	




Health of Older People Strategy 2016–2026


Consultation submissions
[bookmark: _GoBack]152 – 185



	Submission 152 



[image: J:\NZACA\Logos\NZACA Logo\NZACA_COLOUR-72dpi.jpg]

Submission to the Ministry of Health
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6 September 2016


Introduction
1. This submission is from the New Zealand Aged Care Association, the peak body for the aged residential care sector in New Zealand. With over 590 members, we represent 90% or approximately 34,500 beds of the country’s aged residential care sector.  Our members range from the very small stand-alone care homes to the large co-located sites that include care services and retirement villages.  Our members’ services include rest home, hospital, dementia and psychogeriatric care, as well as short-term respite care.
2. Advocating and lobbying to government to shape policies and create an environment that helps our members provide outstanding quality care is at the heart of what we do.  We also provide leadership on issues that impact on the success of our members, for example, the work we are currently doing on the Equal Pay case.  We also produce valuable research, professional development opportunities, information and publications to help our members make informed business decisions, improve capability and keep them up to date with sector developments.
Background information
3. At present, 35% of New Zealanders live out their final years and die in aged residential care facilities.
4. In 2015 it is projected that 31.4% of all deaths will be of people aged 85 - 94 years.  It is projected that by 2068 this figure will rise to 78.4%.
5. If current patterns of end-of-life care continue, and all the indications are that they will, most of the deaths over age 85 will occur in aged residential care facilities after an extended period of care.
6. These deaths are likely to be occurring to people with more co-morbidities (a number of conditions) and a high prevalence of dementia.
The need for a new strategy for the health of older people
7. While the New Zealand Aged Care Association (NZACA) welcomes the update of the Health of Older People Strategy (Strategy), and the extensive engagement with the sector, we believe there should be more recognition of the important role played by our members in the provision of aged residential care (ARC).  Considering 35% of New Zealanders live out their final years in ARC we feel the final Strategy document needs to better acknowledge and include the ARC sector as part of the comprehensive HOP Strategy.
8. There is growing evidence to suggest that older people are not always happiest “ageing in place”. Residents often feel much improved in ARC settings. Initial interRAI data suggests some very positive health and social outcomes for residents.
9. The NZACA challenges the view in the draft Strategy that aged residential care is amongst “some of the most expensive health services”. On per-day bed rates, ARC is significantly cheaper than public hospital care. The average hospital-level ARC bed is $237.74[footnoteRef:1] compared with an average of $1,000 per day for stay in a DHB hospital medical ward[footnoteRef:2].  ARC provides a very cost-effective way of caring for people who need more care than they can receive at home. [1:  ARRC TLA rates, CentralTAS.]  [2:  https://www.pharmac.govt.nz/assets/pfpa-v2-2-cost-resource-manual.pdf] 

10. The NZACA stresses that it is important for ARC residents to retain the right to pay for what they choose outside of constrained government-funded services, and that established mechanisms are preserved and supported to ensure sustainable returns. For example, room premiums and capital sums in care.
11. The current levels of care provided under the Age Related Residential Care and the Aged Residential Hospital Specialised Services Agreements ignore the complex nature of the varying levels of care provided (for example palliative care). The NZACA regards the separation of levels of care and accommodation to be very important for future funding. To that end, NZACA expects to be a major part of the funding model review that is being undertaken by the current Government where levels of care can be fully examined. 
Challenges and opportunities
Workforce development
12. The NZACA believes that the health workforce is likely to reach a crisis point regarding future availability of enrolled and registered nurses and kaiāwhina and agrees that the Strategy needs to “prioritise attracting, retaining and making best use of the skills of all in the health workforce to meet the need of an older population”.  Whilst it will always be the Government’s and sector’s ambition to employ New Zealanders, as with many other lower paid workforces, immigration in one way or another will remain a critical pool of labour for the ARC industry.
Healthy Ageing
12. The Strategy update should be fully aligned with the New Zealand Positive Ageing Strategy.  It is critical to promote healthy ageing from conception onwards and to enable all New Zealanders to connect with the services and communities that empower them to live healthy lives.
13. The Strategy should contain a commitment to actively promoting positive attitudes towards all older people and help to educate those practicing ageist attitudes in New Zealand.
14. The NZACA and the aged residential care sector embraces technology and sees the potential in many areas of care for technology to enhance the wellbeing of residents. However, residents themselves are not always able to make use of digital technology to access services and indeed the MOH’s own Healthpac payment system is still manually based. For that reason, the NZACA has some concerns about the government’s policy of “digital by default”[footnoteRef:3]. [3:  https://www.ict.govt.nz/programmes-and-initiatives/government-service-innovation/result-10] 

15. Action point 5 focusses on oral health. While oral health is of great importance to the wellbeing of older people, so too is the health of both eyes and ears.
16. The current hearing aid subsidy covers the cost of a basic hearing aid. This basic hearing aid is unsuitable for use in a large room with more than one sound source. For ARC residents, this leaves them vulnerable to the risk of isolation and depression as they are unable to participate well in social activities.  Furthermore, the subsidy is available no more than once every six years: this is impractical when technology is moving at a rate at which hearing aids are improving year-on-year.  Therefore, the NZACA would like to see a commitment within the Strategy to increased funding for older people to enable access to more suitable hearing aids.
Acute and Restorative Care
17. The NZACA welcomes Action point 18.d (see bullet point 32, 18.d below).  The ARC sector is well-placed to provide rehabilitation and restorative care to older New Zealanders.  We can do this by creating well-being and rehabilitation centres within the care homes that can be accessed by older people in the local community.
18. Current barriers to restorative care include the cost and effectiveness of hospital-based treatment.  “Hospital is not always the best location to provide rehabilitation and care for older people.  Between 25% and 50% of older people who are hospitalised lose some of their functional abilities during their hospital stay … and 66% have not regained their previous level of functioning”[footnoteRef:4].  There is a greater need for a community development approach and ARC homes can take an active role in this.  It also strongly supports one of the key strands of the Strategy by providing services closer to home. [4:  Inouye et al, 1993, Boyd et al 2009, Sager et al 1996, Sager and Rudberg 1998, in Parsons, J., Mathieson, S. & Parsons, M. (2015). Home care: an opportunity for physiotherapy? New Zealand Journal of Physiotherapy 43(1): 23-30.] 

19. Infrastructure in many ARC homes is being under-utilised: many care homes employ diversional therapists, occupational therapists and physiotherapists whose services could be extended to provide treatment not only to the residents but to those in the local community who are travelling, sometimes long distances, to hospital for restorative or rehabilitative attention.
Living well with long-term conditions
20. The draft Strategy is lacking much reference to dementia care.  While the action points acknowledge the New Zealand Dementia Framework, this framework focusses on home-based services and does not acknowledge the need for many people with acute dementia to be cared for in the ARC setting.
21. There are currently over 5,000 beds specifically designated to dementia and psychogeriatric care and many more beds for those who have mild cognitive impairment and who are receiving rest home level care.  We know these numbers are likely to grow as the population of older New Zealanders grows.  The NZACA would like to see a commitment in the Strategy to greater support for residents in ARC living with dementia or psychogeriatric issues.
Support for people with high and complex needs
22. The NZACA recommends an action point on ensuring ongoing support and training for the ARC workforce around the interRAI tool and working with ARC providers and the government to ensure the inter-operability of available technology.  There are also issues regarding remote access and lack of broadband access in more rural and remote areas which we would like to see addressed.
23. The NZACA supports the Strategy’s commitment to interRAI and the data it will provide for ARC providers and DHBs.  However, the only references to needs assessment tools or interRAI within the draft Strategy Action plan are around use of the data and ensuring needs assessment is culturally appropriate (Action point 15.b Ensure needs assessment and care planning are culturally appropriate and meet the needs of Māori and other priority population groups.).
24. The NZACA supports Action point 18.a (see bullet point 32, 18.a below) and would like to see more discussion around timeframes to ensure that the services provided to the older people are seamless and do not result in bed-blocking.
25. The NZACA recommends the introduction of a register of Advanced Care Plans and Enduring Powers of Attorney, to ensure that the relevant people are involved in discussions around care for the older person when that person is unable to participate in the discussions themselves. This would assist with the development of the systems referred to in Action point 19.a. (Develop systems that collate relevant information and make it readily available at the point of care, as well as for planning at all levels.)
Respectful end of life
26. The NZACA acknowledges the need to build a greater palliative care workforce closer to home (Action point 23. Build a greater palliative care workforce closer to home).  However, a new report prepared for the Ministry of Health[footnoteRef:5] projects the number of Kiwis dying in aged residential care homes is set to soar by 84% over the next several decades, from 10,420 to 19,000. The key findings of this report should be front and centre of this section on the Strategy. [5:  Palliative Care Advisory Panel. (2016). “Need for Palliative Care in New Zealand”. Ministry of Health.] 

27. The Adult Palliative Care Review shows the need for national standards.  However, such standards cannot be imposed on the sector without the commensurate funding increase which is why the NZACA is calling for the payment of a distinct palliative care supplement to its members.  There is currently a major inequity of funding between hospice and ARC given the number of New Zealanders dying in our care homes, including the funding provided to pre and post bereavement assessment.  Hospices provide excellent care, but a single national funding model and contract is required regardless of where the person is receiving care.
28. The NZACA has made clear its serious concerns about the current status of the Adult Palliative Care Review and we believe that much more work needs to be done with the sector before the actions listed in Action point 24 (Improve the quality and effectiveness of palliative care) can be implemented.
29. When the NZACA canvassed members on the introduction of legislation that would permit medically-assisted dying in the event of a terminal illness or irreversible condition, respondents were of the view that the more proper position for older citizens in care was to receive additional help/support as they progressed through the natural ageing process.
30. The members of NZACA identified a number of ways ARC could add to the quality of the end of life for older citizens living in aged care. Suggestions made included:
· Further education of staff in caring for residents in the ‘fourth age’[footnoteRef:6] [6:  Gilleard C., Higgs P. (2010). “Aging without agency: theorizing the fourth age”. Aging Mental Health, 14(2):121-8.] 

· More hospice involvement – at present ‘end-of-life’ may not meet the current hospice criteria
· Additional subsidised GP and other specialist visits, so the resident has high level input into their needs.  This could include an on-call Palliative Nurse to assist where the need arises
· Increased staffing at ‘end of life’ so the resident has a staff member with them when no relative is available as well as the availability of skilled staff to support the families/whānau
· The availability of accommodation that is suitable for the families/whānau such as a lounge/bedroom and facilities
· Further education of the public in relation to Advanced Care Planning and the options available.
Implementation, measurement and review
31. The current focus of the Action plan is on government agencies taking the lead.  There needs to be commitment across the whole sector, including industry associations like us, NGOs, Crown agencies, local government and the community and voluntary sector.
32. Currently, the Action plan lists several lead agencies against many actions. The NZACA recommends that just one agency should take the lead on each action point with other agencies listed as support.  If two or more agencies are listed as lead, then the action is unlikely to happen.
Action point priorities
33. The NZACA must be involved as a support agency in the following Action points which need to be prioritised within the first two years of the implementation of the Strategy.  NZACA’s recommendations on these Action points are in italics.
5.	Improve oral health in all community and service settings
b.	Identify and promote innovative care arrangements for oral health care of people living in aged residential care.
7.	Improve outcomes from injury prevention and treatment
b.	interRAI can assist in identifying older people at risk of falls.
Make use of big data to identify older people at risk of falls and fractures, to target and coordinate investments and interventions.
8.	Reduce acute admissions
a.	Support other initiatives to reduce acute admissions, for example by extending paramedic roles, improving after-hours triage for aged residential care facilities, developing acute geriatric care pathways and applying technological solutions.
9.	Ensure that those working with older people with long-term conditions have the training and support they require to deliver high-quality, person-centred care
a.	Regularise and improve training of the kaiāwhina workforce in home and community support services.
d.	Develop a range of strategies to improve recruitment and retention of those working in aged care.
e.	Better utilise the allied health workforce to enhance care for older people in primary care, home care and residential care.
11.	Expand and sharpen the delivery of services to tackle long-term conditions
a.	Strengthen the implementation of the New Zealand Dementia Framework, and the actions specified in Improving the Lives of People with Dementia (Ministry of Health 2014).
e.	Use interRAI assessment data to identify quality indicators and service development opportunities including with health providers. 
g.	ARC homes to provide rehabilitation (similar to 18.d).
Better coordinate and integrate rehabilitation for people recovering from a stroke by identifying improvements to business models, workforce and models of care.
13.	Use new technologies to assist older people to live well with long-term conditions
b.	Promote use of tele-monitoring to monitor conditions and alleviate social isolation, especially among rural and remote locations.
15.	With service users, their families and whānau, review the quality of home and community support services and residential care in supporting people with high and complex needs and involving family and other caregivers
c.	Promote contracting models that enable people to move freely to different care settings most suited to their need.
16.	Integrate funding and service delivery around the needs and aspirations of older people, to improve health outcomes of priority population groups
a.	In specific locations, trial commissioning one organisation to coordinate health and support services for frail elderly people that:
· are strongly person centred and take account of family and whānau carer needs
· assist older people to meet their individual objectives
· provide timely, flexible and innovative contracting approaches to meeting the needs of specific groups, such as Māori, Pacific populations and ethnic communities
· minimise the need for the most expensive health and support services
· could include primary care, pharmacy, ambulance, home and community support, residential care and acute care services.
18.	Better integrate services for people living in aged residential care
a.	Develop standard referral and discharge protocols between aged residential care facilities, pharmacists, primary care (including providers of after-hours services and medicines advice), ambulance and hospital services.
b.	Explore options for providing telephone advice and triage for aged residential care facilities, especially after hours.
c.	Ensure systems, resources and training are in place allowing aged residential care facilities to communicate with and involve family and whānau at the point of discharge from hospital or where urgent care is needed.
d.	ARC homes to provide rehabilitation (similar to 11.g).
Explore options for aged residential care facilities to become providers of a wider range of services to older people, including non-residents. 
20.	Improve medicines management
b.	Implement pharmacist-led medicines reviews for older people with high needs receiving home and community support services and those in aged residential care.
c.	Ensure models of care and contractual arrangements provide equitable access to medicines management services targeting people receiving high-risk medicines and/or polypharmacy, people in aged residential care and older people with complex health needs living in their own homes.
23.	Build a greater palliative care workforce closer to home
a.	Work with professional colleges, DHBs and training bodies to ensure that core elements of end-of-life care (such as aligning treatment with a patient’s goals, basic symptom management and psychosocial support) are an integral part of standard practice for all relevant health professionals and health care workers.
24.	Much more work needs to be done with the sector before any actions under this point can be implemented.
Improve the quality and effectiveness of palliative care
Conclusion
34. The Health of Older People Strategy: Consultation draft is a comprehensive document with many sound recommendations on how the health of older people will be managed in New Zealand over the next ten years.  The NZACA supports many aspects of this document.  However, The NZACA feels strongly that there is not enough focus on aged residential care within the strategy.  While we understand this current government is focussing heavily on “Ageing in place”, there is and will continue to be a need for the provision of higher level care to many older people in New Zealand.  These people are assessed as being unable to remain at home and require more care than can be provided through the home and community support service.
End.
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	Organisation (if applicable):
	On behalf Moana Pasifika, Auckland Regional Pasifika Mental Health and Addictions DHB/NGO providers

	Position (if applicable):
	Chairperson 


This submission (tick one box only in this section): 
|X|	is made on behalf of a group or organisation(s)
We will publish all submissions on the Ministry’s website. If you are submitting as an individual, we will automatically remove your personal details and any identifiable information. 
If you do not want your submission published on the Ministry’s website, please tick this box:
|_|	Do not publish this submission
Your submission will be subject to requests made under the Official Information Act. If you want your personal details removed from your submission, please tick this box:  
|_|    Remove my personal details from responses to Official Information Act requests 
Please indicate which sector(s) your submission represents (you may tick more than one box in this section):
|_|	Māori	|_|	Regulatory authority
|X|	Pacific	|X|	Consumer
|_|	Asian	|X|	District health board
|_|	Education/training provider	|_|	Local government
|_|	Service provider	|_|	Government
|X|	Non-governmental organisation	|_|	Union
|X|	Primary health organisation 	|_|	Professional association
|_|	Academic/researcher	|_|	Other (please specify):
     
Healthy ageing
1a.	The draft Strategy sets out a vision for the goal of healthy ageing: see page 14 in the draft document. Do you have any comments or suggestions regarding this vision?
	· We agree with the Vision. It is aspirational. 


1b.	The draft Strategy includes actions that are intended to achieve the goal of healthy ageing: see page 31 in the draft document. Do you have any comments or suggestions regarding these actions? Do you agree that the actions with an  are the right actions to begin with?
	· Action 1.c, to include provision of Day Programmes
· An asterisk * required for Action 2.b, 3.a and 4.c
· We believe there is less of priority for uptake of 4.e, f which have identified *
· No.5 is very important area that should have asterisk * designating action within 2 years.
· There is NO reference made to include focus on Hearing and/or Vision being attending to and we believe this is important.
· There needs to be priority for an action to focus on Family/Whanau Support


Acute and restorative care
2a.	The draft Strategy sets out a vision for the goal of high-quality acute and restorative care: see page 17 in the draft document. Do you have any comments or suggestions regarding this vision?
	· We agree with the Vision. It is aspirational.


2b.	The draft Strategy includes actions that are intended to achieve the goal of high-quality acute and restorative care – see page 33 in the draft document. Do you have any comments or suggestions regarding these actions? Do you agree that the actions with an  are the right actions to begin with?
	· Family & Whanau receive support to assist older people to recover from acute events – there needs to be an action for family/whanau support.  The responsibility that falls on the elderly partner who may also need support should be acknowledged.


Living well with long-term conditions
3a.	The draft Strategy sets out a vision for the goal of living well with long-term conditions: see page 20 in the draft document. Do you have any comments or suggestions regarding this vision?
	· We agree with the Vision. It is aspirational.


3b.	The draft Strategy includes actions that are intended to achieve the goal of living well with long-term conditions: see page 34 in the draft document. Do you have any comments or suggestions regarding these actions? Do you agree that the actions with an  are the right actions to begin with?
	· 9 e is significant because Allied workforce is generally Pacific, especially in home based care. These staff often see and can identify the gaps in services in the home.  
· Given the point made in 9 f, then ‘g’ should have priority * for next 2 years.
· There should be priority * for 9 b building awareness in current curriculum.
· 10 a & b are admirable statements, but there is no ‘How to do this?’ 
· 11 f needs priority * given focus on vulnerable people
· 11 i needs priority * in relation to 12 a (early identification comes before providing the support)



Support for people with high and complex needs
4a.	The draft Strategy sets out a vision for the goal of better support for people with high and complex needs: see page 24 in the draft document. Do you have any comments or suggestions regarding this vision?
	· We agree with the Vision. It is aspirational.


4b.	The draft Strategy includes actions that are intended to achieve the goal of better support for people with high and complex needs: see page 37 in the draft document. Do you have any comments or suggestions regarding these actions? Do you agree that the actions with an  are the right actions to begin with?
	· 15 b needs priority * because Pacific with high and complex needs are more likely to be cared for in the family home, and their needs are greater, because of limited access to expertise and training.  
· For 16 a and b, we would strongly recommend a Pacific population trial
· An asterisk * required for 17 denoting action within the next two years. 
· 19 c we strongly support.  There are significant numbers of Pacific staff in the home on daily basis. They have a very good understanding of the needs of people being cared for, and good communication because of shared language & knowledge, so we recommend their view would be valuable input into the care plan.  


Respectful end of life
5a.	The draft Strategy sets out a vision for the goal of a respectful end of life: see page 27 in the draft document. Do you have any comments or suggestions regarding this vision?
	· We agree with the Vision. It is aspirational.


5b.	The draft Strategy includes actions that are intended to achieve the goal of a respectful end of life: see page 40 in the draft document. Do you have any comments or suggestions regarding these actions? Do you agree that the actions with an  are the right actions to begin with?
	· 26. e that representation is reflective of the ethnic population in that catchment area.  Our experience is that Pacific people are not represented in these forums. 


Implementation, measurement and review
6	The draft Strategy includes proposals for implementing, measuring and reviewing the proposed actions: see page 41 in the draft document. Do you have any comments or suggestions regarding these proposals?
	· We want to see clear outcomes for Pacific and Maori being specifically reported on. 


Other comments
	· We agree and support the Vision and the Goals.
· We are pleased that vulnerable groups are identified, however that actions concerning them are not prioritized is unacceptable.  
· We strongly recommend that their priority for Pacific and Maori population groups.
· We need to move immediately now on Pacific and Maori actions to prevent further inequities.
· Family/Whanau members may be distinctly different from Carers. Please check for consistency. 
· The poor health state of Pacific Older People is due to life time of poorer social health determinants and poor access to primary health car service throughout their life time.
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	Organisation (if applicable):
	Christchurch Hospital Palliative Care Service

	Position (if applicable):
	Palliative Medicine Physician


This submission (tick one box only in this section):
|_|	comes from an individual or individuals (not on behalf of an organisation nor in their professional capacity)
X	is made on behalf of a group or organisation(s)
We will publish all submissions on the Ministry’s website. If you are submitting as an individual, we will automatically remove your personal details and any identifiable information. 
If you do not want your submission published on the Ministry’s website, please tick this box:
|_|	Do not publish this submission
Your submission will be subject to requests made under the Official Information Act. If you want your personal details removed from your submission, please tick this box:  
|_|    Remove my personal details from responses to Official Information Act requests 
Please indicate which sector(s) your submission represents (you may tick more than one box in this section):
|_|	Māori	|_|	Regulatory authority
|_|	Pacific	|_|	Consumer
|_|	Asian	|_|	District health board
|_|	Education/training provider	|_|	Local government
X	Service provider (within a DHB)	|_|	Government
|_|	Non-governmental organisation	|_|	Union
|_|	Primary health organisation 	|_|	Professional association
|_|	Academic/researcher	|_|	Other (please specify):
     
1a.	The draft Strategy sets out a vision for the goal of healthy ageing: see page 14 in the draft document. Do you have any comments or suggestions regarding this vision?
	This section is missing any reference to Advance Care Planning (ACP), which would give older people, while they are still healthy, the opportunity to think about what is important to them (including establishing individual goals and priorities) as they age.  


1b.	The draft Strategy includes actions that are intended to achieve the goal of healthy ageing: see page 31 in the draft document. Do you have any comments or suggestions regarding these actions? Do you agree that the actions with an  are the right actions to begin with?
	We are supportive of the actions. We feel they help set the stage for smoother transition, management and coping as and when health deteriorates. Engagement in ACP could be part of the action points, as this would support increased resilience and help gain a sense of control over health care decisions.
Some reference to the need for communication skills training for all health professionals would be welcome.


Acute and restorative care
2a.	The draft Strategy sets out a vision for the goal of high-quality acute and restorative care: see page 17 in the draft document. Do you have any comments or suggestions regarding this vision?
	Restorative goals are good but the acute care environment needs to be alert to the risk of deterioration in older people despite active treatment.
Palliative care needs to be woven into acute and restorative care to ensure that symptom management is a priority and that patients have timely access to end of life care if needed. This involves accepting and preparing for death as an important element of quality care.


2b.	The draft Strategy includes actions that are intended to achieve the goal of high-quality acute and restorative care – see page 33 in the draft document. Do you have any comments or suggestions regarding these actions? Do you agree that the actions with an  are the right actions to begin with?
	Agree with actions noted.  Please add action that addressees minimising deconditioning during acute care and consider something about ensuring that services prioritise care of the deteriorating patient so that respectful end of life care can be provided if required.


Living well with long-term conditions
3a.	The draft Strategy sets out a vision for the goal of living well with long-term conditions: see page 20 in the draft document. Do you have any comments or suggestions regarding this vision?
	As per 1a above, please include ACP into this section (even though the detail of ACP will have hopefully been dealt with in the first section). This helps to set the stage for improving management of the transition to a more palliative approach in a timely and appropriate manner.
In addition to the four bullet points outlining the outcome area, palliative care should be noted as a vital component of care when disease-modifying treatments are becoming more limited or no longer possible. This does not necessarily mean the person is approaching end of life, and often a palliative approach is provided alongside some active, disease-modifying treatments. Supporting health professionals to recognise when it is appropriate to consider incorporating a palliative approach into their care contributes to ‘living well with long-term conditions’.  


3b.	The draft Strategy includes actions that are intended to achieve the goal of living well with long-term conditions: see page 34 in the draft document. Do you have any comments or suggestions regarding these actions? Do you agree that the actions with an  are the right actions to begin with?
	As per 1b above, please include an action for ACP.
Please also consider adding an action around training in the timely and appropriate incorporation of a palliative approach or treatments into the care of people with long-term conditions – these points could be incorporated into action point 9 and/or 11.


Support for people with high and complex needs
4a.	The draft Strategy sets out a vision for the goal of better support for people with high and complex needs: see page 24 in the draft document. Do you have any comments or suggestions regarding this vision?
	There is a need for clear links with specialist palliative care services as these are the very patients where a culture of excellence in decision-making, symptom management and transitioning to palliative care is vital. Preferences for care at the end of life need to be identified, and not left until it is too late. 


4b.	The draft Strategy includes actions that are intended to achieve the goal of better support for people with high and complex needs: see page 37 in the draft document. Do you have any comments or suggestions regarding these actions? Do you agree that the actions with an  are the right actions to begin with?
	The action are all very important.
We suggest adding an action about building links with specialist palliative care services for ARC in particular ? add it to 18 on page 38
We also suggest adding an action on building community resilience in palliative and end of life care ? add it to 21 on page 39.


Respectful end of life
5a.	The draft Strategy sets out a vision for the goal of a respectful end of life: see page 27 in the draft document. Do you have any comments or suggestions regarding this vision?
	We really appreciate that this section has been included in the Strategy, however, the goals in this section need to be tightened up and re-ordered. All are relevant and necessary but not well written. Maybe the goal, “People talk comfortably about death and dying” could be the first goal in the list.
We also wonder whether some mention needs to be made about the risks of social isolation, loneliness and complicated grief…this is actually not confined to the end of life phase but is very important non the less.
We suggest you add “integrated’ to the goal -Technology improves [integrated] end-of life care. Essentially this is aiming at the technology that will provide a shared medical record, which will integrate services and improve the quality of end of life care. Interfacing with the NGO sector and ARC are particular challenges.
The final goal, The Health system educates, supports and advises family and whanau of dying people and the health workforce in meeting the needs of people receiving end-of-life care, is also poorly worded. Expert advice and support is available to families, whanau and the health workforce involved in end of life care phase is a bit clearer.
We recommend a wording change in the final sentence in left column, bottom of page 27, to “We should expect … respectful, high-quality, timely palliative care [rather than service] at the end of life”. Palliative care is an approach to care, rather than a service.



5b.	The draft Strategy includes actions that are intended to achieve the goal of a respectful end of life: see page 40 in the draft document. Do you have any comments or suggestions regarding these actions? Do you agree that the actions with an  are the right actions to begin with?
	Need an action to normalise/socialise concepts of death and dying as a normal part of family life.
Action 22 on page 40 needs a part b. “The Health Care System understands and implements Advance Care Plans.”
We would also suggest incorporating the need for communication skills training in order to support and achieve effective and timely conversations with patients and families about the transition towards end of life.
Appropriate implementation of ACP also needs to be specifically mentioned.


Implementation, measurement and review
6	The draft Strategy includes proposals for implementing, measuring and reviewing the proposed actions: see page 41 in the draft document. Do you have any comments or suggestions regarding these proposals?
	No
We support the use of a co-design approach in the development and review of services.


Other comments
	Thank you for the opportunity to participate. 
We understand that each section is not meant to be mutually exclusive, and that although aspects of care may be discussed in one area, they may also be relevant to another. This should be made explicit in the introduction but in addition, for such important issues such as ACP, a brief mention would be helpful in more than just the end of life section. 
Finally, we think that VISION statement on page 13 is excellent. Well done!
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Delirium: the silent epidemic.
In response to the consultation draft entitled ‘Health of Older People Strategy’; we believe it is time to acknowledge ‘delirium’ as an important public-health priority in New Zealand.

Delirium is a serious and expensive epidemic among hospitalised older adults. As many as 40% of rest-home residents presenting to the emergency department experience delirium as well as 82%, 64%, and 50% of patients in intensive care, medical and surgical wards respectively [1]. Delirium has been independently linked to worse outcomes such as functional decline, dementia, extended mechanical ventilation, longer hospital stays, institutionalisation and death [1-3]. The annual cost of care for each patient with delirium is around 16-64 thousand American Dollars higher than that for patients without delirium [4].

Provision of basic cares such as frequent mobilisation and orientation can prevent as many as 44% of hospital-acquired cases resulting in better outcomes and reduced costs [5-10]. A meta-analysis of the effectiveness of delirium programmes estimated Medicare cost savings around 10 Billion USD per year by preventing delirium and another 4.5-6.7 Billion USD per year by preventing falls. The REVIVE programme implemented in Sydney Australia is an example of such programmes; it was associated with less incident delirium (38% to 6.3%) and less time-spent by nurse-assistants monitoring affected patients (314 hours/month) [10].  

Delirium thus represents a huge opportunity to improve outcomes and reduce costs. This condition has been recognised as early as 1991 as a quality indicator for older adult care in the United States [11]. More recently, national standards for delirium were published in 2010 by the National Institute for Health and Care Excellence (NICE) and in 2016 by the Australian safety and quality commission respectively.

In New Zealand, the delirium epidemic remains invisible; only 0.24% (849/348461) of patients over 65 years of age discharged from public hospitals during the year 2012/13 were coded for delirium contrary to the high prevalence indicated by local and international studies in compatible cohorts [12]. This is a well-known phenomenon; a British study estimated a 100 to 1000-fold disparity between the expected rates of delirium according to research and those reported by the Hospital Episode Statistics (HES) database [13]. These findings are easily explained by under-recognition and under-appreciation of delirium; up to two-thirds of cases are missed by clinical staff and more than 97% of cases are missed by clinical coders [14-16]. 

The ministry of health can help improve delirium care by raising medical staff and publics’ awareness of this condition and by providing incentives to promote research, quality improvement efforts and collaboration amongst hospitals, rest homes, general practitioners, patients, carers and other stakeholders. This is in keeping with the ministry’s vision to improve the health outcomes and independence of older people in a sustainable way.


Firstly: Capital and Coast DHB
At Capital and Coast DHB, a series of quality improvement projects resulted in the development, implementation, evaluation then revision of a system-wide delirium programme at Wellington and Kenepuru Hospitals. Since 2013, two separate audits were conducted. The first audit, revealed that delirium occurred in 49 of 100 medical inpatients over 75 years of age during their stay at Wellington Hospital. The second audit, revealed that delirium affected half our inpatients (15/31) on the Health of Older People (HOP) wards at Kenepuru hospital. 

We currently have more than twenty clinical leaders, champions and educators of various disciplines working to improve the implementation and adherence to the new delirium programme. Some of our resources were developed locally such as the patient and family information brochures while others were adopted from other DHBs such as the sun/cloud symbol for delirium designed by Counties Manukau DHB and the diversional therapy kit developed at Wanganui DHB. 

Secondly: Christchurch DHB
Following the Australasian Delirium Association conference in Sydney (July 2016), I found myself a way onto the dementia and delirium group at Burwood Hospital.  This group is actively trying to promote awareness of delirium in Canterbury DHB and is currently planning promotion of Delirium Awareness Day by setting up an information kiosk in the atrium at Burwood Hospital.  They are promoting the use of the “sunflower chart” and publishing information for families and patients regarding delirium, using the “PINCHME kindly” educational material for staff, considering increasing education amongst hospital aides and providing environmental enrichment to try to reduce the duration and distress of delirium.  It is clear that delirium has a huge impact on elderly patients, from length of stay, increased mortality, functional decline and risk of institutionalization and it is imperative that we tackle this face on.

Thirdly: Hutt Valley DHB
A delirium pathway was developed and implemented in 2015. A Confusion Assessment Method (CAM) is performed on all admissions over 65 years of age. This is embedded in a document which accompanies the observation chart. This includes a list of cares and prompts. This is supported by a Confused Older Patient Policy for doctors and a handout for family and carers explaining delirium. We have adopted the use of the sun/cloud symbol. Two of our delirium champions have presented a poster at the Australasian Delirium Conference.
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Healthy ageing
1a.	The draft Strategy sets out a vision for the goal of healthy ageing: see page 14 in the draft document. Do you have any comments or suggestions regarding this vision?
	We know that health outcomes are worse for poorer people.  It is difficult to achieve a goal of heathy ageing if there is inadequate income in retirement.  In our view the health of older people strategy needs to sit alongside a well-structured old age savings and care policy. 

We discuss the opportunity for a Social Investment approach being implemented in section 6 below. Such an approach could be used, for example, to evaluate possible initiatives to improve health while people are still young.  Investment up front would have a positive outcome for society, support healthy ageing and may also reduce the long-term costs.
 


1b.	The draft Strategy includes actions that are intended to achieve the goal of healthy ageing: see page 31 in the draft document. Do you have any comments or suggestions regarding these actions? Do you agree that the actions with an  are the right actions to begin with?
	


Acute and restorative care
2a.	The draft Strategy sets out a vision for the goal of high-quality acute and restorative care: see page 17 in the draft document. Do you have any comments or suggestions regarding this vision?
	It is not clear why there should be an emphasis on acute care in this section as at older ages care is more likely to be needed for long-term chronic conditions. It may be that this is intended to refer to the use of acute hospitals rather than acute care. As populations age, hospitals become places of intermittent care for those with chronic disease rather than acute facilities. 
A study in Scotland[footnoteRef:7] showed that large numbers of acute hospital inpatients have entered the last year of their lives. It was found that almost 1 in 10 patients in teaching or general hospitals at any given time will die during that admission; almost 1 in 3 patients will have died a year later, rising to nearly 1 in 2 for the oldest groups. [7:  Clark, D., Armstrong, M., Allan, A., Graham, F., Carnon, A., & Isles, C. (2014). Imminence of death among hospital inpatients: Prevalent cohort study. Palliative medicine, 28(6), 474-479. Retrieved from http://www.ncbi.nlm.nih.gov/pubmed/24637342] 

In a study in an acute hospital in New Zealand,[footnoteRef:8] 19.8% of inpatients included in a census met at least one of the Gold Standards Framework[footnoteRef:9] prognostic indicators for palliative care, suggesting they might be in the last year of life. [8:  Gott, M., Frey, R., Raphael, D., O'Callaghan, A., Robinson, J., & Boyd, M. (2013). Palliative care need and management in the acute hospital setting: a census of one New Zealand Hospital. BMC Palliat Care, 12, 15. Retrieved from http://www.ncbi.nlm.nih.gov/pubmed/23537092]  [9:  Gold Standards Framework. (2011). The GSF Prognostic Indicator Guidance, 4th edition. The Gold Standards Framework Centre in End of Life Care Retrieved from http://www.goldstandardsframework.org.uk/home] 

 There will be increased demand for elective health services due to the effect of degenerative conditions.  Provision needs to be made to provide high-quality care to meet this demand.  See also our comments in section 3 below.



2b.	The draft Strategy includes actions that are intended to achieve the goal of high-quality acute and restorative care – see page 33 in the draft document. Do you have any comments or suggestions regarding these actions? Do you agree that the actions with an  are the right actions to begin with?
	


Living well with long-term conditions
3a.	The draft Strategy sets out a vision for the goal of living well with long-term conditions: see page 20 in the draft document. Do you have any comments or suggestions regarding this vision?
	An important part of living well will be for older people to benefit from healthcare treatment options that already exist and new technologies and medicines that may be expected to be developed.  Many “baby boomers”[footnoteRef:10] expect to maintain active lifestyles well into older age and will understandably expect treatment options to be available for health conditions they develop.  Demand for elective surgery is expected to increase significantly.  We expect that overall costs will rise disproportionately due to the combination of both increases in volume of services (population growth plus ageing plus demand pressure) and health price inflation. [10:  Those born between 1946–65, using the Statistics NZ working definition] 

We believe the strategy should explicitly include a plan for the increase in capacity required to meet the expected demand and a plan for how it is expected to be funded.  The cost for the taxpayer will be significant and it is likely to be necessary to consider public-private funding approaches.  In a review of the long-term sustainability of healthcare funding, The Treasury said[footnoteRef:11]: “It is likely that a combination of technological advances and fiscal pressure may cause the proportion of private financing of the system to increase over time.”  [11:  New Zealand Treasury. (2013). Health Projections and Policy Options. Background Paper for the 2013 Statement on the Long-Term Fiscal Position. Wellington: New Zealand Treasury. Retrieved from http://www.treasury.govt.nz/government/longterm/fiscalposition/2013 . P4] 


It should be noted that The Treasury projections used an important assumption that there will be a degree of ‘healthy ageing’, in other words that the projected increase in life-spans will be accompanied by an increase in the number of years lived in good health. The Ministry of Health has produced a report[footnoteRef:12] showing that people not only live longer in good health but also, critically, with more years requiring assistance. This alone makes it necessary to redo the projections on the sustainability of future health costs.  [12:  Ministry of Health. (2015). Independent Life Expectancy in New Zealand 2013. Wellington: Ministry of Health. Retrieved from http://www.health.govt.nz/publication/independent-life-expectancy-new-zealand-2013-0] 

Health insurance could play an important role in funding for healthcare services but does not currently have a regulatory framework which enables this.  Greater policy attention will need to be given to the public-private mix in healthcare, with the Ministry of Health taking responsibility for the stewardship of both public and private health[footnoteRef:13],[footnoteRef:14].  [13:  Kutzin, J. (2013). Health financing for universal coverage and health system performance: concepts and implications for policy. Bulletin of the World Health Organization 2013, 91, 602-611. Retrieved from http://dx.doi.org/10.2471/BLT.12.113985]  [14:  Organization for Economic Co-operation and Development. (2004). Private Health Insurance in OECD Countries.  Retrieved from http://www.oecd.org/health/privatehealthinsuranceinoecdcountries-theoecdhealthproject.htm] 

There are two critical issues which would need to be addressed:
 (i)	There are currently no controls on the premium rating structure in health insurance.  NZ health insurers all charge premiums which increase with age.  Premiums at advanced ages are very high and unaffordable for many.  People discontinue their insurance just when they need it most.
(ii)	Products focus on premium affordability rather than on claims value.  Better risks are able to attract lower premiums hence increasing costs for those who develop health conditions.  This reduces an element of cross-subsidisation that is implicitly necessary in order to maintain long-term affordability for all.
In a study on the unaffordability of private health insurance for the elderly[footnoteRef:15], it was found that the lowest increase from age 55 to age 65 was 174% and the highest was 246%. The decline in coverage for private health insurance at older ages is substantial. Private health insurance covered 44.8% of the population aged 50-55 in 2010, but only 33.1% of those aged 65-69 and 19.1% of those aged 80-84.   [15:  McLeod, H. (2012). Consumer Dissatisfaction with Private Health Insurance for the Elderly: Implications for Public Health and Stewardship Paper presented at the New Zealand Society of Actuaries Conference, Bay of Islands.] 

We believe an important government strategy could be to introduce a suitably regulated health insurance environment to encourage responsible private provision for a proportion of long-term health costs.  



3b.	The draft Strategy includes actions that are intended to achieve the goal of living well with long-term conditions: see page 34 in the draft document. Do you have any comments or suggestions regarding these actions? Do you agree that the actions with an  are the right actions to begin with?
	


Support for people with high and complex needs
4a.	The draft Strategy sets out a vision for the goal of better support for people with high and complex needs: see page 24 in the draft document. Do you have any comments or suggestions regarding this vision?
	We agree that high quality care and support should be provided to people with high and complex needs.  However, it should be noted that the costs of this care will be significant and that this population segment may be expected to grow disproportionately under certain population ageing scenarios.  



4b.	The draft Strategy includes actions that are intended to achieve the goal of better support for people with high and complex needs: see page 37 in the draft document. Do you have any comments or suggestions regarding these actions? Do you agree that the actions with an  are the right actions to begin with?
	


Respectful end of life
5a.	The draft Strategy sets out a vision for the goal of a respectful end of life: see page 27 in the draft document. Do you have any comments or suggestions regarding this vision?
	It is pleasing to see that end of life is acknowledged and included in the revised strategy. 



5b.	The draft Strategy includes actions that are intended to achieve the goal of a respectful end of life: see page 40 in the draft document. Do you have any comments or suggestions regarding these actions? Do you agree that the actions with an  are the right actions to begin with?
	


Implementation, measurement and review
6	The draft Strategy includes proposals for implementing, measuring and reviewing the proposed actions: see page 41 in the draft document. Do you have any comments or suggestions regarding these proposals?
	


Other comments
	We note New Zealand’s ageing population is expected to give rise to a massive increase in cost (and likely debt to fund costs).  Projections by Statistics New Zealand show the 65+ population is expected to nearly double to 1.3 million by the year 2038.  NZ Treasury’s Long-Term Fiscal Model shows a rapid increase in debt to unsustainable levels if current government spending and taxation patterns remain the same.

In this context the strategy document could usefully be extended to include plans for funding of the costs associated with an ageing population – with a primary focus on health and care.  We agree with the healthy ageing strategy of growing age-friendly communities but costs in this setting are still significant with infrastructure required to provide care in the community, transport, and equipment in the home.  These all require funding as well as the projected increase in residential care, and acute and elective healthcare costs.  

The Strategy should acknowledge that, in the absence of new approaches and thinking, resources to provide care and support will be limited and demand on services will exceed supply.  There could be a program to articulate clearly to the public what the system can provide and what it won’t provide so there is a good public understanding of future short-comings.  The aim would be to create some incentive and urgency for people to consider options for private provision (self-funding, insurance).  An issue for wider government is whether there can / should be some financial incentive (e.g .tax concession in connection with a suitably regulated health insurance market -  see section 3a above) to encourage appropriate provision.  As a country we need to find some way to encourage people to consider their future health needs in provisioning for their old age, and provide an environment which supports them in providing for these.
 
We have seen the way the current Social Investment approach is being adopted in the Ministry of Social Development and also Corrections.  The Ministry of Health would also look to be another government agency where this approach would have substantial benefits.  We would recommend the consideration, development and use of a Social Investment approach in this area – especially in regard to funding of costs.  A key benefit is the structured approach to making decisions that have long term implications which would help consideration of the balance between social outcomes, long-term expected financial costs and budget constraints.

The strategy could then include plans such as:
· understanding social initiatives that deliver maximum long-term health benefits
· interaction with retirement income policy to boost retirement savings
· long-term funding for capacity increase in acute care facilities
· consideration of suitable public/private provision
· long-term funding for additional elective intervention including the role of health insurance and other private funding options.
· Pre-funding and other options to fund the cost arising from the expected increase in residential aged care.
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individual Wellingtonian
Healthy ageing
1a.	The draft Strategy sets out a vision for the goal of healthy ageing: see page 14 in the draft document. Do you have any comments or suggestions regarding this vision?
	Provide more social workers to support the access to healthcare for the older people


1b.	The draft Strategy includes actions that are intended to achieve the goal of healthy ageing: see page 31 in the draft document. Do you have any comments or suggestions regarding these actions? Do you agree that the actions with an  are the right actions to begin with?
	I agree


Acute and restorative care
2a.	The draft Strategy sets out a vision for the goal of high-quality acute and restorative care: see page 17 in the draft document. Do you have any comments or suggestions regarding this vision?
	Healthcare provided by the state is good but we also need whanau to get involve for better living. I think the older people will feel less isolated when their family members are aware of their health condition. In other word, improve relationship among health providers,  the older persons and their loved ones


2b.	The draft Strategy includes actions that are intended to achieve the goal of high-quality acute and restorative care – see page 33 in the draft document. Do you have any comments or suggestions regarding these actions? Do you agree that the actions with an  are the right actions to begin with?
	I agree


Living well with long-term conditions
3a.	The draft Strategy sets out a vision for the goal of living well with long-term conditions: see page 20 in the draft document. Do you have any comments or suggestions regarding this vision?
	May be support from religious body like church may improve the situation for older people that have faith in Jesus.


3b.	The draft Strategy includes actions that are intended to achieve the goal of living well with long-term conditions: see page 34 in the draft document. Do you have any comments or suggestions regarding these actions? Do you agree that the actions with an  are the right actions to begin with?
	I agree


Support for people with high and complex needs
4a.	The draft Strategy sets out a vision for the goal of better support for people with high and complex needs: see page 24 in the draft document. Do you have any comments or suggestions regarding this vision?
	I think assess and review their conditions regularly are helpful


4b.	The draft Strategy includes actions that are intended to achieve the goal of better support for people with high and complex needs: see page 37 in the draft document. Do you have any comments or suggestions regarding these actions? Do you agree that the actions with an  are the right actions to begin with?
	I agree


Respectful end of life
5a.	The draft Strategy sets out a vision for the goal of a respectful end of life: see page 27 in the draft document. Do you have any comments or suggestions regarding this vision?
	I believe the older people and their families get in touch with the priests and  funeral directors to discuss on after death arrangement will help to ease off some stress.


5b.	The draft Strategy includes actions that are intended to achieve the goal of a respectful end of life: see page 40 in the draft document. Do you have any comments or suggestions regarding these actions? Do you agree that the actions with an  are the right actions to begin with?
	I agree


Implementation, measurement and review
6	The draft Strategy includes proposals for implementing, measuring and reviewing the proposed actions: see page 41 in the draft document. Do you have any comments or suggestions regarding these proposals?
	I think talking over it between the health providers and the older people will give a better understanding to sustain and improve quality living.


Other comments
	My answers to these questions are based on the information I gained from reading the draft and putting in some thoughts to make them useful and practical, I hope.
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Health of Older People Strategy 
Thank you for the opportunity to comment on the Health of Older People Strategy consultation draft. 
The Primary Health Alliance is broadly supportive of the intention and direction of travel set out in the draft. However, there are some areas where we believe the strategy does not provide enough detail to ensure that the strategy actually delivers for those it is intended to serve and protect. 
1. We do not believe the strategy sets out sufficient detail on how access to essential services will be provided, not least in rural localities, in order to support the outcomes expected. In this regard, the difficulties in currently accessing services such as home physiotherapy and NASC assessments for example, are well documented and need resolving. 

2. We feel that the strategy is light on workforce capacity and capability to deliver against the expectations of the strategy. Further, the draft paper doesn’t appear to assign urgency to aligning funding arrangements with revised models of care particularly as it applies to the provision of home support services. We suggest that there are good opportunities if this is recognised as part of primary health. 

3. With specific reference to primary care, we believe the strategy does not recognise or acknowledge the significant impact a growing ageing population has, and will increasingly have, across the primary care sector where such demand is predominantly experienced and increasingly managed. New ways of organising general practice and primary health care are currently being undertaken and it would seem useful for older peoples health care to be an integral part of that with respect access to home support and residential care services 
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Health of Older People Strategy Consultation 

The Royal Australasian College of Physicians (RACP) welcomes the opportunity to submit feedback on the Ministry of Health (MOH) Health of Older People Strategy (HOPS) Consultation document. 
 
The RACP works across more than 40 medical specialties to educate, innovate and advocate for excellence in health and medical care. Working with our senior members, the RACP trains the next generation of specialists, while playing a lead role in developing world best practice models of care. We also draw on the skills of our members, to develop policies that promote a healthier society. By working together, our members advance the interest of our profession, our patients and the broader community.

The RACP agrees that a healthy ageing strategy needs to address the objectives of living well with health conditions; acute and restorative care; support for people with high and complex needs; and respectful end of life. 

Healthy ageing
1a. The draft Strategy sets out a vision for the goal of healthy ageing. Do you have any comments or suggestions regarding this vision?

The importance of healthy lifestyles
Population-based interventions that emphasise healthy diets, physical activity and tobacco cessation are critical. The World Health Organization estimates that over half of the health conditions experienced by older people are potentially avoidable through lifestyle changes. The MOH’s recent report on health loss in New Zealand 1990-2013[footnoteRef:16] shows the leading modifiable risk factor for all ages is diet, accounting for 9.4 per cent of disability-adjusted life years (DALYs), followed by overweight and obesity (9.2 per cent), and tobacco use (8.7 per cent). The HOPS would be strengthened if risk factors were addressed within a life-course framework and aligned to existing strategies to reduce the burden of non-communicable disease in New Zealand.   [16:  Ministry of Health. Health Loss in New Zealand 1990-2013. Wellington: Ministry of Health. Available from: http://www.health.govt.nz/publication/health-loss-new-zealand-1990-2013 ] 


Sector strategies would benefit from co-design approaches that include community input. This would both assist with alignment of interventions, and ensure they are locally relevant, inclusive and responsive to the social, environmental and economic determinants that impact on people’s health through their entire life course. 

Equity
Resilience and equity are important indicators of healthy ageing. The Strategy would be strengthened by inclusion of specific measures around access for vulnerable groups such as Māori, Pasifika, culturally and linguistically diverse (CALD) peoples, those with mental, physical and intellectual impairment, lower socioeconomic groups, and older people in rural and provincial areas.

The outcome “achieving equity for Māori and vulnerable population groups” is not well defined and we recommend that an equity lens is incorporated across all domains to identify barriers to equity and inform actions to achieve equitable outcomes for Māori and vulnerable populations. 

1b. The draft Strategy includes actions that are intended to achieve the goal of healthy ageing. Do you have any comments or suggestions regarding these actions? 

Build social connectedness and wellbeing in age-friendly communities
As a first step to building resilient communities that support healthy ageing, we support the development of age-friendly communities where older adults are valued and able to contribute. The RACP Faculty of Public Health Medicine has expressed an interest in engaging with the MOH and other stakeholders to design solutions for age-friendly communities.

Social, cultural, built environment, and technological determinants have direct impacts on ageing, and we note that although the Ministry of Social Development (MSD) Positive Ageing Strategy is a key supporting document, it has not been updated since 2001; although the strategy was reported on to the Minister in 2014[footnoteRef:17]. To align with healthy ageing and the broader New Zealand Health Strategy, we recommend that the MOH works with the Office for Senior Citizens and MSD to update and align the Positive Ageing Strategy with the HOPS. [17:  Office for Senior Citizens. Positive Ageing Strategy. http://superseniors.msd.govt.nz/about-superseniors/osc/positive-ageing-strategy.html accessed 30 August 2016.] 


Increase resilience through local initiatives
To increase opportunities for social connectedness and interaction, we support implementation of accessible, community-based resilience training programmes for older people, rather than home-based programmes. They provide important opportunities for community health or aged care workers and organisations to deliver health information and increase health literacy. We support information being available through multiple sources, including posters, brochures, smart phone applications and face-to-face interactions, to allow for individual skills, preferences and accessibility.

Increased use of the Green Prescriptions programme to encourage health professionals to will raise awareness of healthy nutrition and physical activity with older people. In order to ensure success the role of health professionals in implementing Green Prescribing will need to be clarified and promoted as not all health professionals are funded or trained for this intervention.

Acute and restorative care
2a. The draft Strategy sets out a vision for the goal of high-quality acute and restorative care. Do you have any comments or suggestions regarding this vision?

The vision would be strengthened by including references to allied health and multidisciplinary care in the community. For example, timely access to services could be improved through increased community and allied health referrals to facilitate and support needs of older people. 

The role of rehabilitation
The RACP Faculty of Rehabilitation Medicine (AFRM) and the New Zealand Rehabilitation Association (NZRA) launched the Call for a New Zealand Rehabilitation Strategy in October 2015. Rehabilitation facilitates people’s ability to function even when there is persistent impairment or disease. For older people, restorative care and rehabilitation enables greater function, independence and self-determination[footnoteRef:18]. We recommend the HOPS includes reference to the continuity of specialist rehabilitation care, from acute to the community spectrum, as part of the vision for high-quality acute and restorative care, and identifies it as a priority for action.  [18:  The Royal Australasian College of Physicians, Australasian Faculty of Rehabilitation Medicine and the New Zealand Rehabilitation Association. Call for a New Zealand Rehabilitation Strategy. Wellington: Royal Australasian College of Physicians, 2015. https://www.racp.edu.au/docs/default-source/pdfs/call_-for-a_new-zealand_rehabilitation_strategy.pdf?sfvrsn=2 ] 


Workforce
Multidisciplinary approaches for acute and restorative care require responsive and adaptive services, and training in different skills and expertise to meet health needs of older people. Additional capacity is required in allied health professions, such as occupational health, speech and language therapists and dietitians. These are essential workforce needs in the area of older people’s health. Increasing diversity and co-morbidity of New Zealand’s aging population is already having an impact on capacity. Our members report that people staying in their own home for longer has resulted in changing needs and expectations, for example, that people will be supported to stay in their own home. To meet these demands, additional workforce capacity is required, such as specialists in geriatric medicine, rehabilitation medicine, palliative medicine, specialist nurses, and psychiatrists with psychogeriatric expertise. 

2b. The draft Strategy includes actions that are intended to achieve the goal of high-quality acute and restorative care. Do you have any comments or suggestions regarding these actions? 

Improve outcomes from injury prevention and treatment 
Our members with expertise in Geriatric Medicine particularly welcome the implementation of a national hip fracture registry. We note that the registry is currently partially funded, and advocate for comprehensive and sustainable funding to ensure the registry is maintained to an acceptable standard. The RACP supports the move to increased collaboration between DHBs and ACC, particularly between in-patient rehabilitation providers and ACC.   

Living well with long-term conditions
3a. The draft Strategy sets out a vision for the goal of living well with long-term conditions. Do you have any comments or suggestions regarding this vision? 

Diversity of the population
There is increasing diversity in the demographic of older people, with variations in physical and cognitive functioning, health status, and resilience across the population. People now live up to 30 years after the age of retirement, and require longer term support to maintain health, wellbeing and quality of life. This section of the Strategy could be strengthened to note the heterogeneity of an older demographic and the inclusion of flexible approaches to long-term conditions, and increase efforts to prevent and detect illness.

The section on support for people with high and complex needs notes that increasing frailty and decline in cognitive function will amplify existing conditions, for both long-term and acute. The impact of frailty and dementia on the health of older people who develop dementia is expected to increase dramatically, and a cross-sector approach with the involvement of society is needed, as signalled in the proposed “dementia-friendly communities”. We recommend that further consideration is given to identifying what could be done to develop dementia friendly responses within communities. 

3b. The draft Strategy includes actions that are intended to achieve the goal of living well with long-term conditions. Do you have any comments or suggestions regarding these actions? 

Effective organisation of cross-sector collaboration is critical. There is a risk that the multitude of programmes that require closer collaboration and integration will become confused if the connections and information sharing of health and other sector and community programmes continue to duplicate activity. We recommend that the MOH prioritises actions in item 10. 

Support for people with high and complex needs 
4a. The draft Strategy sets out a vision for the goal of better support for people with high and complex needs. Do you have any comments or suggestions regarding this vision? 

To reduce the risk of isolation and potential for neglect, families and whānau caring for people with high and complex require additional support, including training in health literacy, advice and in-person support. We support actions to review the New Zealand Carer’s Strategy Action Plan 2014-2018 to assist family and whānau carers.  

We recommend better integration between the section on support for people with high and complex needs, and respectful end of life care. 

4b. The draft Strategy includes actions that are intended to achieve the goal of living well with long-term conditions. Do you have any comments or suggestions regarding these actions? 

We support action to strengthen and improve information sharing and dissemination of information between healthcare providers. We note that data collection tools such as the International Resident Assessment Instrument (interRAI), contains information that could be shared between agencies to reduce duplication. Databases such as interRAI are valuable for providing clinicians and researchers with information about the populations they serve and are useful for quality improvement activities. 

Respectful end of life
5a. The draft Strategy sets out a vision for the goal of a respectful end of life. Do you have any comments or suggestions regarding this vision? 

The RACP believes it is the responsibility of every physician to deliver good patient-centred end-of-life care. We welcome steps by the Ministry to develop guidelines and improve the quality of end-of-life care in New Zealand, for example through Te Ara Whakapiri: Principles and Guidance for the Last Days of Life. We support moves to improve conversations between families, whānau and health professionals about end-of-life issues, death and dying and advance care planning. 

Good end-of-life care
End-of-life care should be patient-centred, coordinated and focussed on rational investigation, symptom management and de-prescribing. This involves early identification, assessment and treatment of pain and other suffering (physical, psychosocial, cultural and spiritual). We support patients nearing the end of life to live as well as possible. In all cases, end-of-life care should be personalised to the individual patient and circumstance.[footnoteRef:19] [19:  The Royal Australasian College of Physicians. Position Statement: Improving Care at the End of Life: Our Roles and Responsibilities. Sydney, The Royal Australasian College of Physicians; 2016. https://www.racp.edu.au/docs/default-source/advocacy-library/pa-pos-end-of-life-position-statement.pdf?sfvrsn=6 ] 


5b. The draft Strategy includes actions that are intended to achieve the goal of respectful end of life. Do you have any comments or suggestions regarding these actions? 

Advance care planning
We support the plan to increase accessibility for enduring power of attorney, and advance care planning. This is internationally recognised best practice and reduces stress and anxiety for families and whānau, as well as ineffective or unwanted treatments5. Although prioritising widespread and early participation in advance care planning is an important step, we note that costs associated with enduring power of attorney may be a barrier for some. 

Workforce
The ageing population will exert pressure on a small specialist palliative medicine workforce, as well as the wider health workforce. The RACP welcomes the opportunity to participate in review of specialist palliative medicine workforce needs, as part of the outcomes of the Review into Adult Palliative Care Services.

Implementation, measurement and review
6. The draft Strategy includes proposals for implementing, measuring and reviewing proposed actions. Do you have any comments or suggestions regarding these proposals? 

The draft document refers to a number of existing strategies, frameworks, action plans and work programmes across the health and social sectors. We encourage better alignment and evaluation of these plans and programmes. 

We welcome the reference to the Health Research Strategy and believe ongoing research and evaluation of the HOPS implementation is essential to better understand the impact of ageing, and where to target clinical practice resources, technologies, or therapies. We recommend the Ministry consider incorporating research as a priority area in the Action Plan. 

The RACP thanks the Ministry of Health for the opportunity to provide feedback on this consultation, and looks forward to commenting on the final draft of the Health of Older People Strategy. To discuss this submission further, please contact the NZ Policy and Advocacy Unit at policy@racp.org.nz. 
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Mental Health and Addiction Service for Older People
Healthy ageing
1a.	The draft Strategy sets out a vision for the goal of healthy ageing: see page 14 in the draft document. Do you have any comments or suggestions regarding this vision?
	(3) Prevent harm and improve safety: Prevention and reduction of Elder Abuse & Neglect will be much more effective if we had a coordinated approach and stronger legal framework. This could be achieved by putting in place similar supports as for vulnerable children, such as an Older Person’s Team or Governing body to act in matters pertaining to Vulnerable Older Adults. Current legislation has limitations, for example Police can not act on Code of Rights, Right 7(4) to assist when someone with Dementia who wholly lacks competence to consent needs life saving treatment. Agencies holding the contract for Elder Abuse & Neglect can not investigate a situation if the vulnerable older adult does not provide consent. 
Although we should respect a person’s right to make individual choices about treatment such as remaining at home when seriously ill, we have a duty to protect people from dying an unnecessary painful or horrific death due to their inability to understand the possible consequences of their decisions. On occasion the Mental Health Act is inappropriately used in these situations, due to the lack of appropriate legislation. 
A Vulnerable Older Adult Act would provide powers to remove someone at imminent risk of harm, check on people, e.g. family, who informally provide care as well as those who formally provide care on behalf of the State. 



1b.	The draft Strategy includes actions that are intended to achieve the goal of healthy ageing: see page 31 in the draft document. Do you have any comments or suggestions regarding these actions? Do you agree that the actions with an  are the right actions to begin with?
	(3c) Update the 2007 Family Violence Intervention Guidelines. 
This needs to be a higher priority. There is a concern that some older people are not necessarily competent to identify their risk of exploitation or recognizing their vulnerability? For example someone with lifelong destructive behaviours such as enabling or rescuing. With added cognitive decline they may be less able to manage perpetrators, especially where the perpetrator is a family member. 
(4) Improve health literacy: It would be helpful to have an Elderly Visiting Team (Public Health Nursing and Allied Health) who can monitor decline in functional skills and enhance health literacy thereby increasing Older Adults’ ability to maintain activities of daily living and their general health. In the past when the public health nurse was well known in his/her community, vulnerable people were identified early (often by concerned friends or neighbours) and connected to the appropriate support services. 
If the system will continue to rely on people accessing their GP as the first step to connect to the right support, it will be important to have subsidized GP visits for financially disadvantaged older people. The current Care Plus system is too rigid and does not allow for intensive follow-up initially (e.g. straight after diagnosis of diabetes). In the Lakes DHB area an alternative system, LINC, has been trialled successfully where high intensity care can be provided in a more flexible way based on need and in collaboration with the client’s GP. This approach ensures health education and skills training to ensure the person can autonomously take care of their health needs. 


Acute and restorative care
2a.	The draft Strategy sets out a vision for the goal of high-quality acute and restorative care: see page 17 in the draft document. Do you have any comments or suggestions regarding this vision?
	(8a) Reduce Acute admissions: 
Improve triage of care in Emergency Departments to allow access to specialist investigations and avoid admission to other wards. Having Allied Health staff (Social Work, Occupational Therapy, Physiotherapy) in ED 24/7 could assist in avoiding admission or support a shorter stay in hospital. 
Delirium is underestimated and often undiagnosed extending periods of hospital care and increasing risk of complexity in health presentation and morbidity. More work-force training to improve recognition and managing of delirium is needed. 



2b.	The draft Strategy includes actions that are intended to achieve the goal of high-quality acute and restorative care – see page 33 in the draft document. Do you have any comments or suggestions regarding these actions? Do you agree that the actions with an  are the right actions to begin with?
	


Living well with long-term conditions
3a.	The draft Strategy sets out a vision for the goal of living well with long-term conditions: see page 20 in the draft document. Do you have any comments or suggestions regarding this vision?
	(11a) Implementation of Dementia Framework 
· Make cognitive testing compulsory as part of driving medical assessment which is often omitted and unsafe driving can put the public at risk. 
· Ageing Workforce – suggest voluntary medical assessment including cognitive testing perhaps from age 60 as cognitive decline potentially puts patients at risk. Early detection will enable the employer to put supports in place, minimizing risk. There may be a stronger role for registration bodies to consider this concern. At present the HPCA Act (2003) can require medical examination of anyone registered who may be unable to perform the function required due to a physical or mental health condition, particularly if there are potential safety risks to the public. There is an expectation that practitioners will take responsibility for their health and seek the necessary treatment as required, but this may not occur if the practitioner is no longer able to accurately appraise the impact of their cognitive decline. Cognition is only considered when a person presents with mental health (emotional or social) concerns and even then formal testing does not occur routinely. It is unlikely that people presenting with physical health needs will be tested cognitively unless dementia is strongly suspected. 
(12b) Get the help they need to stay well: There should be funding for people living alone to access a short period of respite at ARC facilities. 
Currently people living alone do not have access to respite at aged residential care facilities unless they have been admitted to hospital (post discharge) whereas those with a carer (usually family in the home) can be eligible for Carer Support funding. A short period in respite can avoid costly admissions and assist older people to remain home for longer. This has been seen on many occasions when mental health crisis funding has been used. The short period of respite provides improved nutrition, assists in re-establishing routines including sleep, socialization and medication oversight. Often other minor ailments are also identified and resolved. 



3b.	The draft Strategy includes actions that are intended to achieve the goal of living well with long-term conditions: see page 34 in the draft document. Do you have any comments or suggestions regarding these actions? Do you agree that the actions with an  are the right actions to begin with?
	(9) Investing in the workforce. High rate of migrants in the current workforce providing aged residential care, which can pose language and cultural barriers, but in some cases also exceptionally good care. Agree that this is a priority not only in ensuring consistent training but support to staff who sometimes receive unfair negativity from the public due to cultural biases.


Support for people with high and complex needs
4a.	The draft Strategy sets out a vision for the goal of better support for people with high and complex needs: see page 24 in the draft document. Do you have any comments or suggestions regarding this vision?
	(14a) Endorse the proposal for a frailty identification tool 
(16d) Improve coordination to vulnerable older people includes legal framework that supports care. Refer to comments under question 1. 
(17) MoH and DHB’s are identified as the lead agencies to increase access to MH&AS, but this should occur in strong partnership with the primary sector, to ensure early detection and management. 



4b.	The draft Strategy includes actions that are intended to achieve the goal of better support for people with high and complex needs: see page 37 in the draft document. Do you have any comments or suggestions regarding these actions? Do you agree that the actions with an  are the right actions to begin with?
	(14a) Endorse the proposal for a frailty identification tool - agree this is a priority 
(19) Improve integration: This needs to be implemented sooner 
Integrated community and specialist care is highly dependent on access to information. Rather than spending money on developing a sophisticated electronic interface, having one patient file shared (with due consideration of level of access to appropriate information only) by all organizations (specialist and community services including DHB, PHO and NGO) will greatly assist in continuity of care. 


Respectful end of life
5a.	The draft Strategy sets out a vision for the goal of a respectful end of life: see page 27 in the draft document. Do you have any comments or suggestions regarding this vision?
	(22) Early participation in advance care planning. Most hospitals and PHO’s are actively engaged in doing advance care planning. But in order to ensure that there is someone who can legally act on behalf of someone who no longer has capacity to consent, the cost of Enduring Power of Attorney needs to be reduced and make this more accessible. 
Writing a will can be contentious and the older person may be subject to emotional abuse. For example “Fair & Unequal distribution of assets” in a will is a person’s right, but can lead to conflict. Puts older person at risk of exploitation by children or other interested parties. Elder abuse is very often motivated by Gratification, i.e. the potential of obtaining money or other assets. To support the older person to assert their wishes, there needs to be more robust support and a legal framework to protect them from unnecessary exploitation. 



5b.	The draft Strategy includes actions that are intended to achieve the goal of a respectful end of life: see page 40 in the draft document. Do you have any comments or suggestions regarding these actions? Do you agree that the actions with an  are the right actions to begin with?
	(22a) Also increase awareness regarding Enduring Power of Attorney 



Implementation, measurement and review
6	The draft Strategy includes proposals for implementing, measuring and reviewing the proposed actions: see page 41 in the draft document. Do you have any comments or suggestions regarding these proposals?
	It is good to see wide community participation and consultation by the ministry. Workshops have been well attended. 



Other comments
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Health of Older People Strategy Team
Ministry of Health
Wellington

10 February 2017
Submission on the Health of Older People Strategy (HOPS): Consultation draft by the NZ Oral Health Clinical Leadership Network Group (NZOHCLNG)

1. Introduction
(i) The NZOHCLNG appreciates the opportunity to provide this submission on the Health of Older People Strategy: Consultation draft.  We agree to this submission being made public.

(ii) The NZOHCLNG is a wide-ranging sector group that aims to support oral health clinical leadership, facilitate sector engagement, and address clinical and service issues of national or regional significance.  Members of the NZOHCLHG include public and private clinical oral health practitioners (general and specialist dentists, and dental therapists and hygienists), non-clinical oral health professionals, and other key stakeholders who engage with the oral health sector, such as managers within DHB and ACC personnel.  

2. Background
(i) The Ministry of Health’s 2006 strategic vision Good Oral Health for All, for Life sets out a variety of challenges to both the Ministry and the sector to embrace a forward-looking plan for the delivery of oral health services, specifically in the publicly funded sphere.1 Older people, especially Māori, Pacific and the most deprived, are identified in the strategic vision as a key priority group.

(ii) Historically, most New Zealanders in early adulthood had all their natural teeth removed and replaced with complete dentures.2  Consequently, they had little need for oral health care.  Now, as in many other developed countries, more older New Zealanders are retaining their natural teeth, and retaining more of them.3,4  Further, the often complex dental treatment ‘baby-boomers’ have received in order to retain their natural teeth requires on-going maintenance.5  This unprecedented situation presents a substantial challenge for the oral health care sector and those who care for older people in New Zealand.6,7

(iii)  The two recent national oral health surveys revealed substantial unmet oral health need among older people, particularly for older people who rely on others to provide their day-to-day oral health care, such as those living in aged residential care (ARC).3,4  Research shows that older people’s oral health rapidly deteriorates after entering ARC.8

(iv) While publically-funded oral health services are available to eligible older people In New Zealand, oral health services are largely provided on a fee-for-service basis delivered by private oral health professionals (as they are for the majority of New Zealanders aged over 18).  

(v) Numerous challenges prevent the delivery of oral health care and provision of services in ARC.7  Further, most ARC facilities have not developed or implemented oral health care policies, and currently there is no formal requirement for them to develop oral health care plans for their residents. As such, oral health care in ARC facilities is typically inconsistent and provided on an ad hoc basis.9  

(iii) Thus, the NZOHCLNG supports the inclusion of oral health and associated action points in the HOPS draft.  While oral health is currently best suited in the ‘Healthy Ageing’ outcome area, it should be noted that oral health has a place in, and that in time becomes integrated with, all five outcome areas.  

(iv) A group of NZOHCLNG members met to provide the HOPS team with feedback on the specific oral health action points of the draft HOPS document, provide suggestions for implementing the action points and identify the actions that should take priority. The points raised at that meeting are summarised below.  

3. Action Point #5: “Improve oral health in all community and service settings”
(i) The NZOHCLNG recommends that the action point title be amended to be: “improve and maintain good oral health in all community and service settings”.  Without doubt, improving the oral health of older adults should be a key objective.  However, many people enter older age having maintained good oral health throughout their life; services and policy should allow them to continue to do so.  Further, as they become frailer and more dependent, older people living in ARC are at greater risk of deteriorating oral health if their oral hygiene is not maintained.8  

(ii) Action point 5a: Develop referral pathways for optimal dental care throughout ageing and into the end of life, to maintain independence and minimise pain.
a. The most appropriate time to refer for oral health care is frequently questioned.  Referral for oral health care could be considered when there is a sentinel event (e.g. stroke, dementia diagnosis, etc) indicating an older person may be experiencing functional decline.
b. Given the heterogeneity of the older adult population’s health needs, clinical pathways are often difficult, yet there is a need for a structured, evidence based approach to care for older dental patients.  The Seattle Care Pathway is one such approach which takes into consideration older people’s varied needs.10
c. Oral health workforce issues arise from the increasing proportion of older people retaining their teeth into old age.  General dentists are typically reluctant to treat older people,5 and many hospital dental services are inundated, having little capacity to adequately care for the potentially large number of older patients. The NZOHCLNG recommends that oral health care continue to be provided by the private sector wherever possible.
d. However, dental practitioners need to be comfortable providing care for patients with multi-morbidities and polypharmacy characteristic of the older adult population group. The NZOHCLNG recommends that oral health care for older people be incorporated into the undergraduate training for oral health/dental students, including greater exposure to treating older people. The NZOHCLNG recommends that dental students spend some time in ARC facilities, as already occurs with medical trainees. Final year dental students undertake attachments with other population groups.  The scheme could be expanded to include ARC, where students could work with, and be mentored by, experienced dentists.
e. To empower and inspire practitioners, and assist them in feeling more comfortable treating older people with multi-morbidity and polypharmacy, the NZOHCLNG recommends that post-graduate training (perhaps through the NZ Dental Association (NZDA), and new facility in Auckland) be provided for general dental practitioners. Such courses could be tied to the continuing professional development (CPD) requirements for registration. A postgraduate training program in geriatric dentistry was also suggested. 
f. There is a need to raise awareness of the importance of oral health among medical colleagues, especially general practitioners and geriatric specialists.  This could be delivered as part of their CPD requirements. Such action could also include other allied health professionals such as speech-language therapists and dieticians.
g. The cost of dental treatment is a factor for those older New Zealanders on a fixed income. If funding was made available, the NZOHCLNG recommends that a capitated fee scheme equivalent to the current combined oral health agreement scheme for children and adolescents be used and built into the provider contracts with the DHB.

(iii) Action point 5b: Identify and promote innovative care arrangements for oral health care of people living in aged residential care. 
a. This action point should not be limited to ARC. There are many vulnerable older people still living at home who need more support.
b. The NZOHCLNG recommends that ARC facilities be required to have oral health care plans and access to dental care facilities (either on-site or mobile), as part of their certification/audit process and contractual obligations with DHBs.
c. Dental therapists (Bachelor of Oral Health graduates) could play an important role in providing oral health care for the ageing population. They would act as a constant point of contact in ARC, especially given the high staff turnover in such facilities. Dental therapists are trained in health promotion and are therefore ideal in this role. This could be implemented in their undergraduate level training.  

(iv) Action point 5c: Disseminate updated information and advice on dental care to older people, family, and caregivers in communities and aged care organisations. 
a. The NZOHCLNG recommends that older people and other health professionals be included in this action point.   
b. The NZOHCLNG recommends that the current NZDA’s Healthy Mouth, Healthy Ageing11 literature and caregivers’ course be updated, particularly the pictures/images used in the education material.  This would assist caregivers overcoming their reluctance to provide oral care. 
c. Further, to provide an incentive to undertake further education and to elevate its status, the NZOHCLNG recommends that the caregivers’ training programme become a recognised NZQA qualification. 

4. What action areas should be of highest priority in the next 2 years?
a. Making oral health care plans a requirement for ARC certification/audit.
b. Increased undergraduate training for oral health/dental students and post-grad training in geriatric dentistry.
c. Update the current NZDA Healthy Mouth, Healthy Ageing education material and caregiver training in oral health care
d. Give caregiver oral health care training NZQA status.
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SUBMISSION TO:	Ministry of Health
			Health of Older People Strategy
BY:			Age Concern Rotorua

Age Concern Rotorua is an independent, charitable, not-for-profit incorporated society committed to promoting quality of life for older people.
The principal objective of Age Concern Rotorua is to benefit the community by working collaboratively to promote, support and enhance the quality of life, dignity, health, well-being and interests of older people in the Rotorua district. Services provided include the Accredited Visitor Service, social work, Supergold Skills Service, a shopping service and health promotion.
New Zealand and Rotorua’s population is ageing and growing.  2015 data from Statistics NZ shows that people over the age of 65 years (9,900) now make up 14.3% of Rotorua’s total population (69,200).  By 2033, 25% of Rotorua’s population will be 65 years and over.  


Age Concern Rotorua commends the Ministry of Health on the wide consultation and development of a very good draft strategy.  
Age Concern Rotorua also commends the Ministry’s priority goal to ‘prioritise healthy ageing and resilience throughout people’s older years’ 


1) Our first recommendation is that it be re-titled “The Healthy Ageing Strategy”

2) Supporting and strengthening agencies such as Age Concern which already provide valuable services and health promotion at community level is key to maximizing the health budget, reorienting health services away from a disease focus to a healthy ageing focus - as outlined below in an excerpt from this 2015 WHO report.
 “The greatest costs to society are not the expenditures made to foster this functional ability, but the benefits that might be missed if we fail to make the appropriate adaptations and investments.  The recommended societal approach to population ageing, which includes the goal of building an age-friendly world, requires a transformation of health systems away from disease-based curative models and towards the provision of integrated care and that is centred on the needs of older people”.  (WHO report on Ageing & Health)
3) The Ministry must ensure that there is adequate social housing and that providers must adhere to the principles outlined on Page 16:  “ensure that social housing is warm, safe and dry and….meets the needs of an ageing population”

4) Age Concern Rotorua and our community partners provide effective services around key health and wellbeing outcomes for older people including social connectedness, good nutrition, physical activity and health promotion, however more support is required to enhance these in order to achieve the Strategy’s goal that “Older people are physically, mentally and socially active; and healthy lifestyles and greater resilience throughout life mean that we spend more of our lives in good health and living independently. 

Action Plan recommendations:
1.a&b:	Include Local Government New Zealand as a one of the ‘leads’.  Territorial authorities are key stakeholders in the establishment of age-friendly (and healthy) communities – e.g. local government policy & planning, social housing, public transport, parks and reserves, public facilities.  
2.b.:	As ‘Leads’, Government agencies must recognise that effective health promotion work is carried by organisations other than the public/population health units of the district health boards, Age Concern included. 
2.c:	For our ageing population the Green Prescription programme is very effective.  It supports and motivates older people to maintain and sustain a healthy lifestyle. Age Concern does not believe that authority to prescribe should be widened beyond primary care.  Widening the authority increases risk (to the client) exponentially.  It would also put the provider at risk if not all medical issues were provided at the time of referral.
4.c:	See our comment above in 2.b. 


We look forward to continuing to work with the Ministry towards the implementation of the final strategy.
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Stroke Foundation submission to Health of Older People Strategy draft document 
6 September 2016  


The Stroke Foundation congratulates the Government on developing the Health of Older People strategy: consultation draft document.  The scope and diversity of the strategy chapters present a bold vision of health services for older people in New Zealand.  We appreciate the opportunity to participate in the workshops and to prepare a submission. 

Around 9,000 people in NZ have a stroke each year[footnoteRef:20] and stroke is a major cause of disability[footnoteRef:21].  The total cost of stroke to the country is over $450 million annually[footnoteRef:22].   A 2015 Treasury working paper examines the impact of eight different health conditions on the employment rates and incomes of working-aged New Zealanders.  It identifies that stroke has the poorest outcomes regarding employment rates and income losses and requires the greatest amount of income support[footnoteRef:23]. [20:  Based on analysis of District Health Board Discharge Data, available from http://www.health.govt.nz/nz-health-statistics/health-statistics-and-data-sets/hospital-event-data-and-stats
]  [21:  Murray C, Vos T, Lozano R, et al. Disability-adjusted life years (DALYs) for 291 disease and injuries in 21 regions, 1990-2010: a systematic analysis for the Global Burden of Disease Study 2010. The Lancet. 2012; 380: 2197-223.  
]  [22:  Brown P. Economic burden of stroke in New Zealand. Three decades of Auckland regional community stroke (ARCOS) studies: What have we learned and what is next for stroke care and stroke research? AUT University Auckland. 2009.
]  [23:  The Employment and Income Effects of Eight Chronic and Acute Health Conditions http://www.treasury.govt.nz/publications/research-policy/wp/2015/15-15
] 


We are working hard to reduce this high cost both to the people of NZ and Government.  Our comments and recommendations focus on a key points relevant to stroke services, stroke survivors and their family, whānau and carers. 

1. We wish to ensure that equity and fairness regarding funding allocation, service provider provision and rehabilitation provision for all older New Zealanders underpins all aspects of implementation and goal achievement.  Currently there are disparities of access and service delivery across the country and implementation of the strategy provides an opportunity to address these imbalances.  Some examples of current inequities which are barriers to healthy aging are detailed here. 
· Assessment for driving again after stroke by a specialist driving assessment therapist is available at no cost in some DHB regions and in other areas clients must pay for this test themselves (price ranges from $450 to $700).  This cost compromises access to assessment with negative flow-on effects including isolation, loss of independence and self-esteem. 
· Support from a pharmacist to prepare medications into a blister pack for ease of use is provided at no cost in some DHB regions and in other areas people requiring blister packs must pay for this preparation.  This additional cost each week or month is a barrier to effective medication use. 
· Older people who have a stroke and live in provincial and rural areas do not usually have access to the same rehabilitation services as their contemporaries who live in the main urban centres.  The Stroke Foundation community advisor may be the only home visiting service for some stroke survivors in rural and provincial environments.   
· In some areas access to services is limited by age.  The Canterbury DHB recently opened up rehabilitation services for stroke survivors of all ages with the removal of the under- and over-65 age groups; however the replacement services are complicated and difficult for stroke survivors to understand.  One service is referred to as ‘slow stream rehabilitation’ which is equally confusing for people with stroke and their family, whānau and carers.  We recommend that service delivery structures and systems are user-friendly, accessible and easy to understand.  
· The Health and Disability Commission Health Passport is a valuable tool for older patients, especially those with impaired communication and memory deficit.   Consistent use ensures that all providers are have access to the same information. Use of the Health Passport is limited due to NGOs and hospitals having to purchase them.  Patients can order a copy for no cost; however optimum benefit is gained from a patient being guided through the Passport.  We recommend that the cost of the Health Passport is waived and that hospitals and NGOs are encouraged to use them as a consistent communication tool. 

2. Volunteering is an integral part of life in New Zealand.  The Stroke Foundation acknowledges the value of older people volunteering as highlighted in Healthy Aging action point d.   However the role of young and old volunteers as service providers (drivers, home visitors, computer trainers, special outing assistance, shoppers etc) is not adequately acknowledged in the strategy.  Volunteers are key to many older people remaining independent at home.  We recommend inclusion of volunteers as service providers in actions where relevant throughout the strategy with NGOs as lead.  

3. Adequate and appropriate respite care is essential for older people to live well.  We recommend that action on Points 11 g (stroke rehabilitation and care) and 21 a (building family and volunteer resilience and capability) focuses on a user-friendly respite care process so that older people with stroke and high and complex needs are able to stay in their homes for as long as possible with support from their family and whānau.  This action may be best carried out through a specialist working group of providers and consumers. 

4. Overall the strategy action plans place emphasis on the role of government and DHBs in leading all aspects of implementation.  We recommend that government considers contracting NGOs providing services nationally for older people as ‘lead’ in some action points.  This would ensure community-based initiatives already underway can be mobilised and expanded with minimal financial investment in the most efficient and relevant way for greatest benefit. 

5. Ministry of Health and DHB contracting processes for service provision are based on an annual cycle with the possibility, at times, of renewal. We recommend that contracts with non-governmental service providers are developed into three-year contract cycles.  This change would facilitate recruitment, retention and development of a skilled workforce.  This extended time frame would allow full evaluation regarding the effectiveness of the service provided:  what has changed a result of their support for clients?  Currently service delivery evaluation is not always funded in the contract; plus contracts are focused on outputs rather than outcomes which does not indicate the real value of the work.  We also recommend that contracts are based on outcomes and include funding to carry out service delivery evaluation. 

6. We applaud the focus on age-friendly communities and wish to recommend the addition of age-friendly environments as a goal to ensure Healthy Aging.  Age-friendly environments are welcoming for elderly people and facilitate community connectedness and mobility.  Key features of age-friendly environments include adequate signage and street lighting, provision of public seating, doors which open automatically, community identifiers including small gardens and murals, seats in bus stops and removal of physical barriers etc.  These features make spaces user-friendly not just for older people but everyone.  Current action is led predominately by government or DHBs so we recommend that local government and regional councils take the lead regarding this action. 

7. Health literacy and streamlined, user-friendly communication systems are relevant across the entire strategy.   As demonstrated during the recent infected water crisis in Havelock North multiple communication methods are essential for messages to reach the whole population.  People with stroke often experience severe communication impairments which challenges their health literacy.   We appreciate that more people are computer-literate and using e-technology to manage their health so Action Points 4 e. and f. are essential; however we recommend that Action Points 4 a. b. and c. become an immediate priority for action as they focus on people most at risk for stroke.   


Acute and Restorative care (page 33) 

1. Currently the initial goal focuses on rehabilitation and follow-up support; many steps occur in an acute episode prior to a person being ready for discharge from hospital.  The goal section would benefit from an outcome statement regarding effective decision making and discussion prior to the acute episode exacerbating and the person requiring hospitalisation. 

2. We commend the focus on support during transitions out of acute care as this is where gaps appear; however currently there are not systems in place to facilitate achievement of the current goals.  For example – older people are supported through recovery and the return home; none of the actions address how this will be achieved.  We recommend a navigator model with people trained and employed to provide a client-centred service with the ability to work across agencies and providers.  NZ refugee resettlement demonstrates a successful model of how this client-centred approach can be applied across different agencies and social service providers. 

3. Immediate action planned for this chapter is Action Point 7: Improve outcomes from injury prevention and treatment which is the current ACC, HQSC, Ministry of Health initiative regarding falls and injury prevention.  We recommend that equal implementation emphasis is given to Action Point 6: Support effective rehabilitation closer to home.

4. We suggest another action point ensuring a sufficient rehabilitation workforce to work with elderly people is added to Point 6.  We acknowledge the value of effective partnerships however currently there are not sufficient rehabilitation professionals nationally. In some areas of NZ (e.g. West Coast South Island, Marlborough) rehabilitation professionals are scarce and some specialist services are not available (e.g. neuropsychologist, psychologists, podiatry).  Elderly people often miss out on or have to wait for rehabilitation.  Implementation of this action point would focus on ensuring there are sufficient numbers of specialist rehabilitation providers to support effective rehabilitation closer to home.   

5. The role of not-for-profit NGOs in providing essential rehabilitation and advisory services close to home should be noted.  This includes the work of the Stroke Foundation, Parkinsons NZ, Arthritis NZ, and Alzheimers NZ. 

6. The total range of services which support effective rehabilitation with elderly people should be enlarged to include neuropsychologists, psychologists, counsellors, ophthalmologists, hearing specialists and podiatry etc.  These ancillary and rehabilitation services contribute to effective rehabilitation in an aging population.   
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Submission: Health of Older People Strategy

The Retirement Policy and Research Centre thanks the Ministry of Health for the opportunity to make a further submission on the draft Health of Older People Strategy.

Background:
The New Zealand Health Strategy released on 18 April 2016 recognises the ageing population as a challenge and an opportunity. Its five strategic themes are: people-powered, closer to home, one team, smart system, and value and high performance. The Health of Older People Strategy sits under the New Zealand Health Strategy. He Korowai Oranga,[footnoteRef:24] the Māori health strategy, last updated in 2014, also guides the Government’s and the health system’s approach to Māori health, including the health of older people. [24:  Ministry of Health’s He Korowai Oranga at: http://www.health.govt.nz/our-work/populations/maori-health/he-korowai-oranga. ] 


The Health of Older People Strategy is also designed to comply with the Convention on the Rights of Persons with Disabilities,[footnoteRef:25] to which New Zealand is a signatory. In that Convention, Article 25, Health, affirms that States Parties shall: [25:  See the Convention on the Rights of Persons with Disabilities at: http://www.un.org/disabilities/convention/conventionfull.shtml. ] 

a. Provide persons with disabilities with the same range, quality and standard of free or affordable health care and programmes as provided to other persons…;
b. Provide those health services needed by persons with disabilities specifically because of their disabilities, …, and services designed to minimize and prevent further disabilities, including among …older persons;
c. Provide these health services as close as possible to people’s own communities, including in rural areas;
d. Require health professionals to provide care of the same quality to persons with disabilities as to others, including … raising awareness of the human rights, dignity, autonomy and needs of persons with disabilities through training and the promulgation of ethical standards for public and private health care;
e. Prohibit discrimination against persons with disabilities in the provision of health insurance, …, which shall be provided in a fair and reasonable manner;
f. Prevent discriminatory denial of health care or health services … on the basis of disability.
The Health of Older People Strategy is: Older New Zealanders live well and age well in age-friendly communities, supported by a system oriented towards:
· Healthy ageing
· High quality acute and restorative care
· Living well with health conditions
· Better support for people with high [needs] and complex conditions
· Respectful end of life.[footnoteRef:26] [26:  Ministry of Health (2016). Health of Older People Strategy. Consultation draft July 2016. Wellington, Ministry of Health, p. 6.] 

The Strategy applies a life course approach to achieving the aim of healthy ageing.
Initiatives for older people that take a life course approach, promoting ‘healthy ageing’, focus on building and maintaining people’s physical and mental function and capacity, maintaining independence and preventing and delaying disease and the onset of disability. Such initiatives aim to maintain quality of life for older people who live with some degree of illness or disability requiring short or long-term care. They enable disabled people to do the things that are important to them, enhancing their participation, social connection and appropriate care and ensuring their dignity in later years.[footnoteRef:27] [27:  Ibid, p. 7.] 


People aged 65 years and older make up 15% of the population in 2016, and this could rise to 22% by 2033. This older population currently absorbs 42% of the $11,000 million health budget and in 10 years that could rise to 50%.[footnoteRef:28] A critical fact is that “We are living longer, but the age to which we are likely to live in good health and without disability is not increasing at the same rate as life expectancy.”[footnoteRef:29] [28:  Ibid, p. 4.]  [29:  Ibid, p. 8.] 


Submission 1: Priority to be given to recruiting, training and retaining a health workforce that reflects the diverse population of Aotearoa New Zealand so that culturally appropriate aged-care and support can be provided in homes and residential institutions. 

Discussion: Maori and Pasifika peoples comprise an increasing proportion of the population, but their growing numbers are not reflected in the medical and healthcare workforces. For example, while Pacific peoples make up 7% of the New Zealand population, they currently comprise only 1.6% of the medical workforce.[footnoteRef:30] To address this, Pacific providers are implementing a ‘strength-based approach’, engaging with churches, schools, tertiary providers, community groups and sports clubs, powerful networks that were previously untapped by the health sector. “Cultural competency is therefore crucial for providing a responsive health service and improving the ability of frontline services to meet the needs of Pacific peoples through high quality, patient-centred approaches.”[footnoteRef:31]  [30:  Ryan, D., N. Beckford and M. Fitzsimons (2010). Lalaga. Pacific Providers Making a Difference. Wellington, Pacific Health. Pacific Innovations. Sector Capability and Innovation Directorate, p. 4.]  [31:  Ibid, p. 5.] 


We note Whanganui District Health Board’s report on a successful innovation: the Haumoana (navigator) service introduced to support families and staff, 24 hours, 7 days a week. ‘The service provides support to families as they navigate their way through the DHB services and links them with community providers on discharge.’ It also supports DHB staff, assisting and building their confidence working with Māori families in terms of tikanga and cultural practices. The Haumoana service, embedded into service teams in an integrated way, is delivered by experienced non-clinical Māori staff, working alongside experienced clinicians and health professionals.[footnoteRef:32]  [32:  See He Korowai Oranga, at: http://www.health.govt.nz/our-work/populations/maori-health/maori-health-case-studies/whanau-centred-care-whanganui. ] 

Ensuring the diversity of the population is reflected in the medical and healthcare workforces is another strategy to improve the future health and wellbeing of the ageing population, and ensure older people have access to the support and services they require.

Submission 2: All aged care facilities are required to have oral care policies, provide oral care plans for their residents, and ensure access as required to oral health professionals including dentists.
Discussion: The Ministry of Health’s survey published in 2010, Our Oral Health: Key findings of the 2009 New Zealand Oral Health Survey, pp. xx[footnoteRef:33] states in precis:  [33:  See: https://www.health.govt.nz/system/files/documents/publications/our-oral-health-2010.pdf.] 

Oral health, the health of teeth and mouth, is critical to good health and wellbeing. Oral diseases are among the most prevalent chronic diseases in New Zealand… Cost was found to be a key barrier to accessing oral health services: 44.1% of adults surveyed had avoided dental care due to cost in the previous year. In 2009, key population groups who experienced disparities in oral health outcomes and access to services included Māori, Pacific people, and people living in high deprivation areas. These population groups generally had higher levels of untreated decay and missing teeth, poorer self-reported oral health, and higher prevalences of having experienced one or more oral-health-related quality-of-life impacts. 

The Overview of key findings of the Annual Update of Key Results 2014/15: New Zealand Health Survey[footnoteRef:34] reports that in 2014/15 the Government spent $199 million on oral health care, including oral health services provided or funded by district health boards. Children and adolescents up to their 18th birthday have access to free basic oral health services. For adults, some publicly funded oral health services are available for treatment required for accident or injury; for people with medical conditions or disabilities whose conditions prevent them from accessing community-based dental care; and for low-income adults who need emergency dental treatment. [34:  See: http://www.health.govt.nz/publication/annual-update-key-results-2014-15-new-zealand-health-survey.] 


However, the oral health of the aged population, particularly those in long-term residential care, is at risk. The Age Related Residential Care Services Agreement between DHBs and Providers of age-related residential care[footnoteRef:35] specifically excludes provision of dental care:  [35:  See: http://www.centraltas.co.nz/assets/Health-of-Older-People/ARRC-Agreement-effective-1-July-2015-v-20May2015.pdf] 

D14.1 The Services do not include: d. Services such as those provided by dentists, opticians, audiologists, chaplains, hairdressers, dry cleaners, and solicitors.
While D20 states that Subsidised residents must have access to services, including Laboratory services, Radiological services and Dental services, that is not provision of the service, and as noted above, cost is often an obstacle, particularly for those elderly who are state-subsidised. 

In the RPRC PensionBriefing 2013-3, Oral health, general health, and residential aged-care, March 2013[footnoteRef:36] we note that: [36:  See: https://cdn.auckland.ac.nz/assets/business/about/our-research/research-institutes-and-centres/RPRC/PensionBriefing/2013-3%20Oral%20health,%20general%20health,%20and%20residential%20aged-care.pdf,] 

oral ill-health or discomfort causes loss of appetite, and loss of well-being. There is also growing international evidence about links between periodontal disease and cardiovascular disease, diabetes and other chronic illnesses.

Given New Zealand’s ageing population, investing in the oral health of the elderly would improve the general health and well-being of those currently deprived of this care; and would also be a likely source of future saving from reduced incidence of chronic illnesses.
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Healthy ageing
1a.	The draft Strategy sets out a vision for the goal of healthy ageing: see page 14 in the draft document. Do you have any comments or suggestions regarding this vision?
	See below


1b.	The draft Strategy includes actions that are intended to achieve the goal of healthy ageing: see page 31 in the draft document. Do you have any comments or suggestions regarding these actions? Do you agree that the actions with an  are the right actions to begin with?
	See below



Acute and restorative care
2a.	The draft Strategy sets out a vision for the goal of high-quality acute and restorative care: see page 17 in the draft document. Do you have any comments or suggestions regarding this vision?
	 See below


2b.	The draft Strategy includes actions that are intended to achieve the goal of high-quality acute and restorative care – see page 33 in the draft document. Do you have any comments or suggestions regarding these actions? Do you agree that the actions with an  are the right actions to begin with?
	See below


Living well with long-term conditions
3a.	The draft Strategy sets out a vision for the goal of living well with long-term conditions: see page 20 in the draft document. Do you have any comments or suggestions regarding this vision?
	See below


3b.	The draft Strategy includes actions that are intended to achieve the goal of living well with long-term conditions: see page 34 in the draft document. Do you have any comments or suggestions regarding these actions? Do you agree that the actions with an  are the right actions to begin with?
	See below


Support for people with high and complex needs
4a.	The draft Strategy sets out a vision for the goal of better support for people with high and complex needs: see page 24 in the draft document. Do you have any comments or suggestions regarding this vision?
	See below


4b.	The draft Strategy includes actions that are intended to achieve the goal of better support for people with high and complex needs: see page 37 in the draft document. Do you have any comments or suggestions regarding these actions? Do you agree that the actions with an  are the right actions to begin with?
	See below


Respectful end of life
5a.	The draft Strategy sets out a vision for the goal of a respectful end of life: see page 27 in the draft document. Do you have any comments or suggestions regarding this vision?
	


5b.	The draft Strategy includes actions that are intended to achieve the goal of a respectful end of life: see page 40 in the draft document. Do you have any comments or suggestions regarding these actions? Do you agree that the actions with an  are the right actions to begin with?
	All very good points. In practice as a community based gerontology NP one of the difficulties that will hopefully be addressed is that of allowing funding for dying at home for older people with non-malignant illnesses with an extended and unknown trajectory who are often moved to residential care due to funding and social issues. In the United Kingdom there are several programs that allow more opportunity to spend the end of life at home, for this group.


Implementation, measurement and review
6	The draft Strategy includes proposals for implementing, measuring and reviewing the proposed actions: see page 41 in the draft document. Do you have any comments or suggestions regarding these proposals?
	NPNZ support ongoing reviews of measures and goals outlined in this document. Inclusion of a variety of participants and health professionals would enhance the reviews and provide direction for further development across the cultural, ethnic, geographical areas and professions.


Other comments
	Below is the documented feedback from NPNZ membership for the draft HOP strategy.
We appreciate the opportunity to provide feedback on the draft Health of Older People Strategy on behalf of Nurse Practitioners New Zealand.
We sent the draft documents to all members of NPNZ (whose membership includes 77% of all currently practicing NPs).  We received feedback from several NPs who work in aged care in both rural and urban areas.  
All NPs who responded realised that Health of Older People Strategy provides guidance and direction for services both in rural and urban areas addressing both the cultural aspects older people and families experience and the general person- centred approach for all sections of older people’s health from preventative to palliative care. 
The overall feedback was very positive about the guidelines and the documentation form.  Generally, all agreed that the document is readily understood 

Regarding the question whether the document includes all the information needed and if not what else would be helpful, . We note as follows:
1)	The addition of End of Life into the strategy is a welcome addition, acknowledging much of the work that is done with older adults in healthcare
2)	Complex needs
-	Maybe here or maybe in living well (not sure)
-	PPPR – older people should be encouraged to appoint EPOA while they can however the current legal system cannot manage PPPR applications which are costly, time consuming and stressful for the older person.  Recommendation that this is reviewed in the future to improve effectiveness of assessment for capacity, guardianship etc
-	As far as we can see there is no mention of capacity/PPPR etc
3)	Supporting older people
-	Good to see acknowledgment of the fragility and inadequacy of home care supports (low wages, poor work conditions etc)
-	Good to see emphasis on some preventative programs in community eg falls etc that have been lost over recent years
4)	Acknowledge the importance of developing skilled MDT community teams
-	Model of care in primary care needs to be continued to be reviewed as older people with complex needs struggle within current GP models of care and there should be much greater funding opportunity to utilise Nurse Practitioners who can work across the boundaries of General Practice, home and residential care to provide and integarated and seamless service for older people
Recognition of the wider team of health professionals around the older person/family/whanau is important. The older person, family to navigate the circle of support and care requires knowledge and skills. Developing a really integrated MDT service was part of the previous Health of Older People’s Strategy and growth in this area should continue to reduce acute admission thus reducing other risk factors. Investment in funding models nationally is imperative in allowing health professionals to work alongside older people to achieve the strategy recommendations.

All respondents were very positive that the document will help in professional development, organisational policy development and to guide practice.
  .  
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Healthy ageing
1a.	The draft Strategy sets out a vision for the goal of healthy ageing: see page 14 in the draft document. Do you have any comments or suggestions regarding this vision?
	We support this vision and its focus on wellness, moving away from ‘medicalising’ ageing.
“Where does ageing begin?” we are all ageing and the focus needs to start much earlier on to achieve healthy ageing. 
Potential to rebrand to a healthy ageing strategy – more positive and solution focussed.


1b.	The draft Strategy includes actions that are intended to achieve the goal of healthy ageing: see page 31 in the draft document. Do you have any comments or suggestions regarding these actions? Do you agree that the actions with an  are the right actions to begin with?
	Agree with the actions, will need to be highly focussed to ensure older people’s needs are heard in the health care sector. Heard and met by all health professionals.


Acute and restorative care
2a.	The draft Strategy sets out a vision for the goal of high-quality acute and restorative care: see page 17 in the draft document. Do you have any comments or suggestions regarding this vision?
	Older people as stated are high users of out at times complex health care systems. Issues to be considered  include ensuring older people are able to:
· successfully navigate the system, 
· Know when something is not going to plan
· understanding what to do when the system doesn’t respond as it should, 
· when and where to ask for help.


2b.	The draft Strategy includes actions that are intended to achieve the goal of high-quality acute and restorative care – see page 33 in the draft document. Do you have any comments or suggestions regarding these actions? Do you agree that the actions with an  are the right actions to begin with?
	Support generally. More focus is needed across the   hospital to home or rehab interface.
Coordination and support of sometimes rapidly changing needs from the acute care episode to a more stable health condition and setting.
Inter-agency integrated teams- reduce referrals.  More rounded approach. 
Transport and travel regarding appointments is also an area to consider- TeleHealth not always the solution. 
Also consider: funded vaccinations in older persons or similar preventatives. 


Living well with long-term conditions
3a.	The draft Strategy sets out a vision for the goal of living well with long-term conditions: see page 20 in the draft document. Do you have any comments or suggestions regarding this vision?
	


3b.	The draft Strategy includes actions that are intended to achieve the goal of living well with long-term conditions: see page 34 in the draft document. Do you have any comments or suggestions regarding these actions? Do you agree that the actions with an  are the right actions to begin with?
	Support and increase in Māori and Pacific workforce within aged care. Increased focus is needed to support RNs into the aged care sector.
Important to invest in NZ (nursing) research to support programmes of work


Support for people with high and complex needs
4a.	The draft Strategy sets out a vision for the goal of better support for people with high and complex needs: see page 24 in the draft document. Do you have any comments or suggestions regarding this vision?
	Supportive of this vision.


4b.	The draft Strategy includes actions that are intended to achieve the goal of better support for people with high and complex needs: see page 37 in the draft document. Do you have any comments or suggestions regarding these actions? Do you agree that the actions with an  are the right actions to begin with?
	Support improved and standardised discharge processes between hospital/ ambulance and aged care facilities.
18d. This is a workforce demand issue- increased focus is needed to secure appropriately skilled RNs, EN and NPs into the aged care sector.
Quality of care is important especially when working with a vulnerable population. Therefore  Workforce flexibility, education and training  are key


Respectful end of life
5a.	The draft Strategy sets out a vision for the goal of a respectful end of life: see page 27 in the draft document. Do you have any comments or suggestions regarding this vision?
	Support Advanced Care Planning and enabling registered health practitioners involved in care to begin conversations early.


5b.	The draft Strategy includes actions that are intended to achieve the goal of a respectful end of life: see page 40 in the draft document. Do you have any comments or suggestions regarding these actions? Do you agree that the actions with an  are the right actions to begin with?
	Agree the sector need some courageous conversation around end of life- this may not sit with the MOH however  resourcing  needs to be acknowledged


Implementation, measurement and review
6	The draft Strategy includes proposals for implementing, measuring and reviewing the proposed actions: see page 41 in the draft document. Do you have any comments or suggestions regarding these proposals?
	See comments below regarding workforce supply and demand.


Other comments
	pg. 10- workforce development. There are issues of workforce supply and demand.
· Increase the Nurse Practitioner (NP) workforce; this is a largely untapped resource in the health of older people. A highly skilled and cost effective workforce able to navigate across the healthcare system.  There is an opportunity to develop NPs, using models already in place, to support this expanding area of health need. 
· From the workforce angle: We need to attract NZ registered and enrolled nurses and NPs into this speciality area. 
· NZ has a high reliance on the internationally qualified nursing workforce. There is opportunity to re-focus on NZ trained new graduate nurses, where there is currently a poor uptake into nurse entry to practice programmes ( NETP) across aged care, often due to underlying requirements of NETP‘s, which most aged care facilities cannot meet due to small teams. An increase of supported student placements into aged care facilities in the 3rd year of nursing undergraduate programmes, with more flexible options to enter NETP post registration, could increase NZ trained nurses, including Māori and Pacific RN, in this sector.
· Appreciate the linkages to other strategies, e.g. dementia.
· Recognition that there is diversity in the way cultures value their elderly population. 
· What is the timeline by which quality of life for older people would have measurably improved? Measuring the outcomes will be a challenge-how do we know we have achieved the intended results? Need to be clear on deliverables and how the steps fit together.
· Culture shift takes 10 years plus -greater than most parliamentary terms, so how do we build and change the behaviours in a way that makes adherence to this none negotiable? 
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SUBMISSION TO NZ MINISTRY OF HEALTH

RE: HEALTH OF OLDER PEOPLE STRATEGY – CONSULTATION DRAFT

NOTES
· A wider ranging audiologically-centred presentation I have also authored has been sent to you from NZ Audiological Society.
· This paper covers my personal thoughts from audiology experience in the field in rest homes and elder care settings.
· In my voluntary work with the health team of Special Olympics International, I have contact with elderly persons with Intellectual Disability and their carers or families.
· Currently I am also a student of Disability issues, particularly the Applied Psychology of Intellectual Disability.
EXECUTIVE SUMMARY

· Assessment/pre-admission programmes in elder care must include screening for all sensory disability – sight, hearing, smell, touch and taste. These all add to the person’s quality of life.  Deficiencies should be ameliorated to best effect e.g. glasses or hearing help available before any placement decisions can be valid.

· Persons found to have dual, or triple or more, disability e.g. age related plus hearing loss, or even triple or more disability from any combination of age, vision loss, hearing loss, physical dexterity or movement loss, or cognitive impairment require more holistic care.

· If simple sensory improvements can improve overall quality of life, then there can be potentially less dependence on medications to control unwelcomed behaviour.

· Many elderly live in a world of under-stimulation by methods meaningful to them. Attempts to try and provide stimulation can be intrusive for the elderly persons e.g. a music session I happened upon where the music was so loud it could be damaging and the residents were in no state to choose their attendance or not. 

· Persons with Intellectual Disability (ID) are consistently identified as having poorer health outcomes than the general population. They are also vulnerable as they might not be able to self-advocate for health care. Persons with ID e.g. Down Syndrome are living longer than in the past and are likely to require elder care and end of life care that requires extra focus on their needs.

· Persons with ID have different needs in end-of-life care, requiring intensified comforting care, symptom management and medical/significant other decision making than persons without ID do.

· End of life care requires a different approach from general elder care in terms of audiology and hearing.

· We are only temporarily young and if fortunate we are able – but again only temporarily.
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Address: 	Health of Older People Strategy Consultation
Ministry of Health    
PO Box 5013
WELLINGTON 6145

E-mail: 	HOPStrategy@moh.govt.nz

Contact Details:
	This submission was completed by:	(name)
	Waikato District Health Board


Are you submitting this as (tick one box only in this section):
	is made on behalf of a group or organisation
Please indicate which sector(s) your submission reflects:
	District health board
Introduction
Waikato District Health Board (DHB) serves a population of more than 391,770 people within 10 territorial authorities, stretching from the northern tip of Coromandel Peninsula to south of National Park and from Raglan and Awakino in the west to Waihi in the east.

Waikato DHB has five hospitals and two continuing care facilities; community services, older persons and rehabilitation service, population health service and mental health and addiction services. It directly employs around 6,500 doctors, nurses, allied health professionals and support staff.

Waikato DHB also funds and monitors (through contracts) a large number of other health and disability services that are delivered by independent providers such as general practitioners and practice nurses, rest homes, community laboratories, dentists, iwi health services, pharmacies, Pacific peoples’ health services and many other non-government organisations and agencies.

Waikato DHB is committed to improving the health status of our population and eliminating health inequities.  

Our submission does not follow the specific questions outlined in the submission document.

Acknowledgement
Thank you for the opportunity to provide comment on the Health of Older People Strategy: Consultation draft.

Submission Response
Outlined in the following list is a collection of overall general statements and observations about the strategy:
· that the strategy should be called the “Healthy Ageing Strategy” rather than the “Health of Older People Strategy”;
· this is not a health strategy it’s a New Zealand strategy; groups and agencies outside the health sector (including society as a whole) have a significant role to play (for example local government might be the best placed to lead activity around dementia friendly communities); 
· next time a strategy consultation process is run there should be a focus on bringing all the key stakeholder across the system together rather than targeting different parts of the system;
· education and training for family / whānau is important; the significant contribution from volunteers and family / whānau needs to be recognised;
· the older people population group is diverse and shouldn't be looked at just as one homogenous group especially in terms of age groups who are likely to have different levels of need;
· the digital drive occurring in the health sector with new technologies and virtual health developments may have negative impacts on the relationships between health professionals (in particular GPs) and older people.  This needs to be considered and actively managed (re: continuity and ongoing relationship with healthcare provider). There is concern that in a drive to increase efficiency through technology, there will be a decrease in the ability to create ongoing relationships which may result in a decrease in the effectiveness of the engagement.
Vision and Objectives 
The draft vision for the strategy needs to reflect that healthy ageing is not something that happens once you turn 65 years of age.  The foundations and behaviours need to be in place well before then to have the best impact.
The five outcomes put forward support the overall vision.  However, within the narrative at the front of the document there are sections about a vision for each of the outcome areas. This may be confusing in terms of the taxonomy of the strategy and some thought should be given to a different name for these; perhaps framing them as ‘these are the impacts we want to achieve’ for each outcome might be an approach. 
Having an overall vision for the strategy and multi-bullet point vision statements for each outcome could blur the message for the audience.    

Action Plan
To ensure that the anticipated improvements detailed in the strategy eventuate, a structured approach to strategy realisation needs to be identified and actioned.  The action plan section of the consultation draft is the mechanism for this to occur.  However, there are a number of issues for consideration.
The actions in the consultation draft are relatively high level as is appropriate in a strategy level document.  These will have to be worked through to a greater level of detail at a local level so they can be operationalised effectively.  A one size fits all approach is not appropriate as the operating environment is different in each locality.  Development of the detailed actions which will work best in each locality will be time consuming.  
Cross-government activity tends to take more time and resource than anticipated.  We support this as a valuable approach to achieving the outcomes of the strategy but recognise that, as with any change process, this sort of activity takes time and resource to ensure the identified gains are achieved.  
Reporting and monitoring of the activity coming from this strategy needs to be managed.  There is potential for operational service delivery to be swamped by an avalanche of reporting and monitoring.  What is reported on and monitored needs to be the right things that can inform decision-making and enable operational leaders to use that business intelligence to assist older people to live well, age well and have a respectful end of life in age friendly communities.  The first port of call should be around using currently available data smarter.
As part of the process of implementing the strategy the resourcing impacts need to be identified, this information is missing from the strategy.  The stakeholders that will be charged with implementing the strategy need to be involved in the resourcing impacts conversation.  From a DHB perspective there has been an ongoing push to do more with the resource available in terms of ‘working smarter’ and increasing productivity.  While there is likely to still be some small capacity within the system for this to keep occurring it is very limited.  Actions that require new activity will need appropriate resourcing which will either be new funding or a decision to re-direct funding from other activities.  DHBs are subject to a number of different priorities at a national, regional and local level which can make re-direction of funding a difficult and time consuming exercise.  
It would be good if there was one clear lead for each action identified in the action plan section.  On many occasions there will likely be multiple stakeholders across the system involved in the implementation of the action but without a clear lead there can be risks around either the activity not getting do or multiple agencies doing the same activity.  The other stakeholders could be identified in a ‘partners’ column to highlight the important contribution they have in implementing the strategy.

Specific comments
The following series of points come from our AgeWISE Advisory Group.  The numbers reflect the number in the action plan section of the strategy consultation draft.
1 Healthy Ageing 
General statements
· Noted a strong focus on the role of primary care and social connectedness
· 1b is a priority but how does the strategy help communities?
· Lead has responsibility, should be MoH then DHB. If not, then acknowledge partnership
· Importance of intergenerational partnerships and opportunities to interact as well as early education about ageing
· Dementia – not specific enough
· Dental was not indicated as a priority. Should include 5b and then 5a as priorities.

2 Acute and restorative care – priority 6a rather than 7a
General statements
· Promote existing services - Ensure everyone is aware of what services they can access
· Core discharge planning team – education is really important. Clear simple to follow instruction re core components of care is necessary. 7a is important but is secondary to discharge planning.
· Seeing models like START is good.

3 Living well with Long Term Conditions – Priorities 10a & b, 11a, 11b, 11f and 11i
General statements
· People need to accept self-responsibility and accountability
· Care is easier when a team is involved. There is a need to decrease duplication by sharing
· Haven’t included older people with disabilities and co-morbidities

4 Support for people with high and complex needs – Priority 16d and 17a
General statement
· Intellectual / learning disability needs to be added
· Noted that mental health and ID clients often don’t fit into ARRC

5 Respectful end of life 
General statements
· Nothing on pain relief.  It should be a goal.
· Options of pain relief (i.e. alternative methods) should be explored under actions
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	Organisation (if applicable):
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	Position (if applicable):
	Enliven Community Services Manager


This submission (tick one box only in this section):
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We will publish all submissions on the Ministry’s website. If you are submitting as an individual, we will automatically remove your personal details and any identifiable information. 
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|_|	Do not publish this submission
Your submission will be subject to requests made under the Official Information Act. If you want your personal details removed from your submission, please tick this box:  
|_|    Remove my personal details from responses to Official Information Act requests 
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· Non-governmental organisation	|_|	Union
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|_|	Academic/researcher	|_|	Other (please specify):
     
Healthy ageing
1a.	The draft Strategy sets out a vision for the goal of healthy ageing: see page 14 in the draft document. Do you have any comments or suggestions regarding this vision?
	Overall this fits nicely with our values here at Presbyterian Support, but we have a few suggestions :
In our experience spirituality is also very important to Kaumatua and other elders, this is not mentioned on page 14 (an opportunity would be in the 5th paragraph or on page 15 )


1b.	The draft Strategy includes actions that are intended to achieve the goal of healthy ageing: see page 31 in the draft document. Do you have any comments or suggestions regarding these actions? Do you agree that the actions with an  are the right actions to begin with?
	Action Plan – page 32 - #2 – ‘review the Green Prescription programme’ – what about the Falls Prevention programme that is delivered into an individual’s home related to the individual’s safety needs (including prescription of basic safety equipment e.g. walking frames)
In the Action Plan it mentions ‘establish age-friendly communities…’ and ‘support initiatives that maximise healthy ageing through supported housing’ as a 2 year implementation  – this is a large goal to implement in 2 years – how many and how will this happen? Also agree  the falls prevention programmes  to be more available and the other 2year actions.


Acute and restorative care
2a.	The draft Strategy sets out a vision for the goal of high-quality acute and restorative care: see page 17 in the draft document. Do you have any comments or suggestions regarding this vision?
	  Page 16 mentions  supported living housing options, in our experience there is a lack of ‘ self owned’ units where elders need services but are reluctant to purchase due to the ‘right to occupy’ scenario where people are concerned about a marked reduction in the legacy that would be going to their children after they die.
Page 18 mentions nurses in ED to assess and redirect people back to their G.P. Instead of being redirected, as it is not easy for most older people accessing ED in the first place, could nurse practitioners access client information on line and prescribe medication or offer a clinic within the ED department?
Same page – transitioning people from hospital to home – could respite care be used with more direct links to the transition which includes visits home encorporating whanau/friends to assist. If complex or extended lengths of stay, an increase in home visits would be required.
Page 19 – Workforce – some allied health wait lists are longer than 6 months. “Information sharing, training” – who will do this training?
    


2b.	The draft Strategy includes actions that are intended to achieve the goal of high-quality acute and restorative care – see page 33 in the draft document. Do you have any comments or suggestions regarding these actions? Do you agree that the actions with an  are the right actions to begin with?
	Page 34 - #9a – use of “Kaiawhina workforce” could be confusing, can we not call them community support workers and Kaiawhina? We have both and our Kaiawhina works with Kaumatua.
Improving outcomes from injury prevention and treatment is a great place to start as an action. Is there also any plan to invest in reducing the waiting list for those waiting for surgery?


Living well with long-term conditions
3a.	The draft Strategy sets out a vision for the goal of living well with long-term conditions: see page 20 in the draft document. Do you have any comments or suggestions regarding this vision?
	Page 20 – ‘investing in social assistance, primary, home, community services….’ – in our opinion, an increase in home-based services is required as part of this investment.
Page 22 – family and whanau – ‘…training and information as well as respite care’ – what about carer support as well?


3b.	The draft Strategy includes actions that are intended to achieve the goal of living well with long-term conditions: see page 34 in the draft document. Do you have any comments or suggestions regarding these actions? Do you agree that the actions with an  are the right actions to begin with?
	  Page 36 – h. – ‘Mobility Action Programme’ – can we have a link to this referenced please
 “         “  -  i -  ‘improve the early identification of mental illness’ – would like to see dementia included in there.
“          “  -  13b. – ‘promote use of tele-monitoring to monitor conditions and alleviate social isolation, especially in rural and remote locations’ – social isolation is best alleviated by people meeting people, we do not dispute the effectiveness of telemonitoring for managing conditions.    

Actions – agree with training and retaining the homebased community support workforce, also wondering if there should also be more capacity for health assessment in the home e.g. more RN’s that can follow up any concerns that a support worker raises – not sure if they should be based in the homebased services or at G.P.’s/health hubs?


Support for people with high and complex needs
4a.	The draft Strategy sets out a vision for the goal of better support for people with high and complex needs: see page 24 in the draft document. Do you have any comments or suggestions regarding this vision?
	Page 23 – ‘…early detection and prevention mean that fewer older people are affected’…. Would like to reinforce that by including earlier referrals for home-based support and social services and the increase in ‘connector/navigator’ roles especially for mental health clients that may need support to engage with health and wellbeing services.


4b.	The draft Strategy includes actions that are intended to achieve the goal of better support for people with high and complex needs: see page 37 in the draft document. Do you have any comments or suggestions regarding these actions? Do you agree that the actions with an  are the right actions to begin with?
	Page 38 – 16a – ‘minimise the need for the most expensive health and support services’ – is that person centred care?  ‘ could include primary care, pharmacy, ambulance ….’ – should Social Services also be there?
“         “  -   16d – ‘improve the coordination of social services to vulnerable older people..’ – having social services referral forms accessible to G.P.’s and hospitals would make a big difference e.g. Health Pathways
Action – Support for People with High and Complex Needs – as above for more RN’s in the community assessing , also if a frailty identification tool is going to be available – could this be shared with other health professionals that work across sector e.g. RN’s/OT’s that work in Social Services?


Respectful end of life
5a.	The draft Strategy sets out a vision for the goal of a respectful end of life: see page 27 in the draft document. Do you have any comments or suggestions regarding this vision?
	Page 28 – Our vision – ‘all teams are responsive to the cultural needs of different groups’ – within each group there are also individual cultural needs – therefore it is our suggestions that individuals could  be mentioned here. 


5b.	The draft Strategy includes actions that are intended to achieve the goal of a respectful end of life: see page 40 in the draft document. Do you have any comments or suggestions regarding these actions? Do you agree that the actions with an  are the right actions to begin with?
	Page 40 - #23 – ‘…training bodies to ensure….’ – does not include spiritual support when required – this can be very important to the individual.
Actions to begin with seem to be the priorities, especially to reduce work related barriers to informal care – can be very difficult for the person still working to leave their person at home and go off to work all day.

Action – Respectful End of Life - agree that EPOA and advanced care planning need to be understood across all that work with elders,  and that an individual’s cultural preference for how that would look for them at the end stage of their life is very important.


Implementation, measurement and review
6	The draft Strategy includes proposals for implementing, measuring and reviewing the proposed actions: see page 41 in the draft document. Do you have any comments or suggestions regarding these proposals?
	Yes the inclusion of consumers referenced throughout the proposals looks great.


Other comments
	Thank you for the opportunity to make submissions to this very important document, it is easy to follow and most of our suggestions are small ideas for further inclusion of an individual’s needs. Well done.
I would be happy to discuss with you further should you wish to do so.
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Regional Alliance – HOP Team
Healthy ageing
1a.	The draft Strategy sets out a vision for the goal of healthy ageing: see page 14 in the draft document. Do you have any comments or suggestions regarding this vision?
	The outcome is well described. The inclusion of resilience statements are useful.  Timely recognition is the key to prevention of avoidable decline, whilst there is mention of timely recognition re sight and hearing perhaps this could be expanded – or included throughout the document as appropriate.  The need for “growing age friendly communities” – this needs to link in with local authority planning resources and all players in the aged care sector.


1b.	The draft Strategy includes actions that are intended to achieve the goal of healthy ageing: see page 31 in the draft document. Do you have any comments or suggestions regarding these actions? Do you agree that the actions with an  are the right actions to begin with?
	It may be more than an “office for seniors” task to identify age friendly communities – local authorities etc need to be involved. It is a big task and needs to have a higher profile. 
Level footpaths would be a major improvements.  Many even with slight disability with walking sticks, even walking frames struggle at times to walk  any distance on poor surfaces and slopping footpaths.    Mobility scooter users have even more problems with uneven footpaths, struggling to manoeuvre at strange angles.
Crossing Lights, many are just too fast and folk are halfway across a road when the lights change from green to red, and you can see they are anxious to hurry across.  Falls risk!
More seating around the towns, shopping centres, parks, beach and walkways.  


Acute and restorative care
2a.	The draft Strategy sets out a vision for the goal of high-quality acute and restorative care: see page 17 in the draft document. Do you have any comments or suggestions regarding this vision?
	The outcome area is well described.
Acute hospitalisation is sometimes necessary for older people. This strategy needs to promote the use of restorative, patient centred care during acute hospital admissions, with a focus on preventing, recognising and managing delirium, as well as other complications, including pressure injuries, increased dependency and decreased mobility.
The workforce needs to be adequately trained to provide restorative care across the system – re recognise e.g. frailty and delirium early and respond quickly/appropriately.
Emphasis about reinforcing the one team approach between specialist and primary care services should have a high priority. There could be more emphasis about the restorative approach. Promote the message at every opportunity that a restorative approach can/should/must be considered by all services working with older people.  
Promote utilising all available tools and techniques to enable older people to continue to manage and self-direct their own health helps build resilience and sustainability for our ageing population and health system.

Important to look at models of care that are evidence based, support prevention, less time in hospital settings and effective discharge. This needs to have a raised profile across the whole sector. 


2b.	The draft Strategy includes actions that are intended to achieve the goal of high-quality acute and restorative care – see page 33 in the draft document. Do you have any comments or suggestions regarding these actions? Do you agree that the actions with an  are the right actions to begin with?
	Goals well described.
A key area is the ability to have data available that is easy to access so that we can measure how well the strategy is progressing. 



Living well with long-term conditions
3a.	The draft Strategy sets out a vision for the goal of living well with long-term conditions: see page 20 in the draft document. Do you have any comments or suggestions regarding this vision?
	Investing in ‘primary care’ is key.  Primary care that is multi-disciplinary is needed – the current model is more suitable for episodic care.  
There needs to be closer links with other health strategies –  health aging message embedded at every opportunity.  Is the strategy for influencing social media etc.? (What will “grab” people and help them consider change earlier?)  Living well in the community is achievable – do not always need ‘village’ living.
For many older people living alone is extremely lonely and isolated, especially if family live away and are working and busy with families.     The Support Caregiver that pops in once a week for an hour is not adding to that person’s life if the rest of the time they are alone.  Even the daily shower only has one purpose…
How to increase the quality of life for the ‘Aging in place” older person?  Support for social interactions.


3b.	The draft Strategy includes actions that are intended to achieve the goal of living well with long-term conditions: see page 34 in the draft document. Do you have any comments or suggestions regarding these actions? Do you agree that the actions with an  are the right actions to begin with?
	They are OK – but feels overwhelming as they are mainly focused on what goes wrong with older people and long term conditions. One big gap is to do with mood/motivation, including psychological support needed for people. There is a risk of trying to assist people who are confused/depressed, have “given up” due to the impact of their long term condition – and these factors are not addressed. 


Support for people with high and complex needs
4a.	The draft Strategy sets out a vision for the goal of better support for people with high and complex needs: see page 24 in the draft document. Do you have any comments or suggestions regarding this vision?
	Aged residential care residents need equitable and appropriate access to primary and secondary care services, which may be above and beyond a telephone service. It is essential that staff working in residential care and primary care staff working with them have access to all the information required to assist with providing the resident with appropriate care.
Missing: addressing the capacity to make decisions – EPOA etc, What are the barriers for EPOA/advanced care planning?  Joined up Health information is needed –  promot InterRai as one way to gather this.


4b.	The draft Strategy includes actions that are intended to achieve the goal of better support for people with high and complex needs: see page 37 in the draft document. Do you have any comments or suggestions regarding these actions? Do you agree that the actions with an  are the right actions to begin with?
	Frailty identification tool – a good idea, - probably  don’t need to develop a new one,  may need to take a national approach and decide which one might be useful in NZ .

Add the word recognition to 14b i.e. Build recognition and responsiveness………
Suggest making 19B a priority and integrating long term care management, advanced care planning, acute care).. 
20 Medicines management is an important inclusion. 


Respectful end of life
5a.	The draft Strategy sets out a vision for the goal of a respectful end of life: see page 27 in the draft document. Do you have any comments or suggestions regarding this vision?
	Respect, respect.   
Increased use of ACP should give peace as a person can now plan with family things that will make their end of life more stress free.


5b.	The draft Strategy includes actions that are intended to achieve the goal of a respectful end of life: see page 40 in the draft document. Do you have any comments or suggestions regarding these actions? Do you agree that the actions with an  are the right actions to begin with?
	EOPA – mentioned here, should be flagged much earlier i.e. when people are in th e50s, especially for those without immediate family support (potentially increasing numbers?)
. 22A – advanced care planning, “yes”, but needs to be in partnership with primary and secondary health. 
There needs to be an action around workforce (being prepared, skilled and able to have ‘conversations that count’ and support a person to develop/implement their advance care plan.
There needs to be an action around health services providers having systems to respond appropriately to an advance care plan.


Implementation, measurement and review
6	The draft Strategy includes proposals for implementing, measuring and reviewing the proposed actions: see page 41 in the draft document. Do you have any comments or suggestions regarding these proposals?
	There is good information and direction in the draft strategy – but concerned that It may be “lost” in some of the health silos that can be around. For example, there is a lot in the strategy that applies in acute health settings, public health, mental health – how high is awareness of this strategy in these areas? 


Other comments
	Adopt Restorative as ‘usual care’.   Promote the message at every opportunity that a restorative approach can/should/must be considered by all services working with older people.  
Key to the health system being responsive is a workforce that has gerontology knowledge and  skills.  Many of the challenges are better prevented than treated (e.g. delirium, frailty).  This requires a workforce who has an understanding of common issues that affect older people. 
Integration is key for all providers involved with the persons health journey.  Especially promote the one team approach between specialist and primary care services . 
Fostering an approach where the person’s voice is heard – both as an individual planning their care and services keen to hear about the persons experience. 
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Health of Older People (HOP) Strategy Submission 

Background Information 
Platform Trust is a national network of non-government community organisations (NGOs) that provide a wide range of mental health and addiction support services across New Zealand. In 2015 almost 60,000 New Zealanders accessed support from NGO services. 
Platform is well connected with the wider NGO sector including through various network groups such as Hui E! and the Ministry of Health’s NGO Council. 

Summary 
Platform congratulates the Ministry of Health on the development of the Health of Older People Strategy draft through its consultation with key stakeholders. 
We commend the Ministry for its focus on wellness throughout the document, and the acknowledgment that mental wellness is a key part of wellbeing. 
We consider that there are challenges in applying a social investment and/or preventative approach with a cohort that experiences many of its outcomes largely influenced by earlier life events and/or determinants. 
We welcome the Ministry’s acknowledgment of the impact of the social determinants of health and wellbeing with the subsequent disparity in outcomes in later life and potentially reduced ability to manage these. 
While we appreciate that the Strategy is pitched at a high-level through a Government stewardship lens, we strongly agree with the NGO Council’s submission that there appears to be an overreliance in it on government institutional involvement for supporting the health of older people. This medicalised approach to health and wellbeing overemphasises health professionals’ role, supplemented by others rather than focusing on and investing in community and natural supports, supplemented by health professionals as required.
The social investment approach, and the principles expressed in the New Zealand Health Strategy, would suggest that many of the system changes that are required to achieve the vision of the HOP Strategy will come from families/whanau, communities and community providers (including NGOs) rather than through institutions. Strong cross-agency collaboration will also be required so that the system is connected and navigable. 
We echo the concern raised in the NGO Council’s submission that the various strategies included in page 6 of the HOP Strategy, including Rising to the Challenge, must be brought together in a cohesive and interconnected way when it comes to operationalising the strategies. 

Social Investment Approach/Stewardship 
We know that the health, social and justice systems are at the early stages of a shift toward investing in prevention/early intervention using the social investment approach. We wholeheartedly support this approach as it has the potential to reduce the senseless siloing of strategies, policy, commissioning and operational activities. However, as identified in the Strategy, much of the service commissioning/allocation of funding still sits within DHB control. 
‘To achieve the best value and high performance, district health boards need to commission services in a way that will provide older people with quality care in the right setting at a sustainable cost. If we can achieve this, we will reduce inequities in access to these services, and their effectiveness’ (p.25) 
There is an inherent tension between the Ministry’s principles of using a truly person-centered approach versus the DHBs’ mandate to use a population-based funding model through a largely medicalised system. This is acknowledged lightly in the Strategy and we hope that it is given further consideration. 
‘Building a health system that can deliver good health outcomes requires us to take stock of… the way we currently fund and deliver care, our performance and the tools and resources we need to reach our goals.’ (p.3) 
The New Zealand Productivity Commission’s More Effective Social Services report promotes some alternative models of commissioning that Platform believes would provide greater opportunities to realise the HOP Strategy’s vision and more equitable outcomes across New Zealand. 

The Role of the Community Sector 
In its document On Track, Platform has articulated the NGO sector’s vision for a One Team approach toward improving the health and wellbeing of New Zealanders experiencing mental illness or addictions. More than the role set out in the Strategy’s statement below, Platform believes that non-government organisations are ‘players’ within the health and social system, not optional or desirable partners outside of it. 
‘Achieving the vision and goals set out in this Strategy will require the commitment of a vast range of players across and throughout the health and social system, working in partnership with non-governmental organisations, communities, older people and their families.’ (p. 29)
Platform recently signed a joint statement with Network 4 (ProCARE, CompassHealth, Pegasus and Pinnacle Midlands Health Network) demonstrating that primary health organisations and the non-government/community sector are committed to working collaboratively as vital players in preventing people, including our older people, from interacting with acute services. We are best positioned to provide services and supports closer to home using community-based models of service delivery to address the complexity of people’s lives, including their social circumstances. This approach absolutely supports the HOP Strategy’s hope to develop a ‘system that is truly person-centred, supporting and empowering people to make informed choices about their health and wellbeing, and is coordinated and integrated around people’s needs and aspirations, providing high-quality services that deliver value for people’ [emphasis added]. 

Health Inequities 
Platform is a member of the Equally Well collaborative, generated from the NGO sector, which was recently recognised at the TheMHS Learning Network Awards in the Physical Health and/or Primary Care category. This collaborative has firmly established an evidence base around the poorer physical health outcomes of those experiencing mental health or addictions issues. Equally Well has rallied more than 70 organisations, including NGOs, DHBs, the New Zealand College of Public Health Medicine, the New Zealand Nurses Association and the Royal College of Psychiatrists to address this challenge. 
We agree that ‘to improve the health of different groups, we need to draw on the experience and expertise of community leaders’ (p. 9). We cannot emphasise enough the expertise that is held in the community sector and we urge the Ministry to work with us to ‘ensure that we think beyond the narrow definitions of health and work across sectors to achieve a wider vision of good health for everybody’ (p. 10). 
Thank you for the opportunity for us to provide feedback into the Strategy. 
Platform supports the submission made by the NGO Council.
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The Seniors Council of Multicultural New Zealand (NZ Federation of Multicultural Councils) appreciated the opportunity to participate in the consultation rounds during the review of the Health of Older People Strategy.
The Seniors Council has a particular interest in research into:
· Forms of Elder Abuse involving ethnic people in New Zealand eg. physical,emotional, psychological, financial abuse
· Incidence of such abuse on the part of family of ethnic people in New Zealand
· Incidence of such abuse on the part of institutional care givers and other service providers in respect of ethnic people in New Zealand
· Strategies to mitigate the risk of such abuse

The Seniors Council is also interested in:
· Issues relating to the involvement of ethnic people working in institutional care giving and other service provision roles in respect of ethnic people in New Zealand eg. recognition of overseas qualifications and work experience, use as interpreters/translators, pay and conditions of employment.
The Seniors Council would be grateful if the Strategy document could give due weight to the  interests outlined above.
 
Regards
Secretary Seniors Council
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	Organisation (if applicable):
	WellElder Counselling Trust

	Position (if applicable):
	Manager


This submission (tick one box only in this section):
Is made on behalf of a group or organisation(s)
We will publish all submissions on the Ministry’s website. If you are submitting as an individual, we will automatically remove your personal details and any identifiable information. 
If you do not want your submission published on the Ministry’s website, please tick this box:
|_|	Do not publish this submission
Your submission will be subject to requests made under the Official Information Act. If you want your personal details removed from your submission, please tick this box:  
|_|    Remove my personal details from responses to Official Information Act requests 
Please indicate which sector(s) your submission represents (you may tick more than one box in this section):
|_|	Service provider	
|_|	Non-governmental organisation		
Healthy ageing
1a.	The draft Strategy sets out a vision for the goal of healthy ageing: see page 14 in the draft document. Do you have any comments or suggestions regarding this vision?
	We support this vision and the five outcome areas.
We are pleased to note a life course perspective to the Strategy. The health and wellbeing of older people is particularly vulnerable during life cycle transitions when major changes and unexpected losses occur.  
The provision of timely and affordable counselling is an effective tool in managing stresses that arise in old age. Over half the older people using WellElder counselling services identify depression and/or anxiety as reasons for their referral.  


1b.	The draft Strategy includes actions that are intended to achieve the goal of healthy ageing: see page 31 in the draft document. Do you have any comments or suggestions regarding these actions? Do you agree that the actions with an  are the right actions to begin with?
	Steps towards healthy ageing need instigating as soon as possible because of the long-term rewards to be reaped in maintaining independence and healthy living in the community.  As well as the items that have been tagged for next 2-year priority in this section would like to see 1c added, relating to improvement of assistance to socially isolated older people. Benefits: 
· Directly supports the first goal under the healthy ageing action plan 
· Links through to building resilience (p.15)
· Greater coordination between Ministry of Social Development and DHBs would strengthen the interface between health and social services


Acute and restorative care
2a.	The draft Strategy sets out a vision for the goal of high-quality acute and restorative care: see page 17 in the draft document. Do you have any comments or suggestions regarding this vision?
	     


2b.	The draft Strategy includes actions that are intended to achieve the goal of high-quality acute and restorative care – see page 33 in the draft document. Do you have any comments or suggestions regarding these actions? Do you agree that the actions with an  are the right actions to begin with?
	     


Living well with long-term conditions
3a.	The draft Strategy sets out a vision for the goal of living well with long-term conditions: see page 20 in the draft document. Do you have any comments or suggestions regarding this vision?
	We support the emphasis on improving ability to prevent and better manage long term conditions that lead to the development of frailty, and to invest in the home and community workforce. These aspects are essential for providing community based support for ageing population.
We would like to see a mention of counselling. We are able to provide useful support for many people with long term conditions in the Wellington, Kapiti and Porirua areas (CCDHB region), and we would lie to see services like ours extended across the country.
We consider that partnerships are essential to providing support for living well with long term conditions, and we have recently partnered with Alzheimers Wellington to co-operate in supporting people living with dementia. We regularly attend a local network meeting  of agencies Supporting Independent Living (SIL net facilitated by Wesley Community Action). These initiatives need to be local and be supported by government agencies.


3b.	The draft Strategy includes actions that are intended to achieve the goal of living well with long-term conditions: see page 34 in the draft document. Do you have any comments or suggestions regarding these actions? Do you agree that the actions with an  are the right actions to begin with?
	Give a higher priority to 9.g improving training and information for family carers. Family carers provide a much higher proportion of support to people with long term conditions than do paid workers. Although the Ministry of Health has done well in introducing packages for family carers, much more is needed. In much the same way as parenting courses for young children are now being widely promoted, the same emphasis is now needed for caring for older unwell or disabled people. 


Support for people with high and complex needs
4a.	The draft Strategy sets out a vision for the goal of better support for people with high and complex needs: see page 24 in the draft document. Do you have any comments or suggestions regarding this vision?
	     


4b.	The draft Strategy includes actions that are intended to achieve the goal of better support for people with high and complex needs: see page 37 in the draft document. Do you have any comments or suggestions regarding these actions? Do you agree that the actions with an  are the right actions to begin with?
	     


Respectful end of life
5a.	The draft Strategy sets out a vision for the goal of a respectful end of life: see page 27 in the draft document. Do you have any comments or suggestions regarding this vision?
	     


5b.	The draft Strategy includes actions that are intended to achieve the goal of a respectful end of life: see page 40 in the draft document. Do you have any comments or suggestions regarding these actions? Do you agree that the actions with an  are the right actions to begin with?
	     


Implementation, measurement and review
6	The draft Strategy includes proposals for implementing, measuring and reviewing the proposed actions: see page 41 in the draft document. Do you have any comments or suggestions regarding these proposals?
	The move to introduce regular two-yearly reviews of the strategy and monitoring progress is very positive. It would be desirable to maintain the consultative approach used in developing HOP by ensuring that the results of these reviews  are publicly disseminated.

We would like to see a commitment to funding and resourcing the strategy, and would hope that measurement and review findings are linked to follow up and funding.


Other comments
	It is important that this strategy is backed up with resources and funding to achieve the vision and meet these outcome areas.

It provides a platform for Counselling is an aspect of health promotion and therapeutic treatment that is often overlooked. Initiatives in the WellElder model could very effectively be rolled out around the country to meet local need. Counselling works by improving well-being right across the health spectrum, from independent living to end-of-life.  In the WellElder model, older people have the choice of counselling in their own home or in the community, as a one-to-one session or in a group setting.

Congratulations on the hard work and comprehensive consultation that has gone into preparation of this document. 
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Submission to the Ministry of Health
on the Draft Health of Older People Strategy  


Introduction  

This submission reflects the views shared by older people in Kawerau at a public workshop on 24 August 2016.  It has been prepared by the Kawerau District Council with assistance from Kawerau and Districts Grey Power and the Kawerau Seniors Forum. 

The workshop dealt with four of the five proposed Ministry of Health outcome areas only.   Respectful end of life was not discussed in the workshop, however participants noted that it is an important issue which should be included in the strategy.  

For each of the remaining damains, workshop participants were asked the following questions:
1. Are the goals in this domain the right ones?
2. Are the actions in the action plan going to help us achieve those goals?
3. What other actions (if any) should be added?
4. Any other comments? 

In most cases workshop participants thought it necessary to respond to no more than two of the questions.  


Healthy Ageing 

Are the goals in this domain the right ones?

Goal 1 
Please AMEND to read: ”Older people are physically mentally and socially active and spend more of their lives in good health, living independently.”

Goal 3
Please AMEND to read: “Older people are able to make informed decisions about their health and know when and how to get help early.”
 
Will the actions help achieve the goals?

Action 2
Please DELETE reference to targeting health promotion to Maori and other vulnerable older populations.  We propose that health promotion should be aimed at all older people.
 
Action 5 
Please DELETE “oral health”  as other aspects of senior health, such as eyesight, hearing, arthritis, diabetes and heart disease, are equally if not more important. 

Please INSERT the words “health” and “health care” throughout the action so that referrals, care arrangements and information and advice are made available for all important aspects of senior health. 


Acute and Restorative Care  

Are the goals in this domain the right ones?

Goal 1
Please DELETE the word “planning” after the word “discharge”.  We consider that the goal should be to deliver on best practice discharge of older people and not just to plan for it. 

Goal 3
Please AMEND to read: ”Family/whanau …”

Goal 4
Please AMEND to read:  “The number of people readmitted to hospital following hospital treatment is reduced.”  Again, this changes the goal to a statement of outcome rather than just a process.   

Will the actions help achieve the goals?

Action 8
Please DELETE the word “other” so that the action is simply to support initiatives to reduce acute admissions.

What other actions should be added? 

We PROPOSE that a new action is added as follows:

Action 9: Develop and disseminate discharge protocols for older people 
a. Provide that older people may only be discharged from hospital before noon.
b. Provide that discharge staff ensure that older people have suitable transport and adequate care arrangements in place before they may be discharged from hospital.


Living well with long-term conditions

Are the goals in this domain the right ones?

Goal 5
Please DELETE the words “including the health workforce …..family and whanau carers” so that the goal reads:  “The workforce that supports older people with long-term conditions has appropriate resources, structures and training. 

Goal 6
Please delete the word “vulnerable” so that health outcomes for all older people are equitable with those for the population as a whole.


Support for people with high and complex needs 

Are the goals in this domain the right ones?

Goal 1
INSERT the word “their” before needs in bullet 2 so the bullet point ends: “...support their needs.”  


Closing

Thank you for the opportunity to make a submission on the draft strategy.  We appreciate the ability to make our views heard. 

We look forward to seeing the final version of the strategy in due course.
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Health of Older People Strategy – Consultation Draft
NZCCSS comments 
7th September 2016

Introduction 
These comments are in response to the consultation draft of the Health of Older People Strategy released in July 2016. The comments build on other feedback provided to the Ministry of Health including comments October 2015 and participation stakeholder workshops during 2015 and 2016. 

These comments begin with general feedback on the HOP Strategy as set out in the Consultation Draft before looking at the Action Plan proposals on pages 29- 41 of the Consultation Draft. 

About NZCCSS
The New Zealand Council of Christian Social Services (NZCCSS) has six foundation members: the Anglican Care Network, Baptist Union of New Zealand, Catholic Social Services, Methodist Church of New Zealand, Presbyterian Support New Zealand Inc. and the Salvation Army. NZCCSS works for a just and compassionate society in Aotearoa New Zealand.  We see this as a continuation of the mission of Jesus Christ. In seeking to fulfil this mission, we are committed to giving priority to poor and vulnerable members of our society and to Te Tiriti O Waitangi.

Based on our most recent update of membership information, NZCCSS membership consists of some 213 service provider agencies providing more than one thousand distinct programmes in 55 towns and cities throughout the country. Our members deliver a wide range of services that cover such areas as child and family services, services for older people, food-bank and emergency services, housing, budgeting, disability, addiction support, community development and employment services.  Our networks have a long history of working with older people including social work and community programmes, day programmes, home support, aged residential care and retirement living.

Guiding Principles in our comments
The guiding principle for our comments is driven by the mission of our organisation and the agencies with who we work. 
What would a Health of Older People Strategy look like that is genuinely focused on responding to the situation of older people with a particular concern for those who are poorer & more vulnerable?

Allied to this is the commitment to honouring Te Tiriti o Waitangi in the relationships and work that we all do. In the context of the HOP Strategy we would ask:
How are the commitments of the Treaty relationship being reflected in all levels of this strategy?
General Comments
Overall the draft Strategy reads well and sets out a good and positive vision for health of older people. The Action Plan shows, however, how the much of a challenge it is to translate the vision into meaningful actions to impact on older people’s wellbeing. 

What is measured will matter. How the progress of the Strategy is measured, reported, evaluated and how it can be designed to be truly responsive to the changing times is crucial and will require more intensive work once the Strategy is adopted.

NZCCSS looks for clear signals about the priority of the Strategy, how it is linked to Government Better Public Service and Health targets and the measured outcomes used in the HOP Strategy itself.

Wellbeing of the older person at the centre
The term “wellbeing” is used more than twenty times in the Strategy without being defined at any stage. The focus on putting the wellbeing of the older person at the centre of the Strategy is very welcome but this needs to be linked to a definition and way of measuring this in order to ensure that the success of the Strategy in maintaining or increasing wellbeing.

It is difficult to assess whether the wellbeing of older people has improved or not since the current Health of Older People Strategy was introduced in 2002. In 2014 work undertaken by international policy consultant Dr S. Brink for NZCCSS asked the question “Is New Zealand a good place to age?” (http://nzccss.org.nz/work/older-people/policy-preparedness/). That work showed that in many respects New Zealand is a good place to age in comparison to other wealthy, developed countries. Clear areas of concern that arose from that work were income levels for older people very vulnerable to changes in superannuation policy and the high rate of obesity among older people. The findings also showed the pressures on housing for older people, such as the declining rate of home ownership, especially for Māori, as well as the lack of data about the supply of accessible housing. 

The Health Strategy 2016 refers to the World Health Organisation (WHO) definition of health as including “mental and social well-being” (http://www.health.govt.nz/new-zealand-health-system/new-zealand-health-strategy-future-direction/health-wider-context-peoples-lives). There are a number of ways to measure wellbeing and it is important to establish a balanced set of measures that can track the progress of the HOP Strategy in impacting overall wellbeing for older people. The Office of the Auditor General has used the United Nations Madrid indicators in its assessment of progress on the wellbeing of older people (http://www.oag.govt.nz/2014/health-audits/part6.htm). 

Other options include the New Economics Foundation “Measuring Wellbeing” work (http://www.neweconomics.org/publications/entry/measuring-well-being), the Eden Alternative seven domains of wellbeing (http://www.edenalt.org/about-the-eden-alternative/the-eden-alternative-domains-of-well-being/) and the wellbeing measures captured through the interRAI needs assessment system. These offer other ways to measure wellbeing of individuals that might also be able to be aggregated in such a way to offer a dashboard of wellbeing measures to track progress of the Strategy. 

Although overall we do quite well in maintaining wellbeing for older people, there are gaps in the safety net right now. There is risk that, with the future likely to bring a more diverse older population, both in ethnic and socio- economic terms, there is potential for more gaps to appear. It is important to have a process to identify and address these gaps in a timely way to prevent them growing further and to reduce their impact on older people’s wellbeing. 

Social Investment - Crucial Role of Non-government organisations
Non-government organisations including many non-profit organisations play a vital role in the health of older people sector. It is the work of agencies based in communities with networks of volunteer and wider community support that make up a vital part of the web of support that enables people to live well for longer in their home and community and reduces or delays the need for higher level health services. 

NZCCSS recently released the Valuing Lives, Living Well report (http://nzccss.org.nz/news/2016/08/valuing-lives-living-well-report/) that documents some of the ways non-profit, faith-based within our membership networks add value and wellbeing. Key findings of that work are that older people, their whānau, families and communities experience the value of services in a way that goes beyond simple measures of service quality and price. Among the elements of the “organisational specific capital” and social value that work identifies are things such as spiritual and pastoral support, engaged networks of volunteers, a commitment to taking time to be with people, flexibility and willingness to go beyond the limits of formal contracted services and a community development presence in the places where agencies work.  

It is important that in the debate about social investment in health, the organisational specific capital and the wider social value that community based organisations contribute be recognised and incorporated into process around purchasing services to deliver on the HOP Strategy. Without such processes, the Strategy is unlikely to succeed in maintaining or improving health and wellbeing for older people. 

Equity and reducing inequality
It is good to see the consistent references in the draft Strategy to equity issues and the need to focus on vulnerable and high-needs population groups. As the generation that has been strongly impacted by increasing income and wealth inequality begins to age, the health and social system must respond well and address the underlying social and economic causes of inequality, especially poor housing quality and inadequate household incomes. Genuine cross-government responses to reducing need for higher level health services must include coordinated measures to improve the affordability and quality of housing and ensure incomes for older people remain above recognised poverty lines. 

Treaty relationship
Are the commitments of the Treaty of Waitangi relationship being reflected in all levels of this strategy? The Strategy states “we recognise and respect special relationship with the Crown through the principles of the Treaty of Waitangi” (p.5). The approach to older Māori health is guided by the He Korowai Oranga, the Māori Health Strategy (p.9). The Strategy recognises that older Māori are among those most impacted by inequities in health outcomes and the Healthy Ageing section of the Strategy (p.14) identifies the need to achieve health equity for Māori. 

The Action Plan does include some specific actions in relation to health of older Māori under health promotion, health workforce development, culturally appropriate home and community support service models, flexible commissioning of services to meet the needs of specific population groups including older Māori.  However, the underlying challenge will be for the strategy to fully incorporate responsive ways to involve Māori in measuring better outcomes and reduced inequity into the strategy reporting and evaluation process.  
Action Plan 

General comments
The Action Plan looks good in the way it seeks to clearly address each goals area of the Strategy but the current proposed actions do not look sufficient to meet the vision and goals of the Strategy it seeks to implement. The first two years initiatives seem to be mainly allocating current commitments under the categories of the Strategy. It is hard to tell where specific new initiatives are to be found. We would recommend identifying more clearly the new initiatives that flow out of the Strategy to highlight the importance of the new vision it implements. 

There are some questions around whether the actions are still too focused on the medical model of health and whether the actions are sufficiently people-centred. Implementing the Strategy will require more focus on the social aspects of health such as the cultural, spiritual, whānau and family needs. 

Healthy Ageing (p.31)
The focus on social isolation and housing within this section of the Action Plan is good. 
There are six action area prioritised for the next two years. This would suggest that other areas will not see progress until after 2018. 

Action 1a: Age-friendly communities. The commitment to establishing age-friendly communities in line with the Positive Ageing Strategy is welcome but this should include an active commitment to resource this work better. Currently progress in this area is left to local authorities’ own willingness to engage and fund the work, which many do not seem to prioritise. A social investment approach would suggest that comparatively modest upfront investment in developing more age-friendly communities is likely to bring strong health and social benefits in the medium to long term. 

Action 3a: identifying vulnerable people and coordinating services to meet their needs, offers potential to better utilise existing services and would seem to warrant higher priority. The use of health navigators more widely, as has been successfully trialled in primary care settings in some South Island DHBs is one action that could be further explored in the next two years. We also note the importance of good quality day programmes that have the goal of both reducing social isolation as well as offering respite relief for carers (see further comments Actions 21a & 21b below). 

Action 3e: Housing also has an important role to play in reducing isolation especially encouraging more flexible housing options and requiring wider use of universal design principles in new housing. 

Action 5: Improving oral health is an important action area that has a significant influence on the ability of older people to continue to live independently in the community as well as enjoy better quality of life in aged care services. 

Acute and Restorative Care (p33)
In contrast to the Healthy Ageing section, there are relatively few actions identified with only the ACC review action given priority in the first two years. 

The Action Plan needs to ensure that care is integrated. Despite much talk of service integration the feeling in the sector is that not enough progress has been made and there is a need to prioritise further development of services that genuinely link primary, secondary, community-based and residential aged care services in a way that works for older people and their families. The Ministry of Health should seek endorsement from government to take the lead in cross-government work on service integration, to help overcome the difficulties of driving work across different government departments. 

Living Well with Long-term Conditions (p.34)
Most of the actions in this section receive priority and it is indeed important to give high priority to workforce development and long term conditions. 

Action 9d and 9f: The workforce for older people actions reflect the large amount of work already underway through the Kaiāwhina Workforce Action Plan and other initiatives. Action 9d and 9f are rightly prioritised as more workers are needed in the aged care sector and the current situation is challenging. We urge the Ministry to take the opportunity to show real leadership in significantly improving the working conditions and pay levels for those working the sector. 

Action 9g: The role of family carers needs to be given higher priority as they represent the largest and unpaid “workforce” that is crucial if the strategy of supporting more older people in the community is going to be successful. 

Actions 11a & b: The challenge that the increasing impact of dementia poses for the health of older people is covered in detail in the Strategy. The actions proposed to do not seem to be sufficient to address this important area, given the disproportionately large impact of the condition on people’s lives and the wider community. The current Dementia Framework actions do not equate to a comprehensive national dementia strategy. Work needs to be done together with stakeholders such as Alzheimers NZ to develop a comprehensive dementia strategy. 

Action 11i: The impact of mental illness on older people’s quality of life and its link to other long term conditions means that a higher priority needs to be given to responding well to poor mental health among older people. We recommend actions in this area be given priority in the first two years of the Plan.

Obesity is a major and growing health problem affecting all ages but with a significant impact on health of older people. It would seem important to include an action to address the links between work to reduce obesity in other areas of health with a view to identifying specific actions relating to health of older people (e.g. provision of bariatric equipment in aged residential care) in response. 

Support for People with High and Complex Needs (p.37)
Relatively few of the actions in this section are identified as priorities for the next two years.
Action 16: the aim of integrating funding and services around the needs and aspirations of older people is good and offers an opportunity to explore different ways of working and commissioning services. 

Action 16a seems to be taking the Whānau Ora commissioning approach into wider context, which is one alternative approach to purchasing services. The current approach of DHBs to contracting services does not work well for many of the health and social service organisations and their clients, so there is a need to explore a range of approaches to funding services. The report of the Productivity Commission inquiry into social services in 2015 sets out a range of approaches to commissioning health and social services and the Action Plan should include steps to explore more flexible and client-centred approaches.  

Action 18: improve coordination of services to vulnerable older people. Note our comments above under Acute and Restorative Care. Genuinely effective service coordination and integration is still a long way off in most areas. It is important to take to examples for good service coordination that are operating and apply the lessons more widely.

Action 21a & 21b: There is no clear action point addressing the vital role of day programmes that contribute to improving social interaction for vulnerable older people living in the community as well as providing respite for their family carers. In 2015 NZCCSS surveyed member agencies providing day programmes for older people. The findings from the survey confirmed the importance of these programmes for the older people attending as well as their carers. The findings also showed the variability of approaches to day programmes around the country. We recommend adding a specific action point look more specifically at respite services contribution to the HOP Strategy goals to support people to live well in the community.  

Respectful End of Life (p40)
The both the home based support and aged residential care sectors are closely involved in supporting older people through to the end of life. The debate about how to improve support of older people and their whānau needs to more actively include these sectors.  

Action 24d: Palliative Care Review implementation. There is concern that the Review of Adult Palliative Services completed this year has not adequately engaged with and taken account of the role of the aged care sector in end of life care. We recommend that this action point include a commitment to involve the wider sector beyond hospice services in further work, especially around the distinctive role of home based and aged residential care in end of life care.

Implementation, measurement and review (p.41)
The HOP Strategy and Action Plan have recognised the need to develop a proper measurement and reporting framework as well as the need to involve older people themselves in this process. As noted above the weakness of the current HOP Strategy is the absence of any robust measurement, evaluation and reporting process. The commitment to a “system of continuous improvement” (p.30) requires investment in robust and effective measurement and reporting systems. 

Administrative barriers to effective implementation and evaluation of the Strategy need to be addressed. A commitment to greater measurement and evaluation needs to be balanced with a commitment to reducing the administrative barriers. Contracts requiring excessive documentation and reporting that is neither relevant nor actually used by the funders and poorly managed tendering and contract processes are some of the barriers to effective services identified by social services agencies. 

Action 25: Including older people in decision making processes is an important step and will require a considerable re-orientation of current health system approaches. The trend in recent years seems to be have been one of winding back consumer participation in DHB decision-making processes and a reduction democratic accountability of DHBs. Implementing this action area will need a focused plan to support culture change in the way the health system works. 

Action 27: Outcomes and measurement. The measurement must include genuine measures of changes in health and wellbeing at national and regional level that are reported against regularly (see also the discussion of Wellbeing above on p.2). These measures need to be linked to high level health and wider government outcomes measurement. 
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Rural Women New Zealand
Submission on Health of Older People Strategy: Consultation draft

Introduction to Rural Women New Zealand 
1. Rural Women New Zealand (RWNZ) is a not-for-profit member based organisation that reaches into all rural communities and advocates on issues that impact on those communities.   We welcome the opportunity to provide a submission to the Ministry of Health (MoH) on its draft update to the ‘Health of Older People Strategy’.  
2. The Government’s strategy for promoting the health and wellbeing of older people over the next 10 years is of immense important to our members, many of whom, live in rural areas with rapidly ageing populations and significant barriers of access to health services. We urge the MoH to treat this review as an opportunity for the unique experiences and challenges of ageing in rural communities to be appropriately factored into the future policy, delivery and funding of older adult health services in New Zealand. 
Overview of our submission
3. RWNZ strongly support the vision of this strategy “that older people live well, age well, and have a respectful end of life in age-friendly communities”.  However, we are very disappointed that ‘rural populations’ are not recognised as a priority group in this draft consultation and that the unique experiences and challenges of ageing in rural New Zealand are not directly addressed by the strategy. There remain significant barriers of access to healthcare in rural areas along with persistent inequities in health outcomes for rural populations. The initiatives outlined in this strategy must be specifically assessed for their likely effectiveness in rural communities if the strategy is to achieve its goal of delivering good health outcomes for all New Zealanders.  In this submission, we provide our comments on each of the five proposed strategic goals along with our recommended actions to support their achievement in rural communities. These suggestions are informed by survey feedback from our members on their experiences with ageing in rural New Zealand. 
4. While, we admire the aspirational goals outlined in the draft strategy, such aspirations will only become a reality with appropriate government funding and support. District Health Boards (DHBs) already face significant cost pressures with recent Government figures showing a net deficit of $35 million across the sector. If the Government is serious about this strategy, it must be willing to invest and provide DHBs with appropriate funding.  We think that improvements to the existing DHB reporting framework may also be necessary to ensure service delivery is aligned with the strategy and meets consumer expectations. 
Older adults in rural populations should be a priority focus of the strategy 
5. RWNZ feel strongly that the specific challenges and persistent health inequities facing rural populations should be a direct focus of the strategy. The population base in rural areas is ageing at a much faster rate than in urban areas. While, older adults are a valued part of rural communities, they continue to face challenges with accessing necessary supports to maximise their health and wellbeing and fully participate in society.  In particular older adults in rural areas face significant geographical barriers to accessing health services and a distinct lack of choice in healthcare providers.  Our older adult members report that they are frequently required to travel significant distances to access appropriate healthcare services, at considerable time and expense. The requirement to travel is particularly onerous for older adults who are often not able to transport themselves due to disability.  
6. There is also growing evidence to suggest that these barriers of access translate into poorer health and wellbeing outcomes for rural populations. Research suggests that compared to urban populations, rural populations in New Zealand have higher rates of: 
· chronic diseases including advanced stage breast cancer, advanced prostate cancer and greater mortality rates from these diseases.
· traumatic brain injuries. The Incidence of moderate to severe TBI in the rural population is reported by one study to be almost 2·5 times greater than in the urban population.
· mental health issues, including depression and suicide, related to high levels of social isolation and vulnerability to economic influences. 
7. We feel strongly that older adults living in rural areas should be recognised as a priority population group within the Ministry’s strategy and that the initiatives outlined in this strategy must be specifically assessed for their likely effectiveness in rural areas. All population groups should enjoy good health and participate fully in family and community life, including rural populations. 
Under the goal of healthy ageing, the MoH has asked “how can we better maximise health and well-being as we get older? 
8. From a rural perspective, we think the answer lies in better access to preventative and primary healthcare services. As discussed above, rural populations today face significant geographical barriers in accessing healthcare services and a distinct lack of choice in healthcare providers. 
9. In particular, there is a distinct shortage of Primary Health Organisations (PHO’s) and GPs in rural areas. According to the WHO (2014) the ratio of GPs per head of population within territorial local authority cities in New Zealand averages 3.46 per 1000 population while rural districts average 1.42 per 1000 population. Auckland city has 5.66 per 1000 population. Rural populations in New Zealand have also been identified as having poorer access to early detection and screening service for breast cancer, prostate cancer and heart disease. Based on our survey feedback from our members:  
· Over 25% of members said they needed to travel over 30 minutes to access their closest GP. 
· 6% of members said they needed to travel for over an hour to access their closest GP. 
· Over 80% of members felt that older people living in urban areas had better access to health services than those living in rural area. 
10. The results of our survey also identified financial constraints and health service affordability as factors preventing older adults from achieving ‘healthy ageing’. A lack of awareness about government financial assistance for high users was also identifed. 
· 70% of surveyed members felt that current superannuation entitlements were not adequate to meet their legitimate health needs.  
· 40% of surveyed members said that they avoid attending a GP because of the cost to attend.  
· 40% of surveyed members were not aware of government subsidies like the High user health card and the Prescription subsidy card. 
 
11. To overcome these issues RWNZ recommend: 
· Increased government funding and resources towards training and retaining a dedicated health workforce for rural communities. We think there could be an opportunity for Immigration New Zealand to be involved in developing a voluntary bonding scheme that is targeted at overseas health professionals. According to latest Immigration New Zealand figures, there has been a thirty percent increase over the last three months in immigration applications from UK health professionals wanting to work in New Zealand.  We think that there is a huge potential to try and bond these professionals to rural areas as part of their visa requirements.
· Increased funding for PHOs operating within low-decile rural areas, to reduce end-user co-payments for these services and increase choice of provider for end-users. 
· Changes to the eligibility requirements for mobile PHO services like Mobile breast-screening services. Under the current national breast-screening programme, rural women over the age of 69 years are unable to opt to pay for a mammogram through the mobile breast screening service and must trave. The cost and time involved for rural women over 69 to travel to a main centre to access a mammogram is a significant deterrent. Research shows that rural women in general are less likely than urban women to have regular breast cancer checks due to the distance from screening services.  We recommend that all women over 69 are eligible to have mammograms on request through the mobile breast screening service. 
Under the goal of acute and restorative care, the MoH has asked “how well is the health system looking after people when sudden and acute health issues affect them?” 
12. Again, geographical barriers and provider choice continue to be an issue for rural populations requiring acute and restorative care:
· 25% of surveyed members said they needed to travel for over an hour to access the nearest hospital for acute treatment. 
· 50% of our surveyed members said they are not able to access the following health services within 30 minutes of their home:
· Speech and Language therapists 
· Falls prevention's services
· Rehabilitation services
· Dieticians
· Disability support services
· Budget advisory/financial services
13. We strongly support the MoH’s proposal for "closer to home access to effective rehabilitation services”. We suggest that achievement of this goal should be given special priority in rural and remote areas. 
Under the goal of living well with long-term conditions, the MoH has asked “how can we support older people to live well with long-term conditions?” 
14. We agree with the MoH that a key action for this goal needs to be ensuring more training and support for those who work and care for older people with long-term conditions. Every day, around 20,000 workers go to private homes to provide support for elderly and injured people. These workers remain significantly under paid, over worked and often work in conditions that are understaffed and do not comply with health and safety laws.
15.  Improving working conditions for those in the aged care sector should be a major priority of this strategy. The Human Rights Commission publication Caring Counts 2012 made 10 recommendations to the Government, particularly around mandatory staffing levels, pay and mandatory training, none of which have been taken up. We strongly recommend that all 10 recommendations of Caring Counts are enacted by 2017. 
16. The MoH has also recommended the use of new technologies, like smart phone devices, apps and wearable devices to assist older people to live well with long-term conditions. 70% of our surveyed members felt there would be value in investment in these types of technologies. However, we have concerns about the usefulness of smart technologies in rural areas, given issues with Internet and mobile connectivity in these areas. Such technologies would also need to be made affordable and appropriately funded.  For example, the cost of a St John Medical alarm ($39.87 per fortnight) is grossly prohibitive for many older adults. The government eligibility criteria for funding this service is very restrictive. 
Under the goal of supporting people with high and complex needs, the MoH have asked “how can we ensure older people with complex needs are well supported?” 
17. Unfortunately the Government’s strategy of ‘ageing in place’ has had the consequence of placing all of the burden of care for older adults onto their family members. The situation is particularly bad in rural areas, where there is a distinct lack of respite services for carers of older people with complex needs.  85% of our surveyed members stated that they felt that there was not enough support for the family and carers of older people living in rural areas. 
18. The MoH has suggested it will “build the resilience and capability of family and whānau, volunteer and other community groups supporting people with high and complex needs, and those with life-limiting illnesses”. We suggest that achievement of this action is given special priority in rural and remote areas. In particular there needs to be greater investment into bringing respite facilities into rural areas, and providing appropriate support for carers.  In addition we think the Governments ‘Ageing in place’ strategy should be reviewed, with a focus on assessing its impacts on the family and carers of older adults.  
Under the goal of respectful end of life, the MoH have asked “what would a respectful end of life look like for you or those close to you?.  
19. Like many New Zealanders, rural older adults also aspire toward the goal of getting to die at home, with dignity and appropriate pain management. Unfortunately, only 58% of surveyed members state that they are able to access palliative care services within 30 minutes of their home. Time to travel is a significant barrier in the context of palliative care, particularly in situations where patients are in urgent need of controlled pain relief that is only able to be administered by a community hospice nurse.  
20. We strongly support the suggested action of ‘closer to home palliative care services’. We suggest that achievement of this action is given special priority in rural and remote areas. 
Making the strategy a reality requires serious Government investment 
21. The goals and actions outlined in this strategy are incredibly aspirational. However, we question their feasibility under current DHB funding arrangements, According to latest Governments figures DHBs are already struggling with the significant cost pressures of servicing New Zealand’s ageing population. The June 2016 results show that two thirds of DHBs have overspent on their budgets, resulting in a net deficit of $35 million across the sector. Some commentators have gone as far to suggest that the sector is underfunded to the tune of a billion dollars. If the Government is serious about this strategy, it must be willing to invest and provide DHBs with appropriate levels of funding. 
22. We think that improvements to the existing DHB reporting framework may also be necessary to ensure service delivery is aligned with the strategy and meets consumer expectations. 
Conclusion
23. RWNZ thank MoH for the opportunity to submit on the draft strategy.  Please do not hesitate to contact me using the contact details below if you would like to discuss our submission further. 
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Summary of CTU Recommendations:

· The CTU and affiliated health sector unions welcome the opportunity to discuss the issues raised in this submission in greater detail with the Ministry of Health.  
· In principle, the CTU supports the broad intent of the draft Health of Older People Strategy.
· A tripartite body be established to examine a sustainable funding model for the aged care sector with unions, providers and government represented on this body.  A sustainable funding model in the sector needs to be linked to transparent processes and labour standards such as decent wages and training costs.
· The health sector is highly unionised therefore input from CTU affiliated health unions is essential in understanding workforce issues and developing a response to these.  
· That there is further clarification and detail provided on the actions required to implement the draft Health of Older People Strategy before it is finalised and implemented; currently these are vague and unclear. 
· That training for the health workforce is adequately funded and resourced to enable successful completion of training programmes in the care and support sectors. Training should be provided at no cost to the worker and skills and qualifications gained through training be reflected in workers’ wages. 
· That there must be a commitment to continued funding to implement equal pay for equal value for the aged care and support workforce.  
· That greater emphasis is placed on reflecting all parts of the health workforce in the draft of Health of Older People Strategy to reflect a whole of workforce approach (regulated and non-regulated workforce).
· That there is implementation of health and safety employee participation systems in all aged care workplaces and a requirement specified in all provider contracts.  
· That there is meaningful attention given to addressing health inequalities which are caused by low socio-economic status and lack of access to social determinants which affect good health.  
· The draft Health of Older People strategy needs to specify training details for unpaid carers/volunteers, expectations and implications for the aged care sector.  
· That a framework for ensuring transparency and monitoring of public funding to contracted providers for the delivery of services is implemented urgently to give effect to funding “pass through” for wage increases.  
· That a Responsible Contracting Policy (RCP) be implemented which identifies specific steps when contracting out or outsourcing services with the private sector for the provision of aged care and health services.  The RCP should specify the provision of services to be delivered through fair, ethical and quality practices.  
· That the concept of affected person in the employment of their support worker is generally supported but the employment relationship is managed through an organisation that is accountable for managing the employment and the health and safety requirements to the level of the Home and Community Support Standards and other relevant legislation.
· The CTU supports the prevention focus of this draft strategy looking at both illness and injury prevention for older people.
· That as a national Health of Older People Strategy it should contain national measures of success.  The evaluation and monitoring programme examining the implementation, outcomes, effectiveness of actions and experiences of users must be built into the actions and Strategy.
· That the investment approach is not included as a direction for funding services in the aged care sector as there is no evidence of this investment approach as working or improving health outcomes. 
· That the Health of Older People Strategy shows more awareness of New Zealand’s social and cultural context - in particular Tangata Whenua.  Māori must be given greater recognition in policy and health development planning including design and implementation.  
· That there is further analysis on the effectiveness of digital solutions for health services including uptake by people with low incomes, with English as a second language, or with disabilities who are limited in accessing technology, and the level of technology and health literacy required to fully utilise the tools. 
· That the process and engagement through digital health solutions is managed carefully with participation from the health workforce.
· That technology solutions are carefully considered and all relevant information disclosed to unions, workers and DHBs before a well-informed decision can be made on whether to progress any IT related initiatives given infrastructural risks and the likelihood of high implementation costs.
· That there is a reliable system in place for workforce data collection in order to provide a true and reliable picture of the health workforce in the aged care sector.  
· That there is ongoing engagement with health unions on the development of the Health Research Strategy.
· That there is greater clarification of what is meant by standardisation of information and approaches in the aged care sector.
· That there is ongoing, open discussion on issues related to end of life that best support the wishes of the affected person at the centre of care.


1. [bookmark: _Toc245869930][bookmark: _Toc368935658][bookmark: _Toc368935778][bookmark: _Toc368935892][bookmark: _Toc433726802]Introduction 
1.1. This submission is made on behalf of the 31 unions affiliated to the New Zealand Council of Trade Unions Te Kauae Kaimahi (CTU). With 320,000 members, the CTU is one of the largest democratic organisations in New Zealand.  
1.2. The CTU acknowledges Te Tiriti o Waitangi as the founding document of Aotearoa New Zealand and formally acknowledges this through Te Rūnanga o Ngā Kaimahi Māori o Aotearoa (Te Rūnanga) the Māori arm of Te Kauae Kaimahi (CTU) which represents approximately 60,000 Māori workers.
1.3. The CTU is involved in various health sector forums including the Health Sector Relationship Agreement (HSRA) and the National Bi-Partite Action Group (NBAG). 
1.4. The CTU welcomes the opportunity to make a response on the draft Health of Older People Strategy (draft strategy).  We support the submissions of CTU affiliated health sector unions on this draft Strategy. 
1.5. Accessible quality aged care services are essential for older New Zealanders.  The quality of care is dependent on the workforce who deliver that care. The CTU supports the work of affiliated health sector unions in the aged care sector so that older people are accessing high quality services from a skilled, trained and motivated workforce.  
2. Draft Health of Older People Strategy –  General Comments
2.1. The CTU supports the broad intent of the draft Health of Older People Strategy.  There are parts of the draft strategy that are welcomed by the CTU including the draft vision for the Strategy, however, there are overlaps between the draft strategy and the New Zealand Health Strategy that present similar issues.  This submission draws upon these overlapping issues in the context of the health of older people. 
2.2. A properly funded health workforce, decent wages and training are at the heart of good quality care.  Addressing workforce sustainability is a challenge and not sufficiently recognised in the draft strategy. The generic response to workforce development does not provide assurances that the draft strategy has identified the direction and priorities for the health workforce in the future.  This is of concern.  The draft strategy should clearly identify the challenges, opportunities and priorities for workforce development including workforce shortages and training pressures that need to be addressed to assist implementation of an effective Health of Older People Strategy.   The health sector workforce is highly unionised therefore input from health sector unions is essential in understanding workforce issues and developing a response to these issues.
2.3. The aged care sector is significantly under-funded to the detriment of quality care and delivery of services for older people.  The CTU recommends a Health Workforce Strategy to complement the Health of Older People strategy to ensure a sustainable workforce that has the training and skills required, addresses workplace health and safety challenges, and provides attractive careers that enable retention of experience in this growing sector.  We recommend a tripartite body be established to examine the funding model and structures in the aged care sector with unions, providers and government represented on this body.  Funding in the sector needs to be linked to labour standards such as decent wages and training costs.
2.4. The draft strategy refers to issues such as isolation, mental health and addiction problems, and elder abuse that are increasingly being experienced by elderly people.  The draft strategy is largely silent on how services and support will be funded and resourced to best achieve better health outcomes by taking a broad approach to actions.  The CTU recommends further clarification and detail be provided on the actions which are unclear and vague in the draft strategy before it is finalised and implemented.  Without a commitment to appropriate funding and additional resources to improve issues that affect affordability, accessibility, and equity the draft strategy will struggle to achieve better health outcomes for older people in in New Zealand.
2.5. The draft strategy needs to be guided by the principles that underpin the Strategy.  The draft strategy needs to include the perspective of the service user – this requires active engagement with not only the sector but population groups on the challenges, opportunities and what people want from aged care services. 
2.6. The draft Health of Older People’s Strategy is a significant piece of work, therefore an evaluation and monitoring programme examining the implementation, effectiveness of actions and experiences of users must be built into the strategy.  A national Strategy requires a national measure that is not only based on quantitative data but also the narrative and experiences of the affected person and their whanau.  Without this information those implementing the Strategy will not know what it is aiming to achieve or how it should continue into the future.
3. Issues
Home Based Support Services 
3.1. The draft strategy reflects heavily the New Zealand Health Strategy’s theme of Closer to Home which is focused on the shifting of services and care closer to the home of the older person.  By maintaining people in their communities, home support workers enable a greater quality of life for the people they care for and for their families.   
3.2. Increasingly, the shift in services requires an emphasis on the skills, conditions and sustainability of the home support workforce as well as its ability to grow and meet demand.   This approach to care and service provision has complex requirements for the workforce, both in the nature of work and the workplace, and in the requirements of health workers who are physically or professionally isolated in people’s homes.
3.3. The draft strategy largely places emphasis on the clinical and allied health workforce but there is little reference in the draft strategy to the wider health workforce which encompasses both the regulated and non-regulated workforce and are intrinsically linked in the delivery of health services.   There has been substantial growth in the non-regulated workforce providing services to people in their home but without the commensurate funding needed, the employment arrangements needed for decent working conditions and the training requirements.  
Workforce Training
3.4. We welcome the initiatives of the Kaiawhina action plan that Careerforce (ITO) are leading in regards to training for the care and support workforce in the aged care sector.  The implementation of a training programme and providing workers with a recognised, portable qualification should be achieved without cost to the worker.  The training must be adequately funded and resourced to enable successful completion of the training programme.  Once training is completed extra skills and qualifications should be recognised and reflected in workers’ wages. 
Pay Equity
3.5. The care and support sector is a predominantly female workforce. Historic gender undervaluation of this workforce is the cause of very low wage rates.  While there are currently negotiations that could rectify this situation, there must be a commitment to continued funding to implement equal pay for equal value for this workforce.  Without the implementation of equal pay for equal value, the aged care sector will not be able to deliver quality care, health services or meet supply and demand for the older population in the future.
Workforce Health and Safety
3.6. Improving the health and safety of workers in the aged care sector is a crucial issue.  Recent changes to health and safety legislation put requirements on employers to involve workers in health and safety in the workplace.  The workforce plays a significant role in promoting the culture of quality care and health and safety in the workplace.  For example, having the right number and skill mix of staff in the aged care sector is critical to delivering quality care to older people.  This provides certainty and assurances to whanau, friends and groups of the care and support being provided to the affected person. Initiatives such as safe staffing involving health sector unions has been important in enabling the delivery of quality care and safe services in the health sector.  Disappointingly, the draft strategy is silent on safe staffing and workforce health and safety.  The CTU recommends the implementation of employee participation systems in all aged care workplaces and a requirement in all provider contracts.  
Volunteers
3.7. The need to support families, whanau and individuals in communities in their roles as carers of elderly people close to them is highlighted in the draft strategy. While we recognise the important role that whanau and volunteers play in the care and support of older people, the draft strategy is silent on how this training would occur, what it would involve, by whom, the incentives and expectations on unpaid carers/volunteers, and implications for employment and health and safety.  The draft strategy needs to specify training details for unpaid carers/volunteers, expectations and implications for the aged care sector.  As with other issues highlighted in this submission, there is an absence of discussion on resourcing and funding commitment to training and support for whanau and volunteers as carers.
Under-funding of the Aged Care Sector
3.8. The chronic underfunding of the aged care sector is the cause of low wages and poor employment conditions for the workforce; high turnover rates; lack of guaranteed hours; lack of support and training; and issues relating to health and safety.  Funding increases by government in the residential care and home based support sectors have not been “passed-on” equitably and fairly to the workforce.  Workers all too often bear the burden of the cost of insufficient funding through increased workloads (unsafe staffing), insufficient training, inadequate wages and poor employment conditions.  
3.9. It is disappointing that there is no reference to the Human Rights Commission report (2012) into the Aged Care Workforce “Caring Counts” in the draft strategy.  This report provides a comprehensive insight into the systemic issues that need addressing in the aged care sector, the impact of the ageing population and the ability of the aged care sector to meet the challenges given the chronic underfunding of the workforce.  These issues should be a priority in the draft strategy.  Failure to do so will be detrimental to the health of older people in New Zealand now and in the future.
3.10. The underfunding of the aged care sector requires urgent attention to achieve not only equitable and fair outcomes but also greater transparency and accountability of public funding. The CTU recommends a tripartite body be established to examine the funding model in the aged care sector with unions, providers and government represented on this body.  
Transparency and Accountability of Funding
3.11. There are long-standing concerns surrounding accountability and transparency of information and the use of tax-payers funding in the delivery of contracted aged care services. It is disappointing to see the lack of discussion in the draft strategy on issues related to the transparency and monitoring of funding to aged care contracted providers.  In spite of healthy profits in the aged care sector for providers, the workers of privately run facilities are still paid considerably less than their counterparts working for DHBs.  This is largely due to the failure of providers to “pass-on” funding to improve pay rates and provide training. This practice can only be seen as undermining the workforce and the sector and must urgently be addressed in order to improve pay and pass through of funding increases.
3.12. We note the impact of deregulation within the aged residential care sector over the past few decades and the fragile financial position of smaller providers and not-for profit organisations such as religious and welfare facilities.  We are concerned that proposals in the draft strategy could inevitably lead to health care in the aged care sector being increasingly privatised and the sector being dominated by for-profit multi-national health company providers that will increase costs for elderly people needing health care.   
3.13. Over the years, the problems surrounding “passing-on” funding to the workforce and public spending has been difficult to scrutinise as private sector providers are not covered by official information requests.  The CTU recommends that these issues are addressed urgently and a framework for ensuring transparency of public funding to give effect to funding “pass-through” for wage increases.  
3.14. Part of this framework should include a Responsible Contracting Policy (RCP) which identifies specific steps when contracting out or outsourcing services with the private sector for the provision of aged care and health services.  We recommend the RCP specify the provision of services to be delivered through fair, ethical and quality practices.  The RCP could contribute towards ensuring quality labour standards in the health sector are set out in the Ministry of Health and DHB guidelines when contracting a provider to deliver health services.  Quality labour standards include: wages, collective bargaining, staffing levels, training, health and safety, and compliance with relevant legislation, codes and standards.
The Investment Approach
3.15. It is of concern that the draft strategy includes reference to ‘new investment approaches’ for funding services but remains silent on what is actually meant by this approach for the aged care sector. The draft strategy suggests that this approach to funding services provides “significant opportunities for improving the health of New Zealanders and in particular the health of older people” yet there is no evidence of this investment approach as working or improving health outcomes.  The CTU does not support the investment approach as a model for funding health services. 
Individualised Funding
3.16. We can only assume that some of the actions identified in the draft strategy under “Support for Older People with High and Complex Needs” such as promoting contracting models that enable people to move freely to different care settings most suited to their needs; commissioning one organisation to coordinate health and support services for frail elderly people; and providing timely, flexible, and innovative contracting approaches to meeting the needs of specific groups - implies a shift towards individualised funding or an accountable host organisation.  
3.17. This model includes a number of risks and issues that are raised by turning dependent elderly citizens into employers of their carers which have not been considered. The wish for elderly people to be autonomous and in charge of their own care needs is appreciated but there are major employment and health and safety issues which need further attention.  
3.18. Arrangements such as Individualised Funding can move people into the responsibility of an employer without the necessary training or adequate cognisance of the employment responsibilities which may become complicated by the dependency of the relationship and the high degree of trust that is required.  This can lead to much more than the usual (and often difficult) problems when an employment relationship breaks down.  
3.19. We support the concept of the consumer having choice in the employment of their support worker if this is what the actions mean but advocate for it to be managed through an organisation that is accountable for managing the employment and the health and safety requirements (which are significant) to the level of the Home and Community Support Standard and other relevant legislation.  
3.20. The concerns surrounding the individualised funding model was highlighted by the Health and Disability Commissioner on the care of a disabled man receiving individualised funding in 2015.  The Commissioner was scathing of the care provided to the disabled man and highlighted concerns regarding reporting, training, employee and contractor performance monitoring and compliance with policies and procedures.  We reiterate these concerns and seek greater clarification of what is actually meant by the action in the draft strategy as well as consultation with unions and the workforce before any approach is finalised.
Primary Health Care 
3.21. Primary health care services play a critical role in improving health outcomes and achieving the established values of primary health care services:  the right to health for all; people centred care; a central role for communities in health action; prevention and health promotion as integral part of the health response; and local action.  The CTU supports the prevention focus of this draft strategy – looking at both illness and injury prevention for older people.
3.22. Effective primary health care improves the health of groups who face health inequalities. However, missing in the draft strategy is an analysis of the health inequalities caused by low socio-economic status and the health inequalities and challenges caused by lack of access to social determinants which affect good health: adequate income; quality housing, decent employment.  
3.23. While we support actions in the draft strategy that address social determinants of good health such as warmer housing, it is unclear how this will be achieved particularly if the draft strategy makes no reference to funding or commitment to resources. Further information is required on how these actions will be achieved in a meaningful way otherwise the draft strategy risks providing lip service to these issues.
Trust and Confidence in the Health System
3.24. Older people need to have trust and confidence in the health system in order to effectively engage with health services to meet their needs. The actions outlined in the draft strategy to help achieve service delivery and aspirations of older people fail to identify how this will be better understood and what role communities will play in policy design and implementation of culturally diverse solutions.   If older people and their whanau do not have trust and confidence in the system, the draft strategy is unlikely to meet expectations of the people-centred approach.  The draft strategy must ensure how input will be achieved with communities rather than actioning a top-down approach that is disconnected from the issues.
3.25. New Zealand’s population is now increasingly culturally diverse with many ethnicities. With this comes challenges including trust, confidence, relevance, accessibility to quality aged care services, and engagement in the health system by older people and their families.  The draft strategy lacks an understanding of the issues affecting these populations in terms of engagement in the health system particularly for some communities who struggle with the concept of aged care services in New Zealand society and end of life discussions.    
3.26. As submitted in the CTU submission on the New Zealand Health Strategy, Māori must be given genuine recognition in policy and health development planning.  There are specific reasons why Māori have some of the poorest health outcomes of any group.  There is plenty of research and evidence that highlights health inequalities and social determinants of health for Māori (indigenous health).  Whilst access to services can be affected by cost, access can also be affected by the cultural connection and trust and confidence in the system, services and practices that do not align with Māori.  These issues must be examined and relevant solutions and culturally appropriate approaches for informing health policy identified.   Māori must lead in the design and implementation of actions aimed at addressing Māori health issues and this must be well-resourced and supported by the Ministry of Health and other agencies to best enable Māori to achieve better health outcomes.
Technology
3.27. The draft strategy discusses digital solutions aimed at providing greater access to health information for older people and making monitoring easier.  There are a number of limitations associated with digital solutions and we urge caution against a “one size” fits all approach.   For example, not everyone has access to technology particularly those who live in low-socio economic areas or some people with disabilities or whether digi-solutions will be available in various languages reflective of communities in New Zealand.  In some instances it may not even be about access but more about technology literacy.   
3.28. Whilst technology provides a channel for accessing services and information, it is only useful if the older person is able to understand the health information, health apps and telehealth services as identified in the draft strategy.  Health literacy plays an  important role in improving the health perspective of the older person as service user  therefore it is important in changing behaviours and understanding  information that is relevant to improving health outcomes.  Any digi-health solution such as health apps will require a high standard of health literacy for successful uptake and implementation, however, the actions in the draft strategy do not identify how technology and health literacy will be actioned or improved.  
3.29. There may be benefits for the service user in accessing health  information and improving health literacy through digi-health solutions but there is also a risk that this could lead to less face-to-face time with health professionals,  possibly complicating health problems further (if left untreated) for older people and those with disabilities. The process and engagement through digi-health solutions needs to be managed carefully and have input from the health workforce some of whom will be required to spend more time entering information online for the patient as opposed to doing other clinical work.   
3.30. The emphasis on greater use of technology for communicating and monitoring health information will have cost and resource implications for the sector.  Technology costs will need to consider many facets including ongoing technology improvement and be well connected to implementation of digital health solutions.  As submitted on the NZ Health Strategy, we are concerned, that this draft strategy has a high technology focus yet there is no information to clarify viability or how it will be funded. 
3.31. There is a strong likelihood that the demand on Information Technology (IT) infrastructure and future ongoing maintenance will require increasing levels of investment by DHBs.  This adds further financial pressures to DHBs if this is not known, or costed appropriately and will inevitably have an adverse effect on funding for service delivery and workforce implications.  Further information is required and analysis disclosed before a well-informed decision can be made.
Reliable Workforce Data and Workforce Planning
3.32. Health sector workforce planning is important to ensure there are sufficient numbers of staff with the appropriate skill mix and training, employed in quality working conditions.  These factors are all essential components of a strategy committed to high quality health care for older people.  The CTU recommends a data collection process be identified immediately to provide integrity and well informed information for workforce planning that better meets the needs of the aged care sector now and into future.  
3.33. The draft strategy refers to the development of New Zealand’s first health strategy.  The CTU supports the development of the proposed research strategy but this strategy must include workforce data to inform workforce planning.  There is a large gap in reliable and robust data collection of both the regulated and non-regulated workforce for the health sector. This is a well-documented issue that has been raised on many occasions previously by unions and health sector organisations.  The challenge will be in translating the proposed research strategy into a robust mechanism to ensure the best value health research for the sector.   The CTU recommends ongoing engagement with health unions on the development of the research strategy.
Standardisation of Approaches and Information Sharing 
3.34. The draft strategy discusses greater integration in the health sector and across agencies.  While the intention may be to streamline processes, integrate and share information in a timely and responsive manner, information sharing must ensure the public have trust and confidence in safe, accessible and relevant health services.  We are concerned about potential issues associated with confidentiality and privacy surrounding the accessibility of patient information. As submitted previously by the CTU, for some health issues such as mental-health, information is a particularly sensitive instance that patients may not want distributed.  We strongly urge caution where the rights of the older person may become compromised through the wide and easy accessibility of patient records and information without proper safeguards.  
3.35. The draft strategy refers to greater use of standardisation of approaches such as the use of shared care plans. It is unclear what is meant by standardisation in this context and the CTU seeks further details and clarification of what is meant by standardising information.
End of life
3.36. The draft strategy discusses end of life and the intentions around this outcome.  The well-publicised book by Atul Gawande “Being Mortal” provides an excellent exploration of ill health and death and the challenges this presents for the person and the family facing end of life issues and discussions.
3.37. The CTU supports greater discussion on end of life involving the affected person, whanau and health practitioners.  Dignity, respect, autonomy and quality of life are all important considerations in the discussions around end of life.  Ultimately the older person at the centre must be comfortable with their decision and whanau well supported.  Quality of life is different for every person and the CTU supports ongoing, open discussion on these issues that best support the wishes of the affected person at the centre of care and support during end of life.
4. Conclusion 
4.1	In principle, the CTU supports the broad intent of the draft Health of Older People Strategy.  However, without a commitment towards the allocation of resourcing and funding in the draft strategy it is unclear how long-standing issues regarding the workforce, access to social determinants which affect good health, and wider community responses will be addressed. 
4.2	The failure to commit sufficient funding and resources to address these issues will affect the effectiveness of service delivery, ability to meet the needs of older people, future demand for services and achieving better health outcomes.  A properly funded aged care workforce will go towards ensuring the aged care sector is able to deliver good quality care and sustainability of health services.  
4.3	The affected person, their whanau, providers, Government and workers (through their unions) all have key roles to play in developing future policy, standards, models for sustainable funding and service provision in the sector.  The CTU welcomes further consultation opportunities on the draft Health of Older People Strategy and related work.
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TCHT  (Tauranga Community Housing Trust)

Submission To
Health of Older People Strategy Consultation Draft
September 2016

TCHT was established in 2003, and is a registered community housing provider aiming to support our mission of facilitating and providing housing and related services to people with serious housing needs.  I am making this submission based on my experience as the Chair of TCHT and also through my long term involvement in the wider community, and in particular support services for older people.

 TCHT works with a range of organisations to enhance community wellbeing, and to grow a diverse and sustainable range of housing solutions to meet our local needs, including those with age related disabilities, chronic poor physical or mental health and vulnerability due to inadequate housing.

The growth and the changing demographics of western Bay of Plenty are well documented by both the BOP DHB and by our umbrella subregional SmartGrowth Strategy background reports.  Some key summary points of these documents relevant to Older People, require specific consideration in this Government led consultation process.

· Government policy developers appear to be unaware that the percentage population growth and house prices,  in our subregion are increasing at a similar proportional rate to Greater Auckland, but our Tauranga area is not receiving a similar level of additional funding assistance – our housing shortages are being left to the market to address.  Insufficient housing choices are known to influence health outcomes and are identified as a key community challenge.
· Cross government statements of vision and principles aiming for “ a vision of a society where people can age positively and where older people are highly valued and recognised as an integral part of families and communities” ( ref. P.11 in the Strategic Context of the document) are strongly supported by TCHT.  However, we see little specific direction on how the objectives and actions will be practically implemented.  How will Government can ensure they have appropriate and affordable housing choices to enable people to enjoy healthy ageing in place, live well with long term conditions and feel safe and secure? 
· Our area is focusing on a well integrated social infrastructure and Age Friendly community policies agreed to by local Councils and also the DHB and we seek even more emphasis on social sector coordination in this document. It is still not clear to us that the health sector and other sectors, in particular those responsible for ensuring effective social housing outcomes, are working sufficiently closely with other stakeholders to remove barriers to improving the health of vulnerable groups.  Adequate warm and healthy housing that people can afford is still not being clearly identified as a basic human right, or a key factor of healthy ageing. This connection should be emphasised on P.33 
· Research indicates that an increasing number will be unable to retire mortgage free, and every year a smaller proportion will have managed to buy their own home at any stage of their life.  Tauranga is rapidly reaching a 50%  rental situation, with the vulnerable (especially older single people)  being disproportionately disadvantaged in obtaining satisfactory long term rentals.
· Few if any units are being built in Tauranga that are affordable to rent or buy by older people who are reliant on their superannuation income ( data records this is the majority of those living to over the 65 retirement age).  Local reports from developers state that these are unattractive commercial projects and the State has exited any housing development a couple of years ago in anticipation of the sale of the almost 1200 local Housing NZ properties. 
· P 15-16 data supports our detailed local data on the challenges we face of an increasing aged population and health inequities, and Tauranga experience supports the urgency with which we have to find cross sector solutions.  Government community investment policies and Better Public Services goals indicate the need for being smarter and more collaborative, so we strongly support the proposed integration eg for housing and transport solutions as indicated on P.18.

 
The above issues provide the general background to our following specific comments on the Strategy Consultation Document

1. The life course approach is supported, but we note on P.13 that you state that how we age is influenced by various factors including how healthily we have been brought up and lived, including exposure to poor housing and access to resources  This page requires a specific paragraph on the influence of poor housing with associated poor financial situations and also the resulting lack of a positive sense of a home giving a person/family their security and identity. These factors directly influence how well they age.  Please more directly link long term health outcomes to other socioeconomic and housing situations over the life course.

2. P.39 -under Goals- to reword to  “all older populations are supported to age well in ways appropriate to their needs, including the availability of adequate housing, through integrated social and health agency collaboration”  - and to follow this through with specific  actions under Nos. 1, 2, and 3,  - to also include as joint leads the Ministers currently responsible for the range of Government housing policies

3. Please develop some specific references to the importance of ensuring that older people have access to affordable and appropriate housing choices -  eg P.41 6a refers to effective rehabilitation closer to home including a range of professionals and a discharge plan for ongoing restoration and rehabilitation at home.  TCHT recommends that a further 6b is added stating “ensure that the older person has a satisfactory home environment to return to and has supports in place for adequate management of their financial and social situation.”   In our experience the clinical issues may be addressed, but the actual environment may be such that the person may soon become unwell again, especially if lacking friends or whanau. 
 
4. A similar clause should be added as 7c on P.41 re injury outcomes, stating that the physical environment should be adequately assessed to ensure risks are removed. - eg asbestos, other contamination, steps without handrails and inaccessible bathrooms and toilets.  - or similar wording

5.  As owners of 79 pensioner units owned by a Council until recently, TCHT is very familiar with the importance of accessible smaller units for vulnerable older people.  It is time that health planners influenced broader policy makers to set national standards for housing construction to require life long accessiblity standards such as Lifemark.  We recommend that an action seeking this type of requirement is included in this Strategy to reflect society's increasing focus on ageing in place.  Later modifications are expensive and frequently not practicable.

6. TCHT works closely with local health providers as an agency delivering innovative Healthy Homes rheumatic fever risk interventions and Friendly Landlord services supporting mental health client solutions.  Our relationships depend on the nature of the agreements and the personal networks and mutual trust our staff  members have established over time, in addition to their practical experience in the housing sector.  There is increasing demand for assistance for older people with complex social and health issues.  It is demoralising and counterproductive to community wellbeing outcomes, to be unable to find a place for those seeking accommodation on a daily basis.  We work closely with our local MPs. and their offices will support  this statement, as will other social and health services.  Many of the Strategy community based proposals cannot be achieved until older people are satisfactorily housed.

7. TCHT has achieved one recent successful outcome with our 14 unit development that was built with funding we received from the Social Housing Unit, as well as with support from local Trusts.  These provide long term security to our residents who have a range of reasons for requiring ongoing support.  Unfortunately no further Government funding streams are now available to us and TCHT is very restricted by our lack of equity, in providing further such developments with social rents focused on older people.  A future option could be to partner with the local DHB in redevelopment of  a number of their older units  that we manage on their behalf.  This Older Peoples Strategy has the opportunity to specifically encourage a national discussion on the role of Government and the Health Sector in particular, in ensuring that adequate and appropriate housing is available for Older People who are at risk in the current housing environment especially in growth areas such as Tauranga.  This issue is confirmed by reports today that house prices  in Tauranga have risen by over 28% in the last twelve months.  Health dollars are being spent reacting to the serious adverse impacts on older persons' health when they cannot secure warm and healthy homes with ongoing costs of not more than a third of their income.  Not all can afford the security of a retirement village home or wish to leave their local community.

8. There is considerable current concern about the plight of the homeless and the accepted wider definition includes those with unmet housing needs, not just those visible on the streets.  Therefore a significant number of older people should be included in this category.  We note the recent Government allocation of funding to help address homelessness, especially in Auckland.  However TCHT asks that this national strategy consultation process assesses the key contributing factors ie lack of supply of appropriate and affordable housing options, frequently changing housing policies and the barriers of inconsistent collaboration processes for providing integrated wrap around support services.  Specific guidance is required on the actions that need to be put in place and by which lead agencies.  This request directly relates back to the key elements of the life course approach to healthy ageing outlined early in the document with an associated priority for  new social investment approaches to funding services (ref. P.13 and 17) 

Thank you for the opportunity to be able to respond from the perspective of community service providers who directly observe the adverse health and wellbeing impacts when a person/family lives in unsatisfactory housing.


Chairperson
TCHT
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Submission to the Ministry of Health on the Health of Older People Strategy: Consultation Draft
The National Council of Women of New Zealand, Te Kaunihera Wahine O Aotearoa (NCWNZ) is an umbrella group representing 288 organisations affiliated at either the national level or to one of our 20 branches. In addition to our organisational membership, about 260 women are individual members of branches. NCWNZ’s function is to represent and promote the interests of New Zealand women through research, discussion and action 
NCWNZ welcomes the opportunity to participate in this consultation process. Our submission has been prepared by the NCWNZ Health Standing Committee. We have sought information from members of the Health Standing Committee, from NCWNZ branches and from individual members. 
Healthy aging

1a.	The draft Strategy sets out a vision for the goal of healthy ageing. Do you have any comments or suggestions regarding this vision?
Men's life expectancy is shorter than women, however, in New Zealand, the combination of various health and social factors result often in a lower quality of life for women in later life. As widowers, older men tend to be more isolated than women due to perceived lack of male skills in developing social and familial ties. On the other hand, the persistence of gender stereotypes which, compounded by discrimination faced by older people in the labour market, particularly reduce the employment opportunities of older women; women’s greater vulnerability in the labour market, due also to the impact of career breaks or taking time out of employment to engage in caring responsibilities on women’s savings, which, together with the persisting gender pay gap, exposes women to a higher risk of violence, abuse and poverty in old age as compared with men. The Ministry of Health 2013/14 Health Survey26 found that women had a greater unmet need for primary health care than men (33 per cent of women versus 22 per cent of men).  
A gender analysis should be applied no matter the issue being considered, for example, abuse, emergencies, health promotion, primary health care, supportive environments and income security.
We are generally in agreement with this vision although we are concerned that healthy and dignified ageing must involve a gender dimension, taking into account the specific needs of both women and men as well as the transition period given the nature of society at the moment and attitudes towards older people.

Resilience and equity are focuses we applaud. Resilience needs to be supported not only by family/whānau, but must also include support from friends, a positive community, church and organisations which provide information, stimulation and interaction. We all need to feel a sense of self worth, value and belonging. A lot of research has been done on the benefits of exercise in mature/elderly adults. It has shown that regular physical exercise improves circulation, mobility, appetite, digestion, movement, confidence, mood and social connectedness. Easy access to services that support independence and wellbeing is essential. Greater encouragement of people making social connections in ways that incorporate good health, diet, exercise and intellectual stimulation is important. At the same time encouraging people to make a positive contribution within their community (volunteering for example) is a positive step towards achieving the goal of healthy living. 
Prevention of illness must be the emphasis going forward. 
Having confidence in a positive future.
Regular health assessments must be encouraged where minor ailments such as hearing, eyesight, joint function, diabetes, cognitive capability, pathology, can be picked up before they become major problems and ensure appropriate and timely treatments/surgery.
Dementia education, awareness, support services and access to information is essential.
Abuse and neglect services easily accessed, awareness raising of signs and symptoms.
Housing that is age appropriate, affordable, supported, supervised and accessible.
Financial security is imperative. Education and planning for retirement must be available for the general population.

1b.	The draft Strategy includes actions that are intended to achieve the goal of healthy ageing. Do you have any comments or suggestions regarding these actions?
Transport is a vital means for reducing social isolation. Access to public transport is as important for people living in retirement villages as it is for individuals living in their own homes.
Resourcing is essential on a needs basis. Professional health groups must work as leaders in partnership with other community groups/interested parties to get messages disseminated.
Education. Assist older people to become “Health Smart”. Use various media options to improve people’s knowledge and understanding of what to expect, the signs of change/symptoms of illness and degeneration, pathways and agencies that can assist and support and answer their questions. A strong focus on younger people to encourage planning of their individual health futures.
Educate the community on the worth and value of the older person. Focus on respect and acknowledgement of the worth of older people and highlight the skills they have acquired and their ability to contribute; for example – men’s sheds, craft workshops, heritage research.
Educate medical and health support agencies of the need to listen with eyes and ears and wait patiently while older people articulate their concerns/worries. Explain treatments, medications and dietary changes. Refer to appropriate agencies. Many do this very well but there are still glaring gaps.
Ensure education and training opportunities are available to enable older people to become familiar with and skilled with up-to-date technology - Promote the use of Healthline and other on-line services such as on-line banking and encourage the use of Skype facilities so that aged and family can remain connected.
Educate older people not to answer the question “How are you today” with “I’m alright”, when often they are presenting with serious concerns. Older people need time to gather their thoughts. They should be encouraged to write down concerns before the appointment. 
Promote volunteering, networking and opportunities for older people to continue in paid employment. Maintaining skills, dexterity, cognitive stimulation, self management, self worth and community interaction are all beneficial for maintaining good health. 
Support Green Prescription programmes – Move it or Lose it.
Plan for the later life infirmity/disability in the areas of housing and funded long term care.
Provide choices that enhance not diminish the twilight years.
Dental care is an area overlooked too often in older people. It is critical for health, wellbeing and independence. There must be education, information, treatment and provision available for on-going and affordable dental care.
Acute and restorative care
2a.	The draft Strategy sets out a vision for the goal of high-quality acute and restorative care. Do you have any comments or suggestions regarding this vision?
Whilst we believe objectives are good, the strategy is light on detail regarding the crossover with long term conditions.
Communication is imperative. Communication is the best tool for ensuring that an older person is given/receives the optimum care and treatment for recovery and long term wellness. It is a combination of well trained clinicians, support staff and agencies in combination with family/whānau and community who are given/can give accurate, timely and understandable information to assist in reaching the goal of recovery. This is even more critical when the older person suffers from cognitive impairment, dementia, brain injury or inability to vocalise their personal needs/goals.
We acknowledge the increasing costs of hospital care and are aware older people are high users, but discharge from hospital before family and support services are put in place, jeopardises recovery of the old and frail. Far too often older people are put at serious risk and doomed to re-admittance. 
We agree that family and whānau must be involved. We adamantly believe that the home-care/ District Nursing Service must be maintained at a high level of care. 
We have heard very positive feedback on the “extended care paramedic model”, please extend it.
Yes to streamlining assessments for home based services/shared care to enable reduction in duplication, or worse, not meeting needs because of delays or gaps.

2b.	The draft Strategy includes actions that are intended to achieve the goal of high-quality acute and restorative care. Do you have any comments or suggestions regarding these actions?
Discharge planning should be a priority and should start while the person is still in hospital and should support family/whānau and other support people, together with all relevant professionals to achieve good, long term results whether the person returns to their own home, a rest home or retirement village. All communications must be clear and simple. Consistency across regions is important because of the mobility of some people. 
Paramedic roles. We support extending the role of paramedics for after hours triage, acute geriatric care pathways and applying technological solutions where practical.
Long term conditions. Commendable goals. The desire to provide the best possible living conditions, tools, support, information, home and care support, connected agency resources, structures and training must be developed into an accessible reality for all older people living with long term conditions and that they are equitable with outcomes for the population as a whole is commendable.
Respite care for the family/whānau must also be given much more consideration for long term cases.
There is a critical need for health, community and social sector agencies to identify and support older people with mental, alcohol or drug problems earlier, before situations become critical and long term harm is done/suffered. The need for inter-service sharing of information and flagging “at risk” people in our communities has become increasingly urgent as has the notification of older people abuse.
Encourage and support health professionals, social services and communities to become more dementia friendly. 
Living well with long term conditions
3a.	The draft Strategy sets out a vision for the goal of living well with long-term conditions. Do you have any comments or suggestions regarding this vision?
While the goals are good, we consider there is a great need for them to be well resourced for the long term.
Long term health conditions are the “Challenge of this Century”. Currently 1 in 6 New Zealanders live with 3 or more long- term conditions and that is expected to increase. It was interesting to note that most of the long term conditions referred to mental health and drug and alcohol related conditions, with Alzheimer’s and related dementia receiving little/or no mention. 
We agree that the early detection and prevention of long term conditions must strive to implement improvement. 
Training. Comprehensive training for all parties is particularly important. Training of health workers, carers and support agencies must be a priority. The better the information at every level of care the better the long term results. More real support and training must be provided for home carers, family and whānau members. This includes the group less likely to receive training for whom English is often only their second or third language. Accurate information must be circulated to ensure they do not become, or are made to feel isolated and/or inadequate. 
Ongoing training and education is essential and must be part of the retention package for staff. At present, once recruited, there is very little opportunity for ongoing education for carers.
Improved links to support agencies is another avenue that must have better funding and connectivity. We are witnessing frail carers caring for frail, ill, long term older partners or parents being made to feel there is little, or more often, minimal help for them. Have you ever considered how very frightening that is? It is not fair. It is not equitable. We must, however, respect that there are some people who will reject any offers of help; whose pride prevents them from accepting help.
It is an unquestionable priority to deliver support systems that are focused and well delivered.

3b.	The draft Strategy includes actions that are intended to achieve the goal of living well with long-term conditions. Do you have any comments or suggestions regarding these actions?
Buy in from all sectors will be essential. Care will need to be taken to avoid further inequity with other groups in society, a factor which has probably contributed to these people suffering conditions in the first place.
Commendable goals. For older people to successfully and actively self-manage, many will need to learn how to be “Health Smart”. The medical and health professionals are striving to improve information distribution, encouraging physical and mental stimulation and community connectedness. Government can contribute to this through funding education opportunities, providing well researched information and encouraging co-operation with Health Agencies. An excellent example is the ACC Falls Prevention Programme. With the right supports, the development of personal alarms and new computer technology, older people can be confident of maintaining independent living. This is an excellent goal.
Can older people afford the new technologies as proposed such as health apps, tele-monitoring and assistive technology? This sounds like a solution for urban communities for what is likely to be a bigger problem in rural areas. There are at present large areas of the country where there are dead spots for phones and technological devices.
Support for People with High and Complex Needs 
4a.	The draft Strategy sets out a vision for the goal of better support for people with high and complex needs. Do you have any comments or suggestions regarding this vision?
Labelling people as “frail” was an expressed concern. Would this definition include emotional as well as physical frailty?
Respite care should be extended. The current 3 weeks allocation is not enough for those caring for a person with a long-term condition and/or complex needs. Whilst the goal to encourage people care for themselves and live in their own home for as long as possible is laudable, the onus on the caregiver can be huge. 
People with high and complex needs are very vulnerable and too often exposed to negative attitudes that are both intimidating and frightening. The older person with complex needs requires time and patience to find pathways of resolution for treatments, together with co-operation and awareness of personal responsibility. Although they are unwell, frail and with complex needs, their access to medical services and treatments must not be compromised. Well prepared and co‑ordinated service provision, linked to accurate information channels e.g. medical, surgical, pathology, X-ray and imaging would contribute greatly to reducing wasted time, repeated testing, delays in treatments and resolution of problems arising because of communication break down or conflict. 
The introduction of InterRAI was a good step forward and an improvement, but it does take an enormous amount of professional time to input the information for each client and then to keep updated. For other professionals (e.g. doctor), it takes considerable time to read and absorb the case history of the individual client. 
Integrated care must be improved and present barriers removed. New Zealand has become an ethnically diverse country and health service providers must be appropriately educated to give best care to everyone.

4b.	The draft Strategy includes actions that are intended to achieve the goal of better support for people with high and complex needs. Do you have any comments or suggestions regarding these actions?
How will help get to people who do not know they need help, or even if they do, choose to refuse consent for treatment?
A frailty identification tool will need to be an assessment tool that is qualitative and quantitative and supports best practice. It must be transparent and consistent across all regions. How will the right people be targeted and how will cost influence this?
Flagging frail older people at primary healthcare level is fundamental, as is including family/whānau when assessing and reviewing the complex needs required for successful care. Too often an older person will answer the question “How are you?” with “I'm fine”, when they very obviously are not. They do not want to “bother” the health professional. This is an attitude that has to change. Patients presenting must be able to explain what is wrong. Older people must be educated to understand and communicate their concerns, symptoms and confidently ask questions about their health and wellbeing. 
Regular review of medications of people with higher and complex needs should also be required and adjusted, with the person’s changing health outcomes. 
Accessibility for wheelchairs and affordable adaptations in homes may require educating of the building sector.
Providing continuity of care for people transitioning from their home to residential care and between regions must be multidiscipline, apolitical and well resourced. Intergenerational care programmes must also be supported.
Respectful End of Life
5a.	The draft Strategy sets out a vision for the goal of a respectful end of life. Do you have any comments or suggestions regarding this vision?
People talking comfortably about dying and preparing for death should be the most important aspect of this section. The Ministry of Health should be working across all sectors including volunteer groups, to encourage this. 
There exists a prevailing hesitancy that causes many New Zealander's to defer discussing end of life care and death. This can lead to conflict and disagreement. Hospices throughout the country have worked very hard to improve information about the services they offer and have achieved some public awareness, but there are still big gaps in many people’s understanding about palliative and end of life care which needs to be addressed. This is an opportunity to discuss what will be required, clarifies and stipulates the who, what and when. Having an advanced care plan prepares for a smoother transition at end of life provided the document accompanies the frail person. Cultural requirements are considered and respected.
Palliative care, whether administered from a Hospice, public institution, rest home or home, should be government funded. Hospices should not have to fundraise for the shortfall of the DHB funding they receive.
Advanced care plans gives clear indication of a person’s wishes and who is responsible for ensuring those wishes are carried out.
Preparing and completing Individualised Care Plans, Enduring Power of Attorney and Advance Care Plans must be encouraged to enable carers to know the wishes and requirements of the older person. Discussion with family/whānau enables fuller understanding of the needs/requirements of a loved one preparing for death. It also gives opportunities to tell our family/whānau stories. 

5b.	The draft Strategy includes actions that are intended to achieve the goal of a respectful end of life. Do you have any comments or suggestions regarding these actions?
There needs to be training, resources, use of media etc to encourage discussion about the development of future care plans and the promotion of an exit list of how people wish to be treated at the end of their lives – not just medical care.
Care plans gives opportunity for discussing treatments, medications, personal requirements and personal needs. It clarifies for all involved the progression of end of life and gives opportunity to have questions answered
Staff members preparing the person and their family/whānau, travels this journey with them and it is imperative they are well trained, well supervised and well supported.
Funding of Palliative Care Services, training of providers and development of more Hospices must be a priority.
6.	Implementation, measurement and review 
Proposals for implementing, measuring and reviewing proposed actions must be well resourced, not only in terms of dollars, but also in people. Current data should be used to assess priorities e.g. more staff in dementia care. Good qualitative and quantitative measurements which can inform planning and implementation of interventions are essential.
Other Comments
Generally the heading “Lead” on pages 31-42 should read as “Partnerships”. 
The challenge for this document will be the cost of implementation, with burgeoning numbers of baby boomers and resultant increase in the ageing population, along with the many social needs which must be dealt with now if this strategy is to be succeeded.
Resourcing according to needs is essential, with services moving from service-centred to people-centred and provided in a collaborative and integrated approach across all sectors including volunteers.
Age-friendly communities will require a mind-set change both with the population in general and with local governing agencies which control funding and must balance the numerous and various needs of the community as a whole.
Conclusion
NCWNZ’s main goals regarding gender equality and the health of older people are that: 
· Societies are free from any kind of age or gender-based discrimination. 
· Healthy and dignified ageing must involve a gender dimension, taking into account the specific needs of both women and men. 
· Older women and men are both included in their communities and their contributions are recognised.
· Older women and men receive equitable access to health and social services.
We are aware of the increasing expectations on the health dollar and the increasing expectations of New Zealanders for a readily available and accessible Health Service. The pressure on existing health services will continue to build with the increasing number of frail elderly needing access to services and support. The role of older women as both major providers and users of care services, and their reliance on health care and long-term care provisions are crucial gender issues. 
We support the establishment of an outcomes & measurement framework and the planning & review process.
The draft Strategy is comprehensive and sets out a laudable pathway but gender discrimination must be taken into account. Thank you for the opportunity to make a submission on the Health of Older People Strategy: Consultation Draft 2016. 
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Itis pleasing to note the draft Strategy identifies the importance of coordination of care and
‘communication, and I endorse the acknowledgement in the draft Strategy of the need for
better communication between health service users and providers, to ensure, among other
things, that people are able to stay well and manage their own health and engage in the design
and delivery of their services.

1 also note that the “Vision and objectives™ sections of the draft Strategy regarding acute and
restorative care and people with high and complex needs emphasise the importance of
coordination of care. The section regarding people with high and complex needs specifically
‘mentions the importance of communication between services.

1 suggest ensuring that emphasis is also placed on this in the other “Vision and objectives™
sections, namely those regarding acute and restorative care, long-term conditions and end of
life care.

Assistance closer to home

‘The draft Strategy refers to investing in social assistance, primary and home and community
services and family and whanau carers o assist older people with long-term conditions to
stay well closer to home. Whilst I endorse the principle of supporting older people to
maintain their independence, in my view, the reduced visibilty of service provision and
social isolation may place vulnerable consumers at increased risk of abuse and neglect. [
recommend appropriate protections are put in plac to safeguard against this.

Yours sincerely

Deputy Health and Disability Commissioner
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