping point in IT infrastructure capacity such that a step intrease
investment is required in primary, community and secondary care for major items such as data
storage and data centres.

Traditional software licensing models such as Microsoft are unsustainable as volume growth pushes
licensecost increases well beyoraffordability.

DHBs work to annual IT funding processes which are wholly inadequate for long term infrastructure
investments.

Technical discontinuities and disruptive technologies such as virtualisation, mobile devices, web
technologies,and cloud computig place even greater pressure on infrastructure investment,
resources, and services.

Health care provider IT managers require timely and accurate information about the overall
performance of their IT infrastructure including where there are risks to perémrce and availability.

An unstabldT eavironment canimpact in a number of ways such as adversely affecting patient care,
compromising patient safety, affecting clinician productivity and morale, and undermining enterprise
confidence.

The complexity oftte IT infrastructure has continued to increase every year, including new, more
complex applications, demand for point of care technology and system integration, exponential data
growth and the need for 24/7 availability.

Organisations do not appreciate thalue of IT as they focus on the performance of infrastructure
components rather than how those components collectively contribute to the delivery of specific,
missioncritical clinical and business services to end users.

FTE constraints hamper opportties to better utilise the IT workforce to leverage efficiencies.

STRATEGY

A

Establish a singlenorthern region IT service organisation to support a regional EHR, regional

population health HR and business information systems, and offer services to primsmrg

community care. This organisation to be charged with:

- Matching service delivery with service need;

- Minimising cost through convergence, collaboration, standardisation, rationalisation and
component reduction;

- Developing precise, targeted intelligentteat enables it to respond in a timely manner to agreed
business needs;

- Defining, measuring and improving performance to deliver continuous quality improvement;

- Establishing Service Level Agreements that clearly define the services to be delivered and
associated performance expectations;

- Building end to end system monitoring tools that relate infrastructure components to business
processes.

Develop IT infrastructure capacity planning and capabitigvering primary, community and

secondary carep anticipate and accommodate growth, new facilities and new projects.

Employ bespractice frameworks, such as ITIL, to improve infrastructure and operations maturity

levels.

Develop and deliver a set of shared, integrated and consistent IT services includingatida

system, infrastructure and communication services that are accessible to all health workers and

support the key strategies outlined RIS1e20.

Consolidate duplicate information systems and seryieesl provide common software solutions as a

senice to health care providers and the population.
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Develop a limited set of data centre facilities in the region to support regionally shared systems and

protect these core information assets with strong security measures while the entire network and all
AAAA allrdAazya NS GNBIFGSR aLlzmt AOed

Align regional IT network(s) with the NZ Connected Health standards to ensure consistent service

levels and interconnectivity.

Provide regional information systems users with a single logon that provides accedishealth

information systems and information they are authorised to accéisked to a national identifie

(and/or the HP| and leverage the Government Logon Service &al/ernment Identification Service,

where appropriate.

Develop an integrated IT Sé&g Management model to provide users with a single point of contact

across IT service providers, including integrated service call tracking across IT supplier service desks.

Improve infrastructure business cases to provide a more compelling case foasedrinfrastructure

investment.

Evaluate Open Source solutions before selecting proprietary solutions and move towards Open

Source where it makes sense, in order to provide required IT services within the constrained funding

environment and to lower the t@l cost of ownership.

Establish guidelines to assist health care providers acquire technology aligned with the regional vision

and strategy for IT infrastructure and service management.
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ROADMAP

northern region IT shared services.

Confirm requirement®f primary, community and secondaryrearganisationsdesign andestablish

Confirm requirementsdesign and implement the high level regional IT infrastructure and network to

support single regional systems for HI8, population health repository, enterpg knowledge
management, workforce planning repository, HRMS, FMIS including primary and community care

2.

users.
3.

service expectations and measures of performanc
4,

of contact for users.

Establish key performance indicators and service level agreements to provide end users with clear

Provide an integratedservice desk for primaryommunity and secondary cate enable single point
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Tender DHB regional telecommunications and data services procurement.

Implement new regional data storage infrastructure.

Implementnew regional data centre strategy.

Implement the HPI within a cornerstone clinical/business project aitmt the Government Logon
Service and Identity Verification Service.

Implement a single integrated logon for primary, community and secondary cars. use

Deliver a primary and community care IT service packagerovide end user focused support
including desktop, voice, data and hosted applications.

CRITICAL SUCCESSTERS

A Agree and implement a governance structse users and stakeholdersan trustthat a shared
service will serve their best interesin the context of the health system as whole.

A GPs and independent healthcare providers are encouraged to use common infrastructure services
and realise specific benefits from doing so.

A Leadership (bottbusiness and clinical) commitment to the importance of a reliable and resilient IT
infrastructure and servicdor the success of the patient centred health record and associated
integrated care clinical process.

A Effective partnerships to ensure that theasld service makes optimal use of both internal DHB/PHO
capabilities and IT service providers.

A Devolve funding to a single IT service organisation.

A Infrastructure planning and design to accommodate technical disruptive change and discontinuities.

A Adequatesupport for the workflow and information needs of GPs, clinicians, andnder clinical
team involved in a persd® care.

SCOPE

A IT services including information architecture, server, network, data storage, desktop, database
administration, integrationtechnologies, security, application, video, voice, and mobile services for
DHB staff, PHOs and GPs in the northern region.

A Focus is on delivery of the core EHR, Population Health and Business information systems with other
support services as optional.

A Canectivity and access for the public as well as community and private healthcare providers.

A Individual organisations (DHBs/PHOs/GPs) may retain some level of local IT capabilities to support
local specialised services if they wish to do so.

A Methodologiespolicies, best practices and software systems used to assist the IT service organisation

in meeting its servicéevel commitments covering operations management, application and system
management, security management, network management, change manageraedt,problem
management.

MEASURES OF SUCCESS

A

Clinicians can move easily between healthcare providers without the need for separate logors or re
training.

Clinicians across the health system can easily access all relevant patient and health information
sysems where and when this is needed for the most effective and efficient delivery of care.
Customer/user satisfaction survey shows shared services do meet general user expectations.

Shared service consistently achieves agreed service levels.
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Shared servicerganisation can demonstrate an above average performance against international
total cost of ownership benchmarks for integrated health systems.

Improving position on the Gartner Infrastructure and Operations Maturity Levels.

Regional infrastructure isefkible enough to allow for potential technical developments in the future.
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4. STRATEGY TO AQVIO | | | | | I

Strategy to Action

PersonCentred Population Health
Health Information Information

T
Infrastructure

& Services
Workforce Business
Information Information

Knowledge
Management

4.1 IMPLEMENTATIONPRROACH

Implementation of the future state will require the coordination of a range of claxjactions and tasks across

GKS y2NIKSNY NBIA2YQE LINAYINRBI O2YYdzyrAde FyR2SO2yRI
and support the transformation to new models of care, there will be a process for clinicians, administrators,
managersand other stakeholders to develop specific implementation plans, regional and local, to deliver the
strategy.

An implementation plan will be developed for each programme of work established by-R0SIRrogramme
steering groups will lead this work undthe direction of the Regional Information Governance Group (RIGG).
Existing structures and forums will be reviewed and evolved to perform the steering function. Implementation
plans will detail the priority, dependencies and timing of the various prejexited within the individual
roadmaps of the focus areas.

Governance Regional Information Governance Group (RIGG)

Person
S ANCES Centred Health Knowledge Workforce Business

Health . Management Information Information
Information

Population IT

Infrastructure

. & Services
Information

Regional
Information
Programme 8D TBD & Knowledge Regional
Steering Groups Management HRIS Forum
Steering
Group

Regional
TBD Technical
Forum

District and local plans will reference the programme implementation plans when making local decisions and
commitments to information projects. Local plans such as DHB District Informéios (®18) will need to be
specific to the organisation and not duplicate or compete with REEILBome local information decisions will

be interim steps to meet specific needs, but still on the path to implementing the regional information
Strategy.
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RI20-20 and the implementation plans that follow will be shared nationally to inform planning for
cornerstoneinfrastructure projects and development of national systems. This coordinated regional approach

to implementing RIS1Q0 is intended to provide mor§ F F SOG A @S 3I20SNYy I yOS 20SNJ (KS
greater accountability for realising benefits.

BARRIERS TO SUCCESS

Implementation of RIS:20 will be a challenging undertaking. Many of the projects are deemed to be sizable
and would be expecttto involve substantial change processes, and be staged over a number of years. The
risks of failure or nowelivery of large and complex projects are high and will require mitigation strategies
developed through the regional governance frameworks, anglivdred through regional and local
management processes.

For RIS120 to be successful, the northern region will need to behave in a significantly more unified and
cohesive manner. Governance mechanisms will need to enable swift and final decis&sige Pasistance and
relitigation must be replaced by clear communications, common understanding and binding commitments.
Approval and procurement processes must be streamlined to facilitate and not hinder the plan delivery.
Regional collaboration must h@rioritised over parochial self interest. Regional agencies must be trusted and
empowered to deliver efficient services.

RIS1@0 will rely on high performing and accessible national systems to support regional achievement of
objectives. Progress will beampered until long awaited enhancements are delivered to the NHI, HPI, and

Health Network. Unfortunately there has been a continuously poor record of implementation of much needed
improvements to these systems. For example, the Horn Report comments enNttional Systems
5S@St2LIYSyid t NBIANI Y thet {sShttebenefiytdRshawifdr theSR7.9imMlibriiinvested to

dateé ® 6aSSGAy3a G(KS /KIFIffSyaSYy aAyAaiSNALt wS@GASé6 DN d:
work closely with thenew National IT Board tpress fora significant and rapid improvement in the delivery

and operation of these critical national systems, and for speedier and more comprehensive development and
publication of national information standards.

Implementationof RIS10 will require a longer term regional and national investment strategy to ensure
more certainty for planners and implementers, encourage greater collaboration and to mitigate the issues that
arise from annual capital planning processes Rhdistry of Healthmonitoringcycles.

It may also be appropriate to support performance gains and achievement of the wider objectives 2&1S10
08 SYOSRRAY3I LINAYOALX S& y2GSR gAGKAY W{dzZLILR2NIAY3I t NIy
individualsmanagers and clinicians with direct accountabilities for delivering cornerstone projects.

4.2 PRIORITY NEXTEB®
Steps to ensure RISPD moves from strategy to action, are:

1. Governance; reconstitute RIG@ndestablish theframework for managing, integting and delivering
RIS1€20.

2. Structures and Resourcesreview and changef required, the existing programme steering groyps
create the threenew steering groups, andstablish processes and aohanisms to operationalise
RIS1€R0.
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3. Implementation Plang each programme steering group develop implementation plans that detail
processes, priorities and partners for actioning R2Q0including an ongoing process to refresh and
publish changes.

4. Focus Area Projectg establish wider engagement and endement of approach, clinical and
business priorities and agree specific regional projects and timeframes, including recognition of
interim steps being developed under local plans.

ALIGNMENT TO NATIONAND REGIONAL PRIORS

Implementation planand projects will align to national and regional clinical and service priorities. These
priorities will inform the implementation planning work and drive the IT projects to be delivered.

In the initial stages, specific regional cornerstone projects will betiiikxh for example, a DHB and PHO may
agree to establish the first Integrated Family Healthcare Centre. This will be step three on the Person Centred
Health Information roadmap and a cornerstone project for the first implementation of the core compooknts

a shared care electronic health record system. Cornerstone projects are characterised by strong clinical
leadership, defined clinical services need, and identified quality and efficiency benefits.

The approach of selecting specifimrnerstoneprojeds will be applied across all strategy focus areas.
LYLX SYSy Gl GA2y LXIFYYyAy3d yYyR LINR2SOG asStSOlGAz2y F2NJ I ff
AAYLE S O2YY2y &deaidsSvya FANRG 6KAOK gAff @g2N)] F2N Yzali

The process of selecting spfc cornerstone projects will be informed by:

1. Regional clinical and service priorities, including:
- Clinical Networks and Regional Services
- Urgent and Immediate Care
- Planned and Elective Care
- Radiology Services
- Health Services for Older People

2. Nah 2yl f KSFfdK GFNBSGa FAYSR (2 F20dza 2y I OKAS@Ay3 !
- Implement new models of care in primary care, including the establishment of multiple Integrated
Family Health Centres.
- Devolution of secondary care séres to primary care.

3. Quality improvement and national quality priorities as identified by the National Quality Improvement
Committee and associated groups (e.g. Safer Medicines Group), including:
- Electronic Medicines Reconciliation
- e-prescribing.
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5. SUPPORTING PRIN@ES

PersonCentred
Health Information

Population Health
Information

T
Infrastructure

Knowledge
Management

Workforce Business
Information Information

These principles guide the implementation BIS1€20. Theywill apply to all I8M activities including
programmes of workindividual projectsand the operations of information servicasthe northern region
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5.1 SAFE SHARING INFORMATION

Privacy and the concepts of data management are integral to the collection of and access to health
information. The following principles guide the collector (or user) of information on obligations when data is
changed, when interests in formation may be wider than just the individual and on how sharing of
information should be managed.

DATA MANAGEMENT

A All collection, storage and use of information will comply vsthtutory and regulatory obligations,
Government and DHB policiexludingthe Health Information Privacy Code (HIPC)

A The purpose and use of information collections will be clearly identified and published, and patients
will be informed of this and made awa the circumstances in whichccess to information is
provided, notng the legitimate reasons for access.

A Key messages to information collectors and the public will be consistent and based on definitions,
terms and key phrases that are used regionally.

A 9@SNE aKINBR &deadasSy gAitft Saidandonbehélf oK ingthai WK2f R
WK2f RAY3IQ Ad aSLINIGS FNRY GSOKYyAOlIt K2altAy3o

A Decisions on access shared informatiorwill be based on discussion and review by an authorised
group of individuals based on an agreed set of principles.

A Procedures and reked principles ofdata governanceand data sharingn relation to datawill be
publisred Ay GKS WwS3IA2yIlf LYF2N¥YIGAZ2Y {KFENARY3I DdzA RSt A
and republished every two years

A Security capabilities of systems will beefaily considered when establishing rules and restrictions.

A All users of regional systems will be provided with their own logons and role based security models
established teenableaccess and provide better protection for data.

A All Information system use will take responsibility and accountability for data quality and integrity

REGIONAL PRIVACY MGEMENT

A Existing advisory structurgs Ay Of dzZRAY 3 GKS wS3IA 2y Igwiltbddgdarpe ! ROA :
reviewed andstrengthenedjn line with these®{ dzLJLI2 NI Ay 3 t NAYOALX Sa Qo

A Membership ofRPAGWill be extended to reflect the increased scopeRIS1ER0 and its Terms of
Reference will be adjusted accordingly.

A RPAGGAfET RSTFAYS GKS awS3IAazyl f Ly Hhefodning dgréipon {tsk I NA y 3
appropriate application and use:
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- Regionalgovernance group responsible for governing the shamgionalinformation systems
across primary, community and secondary care settings

- Multiple stakeholdersdncluding DHBs and PHGallowing agreed priniples on the safe sharing
of information

Membershipof the advisory groupnay vary from time to time andill be appropriate for the scope

of the discussion or subject matter.

Patientand generapublic input will be via DHB consumer advisory paneklqoiivalent.

An effective mechanism for stakeholder consultation will be established.

5.2 EFFECTIMESE OF IRESOURCES

Notwithstanding the specific information management and technology strategies that have been outlined in
RIS1e0, any future investmenin information systems will adhere to the following principles:

A

A

All ITIM activities will be aligned to clear clinical or management drivers and benefits and take into
account patient expectations of how their health information will be managed.

Information systems will contribute to the development of new processes for improved clinical
effectiveness and efficiency.

Information systems will support the priority development mimary and community care with an

emphasis on supporting new models of healithein preference to automating current processes.

There will be a single information services direction for the region. This means reducing the number

and variety of information systems used, and balancing commercial risk by having relationships with a
limited number of strategic vendors.

LYLX SYSy Gl GA2y LXFYYAYy3 FYyR L¢ LINR2SOG asStSoOilArzy
aealdsSya FTANRG o6 KA OK bedrecaering HNidly Ipachibedt@qdiemeatS NIIA 0S4 Q
Autonomy is constined once the commitment is made to a regional programme; if any DHB
contemplates digression from such a programme then that decision will be made regionally.
Flexibility in implementation is allowed through individual DHB action plans and by recggnisin
different starting points.

DHBs will seek to maximise IT effectiveness within available resource by seeking out alternative
sources of funding, reconfiguring existing costs and redirecting resources.

Wherever possible the significant historical investém secondarycare IT will be leveraged to

deliver benefits to patientsaacross the sector, includingrimary, community and NGO providers

without prejudicing primary health care independence. Information systems will be implemented in
partnership with primary, communityl Yy R b Dh &aSOG2NEX 6AGK O2yaAiARSNI
capacity and existing IT infrastructure and resources.

The utilisation of national foundation infrastructute.g. he HPJ will be proactively incorporated into
regionalcornerstae projects to ensureghe national projects become a reality

5.3 GOODGOVERNANCE

Efective structures and processdsr executingRIS1e20 are essential to its successGovernanceof shared
systemsincludesthe key aspects ofprioritisation, project seering for system implementation, ongoing
support of shared systems, and monitoring of progress and performartoe followingprincipleswill guide
the governanceof RIS1ER0:
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SHAREREGIONADIRECTION

A

A

Business, clinical and IS strategill be reginally aligned, including budget setting and decision
making.

Regional investments will be aligned to solutions tltah be afforded, are justified and are in
demand.

Regional collaboration rather than regional consensus will be adopted as the prefewdd| rof
working together. Successful collaboratiomill require us to:

- Have ommon business goals and processes

- Usestandard processes to underpin tryst

- Get smarter with communicatign

- Divide the work up based on strengthand

- Remoeld KS Wy 2 K SNGEDMS y6 i NRA S NJ

REGIONAL PRIORITIENTFRAMEWORK

A

A

A

A

Prioritisation will be performed atstrategic (direction), tactical (projects/capital) and operational
(resources) levsl

Prioritisation processes will be lead by business and clinical personnel, agaimetl dhusiness
directions and priorities.

Priorities will be set on the basis of known benefits (outcomes) and costs taking into account value for
money and return on investment.

Local prioftisation processewill be guided byand willnot undermineregional priorities

WELL INFORMED DEONS

A

All stakeholders including primary, community and secondary care organisationsl, be

appropriately engaged in decision making

Engagement and caributions toend producs will be based on specific skill ssind expertise

Theregional (bared) IS teanwill integrate with clinical services to preveahy separation of aims

and approach.

Userswill be regpresented toensure that the solution deliverjaii F 6 2 dzi YF 1Ay 3 dzaSNEQ f A
The HghtQquestionswill be asked before proposaland/orrecommendatios are presentedo final

decision makers

EXECUTIVE LEADERSHIP

A

Executive will consistentlyengage with andcommunicate joint decisiont their own and other
individual primary, community and secondary camgangations, to ensure regional concordance
with those decisions.

CLINICAL LEADERSHIP

A

A

Leadership to inform and implemerit K &ght®ecisionis essential, wittclinicians and managets
haveshaied responsibility and accountability for impring systen performance

Clinical leaders will advocate for the required changeddayonstrating adoption of the changes and
challenging the environment needirnige change.
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A Ideas will becollated according tamrganisation specialty or other mechanism(s)

TRUST BCISIONS

A Through strong engagement and leadershi@keholderswill able totrust that decision makers are
well informed and will do théHght thing for the right reasonat the right timeQ

A Benefitswill be balancedcrossthe sectorand engender serse ofperceived equity

A The needs of gmary and communitycare will be specificallyconsidered in relation to @ources,
decisions and benefits.

CLEAR ACCOUNTABHRSTI

A Accountabilities will be clearly defined, with advisors and decision makers idertifidonfirmed.
A Individualaccountabilifes versustsared (and/or delegated) responsibiéis will be understood.

SUPPORT INNOVATION

A Whether one or multiple solutions will be supported for a similar requirement will be determined
following an assessment dhe need to maintain business processes, the level of innovation and
organisational risk.

A Innovationwill be supported where appropriate, taking into accouhe requirement to maintain
high performing operating environments and production systems.

IS GOERNANCE

The current level of strategic leadership and governance of the information ar

technology agenda is inadequate and unlikely to significantly realise the potenti:
this enabler forthe health sector. In most health organisations this important
responsibility is left to their Chief Information Officer and a few enthusiastic

Ot AYAOAlLYya IYyR YIlIylFI3aSNaE® ¢KSNBE Aa
solutions without getting the furdamentals right, like looking at standardising
clinical process and assessing the readiness for changes in behaviour necessi
make new systems work effectively. (Meeting the Challenge: Ministerial Revie
Group, 31 July 2009, Annex 3 p12)

A ¢KS wSIA2y It LYFT2NNIGA2Y De2ogsBiig lo ¢nSuse qiaht@rdgiahaldo Ww L DD ¢
governance and strong clinical input is maintained for strategic, tactical and operational IS
management. Key featues of this reestablished group will bgrimary and community care
participation, programme steering groups for each RISD0focus area, and accountability for
delivery of outcomes.

A Other «isting @vernancestructures including the Regional Informatic®ervicesGroup (R¥G) and
the Regional Privacy Advisory Group (RR#ilBbe reviewed and strengthendd support RIGG
- RPAG will continue to advise RIGG on privacy and security matters.
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RISG will continue to adviseegional ClOs on alignment of regiongbtems and governance of
regional repositories.

A Clinical and business initiatives enabled byvill be managed at all levelas a sharedesponsibility
between IS and the business

A Structures, process and guidelineswill be established tsupporta strang partnershipbetween 1S
and clinicians anBlusiness

A Strategic leadership and governance of the information technology agenda will ensure potential
benefits of IS as an enabler for the health sector are realised.

A The RIG®iill:

Be chaired by one DHB CE®behalf of other DHEEQ@ andthe wider primary, community care
sector,

Be an advisory body to the DHB CEOs (and executives of priaratycommunity care
organisations)

Focus on strategic thinkirandclarify IS direction

Agree and develop a priomthtion framework to be applied to regional IT investment decisions;
Determine the regional strategic prioritiesd identify duplication of IS function across primary,
community and secondary cgre

Provide strategic advice and design for the region;

Estabish and @erseeprogramme steering groups

Oversee thedirection and delivery ofmplementation plans to supportdistrict strategic and
annualplans;

Priaritise and manage adhoc /4year initiatives;

Oversee the alignment of the regional informationag&rgy withlocal andnational plans

Network with local (or organisational) governance gro(lsich would continue to exi¥t

Adopt the principles, guidelines and processes as described byftt@overnance Institufe ®

Provide
Direction

IT Activities:
V makethe business
effective

V makethe business
efficient

V managesecurity,
reliability and compliance

Set Objectives
V alignwith the business
V enablethe business

V use resources
responsibly

V manage the risks

Measure
Performance

5.4 PRACTICACHANGEBMIANAGIENT

Change ranagement in businessabout helping peopl@achieve the benefitef new technology, systems or
structures New Information systems and tools are enablers; however, an enabler as an output does not
directly result in a benefit, but prades a mechanism through which benefits can be achieVkd.following
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principles will guidéhe management obusiness process and systeafmngerequired to implementRIS10

20:

BUSINESS LEAD

A

A

A

Business changecharacterised bpew ways of workingnust ocar before the benefitof any

changecan be realised.

Businesghange must be managed through and beyond the delivery of new information systems and
tools.

Executive and clinical leadership is important requiredthroughout the change period, to

demondrate commitment by promoting and supporting the changes introduced by a project and
championing the implementation of new capabilities

COMMUNICAHTHE CHANGE

A

A

All people affected by the change will be communicated vedhly in the procest ensure they
understand the nature and purpose of the change.

Opportunities offered by the change will be investigatedescribedand articulated to affected
parties.

MANAGE ANMEASURE

To To To Do

Major change projects will be clearly mapped with objectives, tasks and deliverable

Impacts of the change on processes, people and systems will be identified and planned for.
Benefits will be tangible, obtainable (realistic) and measureable.

Trainingof userswill receive appropriate investment and emphasis to ensure maximum berséts
derived.
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6. FUNDING '

LIL

PersonCentred Population Health
Health Information Information

T
Infrastructure
& Services

Knowledge
Management

Workforce Business
Information Information

6.1 STATUS QUO

The clinical systems strategy of the Ig=t years has been to exchange information between separate silos of
primary, community and secondary care. This approach segmented clinical functionality intosackaas

chronic care, child health, mental health, community and disability, referrals, discharges, clinical documents,
orders, prescribing, care plans. Each of these areas is then delivered by a major project with separate business
case and funding, anaften selects different applications from different vendors.

Experience has shown that many of these projects require millions of dollars, years of effort, a new regional
engagement, a new business case, and a new procurement. This variety of systerhagherbe integrated

together, with ever increasing complexity of technology and support cost overhead. While this strategy has

made some gains, it has proven to be complex, costly and time consumiKgS W6 S&aid 2F o0 NBSRQ
followed under RISSPO4 tiserefore notsustainable and will not support implementation of advanadidical

features such asharedcare planning, decision support, electronic orders, afmtescribing.

CURRENT LEVEL ORNMESTMENT AND SEF®88 EXPENDITURE

Current leved of IT investmenand services expendituracross the northern region DHBesxcluding primary,
community and NGO sectorgdmounts to approximately ¥ per annum, coveringapex and opexfor

clinical and patient administration systems (PAS), businegersys infrastructure and general operations.
Over a five year period this is a total spend of approximately $300M with the clinical and PAS portfolio making
up $50M.

Estimatedlevels of mvestment in IT irthe primary and community sectsiin the northernregion range from
$12M to $18M per annum calculated froman averageannual T spend of betweei$10Kand $15K per full
time equivalent GP

76.2 NEW MODELS OF CARE

INVESTMENREQUIRED h L at [ PEBREOKENYRED HEALTH INKORE L h b Q

Theregional PersorCentred Health Informationstrategy (covering Clinical and PA&)tlined in RIS1e0 is
estimated torequire an investment obetween $75Mand $150M overfive years, which amountso a
projected increase of approximately $25M to $100M owdive year period or 8% to 32% of total current IT
expenditurefor the northern region

It is assumed thatqogress in the other five strategic focus areas will be funded out of efficiency gains.
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Theaboveprojectedinvestment isbased on the traditional model that ihales the upfront purchase of a user
license and the ongoing payment of maintenance fees associated with that licéd@es not consider other
investment scenarigdor example

A No upfront license purchase but payment of annual license subscription only
A Annual subscription based on size of population rather than the number of users.
A Incremental subscription based license that increases gradually as the usage of models increases

These #ernate investment optionsnay address short term capital expendigiissueshowever, are likely to
increase long term operational costs.

COMPARATIVE HOSPITREPEND

Annual hespital ITexpenditurefor the four northern region DHBs is 2pércentof total provider revenue of
approximately $2.2B. International benchrikarg indicates that average annual hospit@lexpenditureas a
percentage of revenués 4.4 percent(Info-Tech Research Groudealth Care: 2002008 IT Budget & Staffing
Report p. 14).

As noted, inplementation ofRIS1e20 will require an increase in aent levels of ITexpenditureof $20M per
annum, which wilbring itto 3.6% of total provider revenu@vhich is closer to, but still belowternational
benchmarks.

| 6.3 QUALITY AND EFFICTENGAINS

Severe financial constraints are anticipated ovee tiext five years which will impact the reg®@rability to

fund major transformational change. nj increase in investment to achieve RI&DOwillneed to be justified

by significant and measurable improvements in performance of the health system asle, Wwath in terms of
quality and efficiencyPlanning for new investment will examine how the current expenditure can be
reconfigured and redistributed so that existing funding streams can be redirected into transformational
systems to enable the futurehanges.

To achieve improvemerthangesinvestment will be clinically led, and will support a deliberate move towards
new agreed ways of working and models of care. Direct links will be establigtegen the levels of
investmentand business process agtinical KPl improvementseing sought

The move to new person centred health (IT) systems will be accompanied by a move to appropriateflevels
shared services and regional/natiori@linfrastructures. New IT service models will assist to keep tla ¢ost
of operation of the systenat an acceptable level.

DHB procurement approaches requiring extensive business cases, formal tender angantyltsign off
processes may also inflate project costs when compared with smaller scale projects beingakewldrt
primary and community care environment$his presents an opportunity to be further considered when
establishing implementation plans for RISAM

More detailed analysis of costs and clinical and financial benefits will be required to deterreihenth term
affordability and justification of the new models of care and associated IT requiremantgvAluationof the
WySg glteda 2F ¢2N] Ay 3 @clude/chricintealtzidnomigandbusiaessperspecivast f
from primary, communy and secondary care settings.
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Roadmaps are presented for each of the focus areas and are indicative of the projects and timeframes for their
implementation from 2010 through to 2020These are high level start points for each foctesagorogramme

of work and will be refined as detailed implementation plans are develop&dimary, community and
secondary care rganisation€local information plansare expected toinclude roadmaps that showhese
regional projects in combination witled¢al projects.

The roadmaps use a colour coded legend:

A Red boxes denoting current projects continuing under RISSPO4Nanitiland DHB projects of

regionalsignificance

A Blue boxes denoting the range of projects and actions arising dRISFER0.

PERSN CENTREBEALTH INFORMATION

2010- 2012 2013¢ 2016 2017- 2020

ROADMAP

EDS Optimisation

Retinal Screening
Database

NDHB Clinical
Workstation

Metro Regional Clinical
Documents Repository

TestSafe
Rollout ARMHIT Pharmacy
Phase |

g NDHB ED Syste

Metro e-| Referrals
Phases 1,2,3

Metro Reg|ona|
Endoscopy

ARMHIT
Phase Il

1. Define CoreComponents of
HealthManagement Information
System ( and EHR)

2. Select Strategl@artners

/ Access to
National Alerts

NDHB Laborator
System

N

Radiology Orders
(e-Radiology)

Clinical Databas¢]

Solution
InterRAI
Assessment Too|

\

5.Extend Core HMIS
Other Reg|ona|
'~I»'/ 2 Ny S Ridjeicts

4. Rollout Core HMIS for
{ LISOATAO wsS 3
Project to AllOrganisations

3.Implement Core HMIS for a
{LISOATFAO wS3IAz2
Project with Small Number of
Organisations

Laboratory Orderg
(e Lab)

; NDHB Chronic an
Complex Care
NDHB Pharmac e

RISSP04 RISP1€0






























