Connecting where
it matters: enabling
a health and wellness
ecosystem
A human-centred approach to
designing an Electronic Health
Record that helps New Zealanders
Live Well, Stay Well, and Get Well

t

2

S ERVI C E EXP ERI ENC E BY
D ESI G N

AUG -SEP
2017

2ND ROA D
AC C ENTURE S TRA TEG Y

Consumers expect to engage
with and control their health
information in the same way
they do with other digital
services – seamlessly and
transparently across multiple
channels – to help them Live
Well, Stay Well, and Get Well
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better served.
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WHERE ARE WE NOW? | CONTEXT

We need a new approach to enabling health and wellness if we want New
Zealanders to Live Well, Stay Well, and Get Well
What’s happening?
Advances in digital technologies and related
infrastructure including mobile, social, cloud,
and analytics, have huge potential to enable an
information-driven, people-powered approach,
supporting the health sector in achieving better
outcomes.

Establishing a national Electronic Health Record
platform presents a generational opportunity
to better position New Zealand to support the
Health Strategy, and complement regional and
local initiatives by serving as a key foundation
that will enable innovation across the wellness
ecosystem.

At the same time, an aging population and the
challenges of chronic disease management are
placing significant pressure on the health
system.

More broadly the platform enables a shift from
a provider centric approach to one that is more
consumer and whānau driven.

Where does an EHR fit?
In response to this, the New Zealand Health
Strategy has recommended that a national
Electronic Health Record (EHR) be established.
An EHR has the potential to both catalyse
change across the health and disability sector
as well as enable timely access to information
for all participants in a consumer’s wellness
ecosystem.

A consumer should be able to go to any health
provider in New Zealand and be confident their
medical history can be accessed and based on
this together make the best decision possible.

The key investment objectives
of the business case are to:
Empower consumers and
their carers to become more
active in managing their
health and wellness

Enable better care delivery
and decision-making

Inform policy, investment
planning, research, and
broader use

Enable a national health
ecosystem to emerge that
accelerates innovation

The Ministry of Health (MoH) is currently
undergoing a process of determining a
preferred way forward to design and
implement a national EHR in this manner.
Where does this project fit in?
This piece of work is part of a broader business
case process. It represents a human-centered
co-design approach, which has collaborated
with consumers, carers, clinicians, and
planners. By leveraging their insight and firsthand experiences, we sought to better
understand how a national EHR might help to
achieve a number of investment objectives.
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WHERE DO WE WANT TO BE? | EMERGING NEEDS OF AN EHR

We want to create an EHR that acts as a ‘unifying layer’ across the sector,
providing a more complete picture around health
and wellness
A national EHR must…
Enable consumer control by creating a channel for consumers to access,

An EHR should focus on supporting communication and
connectedness across Transitions of Care

contribute to, and manage their health and wellness information.
Support decision-making by making data and information accessible to

An EHR could act as a unifying layer, providing a more complete
picture across health and wellness by supporting interoperability
across the many existing sources of information within the health
sector, and underpin the variety of channels by which interactions
supported by, and with this information occurs including face to
face.
In particular, by focusing on enabling better access to information
across care settings, a national EHR can better connect consumers,
carers, whānau, and providers to drive healthcare outcomes.

consumers, their carers, and whānau as well as providers and service

planners.
Facilitate connectedness by enabling better communication between
providers, consumers, and the people in a care team as well as
encompassing change and adoption, data standards development,
privacy and policy to support connectivity and use.

Connect, not replace by utilising existing investments where possible
and balancing the need for national coordination with what makes sense
to keep at a local and regional level.
Foster innovation by laying the foundational capabilities required to
connect consumer health data and information across care settings.
Respect privacy by enabling appropriate consumer control over who is
able to see their information and in what circumstances.
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WHERE DO WE WANT TO BE? | EMERGING NEEDS OF AN EHR

…And the right approach could leverage an EHR to enable an even bigger
change in the paradigm of care
From ‘I’…
EPISODIC ILLNESS

To ‘We’
WELLNESS ECOSYSTEM

• ‘Point to point’ relationships where consumers
are the glue

• Information is the glue for connected
understanding and trust

• Clinician and service oriented ‘patient centric’
capture of episodic care of illness by clinicians

• A co-created wellness journey facilitating consumer
agency and engagement

• Incomplete information exchanged on a needto-know basis

• Shared with permission, restricted
by exception

• View (Portal, Letter, TXT, Facsimile)

• Do (Actionable, Accessible and Interactive)
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WHAT DID WE DO? | A HUMAN-CENTRED APPROACH

We used a human-centred approach to gain insight into how and where an
EHR could better support health and wellness
What did we do?
We used deep dive interviews and co-design workshops
across Wellington, Auckland, and Dunedin to gain insight
into the experiences of consumers, carers, providers, and
planners. By bringing these different groups of people
together, we were able to collectively identify current
needs and information gaps in the system, and reimagine
opportunities for an EHR to better support health and
wellness.
Through this process we were able to:

• Create a more holistic picture of where gaps in
information were affecting either the experience or
delivery of care, including regional differences due to
varying maturities and approaches

• Identify key user needs and wants associated with an
EHR

• Bring the opportunities of an EHR to life by describing
a potential future state where existing information
gaps are closed by possible EHR enabled solutions

25

6

3

Interviews followed
by

multi-stakeholder
workshops

geographical areas

~85
workshop
participants
representing

~20
different
representative
groups/personas
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WHAT DID WE DO? | DOCUMENT OVERVIEW

This will help us to develop a business case that considers the needs and
wants of the people and sector an EHR intends to serve
The insights and learnings from this piece of work have been captured in this document to:

SECTION ONE:

SECTION TWO:

SECTION THREE:

IDENTIFY NEEDS

IDENTIFY OPPORTUNITIES

GUIDE THE WAY FORWARD

We created five hypothetical scenarios
to identify current needs and gaps in information
that are constraining providers and the ability of
consumers and their carers to actively manage
their health and wellness

By reimagining the scenarios in a world where an
EHR acted as the connective ‘glue’ for
information, we identified and brought to life
some of the opportunities where an EHR could
support better health and wellbeing

The process has also helped to shape principles
that provide guidance and direction on how the
EHR can be designed and delivered in a way that
is consumer and whānau-centric, and best
enables providers to deliver the appropriate care
and support.

“

There needs to be an
attitudinal shift in what and who
people think information is for.

”

Provider, Interviews

SECTION 1 | NEED

We created five
As discussed
hypothetical
replace image with
image ofscenarios
Scenario
to identify
with info gap –green
needs and
cards
information gaps
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NEED | OVERVIEW OF THE SCENARIOS

Each scenario described a different health and wellness story which helped
to identify needs and information gaps
We aimed to cover a wide range of different people, care
settings and health stories across life’s journey
Informed by the preceding interviews, a range of different
themes were considered in the development of these scenarios.
In addition, the ‘personas’ in each were intended to be
representative of a broad range of New Zealanders, taking into
account a range of demographic and socio-economic
characteristics, as well as levels of engagement with the health
system (frequent versus infrequent).

Themes explored: Palliative
care, end-of-life care, aged
care, residential care, transition
of care from home to
professional setting,
ambulatory care

While some of the events that take place in these scenarios
reflect situations and circumstances which are extremely
challenging, this was done to intentionally explore some of the
complexities of the healthcare system in relation to an EHR, not
to paint a deficit point of view.
This process helped to test some of the boundaries of where
and how an EHR could support the health and wellness of a
wide variety of consumers, including vulnerable people and
families.
Feedback from workshop participants highlighted many real life
examples that were both more complex and challenging.

Themes explored: Maternity,
immunisations, social
determinants of health, linking
social data with health data,
interactions between different
records

EHR

Themes explored:
Multi-disciplinary care,
co-ordinating care,
chronic condition care
planning, disability, mental
health, home monitoring, community
health providers, addiction

Themes explored:
Managing wellness, selfmanaged, user generated data,
infrequent interactions with the
medical system

Themes explored:
Out-of-region, medication
misadventure, duplicate testing,
allergies, hospitalisation,
medication reconciliation
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NEED | OVERVIEW OF THE SCENARIOS

The individual scenarios may only mention a few participants, but taken as
a whole they cover a much wider breadth
In-home
Support

The participants mentioned in each scenario are
illustrative of only some of the players that may be
involved in a care path.
In reality, consumers and whānau will interact with a
much broader range of participants than what is
reflected in each specific scenario. However, in order
to explore the breadth and depth of how some of the
individual actors may interact with the system, each
scenario only covers a limited number of interactions.
When taken in aggregate, the intention is that the sum
total of the interactions across the different scenarios
will give an adequate look at the different potential
interactions that could involve or be improved by an
Electronic Health Record.

Emergency
Department
ACC
Ambulance
Community Nurse

Helpline

Family / whānau

Community
Pharmacist

Midwife

Disability Service
Providers

Well Child Provider
Residential /
Palliative Carers

Orthopaedic Unit

GP

Physiotherapist /
Allied Health
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Mother & Child

Raewyn
Community
Pharmacist

Depression
Helpline

ANTENATAL

POST-NATAL

BIRTH

CHILD UNTIL 3YO

Well Child
Provider

Auntie
Midwife
GP

Community
Nurse

Raewyn is in her early 30’s and is currently
unemployed. She lives by herself in unstable
accommodation after leaving her ex-partner who
was violent towards her. She has struggled with
alcohol and drug addiction issues in the past, and
has previously had an unplanned pregnancy which
resulted in a child who her auntie looks after most
of the time. Since then she has been trying to get
back on her feet. After a comment made by her
auntie, Raewyn suspects that she is pregnant
again.
Themes explored: Maternity, immunisations, social determinants of
health, linking social data with health data, interactions between
different records

“

The MCIS is a maternity
record for women, but women
get forgotten in that.
Provider, Interviews

”
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NEED | NEEDS & INFORMATION GAPS

What is happening?
Raewyn shows a
positive result on a
pharmacy bought
pregnancy test.

After a visit to a community
health clinic she makes an initial
appointment with a midwife or a
GP. At her appointment she
undergoes some antenatal tests.

Raewyn has a home-birth
with assistance from the
midwife. Raewyn's GP is
notified and the Well Child
book is updated.

Raewyn and her new child are
supported medically and mentally
post-birth. A community nurse
visits and also makes note of their
living condition.

The midwife introduces Raewyn
to a Well Child / Tamariki Ora
programme. Raewyn's child is
supported with immunisations
and health checks over the
coming years.

What we heard
Raewyn doesn’t have a clear idea
of what the options are for her
and next steps she needs to take,
or how to manage the disparate
sources of information
Without knowing the right
information about Raewyn, the
pharmacist can’t point Raewyn in
the right direction or to relevant
services

Since there is no way for the
pharmacist to contribute
information regarding over-thecounter purchases, planners do
not have information like number
of pregnancy tests sold, that may
be useful for population planning
and capacity management

Raewyn has to repeatedly tell her
health story to different health
and non-health service providers
The pharmacist refers Raewyn to
the Smart Start website, there is
a wealth of information and she
finds it challenging to collate and
share this information with her
care team
It is challenging for Raewyn to
filter and combine appropriate
advice from multiple providers
e.g. guidance from her local
Marae based Well Child Provider
with broader information and
guidance from Plunket resources

Providers can’t get a family or
whānau view as it isn’t possible
to link individual NHIs into a
family of NHIs

Joint maternity care planning
between providers and Raewyn
is inconsistent, leading to gaps in
information

Post-delivery providers may not
be able to access pregnancy
information in a timely way as
the transfer of this information is
clunky
Information about Raewyn and
her child might not be shared
between various providers who
are using their own disparate
systems to record information
(e.g. midwife and GP)

It is difficult for various providers
to gain a holistic picture of
Raewyn and her child’s health as
there is no easy way for data
from different sources to be
collated

Raewyn does not have easy
access and control over
information around her child’s
birth

Raewyn does not have
awareness of services that she or
her children may be entitled to

There is no mechanism for
alerting a provider that relevant
information about Raewyn (or
her children) may sit outside of
traditional health settings, in the
social domain
There is no link or access
between different Well Child
Provider systems
Raewyn does not have easy
access to her children's
immunisation information
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Out of Region Hospitalisation

Niko
Ad-hoc health care
practitioners
Community
Nurse
Emergency Department

PREPARATION

HOSPITALISATION &
DISCHARGE

ALLERGIC REACTION

FOLLOW-UP CARE

Healthline /
111 Clinical Hub

Whānau /
Family

Community
Pharmacist

GP

The Tureis are a Māori family who usually reside
in Auckland. The father, Niko, has recently had a
coronary artery bypass graft and is currently
taking a range of medications packed in blister
packs to deal with high blood pressure and
cholesterol. It has been about a month since,
and with Niko starting to feel better, the family
decides to take a short weekend trip to Rotorua.
Themes explored:
Out-of-region, medication misadventure, duplicate testing, allergies,
hospitalisation, medication reconciliation

“

Accuracy of information is
important. If someone’s in
hospital, they’re overwhelmed
because they’re in a different
environment. We can interview
the patient, but they might
overlook something important
Pharmacist, Interviews

”
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NEED | NEEDS & INFORMATION GAPS

What is happening?

The Tureis leave on a
trip to Rotorua but Niko
forgets his medications.

Niko is unsure what
meds he requires and
receives meds he is
allergic to.

Niko has an adverse
reaction so his wife
calls for help.

Niko is treated at ED to
resolve his allergic
reaction and is then
hospitalised, undergoing
the same tests as his last
visit.

A new Care Plan is
developed including the
need for a community
nurse to visit regularly to
check on Niko and the
family.

What we heard
Niko and his family don’t have a
clear idea of what his care plan
following discharge from hospital
is in practice
Niko and his family don’t know
important information about his
medication and the risks of not
taking them
Providers and Niko may not
know what the most current
medications from his GP are as
they may not be up to date

The pharmacist is reliant on Niko
and his wife’s recollection of
Niko’s medication and medical
history, which may not be
accurate
Private specialists and hospitals
are on their own separate
systems, which can make
information sharing hard

Niko and his family don’t know
what he can and cannot take and
don’t realise that allergies are
critical to communicate

Healthline or the 111 Clinical
Hub does not have any context
about Niko’s health history and
recent surgery

Niko’s GP doesn’t know that Niko
has been taken to ED and
therefore cannot provide
additional health information

If unable to access medical
history, ED staff must rely on
Niko or his wife’s recollection to
provide a current and accurate
medications and allergies list
The hospital care team does not
have visibility on previous
diagnostic tests that Niko had
done and therefore orders a
duplicate test
Niko may struggle to recall or
understand all of the info he is
told on being discharged, given
the clinical nature of discharge
information

To effectively continue care,
Niko’s GP must have access and
visibility of the hospital discharge
summary
Niko lacks clarity on his ongoing
treatment and may be left to
mostly self-manage
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Chronic & Complex Condition

Tom
Helpline
Disability Service
Provider

CARE PLANNING

COORDINATING CARE

CHANGE IN
CIRCUMSTANCES

ONGOING CARE DELIVERY

Physio

Community
Nurse
Whānau /
Family

Community
Pharmacist

GP

Tom is a middle-aged man living in a remote area
managing multiple health issues. After a workplace
injury he now lives with chronic pain, which restricts
his mobility. Prior to the injury he had been
diagnosed with diabetes, which the chronic pain
exacerbates. Despite this, he has been self-managing
his health well over the past few years. However,
after another injury which leads to his
hospitalisation, Tom’s ability to self-manage
deteriorates and he struggles to mentally cope with
the change in lifestyle.
Themes explored:
Multi-disciplinary care, co-ordinating care, chronic condition care
planning, disability, mental health, home monitoring, community health
providers, addiction

“

[Because I have a chronic condition]
I consider myself an informed
consumer, but I was confronted with
basic things, like how to deal with my
care across different DHBs, across
different medical disciplines
Consumer, Interviews

”
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NEED | NEEDS & INFORMATION GAPS
What is happening?
Tom develops a Care
Plan with his GP that
looks to manage his
complex needs and
chronic health issues.

A community nurse visits
Tom regularly. He adjusts
his insulin dose based on
self-read blood glucose
readings.

Tom starts visiting
providers as planned, but
neglects to tell his physio
about all of his meds
prescribed from other
providers.

Tom has an accident, is
hospitalised and prior to
discharge, his condition
worsens affecting his ability
to self-manage.

Tom develops an alcohol
addiction to cope with his
circumstances. His GP
suggests speaking with an
alcohol helpline.

What we heard
Care plans can be many and
varied (clinical, pharmacy,
advanced, physio, social services,
etc.). While they can be very
useful to many different
providers (e.g. ACC) they are not
accessible, nor
coordinated/consolidated into
one view
The information in care plans is
critical to Tom, who wants to
know how to care for himself
(changes to meds, providers,
appointments, etc). However the
information is sometimes
scattered
It’s challenging for co-ordinators
to obtain a consolidated view of
appointments and prioritisation
across multiple specialties to
rationalise bookings and travel
requirements

Lots of valuable data is created
by consumers (e.g. Tom’s glucose
tests), but this data isn’t
necessarily shared with providers
Community pharmacies don’t
have a view of a consumers
dispensing record from another
pharmacy, which makes creating
a list of up to date medications
difficult
Different providers perform
different needs assessments, but
this rich information is not shared
Best practice care plans are not
shared nationally to support
workflows across different care
settings

Tom may find it difficult to
manage all of his various
providers and appointments
Pharmacists can’t easily see GP
records yet need to be able to
reconcile medications
In rural areas, planners and
pharmacists don’t always know
what they need to keep in stock
because they don’t have good
data on what might be required
(e.g. what consumers in their
region have been prescribed or
seasonal data)

When consumers have complex
needs, providers need to know
who else is involved and who
‘picks up the baton after me’
At-home providers need to be
able to capture and share notes
on changes to living conditions
and other ‘non-clinical’ info

At risk of isolation, Tom needs to
know where he can go for issues
like connecting with community,
which aren’t strictly clinical

Tom or his carers want to be able
to update his story as his
conditions change so that his
providers know what’s going on
for him

Tom must know how to navigate
the complex web of specialists,
services, and planning to deal
with this new set of health
challenges

Tom wants to be able to share
some of his info electronically
with his family, particularly so
that they can help support him in
his healthcare journey

Without awareness of Tom’s
environmental and social
context, the Alcohol and Drug
Helpline and other provider’s
impression of Tom’s situation is
limited. This may affect the
quality of the care and support
they can provide him with

Tom needs reliable, up-to-date
information on his medications
to be clear on what he should be
taking and what he should stop
taking. This may require him to
record any non-prescription
medication that he is taking as
well
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Aged Care

Joseph
ACC
Community
Pharmacist

Health Care
Practitioners

IN-HOME CARE

HOSPITALISATION

AMBULATORY CARE

RESIDENTIAL & PALLIATIVE
CARE

In-home Support

GP
Whānau /
Family

Residential / Palliative
Carers
Orthopaedic
Unit

Joseph is a 76 year old Polynesian man who is being
looked after by his daughter Mary, and her family in
their home. With the support of the local community
and church they have been coping with the demands
of looking after Joseph, but only just. However, after
an acute incident, Joseph and the family collectively
decide to transition Joseph into a residential care
facility. Two years pass and Joseph’s condition gets
to a point where Joseph’s care team and family has
to start thinking about palliative care.
Themes explored: Palliative care, end-of-life care, aged care, residential
care, transition of care from home to professional setting, ambulatory
care

“

My mother has dementia and I
regularly get sent all her
appointments, but I still constantly get
sent permission needed forms. As her
social welfare guardian, I’ve already
been given permission.
Carer, Interviews

”
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NEED | NEEDS & INFORMATION GAPS

What is happening?
Joseph has a fall,
fracturing his hip. An
ambulance arrives to take
him to hospital.

Joseph has a general care
plan he developed with
his GP & family. The
family help him with
appointments and taking
his meds.

After undergoing hip
replacement surgery it
becomes clear Joseph
will require extensive
ongoing care.

Joseph and his family
visit the GP and discuss
his care needs. They
agree he will not be
able to stay at home.

Joseph moves in to a
residential care facility.
In a couple of years
Joseph is moved in to
palliative care.

What we heard
Joseph’s carers need to know
important information related to
his health problems, medication,
and care in order to support him.
However there isn’t a
comprehensive way for them to
monitor Joseph’s health as well
as coordinate and update his
care plan
Providers need to know what
Joseph’s preferences are around
how he wants to be
communicated and interacted
with (e.g. his language
preferences)
Policymakers do not have much
visibility or information on how
informal support affects
consumer health outcomes

Joseph and his family have to
repeat his health story multiple
times to different health
providers, and it isn’t an easy to
remember detailed clinical
information
A lack of coordination between
Joseph’s different health and
non-health providers means that
they may not have access to
important historical and
contextual information, as well
as information about their role
(and schedule) in Joseph’s care

Joseph’s family may not be able
to accurately communicate his
medical history, allergies, and
medications if he is unresponsive
Hospital planners and policy
makers need statistics about
ambulance and hospital capacity
to better route ambulances or
provide alternatives
Ambulance officers (or clinical
hub resources responding to a
111 call) can’t always easily
access patients’ medical history
and medication lists. This info
isn’t easily transferred to the ED
when it is found

It isn’t easy for ambulance
officers to electronically
exchange accurate information
about a patient when
transitioning them to ED

Once a patient has been
admitted into ED, the right
people and providers might not
be notified. Joseph’s GP could be
unaware until his next
appointment
If not admitted to ED the record
of Tom's care by the ambulance
team, and any instructions or
referrals (say to visit the GP) is
unlikely to become part of his
health story

Planning the transition to
residential aged care /or in home
care with multiple service
providers is a complicated
process. A lack of information on
how to do this can cause added
anxiety

Someone on a palliative care plan
may constantly be moving back
and forth between different care
settings. However, there isn’t any
information flow for the care
team who sit across these
different settings

There isn’t enough support to
help Joseph and his family make
informed decisions about the
changes in Joseph’s care plan,
and services required (and
available) to support this

The various needs assessments
from different providers and
NGOs in the palliative space can't
connect electronically

To support more active case
management ACC needs
information that an incident has
occurred as early as possible
rather than waiting for the
treatment and prognosis to be
fully determined

Joseph needs a way to
communicate his preferences
around end-of-life to his family
and care team

“

Whilst we have a robust
economic model we apply for
analysis we lack a complete view
of medicines - what to whom, by
whom - across primary and
secondary care

”

Planner, Interviews
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NEED | OVERVIEW OF DATA AND INFORMATION TYPES

From our exploration, we sought to understand what type of information
was important in addressing needs and gaps

We identified 11 information types that would help address
these needs and gaps, supporting better health outcomes
and wellness
The heat map to the right roughly shows the types of
information that resonated across the different consumers,
carers, providers, and planners we engaged with.
A more nuanced understanding of these information types,
including which are the most relevant to who, will continue to
evolve through the next stages of work.

What information types
mattered most to the
participants?
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NEED | DATA AND INFORMATION TYPES
From our exploration, we sought to understand what type of information was important in addressing needs and gaps (contd.)

DEMOGRAPHICS
Consumer characteristics that will help
with identification and categorisation
Useful for: helping to ensure the right individual is in
context when interacting with the healthcare
system.
Supporting policy, investment and planning at a
population health level
May include: gender, DOB, blood type, ethnicity,
contact information, emergency contact and GP
details, enrolled PHO, care programme eligibility and
insurance information where relevant

CONSUMER ENTERED
INFORMATION
Any information that is contributed by
consumers and/or their carers that
could be clinical or non-clinical
information that the consumer finds
important
Useful For: enabling consumers to feel they have control
over their record and the ability to capture relevant
information and story from their perspective.
May include: a consumer’s story which could include
personally relevant and translated information from
clinical notes, personal, family and social history,
preferences, beliefs, interaction channels, notes and
annotations, data from wearables, reminders.
Consumer satisfaction /outcome measure scores, height,
weight, blood pressure, daily living activities

MEDICATIONS

MEDICAL HISTORY

A consolidation of medications
information that may have been
prescribed, dispensed and/or taken by a
consumer

Historical information and events that
the consumer/whānau has previously
encountered including primary,
community and acute instances to
understand and help formulate the
overall health picture

Useful for: understanding the range of drugs that the
consumer currently should/is taking to treat their health
condition/manage their wellness
May include: prescribed medications, non-prescribed
drugs being taken, alternative & traditional medicines,
supplements, different medications from different
providers and events, consumer contributed over the
counter medications

Useful for: getting a more comprehensive overview of a
consumer’s healthcare interactions that could improve
clinical diagnosis, treatment, and condition management
May include: relevant diagnosis, problems (including
general and mental health and social) and treatments or
therapies a consumer has undergone (e.g. type of surgery,
specialist care), relevant medical events (incl adverse),
oral health, medical device(s)
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NEED | DATA AND INFORMATION TYPES
From our exploration, we sought to understand what type of information was important in addressing needs and gaps (contd.)

ALLERGIES

IMMUNISATIONS

FLAGS

DIAGNOSTICS

A list of all known allergies/ reactions
a consumer has for particular
medications/substances through any
of the senses

The vaccines, medicines and
treatments associated with making a
consumer immune/resistant to certain
complications/diseases

Flags/signals set to prompt when a
certain attribute is triggered that
could be used for warning, workflow
and notification purposes

Information related to laboratory
samples, tests, imaging and research
associated with a consumer’s
health/wellness

Useful for: ensuring that where possible, clinical
procedure and medication prescribed/dispensed will
not harm the consumer given their allergies

Useful for: understanding what common
diseases/complications a consumer is immune or
prone to and helps design treatment (including
providers’ safety)

Useful for: improving interactions with consumers
(e.g. mental health flags, notification of death),
prompting necessary action and monitoring

Useful for: Understanding the scientific and detailed
diagnosis of a person’s health/wellbeing (where
data exists) in order to help problem identification
and diagnosis. Identifying/avoiding duplicate tests,
and reports

May include: medication allergies, seasonal allergies
(i.e. pollen during spring), materials (e.g. certain
materials used in syringes), bee stings, food allergies

May include: vaccination names, types and dates
(including due dates for repeats), administration
method and provider details

May include: changes in a consumer’s condition,
existence of a mental or sexual health record,
availability of other existing records (e.g. ACC),
enrolment status in other programs (e.g. Well Child
or Oral Health), eligibility for services and funding,
safety e.g. dangerous home environment

May include: pathology results such as blood and
tissue samples, lumbar puncture results, hair and
saliva samples, medical imaging, endoscopic reports,
consumer entered diagnostics
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NEED | DATA AND INFORMATION TYPES
From our exploration, we sought to understand what type of information was important in addressing needs and gaps (contd.)

CARE PLAN

TRANSFER OF CARE

SOCIAL / ENVIRONMENTAL

A planned set of directions that have
been co-created to help consumers and
their carers/whānau address a
consumer’s specific health and
wellbeing needs, and supporting care
co-ordination across different speciality
and care providers

Documents or artefacts associated
with the transfer/continuity of care
moving from one care setting to
another

Contextual social or environmental
information that could help inform or
add to more holistic and timely view of
a consumers changing needs

May include: shared health documents, discharge
summaries, birth summaries, referrals, event
summaries, specialist letters

May include: notes on a consumer’s living conditions such
as home, socioeconomic, observations and warning signs
from home visits and conversations

May include: maternity, dental, diabetes, complex
conditions, palliative, aged residential and Allied Health
created care plan; action plans; and follow-up plans,
progress notes and outcomes
Useful For: providing meaningful ways to improve
consumer’s wellbeing through shared communication
with providers, coordinating care, monitoring progress
and condition management, improving the health literacy
of consumers and their carers

Useful for: ensuring consumer doesn’t have to
repeat their health story and clinicians understand
the reason, medical diagnosis and justification for
transferring care from one setting to another

Useful For: understanding the other contributors to an
individual’s health/wellbeing that could help identify root
causes prompting appropriate actions and referring or
recommending consumer to relevant supporting services

“

When you suffer acute
unwellness you’re suddenly in
an alien landscape, and yet the
people you interact with are
completely dependent on you
for information.

”

Consumer, Interviews

SECTION TWO:
OPPORTUNITY

By reimagining the
scenarios, we
As discussed
replace image
with
explored
how an EHR
image of Scenario
with info gap
–green
could
support better
cards
health outcomes and
wellbeing
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OPPORTUNITY | OVERVIEW

Each reimagined scenario explored the future experience
from three different angles
To build out these future EHR-enabled experiences and illustrative
concepts, we reimagined the scenarios based on the following
assumptions:
• Privacy and access are in the consumer’s control and proper
access could be given when necessary

1. Potential Future Community Experience
How could an EHR improve the experience for
consumers and their broader support network –
family, whānau, community?

• All information types are available and accessible by way of
the EHR
• All technical limitations have been overcome in order for these
scenarios to work
• Users have health literacy and technical literacy at levels
necessary to interact with the information and potential
solutions integrated into the EHR
• Information interactions are legible, contextual, and
meaningful compared to the paper-based information that is
prevalent in current experiences
• A cultural shift has minimised the barriers between disciplines
and enabled an wellness ecosystem inclusive of the consumer
and their whānau

2. Potential Future Provider Experience
How could an EHR improve the experience for both clinical
and non-clinical providers?

3. Illustrative concepts that could be enabled by
an EHR
What are some services, apps, and other ideas that could
be enabled by an EHR to improve the experience for
consumers, carers, providers and planners?
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RAEWYN | MOTHER & CHILD

Potential Future Community Experience
FAMILY / WHĀNAU

AUNTIE

Members of Raewyn’s
whānau notice that she is
struggling with possible
post-natal depression and
a Kaumātua refers her to
a support group at her
local community centre.

RAEWYN
RAEWYN

RAEWYN
AUNTIE
Raewyn's auntie is able to
help to keep her on track.
She can see if Raewyn has
missed an appointment or
if she reaches a milestone.

RAEWYN & BABY

Raewyn captures her
information including age,
ethnicity and health
status into Smart Start
and starts planning. She
downloads an app which
provides access to a range
of relevant services using
information from Smart
Start and her EHR history
and preferences.

Raewyn shares her
appointment schedule
with her auntie through
the maternity app so that
she can help her get to
appointments.

ANTENATAL

Raewyn's health journey
and personal history is
recorded to save her
repeating herself with
every appointment. She
has control over who can
and cannot access her
story and participate in
her Care Team.

Raewyn is able to capture
relevant cultural
information in her baby's
Well Child record. Using
the app she can see how
the baby's details are
recorded and raise any
concerns. The collective
needs of Raewyn and her
baby are used to provide
access to social and
community services.

BIRTH

Raewyn is able to record
and keep track of her
son's health, ensuring he
is getting the right
immunisations and
checks.

POST-NATAL

CHILD UNTIL 3YO
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RAEWYN | MOTHER & CHILD

Potential Future Provider Experience
ANTENATAL

BIRTH

POST-NATAL

CHILD UNTIL 3YO

EHR & Care Plans enable
consistent view for all
providers as Raewyn is
transitioning between
contexts.

MIDWIFE
GP
GP / WELL CHILD
PROVIDER

PHARMACIST
The local pharmacist has
access to Raewyn's high
level medical and social
information. Noting she is
anxious the pharmacist
refers her to Smart Start.

RAEWYN’S
CARE TEAM
Raewyn's Care Team
ensures she is seeing the
right care provider during
her pregnancy. They
discuss her plan together
confirming and making
updates if circumstances
changes.

111 CLINICAL HUB
During the pregnancy
should Raewyn
experience an acute
episode requiring urgent
after hours care, the
response and treatment
will be informed by her
care plan and her care
team notified.

The midwife adds the
birth, baby's height,
weight, and ethnicity into
a Well Child record via her
tablet. This starts a
Wellness Record for the
child in context of his
whānau's wellness story.

COMMUNITY PROVIDER
Raewyn's GP is notified
automatically of the birth
and can access the birth
summary via their own
patient system.

COMMUNITY NURSE
Raewyn and her child are supported medically
and mentally post-birth. A community nurse
visits and also makes note of her living
conditions which are noisy and damp.

A local community based
provider engages to
support Raewyn with her
post-natal depression in
conjunction with her
auntie. Raewyn is able to
see the referral and that it
has been received.
Together they create a
Whānau Ora plan for
Raewyn and her children.

Raewyn's GP and Well
Child Provider are able to
check via EHR linked to
their systems that
Raewyn's son is receiving
the right immunisations
and checks.
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RAEWYN | MOTHER & CHILD

Illustrative Concepts

COMMUNITY

TRUSTED WEB RESOURCES

PROVIDER
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Raewyn accesses an approved
database of trusted web
resources that are relevant to her
situation. Raewyn's needs are
captured and used to recommend
local Well Child providers and
other support, including linking
Raewyn with other pregnant
women who want to connect in
her area.

WHĀNAU ORA APP
MOBILE ACCESS APPROVAL

Raewyn is able to nominate who
can access her record, when, and
for what purpose. When a
provider requests access Raewyn
is notified and can choose to
approve or decline access.

TAMARIKI ORA APP

Raewyn accesses an app which
links to Child Wellness record
created by the midwife and links
to checks and immunisations as
well as relevant services from her
WCTO provider.

Raewyn and her auntie contribute
to a wellness plan for the family
and have access to relevant
information sources (based on
demographics and history, as well
as that of the children), allowing
access to family / whānau,
navigators and providers.

MY CARE TEAM

MY CARE PLAN

REFERRAL

UPDATE NOTIFICATIONS

Raewyn can access and maintain a
complete list of her care team
allowing her to have oversight of
her health journey and ensure
those supporting her and baby’s
wellness are included.

Raewyn is able to view relevant
points from the birth of her first
child with her care team, and
create a Care Plan.

Clinicians and other providers are
able to easily refer Raewyn based
on her needs, preferences,
culture, circumstances, location
and eligibility to a range of
suitable services available across
the wellness ecosystem.

Raewyn's GP is able to see that
her EHR has been updated since
her last visit.
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NIKO | OUT OF REGION HOSPITALISATION

Potential Future Community Experience

FAMILY / WHĀNAU

NIKO
NIKO

FAMILY / WHĀNAU

Through Niko's Care Plan,
the family have access to
Niko’s current medication,
why he is taking them,
and what the risk of not
taking them is.

Niko is able to look up his
current medication list
through an app on his
phone, and share with the
pharmacist.

PREPARATION

ALLERGIC REACTION

The Whānau are able to
see Niko's progress and
ensures he is keeping up
with his Care Plan.
Whilst recovering Niko
adds context to his Care
Plan by attaching a photo
of the reduced swelling.
His GP is able to keep in
touch with his progress
remotely.

HOSPITALISATION &
DISCHARGE

FOLLOW-UP CARE
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NIKO | OUT OF REGION HOSPITALISATION

Potential Future Provider Experience
PREPARATION

GP

HOSPITALISATION &
DISCHARGE

ALLERGIC REACTION

PHARMACIST

Niko discusses his
upcoming trip with his GP
who ensures his medical
details are up-to-date in
the EHR. Niko has an
existing electronic Care
Plan.

FOLLOW-UP CARE

GP

GP

Upon Niko's discharge his
GP is able to see the notes
and transfer of care
summary against Niko's
Care Plan. During the teleconsultation the GP
updates his Care Plan and
prescribes medications for
the remainder of the trip
and books a face-to-face
appointment on his
return.

Niko works with his GP to
review his Care Plan.
Upon his return the Care
Plan is shared with the
community nurse.

HEALTHLINE
EMERGENCY
DEPARTMENT

The pharmacist checks
Niko’s medication and is
alerted of allergy
information as well as
noting the conditions and
role that the meds play in
his Care Plan. Based on
what is prescribed the
pharmacist is able to
dispense a 72hr
emergency supply of his
medicines and his EHR is
updated.

Healthline is able to
access Niko’s current
meds and allergies, and
direct him to primary care
if possible.
----------------Niko’s EHR is updated and
his GP is notified of the
incident.

ED clinicians treat Niko
based on access to
existing medical and
surgical history.
----------------Upon discharge Niko’s
EHR is updated with a
transfer of care summary
and his GP is notified.
They assist Niko to book
an appointment with his
GP for a tele-consultation.
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NIKO | OUT OF REGION HOSPITALISATION

Illustrative Concepts

'SIRI' FOR HEALTH
MOBILE HEALTH RECORD APP

COMMUNITY

FAMILY & WHĀNAU
NOTIFICATIONS

PROVIDER
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Niko's family and whānau receive
notifications about what
medications he can and cannot
take. They are notified of
conditions that put them at a
hereditary risk.

Niko is able to view and interact
with his EHR via a mobile app. This
allows him to input his own data
about adverse reactions and
observe changes to his med list in
real-time.

MEDICATION CONFLICT ALERTS

SHARED CARE PLAN

Upon dispensing medication the
pharmacist will be alerted of
potential interactions with the
consumers existing medications,
or if they have any specific
allergies or intolerances.

Niko's Care Plan can be shared
across providers, with his
permission, allowing others to
contribute to his health story.

Niko can access an app on his
device that will provide userfriendly advice by accessing his
EHR in the background. The app
can provide both visual and
auditory information to assist
those with vision / auditory
impairments.

SOCIAL MEDIA STYLE HEALTH
UPDATES
Niko is able to communicate his
health story with family and
friends. This would let him share
relevant info, post updates from
recent appointments, etc.
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TOM | CHRONIC & COMPLEX

Potential Future Community Experience
FAMILY /
WHĀNAU

TOM

Tom's schedule is
populated with his
upcoming appointments
and is viewable on his
mobile app.

TOM

TOM & FAMILY /
WHĀNAU

FAMILY /
WHĀNAU

FAMILY /
WHĀNAU

Tom provides access for
his whānau to check the
changes to his Care Plan
through an app that links
to the EHR, and help him
stay on track with his
appointments.

Tom’s whānau is able to is
able to see the care plan
and monitor his progress.

CARE PLANNING

Tom checks the links on
his computer for the
stretches his physio
prescribed for him as part
of his Care Plan, specialist
letter and referral.

COORDINATING CARE

Tom can share via an app
his medicines and when
he needs to take them
with his family and
whānau and they can
keep an eye on if he is
taking them at the right
time. An app can also
notify Tom during the day
when to take his
medicines.

CHANGE IN CIRCUMSTANCES

FAMILY /
WHĀNAU
The whānau is notified
and able to see on the
patient portal that Tom
has had an accident and
that his Care Plan has
changed.

Tom's family see the
qualitative information
left by the Alcohol
Helpline on the EHR and
regularly contacts Tom.

ONGOING CARE
DELIVERY
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TOM | CHRONIC & COMPLEX

Potential Future Provider Experience
CHANGE IN CIRCUMSTANCES
CARE PLANNING

COORDINATING CARE

ONGOING CARE
DELIVERY

GP

ACC
An ACC care manager is
notified early of Tom's
accident and arranges to
provide access to more
intensive support.

PHARMACIST

Tom's GP uses the EHR to
develop a unified care
plan across all of his
various providers. The ereferral letter is synced
with Tom's EHR so he can
see if the physio has
accepted it.

COMMUNITY
NURSE
PHYSIO
A physio receives and
accepts the referral
electronically from the GP
Tom's local pharmacist is
and updates Tom's Care
notified of Tom's
Plan with treatment,
medication requirements,
future appointments and
ordering in as necessary,
goals via the desktop app
and sets up alerts for Tom
linked to the EHR.
to know when his script
expires. The pharmacist Tom's GP can see that the
contributes to the
physio has received and
medications management
accepted his referral.
plan and adds detail
about when he must take
his meds, with a meal etc.

PHYSIO

GP
HELPLINE

Tom's physio updates the
Care Plan to communicate
his new exercise and
Tom's GP is notified of the
stretch routine.
incident upon
hospitalisation and
transfer of care, and holds
a tele-consultation with
DIETITIAN
COMMUNITY
Tom and a
NURSE
multidisciplinary
team
to
Tom's community nurse
redesign his Care Plan. The community nurse
engages a dietician who
helps Tom with the aid of
helps Tom apply his new
an app, to make food
exercise routine found on
choices to help maintain
his plan, via the tablet she
his glucose levels
uses. She leaves notes for
the GP about changes to
Tom's meds dosage to
better manage his change
in circumstance.

Tom's community nurse
notes information about
Tom's home environment
and that Tom is coping
well.

COMMUNITY
NURSE

The provider makes
qualitative notes about
the call with Tom, and
leaves notes on his Care
Plan. Noting the role of
the family in the Care Plan
the provider highlights
that Tom needs more
regular contact.

The community nurse
notes Tom's home
environment and that his
family are struggling to
support him and
changes his referral to a
service that can provide
regular visits to support
his basic needs.
GP

Upon seeing notes left by the
Alcohol Helpline, after a
period of 'no shows' Tom's GP
proactively contacts Tom and
works with him to adjust his
Care Plan, bringing in a
community service provider.
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TOM | CHRONIC & COMPLEX

Illustrative Concepts

TELEHEALTH APPOINTMENTS
Tom would be able to hold
appointments remotely with all of
his providers. Alongside existing
tele-health Tom would be able to
upload photos to assist with
diagnosis etc.

COMMUNITY

CARE PLAN ADVISOR SERVICE

PROVIDER

41

A service that would help Tom
'connect the dots’. It would
highlight potential gaps in service
provision to support his care plan,
goals and objectives helping him
find the right services that are
available to him if needed.

EXERCISE TRAINING APP
Tom is able to view a range of
exercises prescribed to him by his
physiotherapist. The app sends
him notifications if he hasn't
completed his routine this week
and is rewarded when he does.

DAILY VITALS MONITORING APP

Tom is able to update his EHR
linked app with daily blood
glucose readings and vitals.

COMMUNITY PEER PARTNER

Tom is able to discover and
connect with someone local to
him that has also had complex
health issues in the past. He is
able to share his progress with
them and learn from their
progress. "There is still hope"

CARE PLAN APP

PHARMACY APP

PHYSIO REFERRAL APP

PATIENT INTERACTION REGISTER

Tom is able to monitor his
progress against his health goals.
His GP sends him positive
feedback on his progress, letting
him know he's doing the right
thing. He receives reminders
every 6 months, asking if he'd like
to update his care plan.

Tom's local pharmacist is able to
view Tom's medications list as it's
updated by his GP, allowing him
to understand what he must
stock, and why Tom is taking
them. He is able to contact other
providers directly about Tom,
raising potential flags if needed.

Tom's physio prescribes exercises
that Tom is able to access on his
training app. He is able to enter
notes from recent appointments
and set goals for the next
appointment.

Tom's GP is able to see which
providers and services Tom has
been using, and of them what
information have they been
accessing.
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JOSEPH | AGED CARE

Potential Future Community Experience
JOSEPH
FAMILY

FAMILY
Joseph's family are
informed of his diagnosis
and are able to confirm
details on his EHR. Using
shortlist of providers, the
family start to plan
ongoing care options and
engage in home support.

FAMILY
LOCAL
CHURCH

Joseph is able to view his
medication list on his
smart TV which explains
the dose and purpose of
each. He reviews his Care
Plan when he sees a new
provider, adds care
directions and
preferences. Joseph
nominates family and
church members who can
access his Care Plan.

Approved members of the
local church are able to
see when Joseph's
appointments are, so that
they can plan their visits
around them.

IN-HOME CARE

LOCAL CHURCH
& FAMILY

Joseph's family access his
appointment schedule via
the portal to coordinate
his attendance. They stay
on top of his condition by
accessing high level notes
from his appointments.

Members of Joseph's
defined care team are
notified which hospital
Joseph is admitted to and
are able to see any
change in condition
throughout his
admittance through notes
shared within EMR and
made available to the
EHR.

AMBULATORY CARE

JOSEPH
Following a discussion
with his family Joseph is
able to update details
relating to his Advanced
Care Plan so that
providers know how to
deal with Joseph in
certain instances and who
to contact in the first
instance.

HOSPITALISATION

JOSEPH
& FAMILY

The family are able to
check updates on Joseph's
With the support of their
condition left by his
GP the family review
carers.
Joseph’s care needs and
agree together how they
will proceed. Given
Joseph’s deterioration of
overall wellbeing and
added care needs, they
agree he will not be able
to stay at home.

RESIDENTIAL &
PALLIATIVE CARE
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JOSEPH | AGED CARE

Potential Future Provider Experience
IN-HOME CARE

GP

RESIDENTIAL &
PALLIATIVE CARE

HOSPITALISATION

AMBULATORY CARE

GP

Joseph's GP enters the
Care Plan into the clinical
system that links to the
EHR for other providers
and his family to access.
Providers are chosen by
their proximity and
Joseph's preferential
criteria.

GP
Joseph's GP can view the
transfer of care summary
electronically in his PMS
via the EHR. Post surgery,
the GP works with Joseph
and the family to update
Joseph's care plan and
capture an Advanced Care
Plan.

AMBULANCE

PHARMACIST

Joseph's GP is alerted to
The community
the incident, what his
pharmacist notes Joseph's
condition is, and which
complex suite of
hospital he is being sent ORTHOPAEDIC
medications, monitoring Joseph's medical bracelet
UNIT
to.
sends his location and
his medications list for
EMERGENCY
demographic
information
Prior to surgery, clinicians
updates or changes. She
DEPARTMENT
check Joseph's health
confirms with her supplier to the ambulance. The
ambulance team check
story to identify allergies,
that stocks are
ED staff are alerted of
surgery history etc. Post
maintained at their end. provider pain medication Joseph’s pending arrival,
and hospital capacity,
surgery they update the
monitor his condition in
forwarding on medical
current Care Plan with
the ambulance, and
data from the ambulance
changes for consideration
prepare for Joseph's
system to the emergency
by GP, that would help
handover while
department information
manage
Joseph's post-op
understanding his medical
system.
rehab.
history, medication list,
and care plan via the EMR
linked to the EHR.

ACC
ACC is notified of Joseph's
incident, hospitalisation,
and treatment as it's
identified Joseph qualifies
for subsidised treatment.
The ACC care manager is
included in Care Planning
for transition from
hospital and ensures
appropriate funding for
in-home support.

RESIDENTIAL /
PALLIATIVE CARERS
Between residential and
palliative care, Joseph's
carers utilise his Care Plan
to deliver service
consistent with his wishes
and requirements.
IN-HOME
SUPPORT

The in-home support staff
note that Joseph isn't
coping and his needs are
beyond what can be
provided by the family
and their community.
They update a needs
assessment which is
shared with the GP and
Joseph's family.
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JOSEPH | AGED CARE

Illustrative Concepts

COMMUNITY

SHARED CALENDAR

PROVIDER
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Visits by community and other
providers are considered while
Joseph is in hospital as they are
notified.

END-OF-LIFE WHĀNAU SUPPORT
Support services (advice-lines,
support groups, etc.) are made
available to the family and
whānau as Joseph moves into the
final stages of his life.

DIGITAL WELLNESS PASSPORT

'CHOOSE + BOOK' SERVICE APP

Joseph has access to his most
important health information via
any connected device. This allows
him to share his story (incl. his
demographic info and
preferences) with anyone he
chooses, with confidence that the
information is current and
accurate.

Joseph and his family can see an
overview of all of his prescribed
provider types, allowing the family
to identify gaps, choose new
providers, and book
appointments. It is able to suggest
suitable providers based on
Joseph's medical requirements,
preferences, location and culture.

TEMPLATE CARE PLAN

MEDILERT DATA CAPSULE

MULTILINGUAL SUPPORT

HOSPITAL ADMISSION ALERT

The GP accesses a template plan
that's populated with Joseph's
details automatically. This
includes a workflow to ensure
information is captured and
shared where necessary.

Joseph's medilert bracelet is
connected to his EHR, so that in
the case of an emergency his
information can be seen instantly
by the providers treating him.
They would be able to see his GPS
location etc.

If Joseph needs an interpreter this
is flagged and the resource is
notified based on their location
and availability.

Joseph's GP receives real-time
alerts if Joseph is admitted to
hospital.

APPOINTMENT ALERTS
Joseph and his family receive
alerts for upcoming appointments
linked to his Care Plan. The alerts
recommend transport methods to
assist Joseph getting to his
appointment and what he will
need to bring with him.

NEEDS ASSESSMENT
The needs assessment is used to
filter available services that are
suitable for Joseph, highlighting
options and supporting the
decision.
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AMY | WELLNESS

Through Amy (Joseph’s niece), we explored opportunities to support
wellness and those who don’t interact regularly with the health system
SUPPORT MY HEALTH GOALS

MY GENETICS

Amy’s information could link to other
apps, devices and services that help her
achieve her health goals at different life
stages (e.g. pregnancy planning, weight
management, fitness tracking).

Emerging genetic information could be
used to support risk profiling Amy’s
predisposition to different conditions.
Amy could use this information to help
her manage her lifestyle as a preventative
measure.

Proactive Health Management – As a
healthy young person, Amy could have
access to information as well as apps and
services which help her proactively
manage her health as she gets older.

SEAMLESS SHARING
If Amy applies to any
organisation (e.g.
university degree in
nursing, army/navy) that
requires medical
information, she could
easily transfer accurate
information.

Health Status – Amy would
be able to access or share
information around her
immunisations, blood type,
donor status, allergies, and
medications. In addition she
might receive alerts for
check ups.

Wellness Providers – Providers who might be
in Amy’s wellness team (e.g. health insurers,
dentists, Allied & Alternative Health, Physio,
Family Planning, ACC case manager) would be
able to access information which would allow
them to personalise / tailor services to her.

MY WELLNESS TEAM Amy’s
Health Insurer is able to
recommend her a discounted
premium based on her wellness
information.

MANAGE MY WHĀNAU

Whānau / Family – Amy is able to view
information related to her whānau,
including ancestry and family history, as
well as care plans and appointments.

Record My Preferences– Amy is able to
flexibly manage access and privacy around
her information. She would also be able to
specify other preferences such as
language, channel for communication (e.g.
mobile or email), as well as any directives
she has for the future.

Demographics – Providers would be able
to view Amy’s key demographic
information, including her NHI, next of kin,
address, ethnicity, and enrolment and
eligibility for services.

Amy is able to view members of her
whānau’s care plans (e.g. Joseph’s) and
when they have appointments. If she is
given the appropriate permissions, she
would be able to add her own
annotations and share Joseph’s
information with others. This can help
her better support Joseph’s health
needs.

HEALTH PASSPORT APP
Amy has an easy way to view, update,
and record her preferences around how
she wants to be interacted with if she
ever has to engage with the health
system. The ease in which she is able to
do this may encourage her to think
ahead.

EMERGENCY INFO
If Amy ever presented in an
unresponsive state the
Emergency Department would
be able to quickly identify her
and contact those closest to her.

Combined Whānau / Family Health –
Providers are able to have a whānau
view of health and wellness, enabling
them to deliver more holistic, whānaucentred care

“

Wherever I am should be
where my information is.
Consumer, Interviews

”

SECTION THREE:
GUIDING THE WAY FORWARD

The interviews and workshops have
also shaped principles that guide
As discussed
replace image
with
what
an EHR enabled experience
image of Scenario
with info gap
–green look and feel like for
should
cards
consumers, carers, and providers
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GUIDING THE WAY FORWARD | OVERVIEW OF EXPERIENCE PRINCIPLES

These principles have been grouped around four themes that have
emerged from the work done
PEOPLE ARE WHOLE

AGENCY

USABILITY

TRUST

How can an EHR enhance or leverage a
broader network of care providers and
supports to enable better health and
wellness?

How could an EHR give consumers a
sense of agency and choice in the
management of their health and
wellness?

What would make the information on
an EHR usable for consumers, carers,
and health providers?

How can we ensure that consumers,
carers, and providers trust the way an
EHR handles information?

1. A holistic view of my needs and context
Enabling me and my wellness team to have
visibility over what my situation is, and what
both my clinical and non-clinical needs are

4. Helps me tell my story
Enabling consumers to capture their own
personal preferences and experiences,
including what is culturally relevant to them

7. Understandable by everyone
Presenting information in a way different
users can understand

11. Security
Managing the permissions and restrictions
around access of data in a way that reassures
consumers and providers

2. Help me co-ordinate my wellness team
Make it easier for me to manage and
co-ordinate multiple providers and people

5. Include those who matter to me
Allowing consumers to include both their care
team, as well as their family, whānau and
wider supports

3. Help my wellness team co-ordinate around
me
Make it easier for my care and wellness team to
co-ordinate and build relationships with each
other

6. Enables me and my wellness team to take
action
Information on an EHR needs to engage and
empower consumers and their carers to take
action or make informed decisions

8. Relevant to different needs
Information needs to be presented and
managed in a way that makes it useful for
different users

9. There when I need it
Information must be as up-to-date as possible
and be accessible when it counts
10. There where I need it
Information must be easy for users to access
in a variety of different environments, care
settings, and geographical locations

12. Accuracy
Ensuring that information is clinically
accurate, but also reflects a consumer’s story
and subjective experiences with an audit trail
of what has changed and by whom
13. Agreement
Ensuring that there is clarity and alignment
around who should have access to what

51

S ERVI C E EXP ERI ENC E BY
D ESI G N

AUG -SEP
2017

2ND ROA D
AC C ENTURE S TRA TEG Y

EXPERIENCE DESIGN PRINCIPLES | PEOPLE ARE WHOLE

How can an EHR enhance or leverage the broader care team to enable
improved heath and wellness?
A holistic view of my needs and context

Help me co-ordinate my wellness team

Help my wellness team co-ordinate around me

Enabling me and my support team to have visibility
over what my situation is, and what both my clinical
and non-clinical needs are

Make it easier for me to manage multiple providers
and people

Make it easier for my care and wellness team to coordinate and build relationships with each other

The way consumers and carers engage with their
information should make it easier for them to manage
the multiple providers and people on their wellness
team. For example, allowing them to easily make
bookings and appointments and organise travel, or
providing them with visibility over all the different people
who contribute to different care plans.

Care and wellness teams will want to be able to easily
and flexibly co-ordinate care around a consumer’s
changing needs and across transfers of care. This will
need to be facilitated by better information exchange
than is available today, shared agreement around who
sees what and why, as well as recognition around the
contributions by members of the team to improved short
and long term outcomes for the consumer and their
whānau.

Information connected through an EHR should support
more holistic delivery of care and referrals to available
services where needed. This may mean enabling both
consumers, their whānau, and a range of clinical and
non-clinical providers to note and update the needs of
the consumer in context of their situation. Consumers
may also want to self-report or share their goals and
outcomes with a wider group of people.
When appropriate, this holistic view can help providers
and planners spot opportunities to support the care of
those around the consumer as well. For example,
through allowing individuals access to collective whānau
data to assess risk for individuals (e.g. genetic,
behavioural, nutritional, abuse)

“

Wellbeing doesn’t just happen in a
medical setting. Social determinants
matter.

”

Provider, Interviews
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EXPERIENCE DESIGN PRINCIPLES | AGENCY

How could an EHR give consumers and carers a sense of agency and choice
in the management of their health and wellness?
Helps me tell my story

Include those who matter to me

Enabling consumers to capture their own personal
preferences and experiences, including what is
culturally relevant to them

Allowing consumers to include both their care team,
as well as their family, whānau and wider supports

This information could include drug preferences or
alternative medicines, as well as preferences on how
consumers prefer to interact with providers (e.g.
language preferences, hearing issues).
In addition to demographic and personal information
such as ethnic background, Iwi name, and family
church, this could also include information for
providers on how the consumer and whānau want to
be engaged with to respect their traditions or status.

With the right measures in place, an EHR needs to
allow consumers to share information (e.g. their
health and wellness goals and outcomes) with the
people who matter to them, like family or whānau.
This could mean functionality like flexible group
privacy controls.

Enables me and my wellness
team to take action
Information on an EHR needs to engage and empower
consumers and their carers to take action or make
informed decisions

It should be easy for consumers and their carers /
whānau to understand why the information they are
engaging with is relevant, and how it influences the
decisions (both clinical and non-clinical) that affect
them. From the way it is presented or engaged with,
consumers and their carers should understand What
does this mean for me, Why should I know this, and
How is this going to help me Live Well, Stay Well, and
Get Well.

“

People need to be
informed enough to ask
questions

Provider, Interviews

”
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EXPERIENCE DESIGN PRINCIPLES | USABILITY

What would make the information on an EHR usable for consumers,
carers, and providers?
Understandable by everyone

Relevant to different needs

There where I need it

There when I need it

Information must be presented in a way
different users can understand

Information needs to be presented and
managed in a way that makes it useful
for different users

Information must be easy for users to
access in a variety of different
environments, care settings, and
geographical locations

Information must be as up-to-date as
possible and be accessible when it
counts

Information needs to be in an
understandable language, taking into
account levels of health literacy, potential
variations in primary language, as well as
visual impairment. Regardless of interface,
services should be able to provide
translations or descriptions in the
appropriate language or in easy-to-read or
audio versions.

Consumers may want non-clinical
information to be stored, but some
providers may not want clinically
unreliable information (e.g. Fitbit data)
cluttering up their view. There is also the
question of how long information should
be held before it become no longer
relevant (this will almost certainly vary by
types of information).

Consumers, carers, and whānau will need
to have easy access to their information
through channels that suit them, such as
mobility or portal access.

Information needs to be timely –
appearing when there is a need for it (e.g.
notifications or flags), or being easily
accessible when consumers or providers
require it.

Providers – both health and social (e.g.
clinical, Allied Health, ACC) – must be able
to easily access information where they
deliver or support care.

“

I want to be able to take a list of
the meds I’m on in a format that
is easy to take around incase I
have to show someone unfamiliar.

Consumer, Interviews

”
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EXPERIENCE DESIGN PRINCIPLES | TRUST

How can we ensure that consumers, carers, and providers trust the way
an EHR handles information?
Security

Accuracy

Agreement

Managing the permissions and restrictions around
access of data in a way that reassures consumers
and providers

Ensuring that information is clinically accurate, but
also reflects a consumer’s story and subjective
experiences

Ensuring that there is clarity and alignment around
who should have access to what

Both the consumer and the provider will need to be reassured that the system is able to keep their
information secure, and that they have appropriate
visibility and control over access to data through the
right permission and restriction mechanisms (e.g.
notifications when someone accesses your record).

Providers will need to feel confident that the
information they are basing decisions on is clinically
accurate, or that it will be possible to flag or resolve
potential inaccuracies.
Consumers need to feel confident that the information
in the record accurately reflects their personal
experience. Consumers should be able to annotate
information they feel is inaccurate rather than simple
change and delete, which could pose safety risks. The
provenance of information and of edits to information
must be preserved and readily accessible.

There needs to be alignment and clarity around what
information is relevant to whom, and in what contexts.
Measures will need to be taken wherever possible to
limit opportunities for confusion between different
groups of people.

“

The consent process needs to be
clear. People want to know how
their information is being shared.

Consumer, Interviews

”
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GUIDING THE WAY FORWARD | DESIGN CONSTRAINTS

These are some of the key design constraints that will
need to be taken into account in the next phase of work
Access Control
Determine how access is requested and approved by
consumers and what default access rights certain personas
have to the consumer’s EHR record
Break Glass Access
What procedures/policies is necessary to override and obtain
access to the EHR record under certain circumstances where
the consumer cannot grant access (i.e. consciousness or
mental capacity)?
Post Mortem
After death, should a consumer’s EHR record and information
persist? If so, how long? Who can access?
Curated vs Data As-Is
Different personas would require different information
‘views’ therefore need to be mindful if the data should be
presented as it is, or curated to suit specific personas/needs
Clinical vs Non-Clinical Data
Clinical information has certain implications from a medical
and legal standpoint and separation of information of clinical
and non-clinical information should be considered

Bottom Up Approach
Design should be done in collaboration and from the
perspective of end users who truly understand the
health/wellness requirements of a consumer (i.e. at whānau
level up)
Whose view is prioritised?
Whose record is prioritised as most accurate when there is
conflicting information? What process would support
resolving this?
Legal Liabilities
What are the legal rights around sharing information and
how it impacts co-ordinated care delivery? Where is legal
liability shared, and where is it discrete at different levels of
care/providers?
Holding Times for Data
How long should information on an EHR be held for? What
are the timeframes?
Auditing Information
What / should there be an auditing process in place around
access and adding consumer-entered or consumer-generated
data (e.g. Is verification needed?). What is the auditing
process for when a consumer wants to change information
they feel is inaccurate?

Supporting Connection
What services or resources are needed to support
communication between those in the health system and
those in the innovation community? (E.g. how will clinicians
with an idea be able to communicate requirements to
developers?)
Level of Supporting Services
How much additional support (e.g. developer tools,
information resources, innovation pathway) is needed to
encourage developers and other third parties to engage?
How will the innovation community gain clarity around the
security requirements necessary to access data (e.g. do they
need clear guidelines around encryption?)
Level of Ecosystem Openness
How open will the ecosystem be (e.g. in terms of data
standards, data modelling, architecture)?

APPENDIX
The process in more detail
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APPENDIX | THE PROCESS IN MORE DETAIL
Information Gap Cards
(‘Green, Yellow, and White
Cards’)
In our workshops we went
through each scenario to
identify gaps and needs.
Following this, we asked
participants to fill in
information cards to fill in
the gaps we identified.

Section One Content
For each stage in the Section
One scenarios, we mapped
the Green cards to different
events that happened in each
of the scenarios.

Idea Cards (‘Orange Cards’)

We asked workshop
participants to share their
ideas for concepts that could
be built on top of an EHR to
improve the experience for
consumers, providers, or
planners.

Section Two Content
For the reimagined scenarios
in Section 2, we grouped the
Orange cards and built out
these initial concepts into
more fleshed out ideas.
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APPENDIX | THE PROCESS IN MORE DETAIL

Rough Prioritisation
Amy’s Scenario
With Amy’s scenario we had
a discussion with participants
on opportunities to improve
wellness

At the end of each workshop
we asked participants to
roughly ‘vote’ with dollar
notes which information type
they thought was the most
important to focus on.

Experience Principles

To get to the experience
principles, we synthesised
everything we had heard,
discussed, and built with
participants throughout the
entire process.

Design Considerations
Throughout the process we
kept track of design
constraints that would need
to be dealt with in the next
phase of work.
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Synthesising the information
cards
We took all the Green cards
participants had created and
started to group them into
information types.
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