Hamilton

Question 1: What is missing from the project?

Group1
What happens to under 65 year olds?
· Who funds them?

· Acknowledgement of that group

· Who cares?

· Attitudinal change to that service

· Clear pathways

Group 2
Has this project identified the pathway:

· We think that over 65 have clear pathways – far more clear than under 65

· POC – for recidivist alcoholics

For Maori there still continues to be a gap:

· Should support kick in earlier?

· What facilities are available – specialist services

More promotion in NGO sector:

· What range of consultation has taken place with the NGO sector?

Workforce development:

· Residential services

· Addictions and dementia

· Assessment and identifying

Group 3
· Gaps in ACC funding (from a funders perspective)

· No physical placements for those under 65 years

· Regional differences – economies of scale

· Community based services

· Carer support:

· MSD Carer Strategy needs to be part of this

· Access barrier because not enough funding 

· Gap of specialist services:

· Gap infers no current services so no associated 

· How to fund specialist services

· Intellectual disability clients – specialist care – workforce

· Maori specific

· Literature review

· Service

· (include primary care)

· General workforce issues

Group 4
· Lack of educational plan – public / political awareness

· Dementia / older person’s focus needs to be increased

· Identify and quantify unmet need – learning disability >50 years

· Head injury or cognitive impairment consideration

· How many graduates are 65 years or over? (Screening older graduates for cognitive impairment)

· Research funding / base

· Time

· Agreed benchmark for services: (international and NZ?)

· Geriatricians

· Psycho geriatricians
· Memory clinics

· Pschyogeriatric hospital beds – acute vs. long stay

· Secure dementia services

· Different cultural expectations of older person care?

· Payment process of Health Pac, need if funding of support services

· What is the regional variation:

· Large vs. smaller centres

· Urban vs. rural centres

· Communication of project feedback to:

· DHB funders

· DHB providers

· Lack of available NZ literature to inform project

· Reporting on local initiatives (both historic & current) that have successfully addressed the needs of these groups

· Inconsistency between DHB’s services

· Views of the general public – we are all facing ‘old age’

Group 5
· Service user representation today?

· Residential service representation 

· More home based support services e.g.; support net

· Info on workforce issues

· Government involvement

· Carers, advocates

· Better coordination of care i.e.: clearer plans required

· Training – foundation training needed e.g.: care workers

· Role of PHO

· Occupation
·  Activities for people under 65 years

Group 6
· Wider notification

· Wider consultation

· Ongoing consultation

· ‘Bottom up’ model not top down

· Recognition of funding required

· Best practice models of treatment i.e.: rest home care, nursing and medical care

· People centred services

· Flexibility in treatment

· Skilled care providers

Group 7

Who is missing and why?

· Maori / PI represented

· Men and Asian

· Other mental health services

· Continuity of services i.e.: residential

· Cost effective (Robyn) ideals / gap

· Liaison between services

· ‘Communication’ or lack of

· Key worker systems

· Over sensitivity of critiqued competency i.e.: privacy – policy

· Transparency and accountability

Group 8
· Check that DHB questionnaire covered contracted services (NGO’s / private providers) 

· Info from NASC

· Socrates for future info

· People from organisations like MS Society, Stroke Foundation, Parkinsons,  who will deal with depression, dementia

· People coming up who have used P etc (addictions)

· Older people who have been habitual users of marijuana

· Long term prescription drug use

· Progressive vs. static dementia

· Connections across wider social sector e.g.: housing, MSD etc

· Input / Output / Outcome  contracting  

Question 2: What do you want the project to achieve?
Group 1
· Clear and consistent guidance

· Information sharing amongst all levels is essential

· Model of care that covers the whole continuum

· Matrix rather than linear model

· Clear roles and responsibilities for funding solutions

· Focus on individual needs

Group 2
· Health Pac to change process to joint fund services

· HealthCert:

· Change legislation to certify Dementia Units

· Outline training programme for support workers:

· Dementia

· Access

· Time limit to train

· Remove barriers to care = change funding

· Inclusive not exclusive

· Based on needs not funding criteria

· Funding agreement

· Blueprint / bench mark

· With some flexibility to include geographical differences as well as population need

· Rural and urban bench marks

Group 3
· Blueprint training for home-based service providers to encourage care in least restrictive environments

· Provide rural services

· Allow flexibility of services

· Promote need for:

· Research

· Workforce retention and recruitment

Group 4
· Clear direction of financial commitment to document – in terms of current recession

· Specific, clear service specifications to include dementia and role

· National consistency

· National service framework and flexibility

· UK – National Institute of clinical excellence(NICE.org.uk) issues national guidelines on dementia etc

· (UK) SCI – issues standards in rest homes etc, committee social care inspection

Group 5
· Clear and consistent guidance 

· Future focused

· Clarity around funding:

· Inclusive of all major ethnic groups in country

· Single service delivery approach

· Review and evaluation of current:

· Services

· Framework

· E.g.: residential models

· Marae based

· Small cluster of homes where people can be safe and have access to services

· Directory of all services


Group 6
· Collaboration – communication strategies
· Organisation culture

· Being transparent about what’s available

· Clarity about funding – who pays for what?

· Clear pathway

· Coordinated care

Group 7
· Clarity / agreement on funding for dementia care and criteria to access services

Group 8
· Clear pathways between:

· Primary

· Secondary

· Tertiary

· Acknowledgment of different regional needs / resources / culture

· Upskilling of workforce:

· How

· Standard

· Monitoring

Group 9

Guidance for DHBs

· Clearly define target group(s) (e.g.: NSF)

· Identifies the continuum of care

· Clear bench marks / outcomes / measurements

· Central agency agreement / guidance as to how to manage clients (who pays, who coordinates etc)

· Workforce strategy for specialist services

· Remote rural areas assistance (e.g.: Chatham Islands)

Group 10

· Methods for coordinating

· What we have already, including contracting co-ordination and quality co-ordination

· Strategy for way to evidence based services

· Breakdown to recognise pathways for specific groups / needs e.g.: Alzheimers / drug users / rural and urban

· Clear document

· Addressing access / availability of services

Question 3: What values should the project embrace?

Group 1
· ‘Services and support’ that we ourselves would be happy with 

· Respect

· Values

· Hope

· Faith in services

· Individual

· Family / whanau

· A cure

· Knowledge – understanding

· Wisdom to use

Group 2
· Dignity

· Cultural competence

· Patient centred – person

· Whanau

· Control of your own journey

· Information at right time to make appropriate choices

· No surprises:

· Planned 

· Collaborative

· Appropriate

· Out of the box solutions 

· Plan 

· Educate

· Implement

· Review & evaluate

· Adjust

Group 3
· Adequately funded

· Respectful

· Holistic

· Aesthetically pleasing:

· Good food

· Art

· Music

· Colour

· Nice smell

· Dance

· Person centred
· Care and dignity

· Whanau centred
· Right to choose

· Least restrictive

· Flexible support

· Collaborative relationships

· Age appropriate

· Transparency

· Culturally appropriate

· Optimize independence

· Build resilience

Group 4
Service values:

· Age appropriate

· Non discriminatory

· Person centred and adapted

· Affordable

· Creative / flexible / collaborative

· Responsive / accessible / timely

· Involve family and wider circle {but confidential}

· Transparency

· Empowering

· Maintain quality

· Targeted and focused

Group 5
· Dignity and respect – hope

· Inclusive and informed

· Equality / equity

· Collaborative
· Recognising existing networks and social context

· Maintain independence within their environment

· Uniqueness of the individual

· Simple processes

Group 6
· Client centred practice / service

· Empowerment

· Informed consent

· Solution focused

· Inclusive

· Culturally appropriate

· Skilled workforce

· Collaboration

· Consultation

· Respectful

· Relevant

· Strengths – based practice / service

· Holistic perspective

· Minimal barriers for workers, clients, family

· Shared learning

· Family

· Agencies

· Professional

· Client

· Individuality

· Values

· Motivated / shared

· Respect dignity

· Hope

· Allowing grief stages – acknowledgement

· Empowerment

· Clear communication

· Acceptance

· Non judgmental

· Creative

· Flexible

· Choices

· Rights to decline

· Honesty

· Empathy

· Expectations / limitations

Group 7
· Cultural awareness and sensitivity

· Inclusive

· Cohesiveness in multi-disciplinary approaches
· Specific skills (mix) – families

· Client driven – movement of care

· Needs met!!

· Clear pathways – agreed

· Money!!

· Continued training and development

Group 8
· Organisational development

· Workplace culture healthy

· Real / live / action documents

· Mana maintenance

· Awhi

· Tautoko

· Aroha

Question 4: What should care look like? (The Draper model)

Group 1

This group specified the person should be the basis of all care, including:

· Quality services

· Well trained staff

· Maintain wellness

· Equality 

· Quality services

· Appropriate facilities

· Assessment

· Respite (carer/crisis/planned)

· Dental

· Personal alarms and trackers

· Meals on Wheels

· Physical Aids

· Medication

· Financial

· Home help

· Meaningful activity dementia units

· Palliative

· Hospice

· Personal carer

· Glasses, hearing aids

· Memory clinics

· Inpatient/home

· Mental health

· Spiritual

· Peer support/social

· Family support

· Dignity and respect

· Advocacy

· Cultural support (interpreters)

· Outpatient

· Occupational therapy/physiotherapy/counsellors

· Access to hospital

· Primary care

· Transportation

· Education

· Support accommodation

· Rest home care

· Dietician

· Podiatry

· Physical activity groups

· Secondary health services

Group 2

The group identified flexibility and values as important for services. This group divided the model into five sections:

· Community- health population: self-responsible, education, prevention, balanced lifestyle, diet, exercise, leisure, social life, finances, family life.

· Primary care – mildly ill: health and aging, GP/PHO, private therapists, pharmacy, Alzheimers/Age Concern, physiotherapy, counselling, alternative therapy.

· Community Specialist Secondary: MHSOP, community mental health, homecare, memory clinic, day care, anxiety, outpatient, NGO liaison nurse.

· Secondary Hospital: Inpatient, hospital, respite.

· Palliative: life long care, psycho geriatric. 

Group 3

An important theme in this group’s model is the use of a multidisciplinary team. Starting from the bottom this team included:

· Education: NGOs, PHO (prevention strategies/lifestyle), practice nurse, GPs (health check/regular screening). 

· Media awareness (reducing stigma)

· Enduring power of eternity 

· Advocacy: elder abuse

· Volunteering

· Community services: homecare, participation (access to community), education to community agencies, access (transport). 

· Access to medical

· Coordination of services/care including referrals

· Assessment and observation facility (possibly within PHO/primary care)

· Regulated 24 hour facility: appropriate placement, appropriate care/activity

· Palliative care

Group 4

This group had whanau involvement and supported accommodation as an option running throughout their model. 

· No illness: social (adequate-good housing/income/support networks/whanau), PHO (prevention/information/assessment/ monitoring/screening), diagnosis.

· Early illness and substance abuse: referrals (pathway/multidisciplinary teams/NGOs/church groups/PHO clinics), social (social services/community agencies).

· Moderate abuse and illness: CAT, planned respite, NGO community based services, rehabilitation, specialists, CADS, adult mental health.

· Severe illness and inpatient services: hospital care, residential accommodation, palliative services, specialist services (dementia unit). 

Group 5

Ordered from the bottom of the model:

· Information and education

· Screening for risk factors and early signs

· Family whanau/natural networks/social inputs/prevention strategies

· Intervention services

· Clinical assessment 

· Acute: residential services, education and information, flexible services.

Group 6

This group based their model on a continuum of wellness to illness:

· Wellness: Advance directives, enduring power of attorney, GP, PHO, NHO, screening programme, HEHA, education, families (education and support for). 

· Mild illness: Cognition, financial plan, multidisciplinary, early intervention mental health, psychology, day care, specialist services, support (NGOs), rehabilitation, Rongo Maori, point of contact.

· Moderate illness: Crisis intervention, mobile units, transitional care, models of care.

· Unwellness: Hospitalisation, crisis, rest home, dementia unit, residential, specialist services (cumulative), hospital, palliative, funeral planners. 

Group 7

This group’s model built services as a continuum:

· Education of families – counselling, family group meetings.

· Social activity, housing, support workers, community support.

· GP screening – assessment – treatment (alternative and complementary) – specialist referrals – full time care – secure ward – palliative care, end of life planning.

· ADLs: meals on wheels, medic alert, day services

· Respite care

· Service coordination. 

Group 8

This group’s model was based on a continuum from wellness to illness A multidisciplinary team spans most of the continuum.

Wellness

· GP

· Age friendly town planning

· Education

· Prevention

· Screening (depression and cognitive impairment)

· PHO initiatives

· Financial planning (advance directives/care coordination/planning)

· Carer identification and screening

· Addiction services

· Abuse services

· Needs assessment

· PHO initiatives

· Community specialists (physiotherapy/occupational therapy/social workers/ nurse practitioners/SLAT/psychology)

· Cultural services

· Delirium teams

· Alzheimer’s Society

· Age Concern

· Carers assessment

· Specialist medical services

· Supporting families

· Transport

· Pain service

· Arthritis service

· Housing (home care services – day programme/support group/ psycho education)

· Community mental health

· Memory clinic

· Home hospital

· MHSOP

· Adequate funding

· PHO initiatives

· Flexible respite options

· BPSD teams

· Rest home and hospital care (age appropriate)

· Rest home and hospital monitoring (commission of social care inspection)

· End of life services (palliative care/not carer or hospice).

Severe Illness/Death
Question 5: What should happen at the national/DHB/individual level?

Group 1:
Communication:

· Forum 

· Strategies

Group 2:

National 

· Payment systems and contracts (e.g.: by Health Pac)

· Funding streams to change to reflect need rather than structure / existing models

DHB (Funding and Planning) – Brokers for change

· Lead change

· Support change

Providers

· Feedback what is needed

Group 3
Individual/Organisation
· Expand – good practice with more resources, more skilled people, education and upskilling programmes
· Flag changes

DHB Level

· Develop ability / capacity to respond to increased numbers / population

· Resources / direction for collaboration e.g.: shift / release pools of funds

· Maintain own and provider skill base (workforce development)

Ministry Level:

· Improve information of national issues / impact across population information 

· Ongoing proactive engagement in the community

· NGO’s, PHOs, DHBs etc  / equity DHB / NGO resourcing

· Develop strategy for long term, lead implementation

	NATIONAL
	DHB
	US

	· Central  agency agreement


	· DAPs reflect national strategies and action plans


	· Specific plans

	· Standardize inter NASC transfer


	· Impacts locally
	· Prepare the way

	· Agreement funding & resource

· CAPEX

· WORKFORCE

· OPEX


	· Local context and diversity
	· Workforce training 

· Upskilling

	· Action plan rather than strategy


	· Centralise NASC? Or specialize and collaborate?


	· Family support and education

	· Consistency


	· SPOE? Service coordinator
	· Ensure providers:

· Meet current standards & future standards



	· Research NZ context


	· Local agency steering groups (more of how we should work together)


	

	· Publish best practice guidelines


	
	

	· Identify funding inequalities


	
	


Group 4

Group 5
National Level
· More do-i less hui
· Change the ‘silo funding’ mentality

· Funding models made simple at all levels so all can understand

· Acknowledge disparity between urban and rural

· Funding 

· Resources

· Training etc

· Medically qualified people

· Incentives – bonding, scholarship
· Government / Ministry commitment

· Funding process – same across New Zealand

· Communication

DHB Level

· De-fragment

· working together

· Sharing / access information

· Contracts to reflect the area / geographic location

· Implement funding process

· Contracts

· Communication

Our organisations:

· Break down barriers between departments

· Funders and planner to agree with us – our needs

Individual

· Delivery

· Education of colleagues

· Communication

· Empowering individuals to take responsibility

