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Welcome to National Shared Care Plan

The Mationhal Shared Care Plan programme has been developed in pathership with the
FHational Health IT Board and the Auckland Regional District Health Boards. The
programme supports the Mational Health IT Board's e-Health vision and the delivery of the
goals of Befter, Jooner, Wore Comienight Health Care.

To grhieve Righ-guality heaith care ahd improve patient safely, Dy 2074 New Zeaianders
will hawvie & core set of peraonal health Information avaifable electronicais to therm and thelr
freatrment providers regardiess of the seffing a5 they sccess health senices.

The Shared Care Plan programime is seeking a collaborative approach with all care
providers supporting peaple with Long Term Conditions, to develop a comprehensive and
coordinated electronic care plan. The care plan will define mutually agreed prokblems,
goals, actions, timeframes and accountahilities for all involved and increase the person's
paticipatian in their care.

Evidence sugoests that patients with long term conditions henefit from a care plan
developed in partnership with their care team and with a person centered view of care, Far
the perzon this will improve coordination of care and communication with their care team,
reduce the numhber of times information is repeated and reduce duplication of
imvestigations ar setvices.
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1 whats the problem? 2

-Patients experience Health System
* Poor coordination &  Inefficiencies (clinicians 1-2
communication hrs/day chasing info)

* Feel disempowered & frustrated Duplication & fragmentation

* Repeat one’s story multiple times Acute, reactive care

» Tests get repeated due to lack of Overloaded ED & hospital services

timely info * Reduced job satisfaction &
» EXxperience errors & fragmented retention issues

care * Very limited integration — DHB to
» Multiple care plans — confusion! community or across DHBs

Chronic Conditions - National Health Committee Repor  t 2007
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ITHealtihBoard National Health IT Strategy

. Patient Vitals

| E-events

| Care Plans
Decision Support

eHealth Vision

To achieve high quality health care and improve patient safety by 2014,
New Zealanders will have a core set of personal health information
available electronically to them and their treatment providers regardless of
the setting as they access health services

Speciality
Systems

— Discharge
ePrescribing



Ty

¢ Together we can
achieve more. -

National Health
Shared Care Plan
Programme
logether we can achieve more

Supporting people to achieve their

best health outcomes, by enabling
the sharing of goal-orientated care
plans, that have been agreed In
partnership with the individual, their
carers and the multidisciplinary care
team.

Vision

ODbjectives

1. To learn about how to do it,
2. Measure the benefits and
3. Understand the barriers
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t a G I a. n C e Together we can achieve more

» Three pilots are underway in the Auckland region to better
manage the care of people with long-term conditions.

 Shared care Is a person-centric approach, which involves all
health professionals that have a role in the patient’s care
working to a common care plan and sharing information
between them.

e Anticipated benefits include:
— Increased patient involvement in managing their care,
— Improved efficiency and better use of health resources,
— productivity and time savings,
— stronger patient relationships,
— Improved safety, and
— better communication.

ITHealthBoard &f2. B¢ (O

-------------- Te Wai Awhirna i Parisaiahin
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High Level Timeline

Oct  Nov Dec Jan1l Feb = Mar @ Apr- Jul | Sep/ | Dec | Jan/

Jun Oct Feb 12
1 2 % 4 B 6 7 8 9,10 11 12
1 Vendor demonstrations
2 Vendor selection endorsement by steering group
3 Implementation Planning Study & Evaluation methodology
4 Decision to proceed to pilot planning and stand up Proof of Concept
5 Proof of Concept goes live, Pilot stakeholder engagement
6 Pilot Definition and vendor contract
iZ Pilot Design, Configuration and Implementation of software
8 Pilot Phase 1
9 Pilot Phase 1 review
10 Pilot Phase 2
11 Pilot end

Evaluation — Jan/Feb 2012

—
b
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Pilot Sites & Services @ ...

8 Primary Healthcare Practices & co-located pharmac  ies
» Hauraki Medical Centre
» West Harbour Medical Centre
* Onewa Rd Doctors
* Grey Lynn Family Medical Centre & Grey Lynn Amcal Pharmacy
* Mount Wellington Family Health Centre
 DrD. de Lacey, Doctors Surgery, Glen Innes
* Mangere Family Doctors & Radius Pharmacy
 Mangere Health Centre & Mangere Health Centre Pharmacy

3 Secondary services involved
« WDHB AIRS Service
« ADHB Heart Failure Service
» CMDHB Gout Service

Interest has been expressed by primary healthcare to extend the pilot to regional
Diabetes, Cardiology and Respiratory Services. These services will be approached
during the pilot and invited to take part.

2 CMDHB Whitiora Diabetes Team members have agreed to join the pilot early-
September. They hold regular clinics at Mangere Health Centre.
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Count

National Shared Care Plan Project - Northern
Region Weekly Usage Stats
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ath July 15th July 22nd July 29th July 5th August 12th August 19th August 26th August
I Total Patient Plans 4 4 4 5 7 10 12 14
I Active Patient Plans 5 ] 1 0 i 3 2 1
Total Patients 7 B 8 9 15 26 30 33
Total Users 16 16 16 58 54 54 54 70
e Active Users G 3 3 G 13 1a 17 1a




Shared Care Plan
Case Study 6:3 e

Mani, moved to Auckland from Fiji in 1987

Suffers from heart failure secondary to
hypertensive damage to his heart valves

His regular GP Dr Nell Hefford enrolled Mani in
the shared care programme

Dr Hefford and Mani work together to identify his
main concerns and create a care plan

Dr Hefford invites Helen McGrinder, a nurse
oractitioner from the Auckland HF service, to be
nart of the care team and asks Helen to review
NS medications
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Joining up the wider healthcare team
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‘:{'ﬁ&gﬁ?ﬂ Home | Patients | RADT  Reports  Configurati P rl m ary Care G P

% Register " Referrals

@ Clinicals @ Care Team =" Messages

BLUE, Light (Mr) ~ Bom 15Feb-1961 (3ly) Sex Male Primary dentfi

Address 16 Massey Road, Mangere, South...  Mobile (Cell Phone) 0212381414 '_ Aliergies or alerts not recorded

@ Overview [ £ Recent Activities I_'&BThis Encounter I E Plans I Mates l W Measurements I }L Diagnosis I " Medications [_C-z Assessments ]

| Active Medications i rEnrrent-Biagnosis— |
— L ——
- , - ‘ - - -
Detail / Dasage Frequency Period Diagnosis Description Onset
/@ril 125mg . . (3550.) Congestive heart failure \
twice daily
( tablet !
spironalactone 25
v tablet at night
o~ B B
ﬂCale Team /ﬁ;ks \ ‘
Mame Details Care Team Role |+ | Add New |5 | Refresh
Hou, Tim GP | Mangere Health Centre Care Coardinatc ® Due Date Subject Assigned To MaduleType
. . Care Team ey
Pauga, Easter Harriet Practice Nurse | Mangere Health Centre Complete inttial
Wb = /7 25Aug 2011 Care Plan and Pauga. Easter
= . Harriet (Internal)
_ _ Care Team provide education
Matthews, Marna Auckland Hospital Memb
chadioical Please conduct
_ Care Team _ » Home Visist in L Matthews, Maria
Doughty, Robert Auckland Hospital Y P o | RSl weel for follow-up ~ (Internal)
Q = | & assessment & care
Review of
)
/  155ep 2011 Medications in 3 ¢ oug_ht;.'. sohat
k {Internal) )
weeks please

Gao to Linked ltem



R o L e e PLIMAN Care Nurse

@ Clinicals @ Care Team —" Messages | Patient Tasks @ Documents R ar 2. Referrals

UE, Light (Mr)

Aa"afmss 16 Massey Road, Mangere, South... :qu‘_fe (Cell Phone) 0212381414 ' | Aﬂé?gia& ar a&ems m‘af necomﬁsd (3
[ G Overview I @ Recent Activities T @ This Encounter Plans Motes I B Measurements T __I_:L Diagnosis T o Medications I el Assessments ]
Plans | Details | Patient Plan

. Problem Notes Due Date
Plan S ary: Congestive Heart Fa

Lifastyle factors and Its hard to do regular 20 minutes of walking Enlist my wifes halp and

Review Li seff-manageament skills | exercize evaryday go walking togathar
| Rt need to work on include evary evening. Keepa
chart on the fridge io
miznitar this.
My knowledge and | dont understand what To be able to manage  Lock at the internet for
undarstanding of my is happening fo me my condition with very  |more information
medications and little medicine informati
Filter by Completed Status treatmeant Read all the i ation

the nurse has given ma
and tfalk to har with any

questions | have.
Mame My main priorty is | feel unweall and short of | To be able to continue Do moderate axercise as
= breathe all the tima my wairk described in my
iZi— = My main prionty s education booklet
=~ Problem:Ifeel unwell and s Take my medications
=+ Goal: To be able to con Weigh myself every
Friday and let tha nursa
— Action: Take my m know if | put on more
than 4 kgs
= ACtiOI‘I‘. []CI moderau: CACILIIT 43 UEILIIACU I Sy CTUULCaELIUN UUunic i Ej M, W W
Action: Weigh myself every Friday and let the nurse know if I put on mare 3 (| X & ¥
than 4 kgs
=~ Lifestyle factors and self-management skills I need ta waork on include 4+ 7 Fl X &W
=i~ Problem: Its hard to do regular exercise + 7 Il X & ¥
(S Goal: 20 minutes of walking evervday 4 7 El Xa¥
L Action: Enlist my wifes halp and go walking taegether every evening. Keep o |l X&9
a chart an the fridge ta monitor this,
= = My knowledge and understanding of my medications and treatment += 7 Fl X &
(=~ Problem:I dont understand what is happening to me £ 7 ] X & W
Q Goal: To be able to manage my condition with very little medicine 4 7 El Xaw
- Action: Read all the information the nurse has given me and talk to her * [ X & ¥
with any questions I have.
- Action: Look at the internet for maore information _/’ Fl Xav
— —: Other &+ 7 IF X & W
williwn i (B | Dama civar | <o
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‘r{,*ﬁéﬁﬁ’ﬂ,ﬂ Home | Patients = RADT  Reports  Configuratic H Ome VISIt - N u rse

| Clinicals ? Care Team =" Messages =] Patient Tasks Documents % Register f.'_j-, Referrals

Born 15.Feh-1961 (50y) S=x Male Primany Idertifier GUM0622

Address 16 Massey Road, Mangere, South...  Mobie (Cell Phope) 021238144 Altergies or alerts not recorded ¥

[ @ Cheerview T 45 Recent Activities ] 45 This Encounter [ E Plans T @'Nntes T o Measurements I _,LJ, Dhagnasis T o Medications T_El Assessments ]

Mew Mote | dew Measurement  Mew Diagnasis Flew Medication Mew Assessment Flew Task |

| Detail | Change History
Summary .
- Crate: 25, Aug 2011 User: Tran One | Patient Note Detail |
Ml Added Weight - 56,00 k
M deled Weig q e —

B Train One on 25 Aug 2011 /

"Saye | | Cancel
Added medication captopnl L2,5 my tablet. -
Prescribed By: - on L7 Aug 201L T
Hote Type

= (Mate Type ertries
sweith this icon will be
sert s a message to
integrated PMS systems)

Weight and other measures are tracking well, see measurements, but
patient is very nauseous|

Prescribed By: Hou, Tim on L7 Aug 20LL

ﬁ‘_ Updated medication spironolactone 25 my tablet,

Added medication sprronalactone 25 myg tablet,
Prescribed By: Hou, Tim on LT Aug 20LL

l‘ggf' Added diagnosis (G531 Congestrve heart failure.
Diagnosed By Hou, Tim, Onset Date: -

Details

Characters remsied

Save | | Cancel




Zisams e e e HOSpPItal Consultant

BLUE, Light (Mr)

Address 16 Massey Road, Mangere, South...  Mabiie (Cali Fhone) 0212381414 Arfergiés oOF alers hot recarded b=

Born 15-Feb-1961 (50y) Sex Male Prirnary {dentifier Gymuszz_l

—
[ G." Chenview ] @Recentﬁlctmties ] 'E‘)Th'rs Encounter [ E Plans I Nl}tes ] 1 Measurements ] ;.J,\ Diagnosis T o Medications T_El Assessments ]
B

<| _Nm NDtiD Mew Measurement Few Diagnaosis Mew Medication

Flew Assessment Mlew Task ‘

Detail Change History

Patient Note Detail |

Summary
- Date: 25, Aug 2011 User: Train One
Added note type Maote - Copy sent ta GP.

b Tram One on 25 Aug 2011 12:38.

Added Werght - 56.00 kg
Bv: Train One an 25 Aug 20LL

B &

Acldee meadication captopnl L15 mg tablet.
Prescribed By: - on L7 Aug 20LL

Updated medication spironolactone 25 my tablet.
Prescribed By: Hou, Tom on LT Aug 2011

Added medication spironolactone 25 mq tablet.
Prescribed By Hou, Tom on LT Aug 2011

R R R

Acldee diagnasis {6580} Congestive heart failure.
Diagnosed By: Hou, Tim, Onset Date: -

Hote Type ate - Copy sentto GF
= [Mote Type entries
with thiz icon will ke

zent as & message to
integrated PMS systems)

Recommend increasing the Spiralactone dasage, and add anti-cho[estroﬂ

Details

Characters remaining: 19

Save | | Cancel
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ﬂl‘ﬂl‘l‘..‘:m%‘&ﬁ'ﬂwﬁtm Haome | Patignt5_| E.MJT

BLUE, Light (Mr)

Reparts Canfiguratic

Adiiress 16 Massey Road, Mangere, South...  Mobile (Celf Phone) 0212381414

Primary GP

@ Clinicals fﬁ" Care Team =" Messages é' Patient Tasl:s % Documents % Reqgister F Referrals

Bom 15-Feb-1961 (50y) Sex Male Primaty (dentiier GUMIG22
- Alfergies or alerts not recordec ¥

| G Overview ) Recent Activities T £ This Encounter T E Plans T Nutes T 4 Measurements 1 ,__[HLDiagnnsis I o Medications T_El Assessments ]

| Active_ﬂl&_dicatiuns

ﬁ;ﬂi' \ Daosage

Frequency

Pertad

(sptmrmla{tnne 104
mg tablet

simvastatin 50 mq
tablet

captapril L5 mg
ablet

twice daily

Care Team

Flame Dietails.

Care Team Rale

One, Train

Matthews, [Mana Auckland Hospital
{ | 11l

Hau, Tim GP | Mangere Health Centre

Pauga, Easter Hariet Practice Murse | Mangere Health Centre

A
Care Team ]

Iember
Care Coordinate =

Care Team
Member

Care Team
B Aasnbar -

|

‘ Current Diagnosis

Diagnosis Description

(Onset Date

{G580.) Cangestive heart failure

‘ Tasks

| | Adel New _—— || Refresh

o
Due Date / ‘Subject

Assigned TN MaduleType

Changed [Meds -
7 F/U ane weel in
; the hame, Review
are Plan

Frovide
f medication
educatian

Pauga, Easter
Harrnet {Internal)

Kumar, Sunil
Internal)

=oto Linkead ltem



O HSAGIobal

[ L e

€-§ Clinicals

éﬂ Care Team

BLUE, Light (Mr)

Adiitess 16 Massey Road, Mangere, South...  Mopile (Cell Phane) 0212381414

Home | Patients = RADT

=" Messages

Reparts

= Patient Tasks

Canfiguratic

@ Dacuments

Pharmacist

== Referrals

% Register

Bom 15-Feb-1961 (30y) Sex Male Primary Identifier GVM0622
Allergies or alerts not recorded ¥

‘ Gl[ Chverview

&) Recent Activities I &) This Encounter T E Plans T Nutes T W Measurements I irl,.-, Diagnasis I o Medications T_El Assessments ]

‘ Active Medications

Detail Dasage Frequency Period
spirenolactane 100
g tablet
simvastatin 80 myg
tablet
captopnl 1.5 my . .
Guhics twice daily
Care Team |
FMame Details Care Team Role
: Care Tearn o
One, Train Meibir
Hau, Tim GP | Mangere Health Centre Care Coardinate =

Pauga, Easter Harriet

Matthews, Mana
Pl

Practice Murse | Mangere Health Centre

Auckland Haspital

Care Team
fember

Care Team
Marabar -

| ¥

| Current Diagnosis

Diagnosis Description Onset Date
(G550} Cangestive heart failure
| Tasks |
|+ | Add New % Refresh
Due Date Subject Assigned To MaduleType
Changed [Meds -
2 F/llane week in Pauga, Easter
” the hame, Review  Harnet (Internal)
Care Plan
» Prnv?de. Kurmar, Sunil
F medicatian
: iInternal)
ecducation

(50 to Linked tem
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Help # Home

®  GVMO0622 BLUE, LIGHT

ED Doctor

No documents were found.

View By | Category ¥/ Look For | 0Oy O [dear]
Patient Details Il Merged NHIs Il
* No Results Found
PATIENT DETAILS
NH GYMO&22 'CCM Proarammes Enrolled
Name
Sex
DoB
Age
Address Shared Care Snapshot Summary
Phone
GP Name
GP Addre
GP Phon Patient Dol Patient ID
|Care Team
[Hame Dol gtz | Pty | Cparsaticen e Toam Hole
NHI Medii it Pt Ltk [ititor | SMllckdumade Hoapile Caim Twisr Ml
W Bl Dt Frar2ioe P b | ok oo Fa ey Doctans [T DT
There are | Im
Chagreomin et Bale |Eragnomis [rwect Uaic
FH Cardorwimeded Swamas|120001 p- - 1wy BT TEEEL]
C¥ Fimk Sssesrnan (5 000} | iicotad cormarepdon (156 A
st (T34 00 Galt moniaaieg (Beul)
Discharge Pk [1377.11) LTt cndz ot e i (BEL {
Chademlon it mome (BT 00 Carrirm - (LT bmvwy (el G0y
FH Diatwten momblom | 1252 00 [P G- (124 1)
Warning
The Clinic:
discharae

{F

% Fab 2177

04 it 20117

|Dute; Time:

Measiurement Type

E‘:‘Ju.hh'.m.m

e o pea i

T30 1 B ring
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P exaitaocins Mo Orivwhioss

__ Patient Portal — My Care Plan

\Weloome Demo Patient

My Shared Care Health Space

g"" About Me

My Tasks [T

<3 My Messages

é’ Wy Care Team

é;‘{ My Conditions

& My Medications

S@> My Care Plan

Demo Patient Date of birth : 02 Awng 1974 HHI : ADX1547

My Care Plan |

Plans | Details

Plan Summary: Demo Plan

[«

Filter by Completed Status Active Only B

Expand All il

Mame ‘ Motes Owner Due Date Complete

=l | Problem: Overweight

l_J— Intervention: Eat more health
= Goal Reduce Weight

' Action: Cantrol Food Intake =
{— Action: Do Exercise

|-— Action: Running every day

= Intervention: Reduce sugar in diet
- Goak Reduce Weight
I Action: Swimming
i: Action: Yoga

Action: Stop Alcohol

[ 4 |TJ [ » || | Pagesize: 50 =

Contact Support | Privacy | Terms of Use

Copyright © 2011 by National Health Shared Care Plan Programme | Powered by HSAGIobal
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Welcome Demo Patient

My Shared Care Health Space

€ iboutme
L)

=

My Tasks

My Messages

My Care Team

My Conditions

My Medications

My Care Plan

Patient Guide

‘Who's Accessed My Record

TN

Demo Patient Date of birth : 02 Aug 1974 NHI : ADX1547
About Me

Patient Demo Patient DoB 02 Aug 1974 Patient ID  ADX1547

ICare Team

Name Designation | Facility | Organisation Care Team Role

Caldwell, Jennifer Lead Caregiver

Baker, OrJ G GP

Diagnoses

IDiagnosis Onset Date [Diagnosis Onset Date

Congestive Heart Failure 04 Jul 2011 IDiabetes 30 Mar 2004

iAllergies and Alerts

\Active Medications Record

Medication Description Dosage Freguency Period Prescribed By
Date
Prescribed

laidactone (spirenolactone 25 mg) tablet: fim-coated, One time daily 26 Jul2011

1 tablet

Frusid {frusemide 40 mg) tablet One time daily 23 Aug 2011

ilkacent Measurements

)Datemme Measurement Type Measurement Value(s)

Contact Support | Privacy | Terms of Use

Copyright © 2011 by National Health Shared Care Flan Programme | Powered by H3AGlobal
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My Tasks
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<~ HSAGIobal

P Foaithoom 10f e arywhos

Welcome Demo Patient

My Shared Care Health Space

Demo Patient Date of birth : 02 Aug 1974 NHI : ADX1547
My Tasks
Include Completed
Tasks
= Due Date From &l
Due Date To &
Due Date Priority | Subject Last Modified by MaoduleType Status Complete
= | |l | K
25 Aug 2011 Wik fr 30 Jennifer Caldwell Plan Element Pending =
minutes
26 Aug 2011 VR Pt 36 Jennifer Caldwell Plan Element Pending =
minutes
27 Aug 2011 ViR 30 Jennifer Caldwell Plan Element Pending 1
minutes
27 Aug 2011 Record weight Jennifer Caldwell Pending [
Walk for 30 ! ;
28 Aug 2011 il Jennifer Caldwell Plan Elerment Pending il
Walk for 20 ’ : =
20 Aug 2011 i Jennifer Caldwell Plan Element Pending
Walk for 30 y ; -
30 Aug 2011 il Jennifer Caldwell Plan Element Pending
Walk for 30 y :
31 Aug 2011 BT Jennifer Caldwell Plan Elerment Pending |
03 Sep 2011 Record weight Jennifer Caldwell Pending A
10 Sep 2011 Record weight Jennifer Caldwell Pending [

Save Changes

Contact Support | Privacy | Terms of Use

Copyright © 2011 by Mational Health Shared Care Plan Programme | Powered by HSAGlobal
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My Care Team
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s Welcome Demo Patient
“” HSAGlobal

s My Shared Care Health Space

Demo Patient Date of birth : 02 Aug 1974 NHI: ADX1547

gﬁ_} About Me

Zf, | My Care Team

= MyTasks [
@ Mame Details Care Team Role Start Date End Diate

My Care Team
Caldwell, lennifer Lead Caregrver 24 Aug 2011
)

é—) My Conditions Baker, Drl G GP 24 Aug 2011

& My Medications

w My Care Plan

* Patient Guide ‘
National Health

Shared Care Plan
h Who's Accessed My Record Programme

Together we can achieve more

My Care Co-ordinator is:

www.sharedcareplan.co.nz

or phone 0800 268 626

Contact Suppart | Privacy | Terms of Use Copyright © 2011 by Mational Health Shared Care Plan Programme | Powered by H5AGlobal
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L HSAGlobal deﬂmnl’aﬁmt

e My Shared Care Health Space
Demo Patient Date of birth: 02 Awg 1974 MNHI : ADX1547
&J About Me
| My Medications
My Tasks ET]
T
ij)' Wy Messages
: Dirug Details Dosage Frequency Period Prescribed by Prescribed Date
Care Ti z . .
5 e | o] || el | B ] || v & x|
@"{ My Conditions Aldactone
e :
tslianolectone 75 o) One time daily 26 Jul 2011
& My Medications tablet: film-coated, 1
tablet -
) Frusid ifrusemide 40 . .
vf My Care Plan it bk - Cne time daily 23 Auig 2011
% Patient Guide
- Who's &ccessed My Record

Contact Support | Privacy | Terms of Use Copyright © 2011 by National Health Shared Care Plan Programme | Powered by HSAGlobal
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Evaluation & Next Steps Qa

Evaluation Next Steps
* Include more hospital-based services
2. Social « Continue iterative refinements to
software, processes & workflow
3. Outcomes * Improve integration with Medtech
: » Launch Consumer Portal
4. Economics

 Phase 2 planning

— Test Scalability




