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Proposal: The Ethnicity Data Protocols for the Health and Disability 
Sector (the protocols), were developed by the Ministry of Health in 2004. These 
outline clear requirements for the standardised collection, recording, and output 
of ethnicity data. The aim is to improve the completeness and quality of ethnicity 
data collected and used in health to ensure these are comparable with 
population source data
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SUBMISSION ON ETHNICITY DATA PROTOCOLS FOR THE HEALTH AND 
DISABILITY SECTOR  

Details of submitter 

1. Canterbury District Health Board (CDHB). 

Details of submission 

2. We welcome the opportunity to comment on the Ethnicity Data Protocols for the 

Health and Disability Sector . The future health of our populations is not just reliant 

on hospitals, but on a responsive environment where all sectors work 

collaboratively.  

 

Specific comments 

 Responses to Key Issues and Questions 

Frequency of 
collection 

1. Is the proposed interval of three years appropriate?  
Regular confirmation or re-collection is appropriate to ensure 
ethnicity data are current and accurate. It is not clear why three 
years has been selected and the rationale for this period should 
be explained.  

 2. Are there alternative intervals that should be considered? 
After an initial period where the sector re-collects and confirms 
consumers’ ethnicity data, it might be appropriate to lengthen the 
interval such as a five year interval aligned with Census years.  
 

 3. Are there any issues you can identify with how this might work 
in practice? 

The Ministry should propose a system to coordinate the 
confirmation/collection interval over multiple systems (multiple 
PASs within a DHB, primary care and other organisations).  
A date stamp function in Patient Management Systems is 
essential to flag when re-collection is required. Staff must be 
alerted to the need to re-collect ethnicity data. It would be useful 
to know when to confirm the consolidation of ethnicity data at the 
NHI level and feedback to DBH PASs.  
 

Process for 
confirming or 
correcting 
existing data 

4. What are your thoughts on the process for undertaking 
ethnicity re-collection?  

 
 

 5. What are your thoughts on the process for confirmation of 

existing data?  

It is not clear if confirmation of ethnicity should be done at every 
encounter with the health system. For consumers who are 
frequently utilising the health system (e.g. people on hospital-
based dialysis or on courses of chemo- or radiotherapy) this will 
not be appropriate. The Ministry should propose a minimum 
interval for confirmation to avoid ad hoc standards developing. 
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 Responses to Key Issues and Questions 

 

 6. Are there alternatives that need to be considered? 
 
 

 7. Are there any tools that could assist with the process?  Eg, 
changes to forms? 

Existing forms should be standardised, using the correct format. 
However, consideration should be given to a reduced-size format 
that retains essential features of the standard question but limits 
the impact on printing of resources. 
 

 8. In practical terms, how could the process of re-collection be 
managed? 

 
 

 9. What will the impact of these changes be on your 
organisation? 

Re-collection and confirmation of ethnicity data is likely to be 
highly time consuming, requiring retraining of any staff with 
patient contact responsibilities and/or administration duties to 
ensure they are all up to date with current protocols. This cannot 
be underestimated for the front line staff in the Emergency 
Department and the Outpatient setting. With current systems the 
ability to reconfirm to the standard required would place a 
significant time burden on the administrative staff and negatively 
affect the flow of patients.    
 

Changes to the 
minimum 
requirements 
for recording 
ethnicity data   
 

10. What impact will these changes have on you and/or your 
organisation? 

The CDHB is unlikely to be able to upgrade the demographics 
data capabilities of end-of-life products such as Homer & SAP. 
There should be dispensation to allow the phasing out of old 
systems that cannot meet the protocols. 
 

 11. What elements of the change process need to be 
addressed? 

Encouragement of the use of an Ethnicity Data Audit Toolkit, 
particularly in secondary care, should be encouraged to provide 
a baseline and guide implementation of the new protocols. 
 

Requirements 
for ethnicity 
data collection 

12. What are your thoughts on the electronic collection 
guidance?  

The SUI looks clear and sophisticated (e.g. converts Kiwi, 
Aussie, Sami and Xhosa appropriately). Its use should be widely 
encouraged in consumer-facing services.  
 

 13. Are there any issues not currently addressed?  
It is not clear how the SUI will handle responses such as “I don’t 
know my ethnicity” and I do not want to state my ethnicity” in the 
Other field. 
 
The role of the PHO register has not been fully clarified in the 
consultation document. This register is a valuable source and 
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 Responses to Key Issues and Questions 

primary care should be included. There is also a need to 
reconcile differences / enrich ethnicity capture in both primary 
and secondary systems. The CDHB recommends that the 
Ministry give more information on what reconciliation protocols 
will be developed. 
 
The key issue for Māori and indeed all ethnicities who are not in 
the majority population is the tendency for our data collection to 
undercount Māori. This occurs for three main reasons: 
 
1. Our systems default to Pākehā (NZ European), meaning when 

staff fail to ask or identify correctly then Pākehā gets entered; 
often in error.  

2. Our systems have previously made unfounded assumptions 
based on what order ethnicity is placed in if multiple ethnicities 
are identified; i.e. If Māori isn't identified first it's often not 
counted. If Māori is identified by someone at any stage then 
that person should be counted as Māori, regardless of where it 
is named.  

3. Prioritised ethnicity. Related to the above point, Māori (and 
Pacific) MUST be prioritised and counted if it is indicated by a 
consumer at any point in the system, regardless of whatever 
else that person or names identifies as an ethnicity. In the 
situation where a maximum of three responses are retained 
for a collection and more than three ethnicity responses are 
given, then it is important that Maori and Pacific responses are 
retained and the random method is then applied to the 
remainder ethnicities.  

 

 14. Are there any barriers to integrating the Standard User 
Interface into your relevant IT product of application? 

 
 

 15. Should a limited number of agencies collect ethnicity data? 
This seems reasonable as it concentrates expertise in ethnicity 
data collection. The Ministry should consider adding Well 
Child/Tamariki Ora providers. 
 

 16. Do you have any comment on the agencies/groups 
indicated in the box on page 10 (list of agencies/groups 
required to collect ethnicity data)? In particular, are any 
missing? 

The Ministry should clarify what the Hospital Outpatients 
category includes, for instance, does it include diagnostics (lab 
tests, imaging), DHB community contacts, DHB remote events 
(non-contact FSAs/FUs, telephone, telemedicine or 
videoconference events? 
 

 17. Are there any implications for some agencies/groups only 
being able to lookup or transfer information? 

 
 

Refreshed 
guidance on 

18. The refreshed protocols separate Statistics New Zealand 
standard aggregation and output groupings and non-
standard groupings. Is this a useful distinction? 
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the output of 
ethnicity data 

 
 

 19. Are there any alternatives that need to be considered? 
 
 

 20. What are your thoughts on the recommendation for routine 
data to be reported at Level 1 rather than the non-standard 
super-aggregate Level 0 variable categories often used in 
health? 

Majority of reporting/outputs at CDHB use Level 1 based on 
prioritised Level 2 ethnicity. There would be no or very low 
impact. 
 
 

 21. Prioritisation is maintained as an output different from the 
Statistical Standard for the health and disability sector. Do 
you have any comments about this? 

 
 

 22. How might prioritisation work practically in the context of 
Level 4 ethnicity coding? 

 
 

 23. Are there other clarifications required for the output of 
ethnicity data? 

 
 

Implementation 24. What are the key issues to be addressed in order to achieve 
successful implementation of the refreshed protocols? 

A period of time after the protocols come into effect should be 
allowed to enable DHBs to achieve compliance with the 
refreshed protocols. 
There should be time to allow the phasing out of old systems that 
cannot meet the protocols without significant investment. 
Indicative dates for release of the protocols give a very short 
development timeframe for upgrading any existing systems. 
Collection of six Level 4 codes should be available in primary and 
secondary care Patient Management Systems. 
Resources for training and reference should be developed in the 
lead up to the new protocols being implemented. These should 
take into consideration the frontline staff who will be required to 
have this discussion with patients.  
There are considerable workforce issues to work through, as 
current numbers of staff may not be sufficient. 
A national campaign aimed at the public to inform them of the 
importance of accurate ethnicity data being collected, and that 
they will be asked to reconfirm their ethnicity (and what it is) 
would also help.  
 

 25. What practical resource materials would be helpful? 
Recently census interviewers and primary care worked together 
on an ethnicity campaign, as a result of this work, would it be 
possible for the Ministry release a set of good practices regarding 
the best way to ask ethnicity questions. 
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An online learning module for data collectors should be 
developed to guide practical ongoing application of the protocols 
for new and current staff. 
A resource that can be used by data collectors to explain to the 
consumers about ethnicity and why these data are being 
collected would be very useful, and may assist data collectors to 
overcome barriers to ethnicity data collection.  
An online tool for reduction of multiple ethnicities data collectors 
is essential as the manual reduction method seems cumbersome 
and imposing. 
 

 

Conclusion 

3. Thank you for the opportunity to submit on Ethnicity Data Protocols for the Health 

and Disability Sector 

 

Person making the submission 

 

Evon Currie    Date: 9/09/2016 

General Manager 

Community and Public Health 
Canterbury District Health Board 
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