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AZ7 – Long Term Condition Management
Future State Features

The delivery of relevant best practice care and treatment information at the point of need, relevant to the patient context, without 
negatively impacting on patient interaction
Consistent and appropriately targeted screening of high risk populations / individuals where there is evidence of benefit
Consistent guidelines underpin clinical decision support tools
The ability to identify population health need, and the changes in health risk patterns and outcomes for populations over time
Sector-wide information management that supports the management of populations at high risk, and those with high priority long 
term conditions
A relevant summary of a patient’s health information is available in accordance with the Health Information Privacy Code and the 
wishes of the individual
Well informed patients who have appropriate access to their own health information.

This roadmap focuses on: 
Proactive identification where there is evidence of benefit.
Appropriate clinical decision support without negatively impacting consultations.
Knowledge and tools for effective self-management.
Co-ordinated care with prompted recall / review and the ability to share patient information.
Creating an evidence based learning environment.
Effective contracts and funding that improve co-operation and information exchange.
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Key: Future Initiatives / ProjectsActive or Planned Not core to this Action Zone but strategically important
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AZ 7: Long Term Condition Management
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Identified Sector Activity

• PHCS WP Key Directions
• CVD/Diabetes National View
• QIP Quality Improvement 

Programme (MoH)
• PHO Performance Monitoring 

Programme (DHBs)
• GP Leader’s QSIM Strategy
• Hawkes Bay DHB Chronic 

Disease Management Project
• Gore Health Shared Care Plan 

Pilot

HISAC 
Delivered

Patient Shared Care 
Plan Project Rollout of Patient Shared Care Plans

Shared Care Plan 
Minimum Data Set

Information Supporting 
Local Quality Loops

Rollout Electronic Risk Assessment Tools 
and Decision Support Tools for Priority Conditions

Standards for Priority Conditions:
• Evidence Based Health Indicators
• Evidence Based Treatment Guidelines
• Evidence Based Outcome Measures

Rollout Evidence Based Standards 
for Priority Conditions

AZ12: Information Sharing Policy & Agreements to 
Support Long Term Condition Management

Information Supporting National Quality 
Improvement

Nominated Care Team Access to:
• Treatment Plan / Progress
• Discharge Summaries
• Laboratory Results

Coordinated approach nationally to reviewing and 
promoting consumer online resources

Local System Workflow Supporting Proactive Care

National Monitoring of Population Health using 
Evidence-based Standards

Local Evidence-based Monitoring of 
Individual Population Health

NZ Health NW >                                         AZ 1: Increased use of Trusted Connectivity                              > Connected 
Health

Strategy >                                   AZ 12: Clinical Coding / Terminology                                > 
Implementation

AZ 6: eDischarges and AZ 8: eReferrals in Wider Primary Care

AZ 4: ePharmacy and AZ 5: eLabs in Primary Care

AZ 12: Intersystem Workflow Information  
Standard to Support Coordinated Care

Enquiry >       AZ 2 & AZ 3: Availability of NHI and HPI in Primary Care     > 
Online 

AZ 12: Consumer & Care Team 
Access to Health Event Summary 

Views

Minimum Data Sets for Priority 
Conditions
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