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Foreword
The Health of Older People Strategy (Associate Minister of Health and Minister for Disability Issues 
2002) sets out a programme to 2010 for improving health and disability support services for older 
people. The strategy is a government priority and has a vision of older people participating to their 
fullest ability in decisions about their health and wellbeing and in family, whānau and community 
life. Older people are to be supported in this by co-ordinated and responsive health and disability 
support programmes.

In 2002, the Ministry of Health published a statistical reference report for the health of older 
people in New Zealand (Ministry of Health 2002). This report set out what was known about 
older people’s health status, their use of health and disability support services and government 
expenditure on those services. The report also identified limitations and gaps in available 
information.

The Health of Older People Information Strategic Plan is designed to address the gaps highlighted 
in that 2002 report. It also supports implementation of the Health of Older People Strategy by 
providing a clear direction for developments in information systems and structures that need to 
take place by 2010 to ensure a good information base is in place for planning, delivering and 
monitoring health and disability support programmes for older people.

Kathy Spencer 
Deputy Director-General 
Sector Policy Directorate
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Introduction

Background
The New Zealand population is ageing, and this is placing increasing demands on health and 
disability support services. For example, it is estimated that the 1.3 percent of the population 
currently aged 85 and over consume 10 percent of Vote Health expenditure on health and disability 
support services. By 2021, around 2.3 percent of the population will be aged 85 and over and, 
based on current rates of expenditure, will consume around 15 percent of Vote Health service 
expenditure (Ministry of Health 2004b).

The Health of Older People Strategy (Associate Minister of Health and Minister of Health 2002) sets 
out a programme to 2010 to improve health services for older people. The vision for the strategy 
is that older people will participate to their fullest ability in decisions about their health and 
wellbeing and in family, whānau and community life. They are to be supported in such goals by  
co-ordinated and responsive health and disability support programmes.

Three actions in the Health of Older People Strategy relate to information needs.

• Action 1.1 requires the Ministry of Health and District Health Boards (DHBs) to make 
appropriate information about health and support programmes and services available and 
accessible to older people, carers and service providers.

• Action 1.2 relates to service providers and health professionals involving older people, and 
their family, whānau and carers where appropriate, in decisions about their care and support.

• Action 2.3 requires the Ministry of Health, in collaboration with DHBs, to establish a process 
for collecting reliable data to model current and projected demands for services.

As a first step in progressing Action 1.1, the Ministry of Health published a health of older people 
statistical reference report (Ministry of Health 2002). This report set out what was known about 
older people’s health status and service use at the time. It included available information on the 
sociodemographic characteristics of the New Zealand older population; older people’s health 
status; Vote Health expenditure1 on and older people’s utilisation of health and disability support 
services for older people; and expenditure on and older people’s utilisation of ACC services.

The report also identified gaps in information. Many of these gaps have been addressed in work 
programmes or action zones2 in the Health Information Strategy for New Zealand (HIS-NZ) (Health 
Information Strategy Steering Committee, 2005). They include:

• developing a national network strategy to improve the quality and speed of health and 
disability sector communications in order to support collaborative information sharing 
(connectivity)

• improving the accuracy of the National Health Index3 (NHI) as a means of linking episodes 
of an individual’s care across health and disability support services to establish utilisation 
patterns

1  Funding administered by DHBs or the Ministry of Health.

2   An action zone is an area where effort should be focused over the next three to five years to implement the Health 
Information Strategy for New Zealand (HIS-NZ).  Action zones are used to target activity that is needed to improve 
information systems capability within the health and disability sector.

3  The National Health Index (NHI) is a unique person identifier that enables different episodes of care for an individual to 
be linked.
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• developing a national non-admitted patient data collection, which could potentially include 
information from emergency departments, outpatients and community health services not 
captured by existing data collections.

Implementing the above information system action zones and the other nine action zones 
suggested in the Health Information Strategy for New Zealand will also improve data on older 
people’s use of health services. Improving the quality and range of information on disability 
support services for older people is another information gap that needs to be addressed. This 
relates particularly to community-based disability support services.

Relationship with other strategies
In addition to close links with the Health Information Strategy for New Zealand, this Health of 
Older People Information Strategic Plan fits into a network of service, population and information 
strategies operating at both a national and regional level (see Figure 1). A significant number of 
national strategies have been developed in the health and disability sector over the last five years.  
Most have identified information system needs, and some have already developed information 
strategies to address those needs (eg, mental health, child health and national screening). At 
the same time, DHBs have developed information system strategic plans (ISSPs) to meet their 
local needs. Other organisations are doing the same thing. Appendix 1 provides more detailed 
information on the wider information system strategic environment. As other information strategies 
are implemented and data collections improve in scope and quality, they will generate more 
complete information on older people as a population group.

Figure 1: The relationship between the Health of Older People Information 
Strategic Plan and other strategies
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Outline of this information strategic plan
This Health of Older People Information Strategic Plan (the Strategic Plan) has been developed 
in consultation with District Health Boards (DHBs) and service provider representatives through 
national and regional workshops during August and September 2004. It identifies and sets out a 
plan for developing the information infrastructure, systems and services required to plan, deliver 
and monitor health and disability support programmes for older people as a population group. The 
purpose of the Strategic Plan is to ensure that, over time, older people and the services designed 
to meet their health and disability needs have the information and the information systems 
necessary to meet the expectations set out in the Health of Older People Strategy (Associate 
Minister of Health and Minister for Disability Issues 2002).

The Strategic Plan is divided into two sections – section one maps out the strategic direction, while 
section two sets out the work programme needed to implement the plan.
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Section One: The Strategic Direction

Purpose
The purpose of the Health of Older People Information Strategic Plan is:

 ‘To improve health outcomes for older people by ensuring that access to quality information 
is available to older people, their family, whānau and carers and health and disability support 
service providers, funders, planners, and policy makers in a timely manner for effective and 
efficient health decision-making.’

In order to achieve this purpose, a comprehensive, integrated information system must be 
developed that makes it possible to collect information relevant to the health of older people from 
various sources and report it to those who need and want it in such a way that it is timely, accurate 
and complete. Such an information system will need to be developed to take account of changes 
occurring within the current service delivery framework as well as any likely future developments.

The main aim of the Health of Older People Strategy is to develop an integrated approach to health 
and disability support services that is responsive to older people’s varied and changing needs over 
time. This approach is often called an integrated continuum of care. It encourages an increased 
focus on the individual as the centre of care, requiring seamless service delivery models across a 
variety of settings, including hospitals, primary health care services, community health services 
and disability support services. Moreover, these service models are applicable to people of all 
ages with chronic medical conditions.

The devolution of funding for disability support services for older people from the Ministry of 
Health to DHBs has allowed DHBs to explore more efficient and effective ways of providing services 
in their locality based on the integrated continuum of care model.  Increased innovation and 
flexibility to take account of local conditions and circumstances and respond to individual need 
are essential components of implementing the Health of Older People Strategy, but they pose 
significant challenges for the infrastructure and processes needed to support the strategy.

Currently information on older people’s utilisation of health and disability support services is 
fragmented and incomplete. It has been difficult to collect comprehensive information about 
older people and their carers because of the wide range of services that support older people.  
These include health services provided in the primary health care setting, other community-based 
services and hospitals, disability support services in the community and residential care facilities.  
Support services for older people are currently offered by a variety of service providers, including 
DHBs, not-for-profit, for-profit and voluntary organisations. The very fact that there are so many 
sources of information presents challenges for developing a co-ordinated information system 
focused on older people as a population group.

There are also challenges resulting from limited investment in some information systems in the 
past – particularly by community-based health services and needs assessment and other disability 
support services. In addition, the service-based information systems that have been developed 
have not been designed to share information either between service providers or with other data 
collections. As a result, the scope for information sharing is currently limited, even with increasing 
use of the NHI to link health information.

Limitations in current information systems and what needs to be delivered to achieve the purpose 
of this Strategic Plan and to implement the Health of Older People Strategy are summarised in 
Table 1.
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Table 1: The current and desirable future state of information on the health 
of older people

Characteristics of current information systems Characteristics of the desired future information 
system

Limited support at national and local levels for 
a comprehensive disability support information 
system

Strong governance structures and support at Ministry 
of Health and DHB levels

Limited intersectoral information sharing and 
collaboration

Information readily shared across sectors

Focus on episodic care of older people, 
with service-specific record-keeping and 
limited information sharing between health 
professionals and service providers

Focus on integrated continuum of care, with 
information sharing between all relevant health 
professionals and service providers with appropriate 
privacy protections

Limited systems for holistic assessments New systems implemented for comprehensive 
assessments

No capability to capture and track client goals Client goals captured as part of the assessment 
process

Little capability to generate or manage care 
plans

Care plans implemented in consultation with older 
people

Little capability to undertake carer assessments Carer assessments completed

No agreed standards for general practice 
systems sending information to secondary 
health providers

Standards implemented for communicating and 
transmitting health information

Inadequate clinical information captured for 
community services

Clinical information effectively and efficiently 
captured in the community setting

Poor access to clinical information to support 
community services

Community services accessing information when and 
where needed

Limited data on service utilisation and 
expenditure for community support services

Service utilisation and expenditure data on all 
services readily available and accessible

No links between information from service 
delivery systems and survey information, such 
as health and disability status, self care and 
support networks

Service utilisation and survey data sets used to 
develop a more comprehensive picture of the health 
of older people and the respective roles of informal 
networks, health and disability services and other 
services (including the voluntary sector)

No ability to track costs, and limited decision 
support systems within health of older people 
services

Effective and efficient tracking of costs and decision 
support systems within health of older people 
services

Aims
This Strategic Plan aims to:

• extract and collate information on older people from existing data sources and develop routine 
reporting systems on that information

• maximise the gains to be had from progressively implementing the Health Information Strategy 
for New Zealand action zones and other information strategies
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• address limitations and gaps in current information on disability support services for older 
people

• develop the information infrastructure for disability support services for older people, 
particularly in terms of needs assessment, care management and community-based support 
services

• develop the framework for establishing a health of older people national data collection

• build on the existing research base on ageing and older people’s health to gain a better 
understanding of older people’s health status

• build on current information systems to enable older people, their families, whānau, carers 
and the general public to access information on general health issues and services that are 
available

• co-ordinate joint work between the Ministry of Health and DHBs so that local implementation 
can benefit from good practice.

Good, co-ordinated information systems that collect and collate information to support policy 
development, clinical and service decision-making, administration and service monitoring are 
central to improving the effectiveness, efficiency and quality of services that older people use.  
Public access to information about health and disability support services is also crucial for older 
people and their families and whānau because it enables them to make informed decisions about 
self-care and treatment and service options.

The purpose and aims of this strategic plan will be achieved when older people, along with all the 
people who support them – family, whānau, friends and health and disability support workers 
– have the information they need to make informed decisions about the health and service options 
available to older people. This will occur when there are comprehensive interlinked databases 
that enable data sharing across services and agencies, with reporting systems that provide the 
information that is wanted from the data in readily accessible and timely formats that support 
integrated planning and service delivery for older people.

Key information needs
What information is needed and for what purpose?
Information needs to be tailored to different stakeholders’ requirements.

• Health practitioners and service providers need information to facilitate the provision of care at 
the individual client level.

• Service providers, funders, planners and policy makers need information to support service 
development and monitoring and to respond to the changing needs of an ageing population.

• Service users, carers and the public need information to enable them to make informed 
decisions about their health and about treatment and service options.

Any data collection for information on the health of older people must support service delivery by 
acknowledging the elements each stakeholder needs.

Information for health practitioners and service providers
For people whose needs cross service boundaries, the ability for agencies to access and share 
relevant information is a critical element of the continuum of care. The information that is needed 
by health practitioners and service providers must be clearly defined in order to provide safe and 
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effective care, to identify what information needs to be shared and to identify appropriate levels of 
access to such information.

Many community-based health services and disability support services used by older people still 
rely on paper records. This can make it difficult to share information in a timely fashion. Electronic 
health records are well established in hospital-based services and are increasingly being used 
to transmit information between service providers (eg, laboratory results and hospital discharge 
summaries to primary health care practices). Electronic health records are being used more 
and more overseas to co-ordinate care around a particular disease or specific services. Such 
developments enable health practitioners and service providers to develop integrated packages of 
care for people with chronic and complex conditions, many of whom are older people.

Improving health professionals’ access to evidence-based knowledge and decision support 
systems can also improve the quality of care such professionals provide as they work in an 
increasingly diverse service network.

Information system requirements
The most immediate information system developments needed to facilitate care provision are 
developments that:

• streamline data collection and processing systems to provide accurate and timely information, 
particularly for assessment and for community-based disability support services

• set up a common language and data links to support information sharing across professions 
and services, including services provided by non-government organisations (NGOs) and 
private providers

• implement the recommendations of Assessment Processes for Older People (New Zealand 
Guidelines Group 2003), including developing client goals, carer assessments and links to 
care plans.

Longer-term development needs include:

• enabling information from different sources to be linked and integrated to develop 
interprofessional and cross-service electronic care plans

• reviewing and updating care plans

• developing client-focused reporting and analysis, including self-assessment tools, electronic 
care plans and built-in ‘redundancy’ mechanisms to archive data elements that are no longer 
current (eg, pharmaceutical prescriptions)

• developing a quality and safety programme

• enabling access to decision support systems that use information on best practice.

Information for service development and monitoring
Service providers need information about the populations they serve, the services they are 
delivering, the cost of those services and the income received for those services. In addition, 
service providers need information to allow them to benchmark their service against comparable 
services to enable them to configure their services to achieve the best outcomes. Likewise, the 
service funders, DHBs, need information about their populations, the range of services being 
provided, expenditure on those services and how effective the services are at delivering desired 
outcomes, and information to enable them to benchmark their performance against other 
DHBs.  National-level policy makers need information about expenditure, service utilisation and 
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health status as well as monitoring information on DHB performance, in particular, progress on 
implementing the Health of Older People Strategy, to contribute to policy advice.

In an efficient information system, data collected to support the provision of care can be 
progressively aggregated to supply information needed to monitor and improve service provision at 
service, district and national levels.

Information system requirements
The most immediate information system developments needed to support service development 
and monitoring are developments that:

• improve the quality (reliability and comparability) of data already collected

• set up common standards and data sets with clear definitions and consistent purchase units

• regularly access comprehensive service utilisation data

• create efficient and accessible systems for reporting service delivery and financial information 
that meet both district and national needs.

Longer-term development needs include:

• creating systems that allow service and financial data to be easily collected and combined 
from all sectors of the health system, with the ability to attribute service costs to individual 
consumers

• enabling health and wellbeing to be monitored, including developing robust outcome 
measures

• assessing the implications of population ageing

• undertaking cohort analyses to monitor changing health and disability status and service 
utilisation

• setting up intersectoral information sharing and collaboration (eg, around the measurement of 
wellbeing of older people)

• creating a best practice evidence base for service delivery (eg, evidence-based guidelines and 
service evaluations).

Information for service users, carers and the public
Older people, their carers and the public are increasingly using the Internet to gain information 
about options for maintaining and restoring their health. They have rising expectations that the 
information they need to make informed decisions will be readily available in an appropriate 
format. Information is needed at two levels.

• At the population level, people need information about how to maintain a healthy lifestyle or 
change an unhealthy lifestyle.

• At the individual or family/whānau service-user level, people need information to make 
informed decisions about treatment and service options.

Population-level information
At the population level, information is needed on what services are available locally, who may 
access the services and how, and the costs to the user. Some of this information would be 
available in directories about services and support agencies available in the local community.  
Such information should be tailored to the needs of different population groups, including 
vulnerable older people; those with particular health conditions or functional difficulties, such as 
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visual impairments; and people from a wide variety of cultural backgrounds. A range of integrated 
information systems will be required that encompass electronic, paper-based and face-to-face 
communication channels. Key requirements of public health information are that such information 
be accessible, usable and reliable.

Information at the individual service user level 
At the individual service user or family/whānau level, people need sufficient information in an 
understandable format about service and treatment options to enable them to make informed 
decisions and to participate in developing the most appropriate plan for their ongoing treatment, 
care and support.

Information system requirements
The most immediate information system developments needed by service users and the public are 
easily accessible repositories of information about the availability of and how to access services, 
focusing initially on targeted information about specific services, such as needs assessment, 
service co-ordination and residential care.

Longer-term development needs include:

• updateable information to promote healthy lifestyles and wellbeing at a local level

• integrated, client-centred care plans that include client-held records.

The way forward
Services for older people cross the continuum of care, from health promotion to disease prevention 
to primary and community health to hospital treatment and disability support services.

The information needs identified in the previous section can best be met by four work streams that 
build on existing information bases and systems to develop:

• a system to link health records for older people between health practitioners and service 
providers (using a standardised assessment process and integrated client records)

• a system to extract and collate information on the health of older people from existing 
and proposed national data collections (to develop a health of older people national data 
collection)

• a repository of population-based information, such as older people’s health focused analysis 
derived from the New Zealand census, surveys and service evaluations

• an up-to-date collection of older-people-focused public information on healthy lifestyles, local 
directories of health and disability services and how to access them, as well as any policy 
changes (eg, asset testing).

Getting started
This Strategic Plan is ambitious. The work programme developed for it sets out a progressive 
pathway for implementation, beginning with short-term projects that DHBs have identified as 
immediate priorities. Medium- to longer-term projects will be implemented according to priority 
and within available Ministry of Health and DHB funding.
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A good governance and accountability structure that involves representatives of all stakeholders 
who collect and use the information will be essential. It is proposed that implementation of this 
Strategic Plan be managed by the Ministry of Health and DHBs through a joint steering group.  

The steering group would be responsible for overseeing the progressive implementation of this 
Strategic Plan.  This includes prioritising the work to be undertaken, approving the annual work 
programme, considering recommendations from project work and allocating resources.

It is essential that a system and processes be established that will maximise efficiency in collecting 
information and assess the value of any information collected. Key to this will be developing an 
information culture amongst stakeholders so that information is collected and used at all levels 
(client, service, district and national). This will involve: 

• fostering an understanding of the importance of good quality data in providing high quality 
services and achieving good outcomes

• supporting collaboration between service providers and users of the information to minimise 
the burden on service providers and to improve data quality

• establishing processes for agencies to share knowledge and expertise in information 
management to avoid duplication of effort and to enhance the quality of data analysis

• developing clear processes around the management of new information systems to reduce 
implementation and ongoing management costs.

Co-ordinated health records
Primary and secondary health care providers already collect a considerable amount of information 
about individual clients, but the information is not collected in a standardised way and cannot 
be integrated easily. Significant work is needed to align information collected by different service 
providers and to develop electronic data capture and sharing systems across services. Overseas 
experience with developing electronic client health records suggests that it is not practical to 
develop a single physical repository of information that is generated and accessed by multiple 
health practitioners and service providers.

The most successful overseas models use a ‘distributed’ health record, where information 
generated by an individual service remains with that service but can be accessed electronically by 
other service providers. For example, primary health care providers, hospitals, community services 
or residential care providers each maintain their own databases of information but also permit 
other, specified providers to access specified sets of data. These information-sharing protocols 
enable health care providers to draw on a much broader information base to assist decision-
making and to co-ordinate care.

A key first step in developing co-ordinated health records for older people is to develop a 
standardised minimum set of information for older people’s needs assessment that incorporates 
both health and disability support needs. This will provide nationally consistent and comparable 
information on older people’s health and disability needs and agreed packages of support.

The Ministry of Health and DHBs are collaborating on a longer-term project to introduce 
standardised, comprehensive assessment tools that will form the basis of electronic health 
records for older people. Work has already commenced, with several DHBs trialling the InterRAI 
suite of assessment tools for older people. InterRAI uses a series of validated assessment tools 
with consistent terminology, common core elements and a common conceptual basis in a clinical 
approach that emphasises the importance of identifying functional problems (see Appendix 2 for 
more information on InterRAI). The InterRAI trials will be evaluated to assess the feasibility and 
desirability of implementing InterRAI more widely in New Zealand.
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Other long-term work includes developing the information infrastructure to support the 
development of a single, individual-based assessment record that multiple health practitioners 
and service providers can use to support care planning, resource utilisation management and 
outcome measurement. This is also a feature of the InterRAI methodology. Assessment of clients’ 
goal achievement and assessment of carer needs are also included in the InterRAI assessment 
process but need more development.

Developing a health of older people national data collection
A national data collection is either a long-term collection of nationwide data or a reference data set.  
The New Zealand Health Information Service (NZHIS) of the Ministry of Health acts as custodian 
of the data collection on behalf of the health and disability sector. The data collection is used for 
analysis and provides information to improve the service and capabilities of the publicly funded 
health and disability sector. Any proposal for a national data collection has to meet specified 
criteria (see Appendix 3).

Much of the data needed for a national collection on older people’s health is already available 
in existing databases. Figure 2 illustrates how the proposed health of older people national data 
collection would draw on information from a variety of data sources. These include current, service-
based, primary databases, such as inpatient, laboratory and pharmaceutical databases.  They also 
include data collections that:

• are currently in development (eg, the mental health data set)

• are being developed as part of the Health Information Strategy for New Zealand (eg, the non-
admitted patient collection and the primary health care collection)

• will be developed as part of this Strategic Plan (eg, the needs assessment and long-term 
disability support databases, including potential implementation of InterRAI tools).

Information from primary data sources is being extracted, and in some cases combined with other 
data, to develop secondary collections of population-based or condition-specific information.  
These include information on Māori and Pacific peoples’ service use and data on services for 
people with diabetes, as well as data on oral health.
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Figure 2: Information sources for the health of older people national data 
collection

Development of such a data collection requires significant resources (finances, personnel and 
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data quality, ease of access and compatibility with other data sets.

To ensure that the disability support database for older people provides timely and accurate 
information in the short term, the current data collection system needs to be upgraded to improve 
the range and quality of information reported to the CCPS.

Primary data sources Secondary data sources

Health service databases

Current
Inpatient minimum data set

Laboratory database

Pharmacy database

Proposed or potential
Primary health care collection

Mental health dataset

Non-admitted patient
collection (outpatient
and emergency department)

Community health services
database

Disability support service
databases

Partially developed
Long-term residential
care database

Proposed
Needs assessment database

Home support services database

Condition specific
Diabetes

Oral Health

Population
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It is also difficult to extract data from existing information systems to report on service delivery and 
utilisation. While some of the data needed is actually in the system, finding it and presenting it in 
a form that can be analysed and reported on is very time consuming. Work is needed to establish 
procedures for extracting data on a regular basis and developing standard reports that are tailored 
to the needs of the key stakeholder groups (health practitioners, service providers, funders, 
planners and policy makers).

Building a health of older people national data collection
Key steps in developing a health of older people national data collection will be:

• undertaking a gap analysis to identify what information can be extracted from existing data 
sources and what additional information stakeholders will require over the next five years

• formulating a plan that will produce regular reports from current data to show trends

• assessing the feasibility of establishing a health of older people national data collection

• producing a business case to support the capital and operational investment for such a 
collection.

This work will need to consider the following requirements for the data collection.

• A common language for recording service events for older people.

 A national data collection on the health of older people will rely on information systems at 
the service provider and DHB level using a common language. This requires the creation of 
a dictionary of terms relevant to the health of older people. It also requires the support of a 
national assessment tool.

• An information technology infrastructure capability.

 A significant improvement in information technology infrastructure and capabilities (eg, 
hardware, software, training, support and funding) is needed to support the development of a 
health of older people national data collection. This will require:

– a clearly articulated framework for the data collection

– provision for ongoing review and improvement for all information providers

– links across data sets (eg, via NHI to ‘future proof’ data analysis)

– encryption of data for privacy/security.

• A capacity to report on costs and utilisation.

 Understanding the cost of all inputs into client care and support is a key requirement for 
funding and planning. The ability to cost services used by older people and compare the 
overall efficiency of different interventions (eg, intensive home-based support compared with 
residential care) will be constrained by DHBs’ ability to understand the cost of primary and 
secondary level interventions in client care.

 Areas requiring significant work to capture information (particularly at a client level) are:

– developing an agreed national data set for services funded through CCPS

– developing a better data transfer interface between DHB needs assessment and service 
co-ordination services and CCPS so that the quality of the data is improved

– using the NHI number as a common identifier, allowing the integration of all health service 
data for an individual.
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4  A New Zealand Health Survey has been conducted in 1992/93, 1996/97 and 2002/03.

5  Surveys of people with disabilities in households and residential care were conducted in 1996/97 and 2001, and 
another is planned for 2006.

• The capacity to develop client-focused records and reporting.

 Older people and their families and whānau currently receive variable levels and quality of 
information about the older person’s health and their treatment and care plans. Providing 
older people with copies of client-centred records and reports is a key step towards 
empowering older people and their family and whānau to participate in developing and 
implementing treatment and care plans. In addition, it is critical to increase adherence to an 
agreed course of treatment or rehabilitation. To this end, it is important to identify the older 
person’s goals and build the care plan around these goals. Work is needed to address how 
relevant information can be built into the assessment and data capture process.

• The ability to measure health outcomes.

 There is currently little information available on the effectiveness of health interventions. Data 
is needed to measure both system performance and health outcomes for service recipients 
and population groups. The information system needs to be able to support data collection 
and analysis to assess the impact of health interventions on health and disability outcomes.

• The potential for developing intersectoral information sharing and collaboration.

 Information sharing and collaboration across government departments (such as Housing New 
Zealand, Statistics New Zealand, ACC and Work and Income) may assist with integrating care 
planning across all the services older people receive, helping to improve the health outcomes 
of older people as well as allowing for more efficiency in service delivery. A first step would be 
to assess the feasibility of, and privacy considerations related to, linking relevant information 
across government databases.

Population-based information on older people
Much of the information that health practitioners, service providers, funders, planners and policy 
makers need about the health of older people can be derived from individual client and service-
level data. The health of older people national data collection would progressively collate and 
aggregate this data and provide reports tailored to different stakeholders’ needs.

The main limitation of this data is that it only relates to people who access services and usually 
only counts events (eg, visits, types of event or procedure). It does not capture information on older 
people who, for whatever reason, choose not to access mainstream health or disability services. 
It also provides limited information on health or disability status and no information on use of 
services that are not part of the data collection system (such as health and disability support 
services fully paid for by the individual and support received from family, whānau or friends).  
However, valuable supplementary information can be obtained from the New Zealand census and 
from population surveys and service evaluations.

Two periodic surveys are the New Zealand Health Survey4 and the household and residential 
care disability surveys5. These surveys collect information on health and disability status, service 
utilisation and unmet need for services. The disability surveys also provide information on informal 
support and measures related to independence and participation in a person’s community. To 
date, analysis of both sets of data has tended to focus on description (Ministry of Health 2004a, 
2004c). The potential for more in-depth analysis should be explored, particularly as repeat surveys 
allow for changes in analysis over time. For example, the Ministry of Health will be reviewing 
sampling frames for future surveys it commissions to support more in-depth analysis for older age 
groups.
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Valuable information is also available from evaluations of pilot programmes, such as:

• the ASPIRE (Assessment of Services Promoting Independence and Recovery in Elders) 
programme, an evaluation of three community programmes for older people with high and 
complex needs. The results of this programme will be reported on in June 2006

• an evaluation of befriending services commissioned by the Ministry of Health, which reported 
in October 2004.

The Ministry of Social Development, in consultation with other agencies, is currently leading 
work to assess options for improving the capacity and co-ordination of research on ageing in New 
Zealand. This will include identifying research priorities and ensuring current and future data needs 
are met.

Information for older people, their carers and the public
Actual and potential users of services for older people will increasingly expect to be able to easily 
access a range of information, in a variety of forms, to assist them in making decisions about their 
health and about treatment and service options. This will include information and advice about 
general health issues, available through helplines and the Web, and information about what 
services are available locally and how to access such services.

Current sources of information for older people and interested others includes the Carers New 
Zealand website [www.carers.net.nz], the Residential Care Line for people seeking information on 
residential care and a booklet for people considering residential care (Ministry of Health 2005).  
Additional information is available on the Ministry of Health website www.moh.govt.nz

Further work is needed on:

• Reviewing consumer information.

 The type of information available to users of older people’s health services and ease of access 
currently varies across the country. A review is needed to identify gaps and inconsistencies in 
consumer information and to provide a base for developing a more comprehensive information 
system for health service users. As a starting point, the review needs to consider the following 
questions.

– Is the information current and, if so, are there mechanisms to ensure it is kept up to date?

– Is the information easy to read?

– Is the information available in appropriate languages and in suitable formats for those 
with sight problems or who are hard of hearing or who find it difficult to read?

– How widely is the information available? Is it available in places where potential users can 
access it?

• Enhancing access to information.

 Improving access to information may involve developing a directory of services for older 
people, their family and whānau, and the general public. This could include quality indicators.
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Section Two: The Work Programme
Implementing this Strategic Plan is a key action in the Ministry of Health and DHB joint work 
programme to implement the Health of Older People Strategy. Fixing, enhancing and expanding 
current data systems will take time and careful planning if the required result is to be achieved in 
a timely way that makes the most cost-effective use of resources available within the Ministry of 
Health and DHBs. Prioritisation decisions need to be made to determine what needs to be done in 
what order and with what level of investment.

The first step is to establish the governance structure and a Health of Older People Information 
Strategic Plan steering group. The second step is to develop plans to manage the work in each of 
the four work streams that have been identified. Each work stream consists of:

• short-term projects that are either currently underway or are needed to fix data issues that are 
an immediate priority.

• medium- to long-term projects that are more complex but that will build on the short-term 
projects.

 The work programme is outlined below.

Health of Older People Information Strategic Plan work programme

Establish a governance structure.

• The information strategy is a joint DHB/Ministry of Health project.

•       All DHBs and the Ministry of Health are committed to and are actively 

promoting quality data collection and reporting.

• Establish the steering group.

• Develop plans and processes for 

managing the work streams.

Short term (during 2005/06)

Work Stream One Work Stream Two Work Stream Three Work Stream Four

Health of older people 
database: for service delivery 
and health status reporting 

and monitoring

Research information Integrated client-level 
records 

 (for co-ordinating care)

Public health and 
disability support 

information

•    Improve the quality of the 

data coming into CCPS.

Develop a repository 

of relevant research 

and survey data, for 

example:

• New Zealand health 

surveys

• post-census disability 

surveys

• ASPIRE evaluation

• befriending 

evaluation.

• Improve NASCs’ 

reporting of 

assessment data.

• Trial and evaluate 

InterRAI assessment 

tools.

Build on information 

currently available:

• Carers New Zealand 

information network

• Residential Care 

Line

• residential care 

booklet

• dementia residential 

care brochure and 

booklet (October 

2005).

• Streamline the data 

collection into CCPS from 

NASCs.

• Set up routine reports from 

CCPS.

• Develop a planned 

approach to extracting 

and collating data and 

reporting on older people’s 

health and service issues.
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Medium to long term (Business cases during 2005/06 – other dates to be determined by business 
cases)

Work Stream One Work Stream Two Work Stream Three Work Stream Four

Health of older people database: 
for service delivery and health 

status reporting and monitoring

Research information Integrated client-level 
records (for  

co-ordinating care)

Public health and 
service information

Develop a business case to:

• identify stakeholder needs

• identify databases

• identify the potential for 
collecting data from various 
funding streams (including 
ACC):

– Review the potential to 
share information with ACC 
on services

– Review the possibility of 
single assessments

– Review the potential to 
share with other sectors, 
for example, the Ministry of 
Social Development

• establish a national data set 
standard

• establish a data collection 
framework and process

• set out infrastructure 
requirements to support data 
collection (technology, etc)

• identify evidence-based 
outcome performance 
indicators developed for:

– DHB populations

– community programmes

– residential care 
programmes

• identify performance reporting 
mechanisms that are needed 
for:

– community programmes

– residential care programmes

• identify business rules in regard 
to data capture and access

• identify access rules

• generate reports.

• Any work programme 
will depend on 
the results of the 
Ministry of Social 
Development 
review of research 
on ageing in New 
Zealand.

• The results of the 
ASPIRE evaluation 
will give information 
for performance 
indicators for 
community 
programmes.

• Develop client-
focused reporting.

• Trial and evaluate 
a standardised 
national assessment 
tool for older people 
across the health 
system:

– Develop and 
assess a 
model for the 
implementation 
of InterRAI.

• Identify the 
information clients 
wish to receive and 
how.

– Establish a 
format for the 
delivery of client 
information.

Older people:

• Identify 
information 
needs and 
review 
availability of 
and access to 
information.

Carers:

• Identify carers’ 
information 
needs.

• Establish a 
format for 
delivering 
information to 
carers.
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Appendix 1:  
The New Zealand Health Information  
Technology Landscape
This Health of Older People Information Strategic Plan has been developed within the context of 
wider information technology development, including the E-government Strategy and the Health 
Information Strategy for New Zealand (HIS-NZ).

This section outlines the key components of these two strategies.

E-government Strategy
Health and disability information strategies, while having distinctive characteristics and  
purposes, cannot be divorced from the broader government information system environment.   
The Government expects that, as health and disability sector agencies go about implementing  
and managing information strategies to support service planning, delivery and monitoring, they 
will do so in ways that align with, and contribute to, delivering the outcomes being pursued via the 
E-government Strategy. The strategy, and details of key all-of-government initiatives, can be found 
at: www.e-government.govt.nz

A cornerstone of the E-government Strategy is its emphasis on interagency collaboration.  
Collaboration should be occurring in the provision of services (including service integration) and 
in the use of information and technology. The Government is committed to an information strategy 
philosophy of ‘develop/collect/create once, use many times’.

The challenge for the health and disability sector is to identify how e-government and health 
and independence outcomes are related, how key e-government and WAVE6 information system 
initiatives align and how health and disability sector agencies should be participating in such 
initiatives. As a minimum, agencies should be adopting major collaborative frameworks and tools 
such as the e-government interoperability framework, the New Zealand Government Locator Service 
(NZGLS) Metadata Standard and the Web guidelines. They should also consider participating in or 
making use of a wide range of e-government initiatives.

Heath Information Strategy for New Zealand
The Health Information Strategy for New Zealand (HIS-NZ) provides a framework for the health 
and disability sector to make better and more informed decisions about investing in information 
systems (Health Information Strategy Steering Committee 2005). The aim of HIS-NZ is to enable the 
innovative use of information to improve the health and independence of New Zealanders. It builds 
on previous national health information strategies, including the 1996 Health Information Strategy 
for the Year 2000 and the WAVE Project (WAVE Advisory Board 2001).

The HIS-NZ sets specific benchmark targets that are achievable over the next three to five years.  
These targets focus on making gains in linkages between primary and secondary health care, as 
well as improving the overall level of information sharing and collaboration across the health and 
disability sector.

6  The Working to Add Value to E-information (WAVE) report published the findings of a team drawn from a large number 
of players in the New Zealand health and disability sector to survey and analyse the current state of health information 
management in New Zealand in 2001.
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The HIS-NZ identifies six initial priorities.

• Enable secure connections and access to health information for all participating agencies.

• Ensure national systems anchors are in place. These are core systems that provide shared 
data and consistent business processes to the health and disability sector in New Zealand.  
Examples include the National Health Index (NHI) and the Health Provider Index (HPI).

• Create and publish accessible key event summaries. These are high-level, electronic, health 
record components that can be shared and accessed to support safe delivery of care and 
encourage greater co-ordination and integration of health and disability services.

• Broaden the dialogue between primary and secondary health care. This includes expanding 
the level of electronic communication and co-ordination across primary and secondary 
health care, particularly in the areas of referrals, discharges, chronic care and relevant clinical 
reported results.

• Extend the collection of health information to address knowledge gaps in such areas as 
primary health care, referred services and disability.

• Provide safe access to national information/taonga (treasures) – improving access to 
current national taonga within the context of the Health Information Privacy Code to support 
population health and Primary Health Organisation-based activities.

For each of the six priorities, 12 ‘action zones’ provide a focus for implementation planning in the 
health and disability sector over the next three to five years.

• Develop a National Network Strategy to design and implement a national approach to 
connectivity in the health and disability sector (secure broadband) in order to improve the 
quality and speed of communication in the sector.

• Raise awareness of the NHI, improve its accessibility as a unique identifier and improve 
processes to make the NHI more accurate and reduce duplication.

• Continue implementing the HPI so that a unique identifier can be used as a consistent 
reference for health practitioners, agencies and facilities.

• Implement e-Pharmacy, including developing electronic transactions between prescribers 
and pharmacies, improving coding, tracking the dispensing of prescribed pharmaceuticals, 
enabling decision support tools and providing a better basis for monitoring compliance.

• Implement e-Labs to create the ability to monitor and track diagnostic tests from the point of 
ordering to the reviewing of results.

• Develop consistent hospital discharge summaries to support seamless transfer of care 
between hospital and community-based services.

• Increase the capability of information systems to provide decision support for chronic care and 
disease management.

• Develop consistent electronic referrals between service providers. This includes developing a 
standard minimum data set for referrals between providers, focusing initially on implementing 
secondary health care referrals from primary health care services and referrals to community 
service providers.

• Develop a non-admitted patient national data collection, focusing on outpatient data.

• Develop a primary health care national data collection.

• Improve access to existing national information systems so that processes work more 
smoothly and analytical insights are more readily available to the health and disability sector.
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• Implement an anchoring framework  to ‘retro fit’ the NHI and HPI onto the national collections 
and key data sets to improve the ability to link information.

The HIS-NZ identifies a number of structural elements or building guides that need to be 
assembled to use information innovatively to improve the health and independence of New 
Zealanders. These are:

• national connectivity (networks and connections) that supports the movement of information 
between different parties in the health care system

• applications that allow:

– automatic transactions, supporting care and producing useful information as a by-product 
of delivering that care

– creation of a better experience for health care consumers

– reduction of administrative workload

– care providers to spend more time with patients

• national data collections that allow information to be analysed and shared in order to better 
target services that improve outcomes for health care consumers. This would include the key 
identifiers and reference data used to capture transactions.

These structural elements cannot work in isolation and need to be built upon the following 
foundations.

• Standards need to be developed that support the exchange of information, using a common 
language, between providers, government and consumers.

• Relevant privacy and security infrastructures and safeguards need to be set up to ensure that 
the system is trusted,  while at the same time empowering action to improve health outcomes.

Governance is required to lead the construction and management of the structural elements and 
foundations, providing the ‘how’ relative to the ‘what’ of the structural elements and foundations.  
This includes:

• a capital investment framework – the structure to assist and guide public sector investment 
decisions and to ensure transparency in the expenditure of public funds

• an accountability framework – outlining the roles and responsibilities of key organisations 
in the health and disability sector and the legislative and other frameworks that such 
organisations operate in

• a collaboration framework – structures within which all providers work together to reduce 
information system costs.

In addition, the HIS-NZ identifies key building guides that can be used to create working solutions 
and provides the principles for assembling the key structural elements.  
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Recommendations
The HIS-NZ recommends:

1. That a governance group be established with appropriate resources and made accountable for 
providing oversight of HIS-NZ implementation. This group may not necessarily be a new entity 
but will need to:

a ensure wide buy-in to the HIS-NZ through whole of government and all parts of the health 
and disability sector, including community providers

b represent both public and private interests in the health and disability sector

c ensure transparency and co-ordination of the HIS-NZ implementation

d work with the Ministry of Health to facilitate and co-ordinate activity, identify triggers for 
when to refresh the strategy and report to key stakeholders on implementation progress.

2. That planning activities commence for each of the 12 action zones including:

a identifying key constituencies impacted by the action zones

b identifying key tasks required for implementation

c identifying potential funding streams for each action zone

d developing business cases for action zones that require investment, particularly those that 
may require collaborative funding by a number of stakeholders.

3. That the building guides continue to be developed to guide the effective use of information in 
the sector.
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Appendix 2:  
InterRAI

Background
In October 2003, the New Zealand Guidelines Group published a set of evidence-based guidelines, 
Assessment Processes for Older People (APOP Guidelines) (New Zealand Guidelines Group 2003).  
The APOP Guidelines were commissioned as part of the implementation of the Health of Older 
People Strategy to develop an effective and integrated assessment pathway for the health and 
disability needs of New Zealand’s older population.

The 2000 report from the National Health Committee and the consultations on the Health of Older 
People Strategy and the New Zealand Disability Strategy identified that there is an unacceptably 
large gap between current and best assessment practice. This is evident in rising rates of 
preventable hospital admissions, discharges from hospital without support services in place and 
preventable placements in residential care.

The current approaches to assessment in New Zealand are based on professional opinion 
regarding good practice. However, assessment processes are fragmented and variable across 
different services and different regions, there is no consistent data collection or storage, no 
identified, standardised training for assessors and limited co-ordination of services possible as a 
result of assessment.

In spite of several projects aimed at improving assessment, this lack of consistency and 
standardisation has made it impossible to undertake systematic monitoring and evaluation or 
comparison of effectiveness of current assessment processes. Standardisation of assessment 
processes and tools and a standardised database are essential to ensure equity of service, allow 
for evaluation and inform planning for resource allocation.

To address these issues, the APOP Guidelines have made key recommendations that New Zealand 
introduce:

• a standardised assessment process

• a national data set

• a national assessment tool.

Review of tools
The New Zealand Guidelines Group commissioned a comparative review and analysis of the 
leading assessment tools currently available internationally.  As a result of this review, the APOP 
Guidelines identified the InterRAI MDS HC assessment as the tool that would best meet the 
requirements for a standardised assessment process and a national data set.

InterRAI MDS suite of tools
The InterRAI covers a variety of settings:

• MDS Long-term Care (MDS LTC)

• MDS Home Care (MDS HC)

• MDS Acute Care (MDS AC)

• MDS Post Acute Care (MDS PAC)
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• MDS Palliative Care (MDS PC)

• MDS Mental Health (MDS MH) 

• MDS Self-reliance Screener (MDS Screener)

• MDS Assisted Living (MDS AL draft)

• MDS Intellectual Disability (MDS ID draft).

Data from this InterRAI MDS suite of tools forms an integrated health information system that 
supports a continuum of care, linking home and community-based care, long-term care, acute 
care and mental health services. All staff can be trained with the same set of tools, improving data 
integrity and enabling service information to be shared readily. The consistency of information 
promotes integration of services and allows health professionals and planners to monitor and case 
manage the flow of specific types of patients through the entire health care system.

Impact of changes to assessment processes
The InterRAI MDS tools are patient assessment systems that will also enable DHBs to 
comprehensively plan services. As well as being of direct clinical use to frontline staff by providing 
comprehensive assessment and care planning, the InterRAI MDS tools provide the basis for an 
outcome-based assessment of the client’s response to an intervention or programme of care.

This data can be used to identify resource utilisation groups, which can then be used to estimate 
resource use for the development of case-mix systems and short- and long-term planning. As well 
as being able to differentiate between different client groups, the InterRAI MDS tools can predict 
future functioning in older adults.

The InterRAI MDS has been extensively validated and assessed for reliability internationally, with 
the tools being shown to provide consistent client assessments over time and regardless of the 
clinician performing the assessment. The reliability of the InterRAI MDS tools has also been found 
to be similar across cultures and countries.

Therefore, the InterRAI MDS tools can be used to obtain epidemiological data and to examine 
differences in functional abilities and service utilisation across client groups and across cultures, 
facilitating population-based needs assessment and planning of health care services. 

The introduction of the InterRAI MDS would lead to changes in the current assessment structures 
and approaches. Staff from primary through to secondary health care services would need to 
be trained and would be required to use the assessment tool, including the care planning and 
resource utilisation mechanisms. This would require a transition period where new practice and 
ways of thinking would be developed. To maximise the potential of the InterRAI MDS, an electronic 
information system that allowed information to be shared across services would be essential. 

Current situation
Five DHBs are currently trialling the InterRAI MDS Home Care assessment tool with a view to: 

• improving consistency of assessment

• reducing duplication of assessment

• improving the consistency of data collection and reporting

• improving support package planning and delivery

• improving the links between assessments at primary and secondary levels
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• improving the links between funders

• identifying resource requirements

• identifying IT issues

• developing training and credentialling programmes.

Evaluation of the trials is being funded by the Ministry of Health, working with District Health 
Boards of New Zealand (DHBNZ). At the conclusion of the evaluation a decision will be made about 
whether the InterRAI tools will be rolled out nationally.
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Appendix 3:  
Definition of a National Data Collection
A national data collection is either a long-term collection of nationwide data or a reference data 
set, of which the New Zealand Health Information Service (NZHIS) of the Ministry of Health is 
the custodian on behalf of the health and disability sector. A national data collection is used for 
analysis and information provision to improve the service and capabilities of the publicly funded 
health and disability sector.

To qualify as a national data collection and to be sustainable, a collection must conform to all of 
the following criteria and continue to meet those criteria throughout its life.

Strategic alignment:  The data set will be the result of a health or disability strategy accepted by 
the Minister of Health.

Significance:  Formal stewardship: The data set is deemed important enough by its 
stakeholders to warrant formal stewardship.

Formal specification:  The data set is deemed important enough by its stakeholders to warrant 
formal specification (business rules, definitions, quality, access, etc).

Durability:  The data set is intended to be in existence for 20+ years. The data collected 
is not of a transient nature and will be used in ongoing supply or analysis of 
services within the health and disability sector.

Coverage:  The data set contains or is intended to contain data that covers people from 
all geographic regions in New Zealand.

Composition:  The data set will comprise data on one or all of the following:

• health and disability support services activity

• related health and disability support services data (eg, mortality)

• reference data (eg, the HPI and the NHI).

Purpose:  The data set will be used for analysing, planning and co-ordinating health 
and disability services to population groups in New Zealand.

Custodianship:  The collection is held and/or managed on behalf of the health and 
disability sector by the Ministry of Health through NZHIS. This does not 
mean that other organisations will not hold custodial responsibilities, but 
where this happens, it will be under formal contractual agreement with the 
Ministry of Health.

Usage:  The data is intended for the benefit of a wide range of parts of the health 
and disability sector, not specific to a small group.

National funding:  The custodianship of the data set will be funded out of Ministry of Health 
operational budgets. New data sets accepted as national collections will be 
funded through appropriate adjustments to these budgets.  

(National Collections Stewardship Framework)
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