Wellington


Question 1: What is currently missing from the project?

Group 1
· Lack of leadership from the Ministry for implementation of integrated approach (information missing)

· Lack of focus on primary healthcare

· Not connected to Ministry work on long-term conditions

· Need to talk to Clinical Training Agency – connect and work with

· Need to connect and work with agencies training non-clinical workforce e.g.: Careerforce and talk to workforce

· Consider and meet people’s transport needs (and time of day of appointment – early mornings often no good)

· Connections with Maori and Pacific health service providers

· Fund commercial cleaning of people’s houses (barriers to services)

· Data on Intellectual Disability from Ministry contracts with NGOs – must be included

· Blueprint and ring-fencing

· Use of longitudinal studies to explore implications of increased drug use in the future population

· Complexity not recognised enough – medical co-morbidities

· Prevention of dementia needs to be prioritized

· Link to NZQA framework

Group 2
· Diagnosis needed and then recorded in Socrates so the Ministry has accurate data

· Checking on the missing groups from demographic e.g.: 

· Refugees

· Elderly people who were migrants in the 50’s and 60’s

· Needs may be specific to the sub-groups or specialist way of working with such groups e.g.: refugees

· Group of people who don’t quite fit into any specific group e.g.: borderline Intellectual Disability, Autism Spectrum Disorders

· Co-morbidities with physical illness e.g.: cancer and mental health (IFP funds only for people under 65 years

· Deaf community / sensory disability  / other impairments and dementia 

· People with mental health – not top 3% - community based primary mental health needs further development for elderly

· The guidelines for alcohol use for people aged over 55 years and the diagnostic tools are not available

· Chemical screening (drug users) not a tool for older people

· This needs to link to pharmaceutical review (medicine mix for individuals)

· Rural population – different needs / different solutions

· Maori population – different needs / different cultural solutions

Group 3
· What the various models in use are

· An historical context and acknowledgement of what we have lost!

· A linkage with medicine of old age and primary care is really important

· A focus on ‘the 3%’ is a bit academic in over 80 year olds when 20% have dementia!

Group 4
· Service utilization data

· Dementia prevalence 

· Te Rau Hinengaro findings – across 2026 estimates

· Specific research relating to the intellectual disability sector

· SHOP relevance to this guideline being developed – input?

· Community / voluntary sector and the pivotal support role they play

· Training available to support the wider sector

· Maori or Pacific Island data / research/ knowledge

· Regional services and service development

· Meeting transportation needs of family / whanau and service users

· Where do intellectual disability and AOD fit within a specialist service?

· Role of Mental health blueprint and service specification development

· Maori health providers – consultation with

· PHO perspectives – primary care

· Workforce – any work done on estimating number of specialists needed for 2026 (psychiatry / psychogeriatrics)

· Clinical and care pathways, including the provision of urgent services

· Funding priorities – need to have a focus on older people, alcohol and other drug, dementia etc.
· Specialised counselling services

· Different funding and contracting models

· Historical background – how have we got to this point?  System re-engineering, where have we come from?

Question 2: What would you want the project to achieve?

Group 1
· A strategic document – a mandate to act

· A purchasing framework

· Guidelines – suggestions, a way of working, not a ‘have to implement, need ammunition’

· Minister of Ageing

· Not too prescriptive – call to action.  Allows for local diversity.

· What integration looks like based on best practice (but evidence identifies this will cost more)

· Collective leadership and central push to assist implementation

· Monitoring requirement against the document.  So…..

· New funds will need to be made available (no obstacles)

· Back to the future!

· Identify clearly linkages back to national strategy

· Educative document

Group 2
· Consistency across the country

· Re-structuring / engineering of funding so services can be individualized to person

· Definitions

· What services are available where?

· Recognition of approaching ‘elephants’ what planning is happening?

· Document or guidelines?  Is it able to be modified as ‘elephants’ approach or mutate?

· Who is this for?

Group 3
· Be clear who it is for?

· Primary audiences

· Secondary audiences

· Use plain language so accessible for all

· Take the core principles from all the strategies e.g.: person centred and integrate them into the final document

· Flow charts – mapping, pathway

· Is more than one document required? E.g.:

· Funding – must mandate person centred mechanisms (e.g.: joint contracts Health Pac need to allow this)

· Provider – Clinical decision support tool?

· Consumer / family / whanau

· CF with diabetes guideline

· Launch well so it doesn’t get forgotten quickly

· Create a national shared language

· Maori providers language

· Person centred – but does not mean 1 person (is family)

· Reflects workers’ commitment to being person-centred

· Guidance on how to be person centred

·  Focus on outcomes

· instructions

· contacting for outcomes (not outputs)

· Not just about DHBs! – guidance for funders

· Principles:

· Ministry must adhere to principles & see that they are implemented

· Leadership

· Families / whanau

· Vignettes / case studies & stressed solutions / illustrations

· Differences in how old age etc is viewed / handled / valued etc by different cultural / ethnic communities

Question 3: What should care look like? (The Draper model)

Group 1

This group thinks community and social values need to run through all levels of care, and that mental health, addiction and dementia services should all be offered at all levels of care. This group ranked care from bottom to top:

· Level one: community wellness programmes (i.e. valuing the elderly), health promotion (i.e. SPARC)

· Level two: voluntary, NGO, community support, home help agencies.

· Level three: PHOs – treatment in the community.

· Level four: Assessment, treatment and rehabilitation. Treatment to maintain individuals in the community. 

· Level five: residential care.

· Level six: continuing care.

Group 2

This group also divided their model into different levels of independence.

· Independent, no domiciliary care: exercise (low key and low impact), nutrition, social (age visitor), universal design (appropriateness), employment and social roles including volunteering, transport, health and literacy, support for self care, intellectual (senior net), spiritual (church support), dealing with elder abuse and isolation/social needs.

· Independent domiciliary support: semi independent housing, retirement village, kaumatua housing, moving in with family, community mental health and alcohol and drug, respite, day care programmes, primary mental health care, carer support, meals on wheels, support working, need for funded living conditions, pensioner housing. 

· Residential care: detox, managing financial affairs (public trust).

· Hospital/Palliative: mental health inpatient units, intensive care, private hospital care. 

· Secure care.

Throughout this model, family and supporters should be considered, and support and services should continue, regardless of residence. 

Group 3

This group chose to use a different model, rather than the Draper model. Their model was a chain of boxes based on progression of illness. 

· Wellness and prevention: healthy lifestyles, nutrition (HEHA), mind active, physical activity, cultural identity, social connection, valuing self and others, regular health checks, health promotion. 

· At risk: clinical pathway commences, specialists consult, interdisciplinary primary health care teams, community/voluntary, screening, target populations, regular health checks.

· Early identification: PMHI, home-based support/respite, GP, whanau ora, community/voluntary (Age Concern), diversional therapy, nurse visits, family support and education, services for aging in place, skill sets, self-management. 

· Advanced onset: technology and design advances to support people remaining at home, respite/home support, specialist assessment, residential care, transdisciplinary teams/joint consultations, consultant liaisons, case management, navigation services. 

· Extreme need: palliative care, regional services, HBSS/respite, inpatient assessment, acute services, mobile expert teams for consultation and liaison. 
Across all the levels there should be:

· Shared electronic information systems

· Opportunities to step up/down

· Carer support

· Mobility (reduce barriers to transportation)

· Community care

· Single point of entry

· Defined by need not age. 

· Celebrating life. 

Group 4

Throughout the model this group thought coordination of care was important. The model was ordered according to severity of illness. The following are ordered from bottom to top:

· Same rights

· Advanced directives

· Cultural norms and considerations

· Understanding of possible future needs

· Education and knowledge

· Diagnosis, early intervention, prevention

· Workforce in primary care

· Public health initiatives

· Stigma/fear removal

· Supportive social structures

· Memory clinics

· Specialised skills in primary care (GPs and practice nurses)

· Community-based (specialist alcohol and drug services)

· NGO field services

· Flexible home-based services

· Counselling, podiatry, occupational therapy, nutrition

· Case management

· Peer support

· Respite

· Carer support

· Day programmes specific to needs

· Rest homes
· Mobile community mental health teams

· Liaison 

· Inpatient

· Specialist input

· Support for high and complex needs

· Palliative

· Secure.
Question 4: What needs to happen to make the project work at national/DHB/ individual level?

Group 1
National

· Funding

· Leadership

· Attitudes – Government priority

· Systems:

· IT

· Funding / Health Pac

· Accountability

· Workforce:

· Getting trained workforce at all levels

· Retention strategies

· Pay rates

· Encouragement of older people in employment – including employment education

· Not rebating people’s super so much in employment

DHB & Districts 

· Attitudes

· Systems:

· Different parts talking to each other

· Training for staff in funding arm, provider arm & service providers e.g.: GP’s, rest home operators

· DHBs to ensure people get required services without quibbling which bucket it comes from

· Transport

· Knowing the people – data analysis

Community / Local:

· Attitudes (GPs & 1% to change, societal, employer)

· More community / local housing

· Transport

· Carer support

· Tools to support 1% care in early identification of dementia, health literacy & support for self care

· Reducing isolation

Individual:

· Attitudes – older persons, family

· Self care, self responsibility, family care, whanau care

· Health literacy

Group 2
Continuum of care

· Document from Ministry to prescribe what should be included

· DHB implements community consultation;

· Education & support of carers and care providers

· Responsibility to provide appropriately skilled workforce for elderly sector (needs based not age based)

· Education of services

Group 3
National

· Mandate as a priority

· Policy / strategy

· Funding

· Leadership

· Ring fenced funding

· Definitions / common language

DHB

· Commitment

· Support change

· Regional collaboration:

· Services where volumes low

· Consistency

· Reduce duplication

· Identify as a priority

· Information systems

· Leadership

Provider: (Including NGOs)
· Specialisation – need training

· Integrated contracts

· Thinking outside the square:

· Less rigidity

· This is the way we do things around here

· Change management

· Good processes

· Workforce capacity & capability

Community

· Destigmatisation – social inclusion

· Social marketing

· Education

· Building capacity

Individual:

· Flexibility

· Self management

· Attitude ‘whatever it takes’

· Valuing self and others

· Whanau support

Group 4
National:

· Workforce development

· Attitudes

· Attraction and retention (career path)

· Leadership & accountability

· Connections:

· Across sectors

· Across govt departments

· Working together

· Common language

· Consistency

· Funding that promotes integration & person centred care

· Prices – stability of funding

Regional:

· Some specialist services (fewer DHBs?)

DHB / District:

· Connections

· Leadership

· Consistency

· Know the needs of the population

· Support / fund workforce development

Organisation:

· Networks

· Leadership

· On-going up-skilling

Individual:

· Disseminate info

· Promote it as a priority

· Leadership – champions

· Networks

· Attitudes

