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Executive summary 
In 2003, the Ministry of Health contracted The University of Auckland to investigate issues of training, quality and 
safety within the disability support sector.  A self-completed questionnaire sent to disability support services 
(Provider Survey Pt 1), provided a good level of both numerical and descriptive information; however, other 
issues worthy of investigation remained.  A second survey (Provider Survey Pt 2) was undertaken to examine 
these issues in more depth, using a mixture of qualitative and quantitative research methods.  This report 
presents and discusses the findings from this second report. 
In March and April 2004, interviews and focus groups were undertaken with disability support providers from 
around New Zealand.  Participants were drawn from a sample of 111 providers who took part in Provider Survey 
Pt 1. At that time, they indicated a willingness to partake in further research.  Coordinators who participated in the 
interviews and focus groups were representative of the different types of services within the disability support 
sector: home-based support services for clients over 65; residential facilities including rest homes, continuing 
care hospitals, dementia units, and psychogeriatric units; and residential and community based services for 
clients under 65 with physical, neurological or intellectual disabilities.   
In April 2004, a self-completed questionnaire was sent to all 111 service providers.  The questionnaire collected 
information on how many extra staff were required by the organisation, staff to client ratios, the types of training 
they provided, client�s access to services, as well as staff and client safety statistics. 
Providing adequate and appropriate training was seen to be a significant struggle for both home-based and 
residential providers, but more so for the home-based services.  Providers used a mix of mandatory training, 
which included an orientation to the position, in-service training and out-service training to bring their workers up 
to an adequate level of competency.  Many providers were unable to train their workers to a satisfactory level, 
mostly because of funding constraints, high turnover, and poor training readiness among the workers.  Many 
coordinators expressed resistance to the idea of a national training standard. They indicated that such a 
programme will need to be flexible to respond to the diverse needs of clients. The method of training support 
workers would also need to be adaptable to the range of skills and literacy in the work force.  Such a training 
programme was seen to need a long implementation period in order to be successful.  Providers held very 
different ideas about their ideal training programme depending on their client base and organisation purpose, but 
they all considered training to be important and valuable.   
Providers worked hard to promote quality and safety of their support services.    Most believed that they were 
able to provide a safe and quality service, but many had experienced issues around safety in the past 12 to 24 
months.  Home-based providers had more problems with safety because they were not usually able to monitor 
what went on in the clients� homes.  Funding constraints were the major factor preventing services from being 
safer and of a higher quality. 
Providers relied heavily on part-time (fixed weekly hours, though less than full time hours) and casual workers 
(employed as needed, with no fixed hours), particularly in the home-based sector.  This was partly a result of the 
workers� preference for part-time work, and partly due to funding constraints.  Very few home-based providers 
guaranteed hours of work for their workers.  The support workers saw very little in the way of career 
advancement opportunities and left the sector in large numbers. The high staff turnover appeared to be due to the 
low rate of remuneration, inappropriate or inadequate training, the stress of the job, and a lack of a career path. 
Coordinators reported that they worked long hours and required a vast array of skills and abilities to accomplish 
their jobs.  They were generally very involved in networking with other providers, mostly in terms of peer support 
and did not tend to combine resources for training.  They appeared to have little or no career path and reasons 
for resignation included: �burnout� and family responsibilities. 
In summary, this second survey has provided a wealth of information about service providers in the disability 
support industry and highlighted many of the challenges facing coordinators and support workers.   
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1.0 Introduction 
Providing support for disabled people is an essential and often complex task.  The number and variety of 
disability support service providers in New Zealand illustrates the diversity of need within this population.  This 
often vulnerable group is supported by a largely unregulated industry and the formal paid support workers often 
receive limited training.  Internationally, governments are recognising that disability support service providers are 
the �lynch-pin� to improving outcomes for this client group and are increasingly establishing means to improve 
quality of care such as education programmes1.  In 2003, The University of Auckland under contract from The 
Ministry of Health (MoH) undertook research into support workers within the disability sector.  This initial piece of 
research (Provider Survey Pt 1), took the form of a self-completed questionnaire sent to the of disability services 
throughout the country.Results from the Provider Survey Pt 1 have indicated that this sector of the workforce has 
many issues to be addressed in areas such as remuneration, recruitment, training and retention.   
While the Provider Survey Pt 1provided a good level of both numerical and descriptive information, other issues 
worthy of investigation remained. These, combined with questions generated from the results of Service Provider 
Pt 1 formed the basis of this second stage of investigation.   

1.1 Project purpose 

The research undertaken in Provider Survey Pt 1 aimed to explore the interplay of quality, safety and training.  
However, to keep the questionnaire to an acceptable length, some of the research questions were not included.  
This second piece of work (Provider Survey Pt 2) aims to address these exclusions, but moreover it seeks to 
provide a more in-depth understanding of the disability support provider sector. 

1.2 Research aims and questions 

Provider Survey Pt 2 had multiple aims:  Firstly, it sought to enhance the established workforce and client 
demographic profile developed during Provider Survey Pt 1.  Secondly, it wished to explore the issues and means 
pertaining to improving the quality of service delivery; and thirdly, it aimed to provide a more thorough 
understanding of training delivery and requirements.   
More specifically, this project sought to address the following broad questions: 

1. What is the utilisation of casual, part-time and full-time support workers and coordinators across the 
sector? 

2. How do providers maximise networking? 
3. What factors influence the quality of service delivery? 
4. What are the issues in delivering a service in a rural and urban environment? 
5. What systems are in place to ensure the safety of both workers and clients?  
6. What are the training needs of staff and are there different training needs across the services? 
7. What are the resourcing issues in respect to training? 
8. What is necessary to improve employment conditions for support workers and coordinators? 
9. Why do workers leave the sector in large numbers? 

                                                           
1 The United Kingdom established the National Vocational Qualification (NVQ) model in a variety of areas including care 
giving and rehabilitation.  The NVQ qualifications can be undertaken at levels one through to six, which has equivalency with 
more standard qualifications such as �A� Levels.  
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2.0 Method 
2.1 Sample selection 

The self-completed questionnaire distributed for Part I of the Service Provider Survey contained a request for 
those who may be interested in taking part in further research.  Those who wished to do so provided their name 
and contact details, a total of 111 responded positively, which yielded the sample for this current piece of work 
The sample, although self-selected was representative of the different types of services within the disability 
support sector.  This included home-based support services for clients over 65, and residential facilities including 
rest homes, continuing care hospitals, dementia units, and psychogeriatric units. It also included residential and 
community based services for clients under 65 with physical, neurological or intellectual disabilities.  
Of the 111 respondents, 36 were chosen for potential focus group and telephone interviews on the basis that all 
types of service delivery were represented and that a range of client profiles were also covered.  Certain key 
variables were considered during the selection process.  These were: (a) rural and urban areas; (b) residential 
homes and home-based services; (c) services for people over 65 years and services for people under 65 years 
with physical or intellectual disabilities .The researchers contacted these selected respondents and offered them 
the opportunity to take part in the focus group or phone interview process.  

2.2 Study design 

The Service Provider Survey Part II comprised of three phases:  

• Phase I: Development of the focus groups, interviews and self-completed questionnaire 

• Phase II Focus groups and telephone interviews with disability support service coordinators  

• Phase III A self-completed questionnaire  
 

Phase I: Development of the focus groups, interviews and self-completed 
questionnaire 
Themes for the focus groups and interviews were drawn from: 

• A literature review related to quality of care and safety issues for support services 

• Information requirements from MoH 

• Information gathered in the provider survey part I  
The data obtained from the focus groups were coded and analysed, aiding in the development of the telephone 
interviews.   
The focus group methodology and themes were trialled in the first focus group undertaken with coordinators.  
Outcomes from this focus group were examined and used to modify and strengthen the focus and structure of 
subsequent focus groups.  Similarly, the questions asked in the phone interviews were piloted prior to 
implementation with the view to test whether the interview structure was easy to conduct and that the questions 
used were appropriate for the desired study outcomes. 
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The self-completed questionnaire was developed from: 

• Topics not covered in the Service Provider Part 1 self-completed questionnaire 

• New topics that arose from results in the Part I questionnaire 

• Additional information requirements  from MoH 
 
The draft of the self-completed questionnaire was first tested with a coordinator of home-based and residential 
services, with a number of changes suggested.  Following further clarification from MoH a final draft was 
developed.  This final draft was piloted at an organisation with two coordinators; one being the residential 
manager, the other coordinator of home-based services.  Small changes were made, and the final self completed 
questionnaire was approved. 
 

Phase II: Focus groups and telephone interviews with disability support service 
coordinators  
Focus groups were held in Whangarei, Auckland, Wellington and Christchurch with disability support service 
providers. Telephone interviews were conducted with disability support service coordinators in Northland, 
Gisborne, Waikato, Otago, Southland, Wellington, Auckland and Christchurch. 
 

Phase III: Self-completed questionnaire  
The self completed questionnaire was sent out to all 111 service providers identified as willing to take part in 
further research.  This included all participants in the focus groups and telephone interviews, as well as those 
who made up the remainder of the sample pool.  After ten working days follow up reminder phone calls were 
made to those who had not returned their questionnaire.  After a further ten working days the returns were 
finalised. 
 

2.3 Coding and analysis 

A general inductive approach was employed to analyse the qualitative data from the focus groups and phone 
interviews to allow dominant and significant themes to emerge.  Trustworthiness and reliability of the general 
inductive approach was tested by an independent researcher re-coding and re-categorising a section to ensure a 
similar and consistent assignment from the raw text to each code and category.  
The quantitative data was directly entered into SPSS statistical analysis software.  The open ended qualitative 
questions were entered into Excel worksheets. These responses were analysed for common themes, with an 
independent researcher re-coding a section to ensure a similar and consistent assignment of themes. 
 

2.4 Ethics approval 

Ethics approval was sought for this project, and granted by the University of Auckland Human Subjects Ethics 
Committee on April 15th, 2004. 
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3.0 Results 
The mixed methodology approach yielded both quantitative and qualitative data.  Focus groups and telephone 
interviews yielded a wealth of information regarding the problems and concerns of coordinators working in the 
disability support sector.  Self-completed questionnaires provided information on a number of issues including 
training, quality and safety, staff to client ratios, access to services and insurance, and also involved some 
qualitative data collection surrounding organisation policy and cultural issues.   
These results are presented in two separate sections: Firstly, the data from focus groups and telephone 
interviews are described, organised according to the dominant themes that emerged during formative analysis 
Secondly, the results from the self-completed questionnaires are described.  These are presented in the same 
order as the questionnaire itself.  The self-completed questionnaire is included in the Appendices. 
 

3.1 Focus groups and telephone interviews 

In order to survey a broad range of service types and areas, it was necessary to enlist the participation of 
managerial staff in disability support organisations with a variety of titles and managerial roles for the focus 
groups, telephone interviews and self-completed questionnaire.  Participants in the focus groups and telephone 
interviews listed their roles within their organisation as a director, home-care coordinator, team leader, chief 
executive officer, nurse manager, general manager, HR manager, senior manager, regional manager, or 
manager.  This confirmed findings from the provider survey pt 1 that showed considerable heterogeneity of 
terminology across the disability sector.  In keeping with the terminology of Part I, these participants will all be 
referred to as �coordinators� in this report.  
A broad range of service types were surveyed in the focus groups and telephone interviews.  In total, 38 
coordinators from 36 organisations participated in the qualitative research.  Nine of the organisations served rural 
or provincial regions, and the others served urban regions.  Six of the service providers specialised in delivery of 
services to people with intellectual disabilities and three of the providers specialised in supporting younger people 
with physical disabilities.  Additionally, most of the home-based providers supported younger clients with physical 
disabilities.  Table 1 provides a summary of the service providers who participated in the focus groups and 
telephone interviews.   
 
Table 1: Breakdown of service providers who participated in the focus groups and telephone interviews 

Type of service  Number of participants 

Residential services for over 65s 16 

Residential services for under 65s 4 

Residential services for mixed ages  1 

Home-based services for under 65s 4 

Home-based services for mixed ages  11 

Total 36 

 
The coordinators came from a wide variety of backgrounds and had many different levels of education: many of 
the coordinators were RNs, some with business diplomas; one coordinator was a chartered accountant; one had 
previously owned a rest home; one was an EN; one a psychologist; one was a teacher; and some of the 
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coordinators had been support workers themselves and were promoted to coordinator positions.  Many 
coordinators were educated in different fields and said that they had �fallen into the job� that they found 
themselves in.  The broad range of services represented in the survey ensured that coordinator perspectives 
were obtained from all sectors of disability support services.  Participants either took part in a focus group or a 
telephone interview with one of the researchers.  Only one participant of all those contacted was unwilling to take 
part, as she was on annual leave.  Her place was offered to another coordinator who had a similar service and 
client profile.   
Face to face focus groups were undertaken with coordinators in Whangarei, Auckland, Wellington and 
Christchurch.  There were two focus groups in each of the four locations, one with residential providers and one 
with home-based providers.  In total, 24 coordinators took part in the focus groups and the size of each focus 
group ranged from one to six participants (in some locations only one provider was available for a focus group; in 
these cases the researchers conducted a face-to-face interview with the coordinator using the same themes as in 
the focus groups).  Focus groups were held at residential homes or home-based provider offices and koha, in the 
form of petrol vouchers, was offered to participants.   
Prior to commencement of the focus group, each participant signed a consent form and was provided with an 
information sheet outlining the purpose of the research and their involvement.  One researcher guided the 
discussion and a second researcher recorded the discussion in writing.   
Themes discussed in the focus groups related to quality, safety and training.  Other themes were also explored 
including the instigation of a foundation qualification, the career path of a support worker, staff turnover, and 
barriers to entering / staying in the disability support workforce (see Appendices).   
Telephone interviews were held with a total of 14 coordinators from across the country.  Nine of the interviews 
were with coordinators who were given the opportunity to attend a focus group but were unable to attend.  The 
other interviews were with coordinators who lived outside of the focus group areas.  The questions were semi-
structured and participants were given an opportunity to offer additional comment at the end of the interview (see 
Appendices).   
 

3.1.2 Training 

All coordinators reported that they placed a high value on training, yet as one home-based coordinator said, �We 
do the best we can do on a shoestring�.  Many residential coordinators thought that their support workers were 
sufficiently trained, but most home-based managers believed that they simply could not afford to train their 
workers adequately.  Coordinators revealed that: 

• There was a general lack of training readiness among the workers who they hired, relating to their poor 
literacy and self-confidence 

• The providers with a high staff turnover could not always justify the expense of training, especially as the 
training resources came out of their profit margin 

• Many providers relied heavily on programmes such as ACE to train their support workers 

• Providers envisioned �ideal training� in many different ways, depending on the purposes of the service 
they delivered 

• Training was valued by coordinators as a necessary component of safe and quality services 
 
Three general sources of �adequate� training were identified during the course of this study: mandatory training, 
optional in-service training, and �extra� out-service training.  These training systems will be discussed in terms of 
their aims, their relative success, and the participation rates of the support workers. 
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Mandatory training 
Mandatory training was the training that coordinators required their support workers to complete as a pre- or co-
requisite of employment.  The coordinators identified numerous mandatory training requirements, which varied 
from provider to provider and included areas such as:  but may or may not include: food hygiene, lifting and 
handling, back care, first aid, general health and safety, cardiopulmonary resuscitation, disability awareness, 
policies and procedures of the agency, human rights, Treaty of Waitangi, understanding around why certain tasks 
are performed, how to deal with difficult client behaviour, communication skills, how to set a care plan, team 
communication, and crisis management.  This training often took place entirely during the workers� orientation to 
the service, but in some cases continued for a longer period.  There were considerable differences between 
home-based and residential providers with regards to the requirements of mandatory training and the length of 
the mandatory training period.   
Home-based providers generally reported a higher staff turnover and greater staff shortages.  Consequently, 
much of their mandatory training occurred during a one or two day orientation before the workers started 
community work.  Some home-based providers supplied annual paid training updates for their staff, while others 
provided further opportunities for training but did not pay the workers to attend.  These additional training 
sessions, which are discussed later on, were not well attended indicating that most home-support workers only 
experienced �mandatory� training during this initial training period.  One coordinator commented, �Training is 
basically risk management�.  Most coordinators had only one opportunity to train their staff, so they tried to 
minimise their risks by making the initial training session as comprehensive as possible.  Coordinators reported 
that a large volume of information was given out during the initial training days, and the workers were usually 
bored or discouraged.  Some coordinators combined class and field training, while others believed that there 
were topics that must be covered before the workers go into community homes, such as health and safety 
procedures and food hygiene.  One home-based coordinator said that the agency was so desperate for staff that 
she sometimes sent workers out into the community after providing only one hour of orientation to the position.   
Support workers with personal care responsibilities had different mandatory training needs than the workers with 
domestic care responsibilities.  The home-based coordinators mentioned that these two groups of workers often 
received different training.  One agency only hired support workers for personal care responsibilities if they had 
been trained elsewhere, for instance in a residential home, because they could not afford to train support workers 
without skills in delivering personal care.  There was an implicit understanding among the coordinators that 
personal care workers needed more training than the domestic care workers because they would often deal with 
lifting and handling, showering, giving out medication, and other tasks that carried a good deal of responsibility for 
the client�s safety.  Workers who supported clients with complex or very high needs would usually receive 
specialised mandatory training, either from an RN or a manager.   
Coordinators noted that many workers were unable to perform basic domestic tasks such as food preparation or 
cleaning the floor.  This was often related to the cultural background of the workers, for instance, an Auckland 
coordinator noted that those of a particular ethnicity did not always know how to prepare meals for clients of a 
different ethnicity; however, in many circumstances the provider did not have the resources to adequately train 
their support workers in these tasks.  Training the workers to perform basic tasks sometimes occurred in an ad 
hoc way if clients made complaints about the quality of their support, and this was usually undertaken by the 
coordinators.  Intellectual disability (ID) providers spent more time than other home-based providers training 
workers in disability issues and communication skills, and several included the agency�s philosophy as a major 
part of the mandatory training.  These providers thought that the goals of supportive independent living, which 
were often the focus of their home support programmes, were of equal or greater importance than domestic or 
�medical� skills.   
Generally, organisations that supported younger disabled people placed greater importance on having workers 
who understood relationship boundaries and effective communication.  Many had dealt with uncomfortable 
situations where the workers became too emotionally involved with the clients.  ID providers reported that they 
were choosier about who they hired, and their staff generally already had basic domestic skills.  The ID providers 
also required their support workers to undergo longer mandatory training than other providers.  Several providers 
had an initial training period that lasted up to eight weeks and the workers were also working with the clients 
during this time.  One coordinator mentioned that they allowed some people to undergo initial training before 
making a commitment to the position; this allowed potential employees to test out their abilities and their interest 
in the field.  One particular home-based agency paid all the support workers to attend weekly group meetings and 
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training sessions.  This agency was an independent living support agency for intellectually disabled people under 
the age of 65.  The agency hired workers based on their commitment to attend these meetings and believed that 
the training occurring during these meetings was essential to the functioning of the service, which placed a high 
importance on goal-setting and client-directed support.  None of the other home-based providers felt that they 
could be so selective about their workers or so demanding of their time because they felt that they were 
understaffed and under funded.  Very few of the home-based providers had mandatory training updates after the 
initial training period although this did occur in some providers.   
Coordinators of residential homes appeared to have a more stable support worker staffing group.  They also had 
the advantage of employing all their staff in the same physical location.  As a result, their mandatory training was 
usually spread out over a longer time rather than covering all the mandatory training in the first two days of 
employment.  The residential homes ranged in their mandatory training requirements but generally did not focus 
as much on communication skills, setting a care plan, team communication, or crisis management skills as home-
based providers.  Their workers received mandatory training from the RN�s and senior care workers who worked 
in the homes on an ongoing as needed basis.  For example, before a support worker was allowed to dispense 
medication or test blood sugar levels, she had to be trained by the nurse manager.  Some residential homes had 
mandatory annual training updates. 
Home-based and residential coordinators reported that a high staff turnover meant that they invested a good deal 
of time and money in training new workers, only to have them leave as soon as the training was completed to 
work elsewhere.  This was a waste of their resources and discouraged them from implementing a long and 
intensive training programme at the beginning of the employment period. 

Optional in-service training 
All providers who were represented in the focus groups and telephone interviews offered free training sessions at 
the agency office or the residential home throughout the year.  These training sessions were meant to 
supplement and carry on from the education that workers received during orientation.  The coordinators 
expressed that they would like to make these �optional� sessions mandatory but since they could not afford to pay 
the workers for their time they could not force them to attend.  Most providers occasionally brought in outside 
professionals such as occupational therapists, or people from specialist providers such as the Asthma Society, to 
teach at these training sessions.  In some providers the coordinators taught the training sessions themselves.  
Residential homes often employed specialists or professionals such as physiotherapists to train the workers in 
lifting and handling or back care techniques.   
There were generally very poor attendances at these �non-mandatory� training sessions, especially in the home-
based sector and coordinators cited the reasons as: the workers were not paid to attend; the workers did not 
receive any certification, credit or pay rises for attending; the workers often held other positions that conflicted 
with the time of the sessions; and most workers had family responsibilities to attend to.  One coordinator 
explained that family was the number one priority for the majority of support workers.  They worked to make 
money for their family, so ultimately their only incentive to undergo training was to earn more wages.  Since the 
providers could not afford to link training with a pay rise, they struggled to motivate their workers towards training. 
Home-based providers had a more difficult time attracting workers to these optional training sessions than did the 
residential homes, mainly due to the nature of community based work.  It was much more difficult for home-based 
providers to bring workers in to the agency office for training sessions, especially if they could not pay them for 
the travel time; this situation was exacerbated in rural communities where many of the workers lived a great 
distance from the office.  The home-based providers also had a higher proportion of part-time workers than 
residential homes.  These part-time workers usually had outside commitments or other positions that made it 
difficult to attend training sessions.  Residential coordinators mentioned that it was very difficult to successfully 
enrol part-time and night shift workers to attend training sessions for the same reasons listed above: travelling to 
the residential home for unpaid training was inconvenient, and it often interfered with other positions or family 
commitments.  Many workers were reluctant to attend unpaid training sessions if it prevented them from 
undertaking paid employment opportunities.  Most workers were so eager for extra hours that they would never 
pass up a shift to attend a training session.   
Most coordinators did not think that training sessions interfered with delivering service to the clients.  They held 
sessions at times when clients� demands were low to encourage workers to attend.  One home-based provider 
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mentioned that client needs were now more complex than they used to be.  It was now more difficult to 
encourage workers to attend training sessions because providers could not reduce the client�s support one week 
to bring a worker to training.  There could be serious consequences if a client with complex needs was not 
attended to.  To fill shift gaps when workers go to training the coordinators invariably swapped the workers� shifts, 
they call in casual workers for replacement, or they use employment bureaus to replace the staff on training.  To 
reduce the impact of training sessions on service delivery the coordinators staggered training courses or trained a 
few workers at a time 
Those few providers that could afford to pay their workers to attend �extra� training sessions had a much higher 
attendance rate.  Some coordinators felt that workers were eager to be trained but that they needed a financial 
incentive to make it worth their while.  The coordinators seemed very discouraged because they could not afford 
to pay the workers to attend these extra sessions.  Most managers wanted workers to attend these sessions 
because they believed they were fundamental in improving the quality of service, as will be discussed later. 

Optional ‘out-service’ training 
Many of the providers paid for a certain number of staff to undergo training programmes provided by other 
organisations, such as the ACE course or CSSITO National Certificate training.  Many coordinators thought these 
courses were a valuable training resource with a great benefit for the workers who completed them.  Few workers 
participated in this �extra� training, either because the workers were not committed to the position for a long term, 
because the agency couldn�t afford to offer free training to all workers, or because the workers were not 
interested in further training.  The coordinators had mixed responses about the willingness of the workers to 
undergo training.  As previously mentioned, some believed that most workers were keen to be trained if the 
proper incentives were in place, but others thought that very few workers were actually interested in furthering 
their education and training.   
Most coordinators had good experiences with ACE and CSSITO programmes.  Some coordinators thought the 
ACE programme should be more orally taught and less academic to meet the education level of the support 
workers.  Some commented that the CSSITO programme was disorganised and �user unfriendly.�  A few 
coordinators working in the ID sector would like to see CSSITO provide certificates in intellectual disability and 
rehabilitation for younger people; however, others thought that the human services certificate provided 
appropriate training for ID needs.  Coordinators in the residential sector commented on the excellence of the 
Support of the Older Person Certificate.  Some coordinators would like to see more national recognition of locally 
or internally developed training courses.  They believed that in-house education was better for their organisation 
because it could be tailored to the specific training requirements of their client base or completed in a more 
appropriate time frame.  Coordinators mentioned that completing the ACE programme or a national certificate did 
not necessarily ensure that a worker would provide good service.   
Coordinators thought that workers were encouraged to undergo further qualifications if they could earn a 
certificate, receive a pay rise upon completion of a course, assume greater responsibility on the position or sense 
that the training was highly relevant to their position.  Many coordinators thought that the workers would be more 
interested in training if they considered it a part of career development.  Currently, many workers in the residential 
sector and many more in the home-based sector felt that their position was casual and temporary, so they did not 
see the value of training.  Some coordinators reported that the workers were more likely to value their training if 
they paid for it themselves.  However, other coordinators believed very strongly that training must be free 
otherwise very few workers would undergo additional training.  They said that there were no incentives for 
workers to do training.  Some managers were reluctant to link training qualifications to pay rises because they 
could not afford to pay their support workers any more than they already did.  Coordinators said that many 
support workers did not value their own education and did not believe training was necessary to make them good 
at their positions. 

Training readiness 
Coordinators reported a big difference in the quality of the support workers who were looking for work compared 
to ten or twenty years ago.  At that time, most of the workers were middle aged women with life experience and 
excellent practical skills; now, many of the workers were young, had little practical knowledge, little education and 
were only doing the position because they could not find any other work.  Providers could not be selective about 
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who they hired because they had severe staff shortages; as one coordinator said, �If they�re alive and walking, 
they�re welcome�.  Most workers had poor writing and reading skills and many were intimidated by training, 
especially if it involved tests or academic study.  Coordinators noted that both immigrant workers and those with 
English as a first language had literacy problems, and one coordinator pointed out that many of her workers 
struggled with learning difficulties �like dyslexia�.  The coordinators believed that most workers had low 
confidence in their own ability to learn.  The coordinators all agreed that the training needed to be very hands-on 
and practical for the workers to learn and be interested in participating.  Many workers did have excellent practical 
skills and abilities even if they couldn�t read or write.   
There were some cultural issues relating to training readiness.  Coordinators found that many of the available 
workers could not read or write in English, thus it was difficult to train them in a traditional manner, and the cost of 
translators was not usually feasible.  Language barriers were particularly challenging for providers in the 
Auckland region where many of the support workers were immigrants with English as a second language.  
Additionally, the Maori providers reported that Maori did not perceive any reason to be trained if they were 
providing support for whanau.   

Resources 
To provide adequate training for support workers, coordinators required a variety of human and material 
resources.  The residential homes and the home-based providers usually had the physical resources such as 
televisions, videos, and conference rooms to provide their workers with training, but many relied on other 
organisations, such as ACE, St. John� Ambulance, or CSSITO to supply training content.  Home-based providers 
felt they needed outside providers or programmes to supplement their training resources, particularly with human 
resources.  As one coordinator explained, the agency coordinators were not trained teachers; they did the best 
they could to equip their support workers but they needed help.  Many of the residential providers thought it would 
be a good idea for all the residential homes in one area to pool their resources and bring their support workers 
together for generic training sessions.  This did not currently occur among providers who participated in the 
research.  Several coordinators mentioned that it was difficult for them to find experts to teach their support 
workers about specific topics such as informed consent or cultural issues in support work.  They wanted access 
to a community list of organisations that could train support workers.  Many of the providers, particularly Maori 
organisations, relied on tutors or mentors to aid in the training process and it was difficult for these providers to 
find enough staff to provide this service.  Several coordinators mentioned that the academic content of the ACE 
course necessitated a one-on-one tutor to help the worker complete assignments and course requirements.  In 
summary, although service providers appeared to have the material resources needed to train their support 
workers, they were hard-pressed to find appropriate teachers and tutors. 

‘Ideal training’ 
One home-based provider and several residential providers believed that they were already providing the �ideal� 
training programme.  In these programmes training continued over a long time span, usually involved a National 
Certificate, and was sufficient to train workers to a more-than-adequate level of skill and ability.  Providers who 
reported that they offered �ideal� training promoted a culture of learning where the workers understood the value 
of education and their personal responsibility to undergo training.  These success stories were more common 
among larger organisations, where the training costs could be absorbed into the overall costs of the service, or in 
organisations that managed to procure additional funding.  Successful training programmes certainly carried a 
higher cost.  Coordinators reported that support workers were highly committed to their positions in these 
organisations.  Some of the organisations were well established in the community and had excellent reputations 
among the support worker workforce.  Some organisations had philosophies that necessitated a highly selective 
hiring process where workers understood from the beginning that education would be an important part of their 
position.   
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The vast majority of providers were not realising their perceived �ideal� training programme.  The coordinators 
were asked to describe the training they would like their support workers to undergo, in an ideal world.  They 
suggested the following: 
 

• Work 4 days, then take a day for training, continually. 

• Train the workers first, then send them out on work placements based on their abilities and aptitudes 

• 3 months of training, at least 

• Go through a comprehensive course about support work before starting the position 

• Each worker gets one full day of training per month  

• Provide childcare  

• Two-tiered training: one level for committed staff and another for casual, domestic staff 

• All training undertaken on-site (in community or rest home)  

• All support workers should be RN�s 

• All support workers should be trained nurse aides 

• Some support workers should be trained as enrolled nurses 
 
Some of these models are conflicting, and indeed, the coordinators had heated discussions during the focus 
groups about what type of training programmes would be most effective.  Many coordinators had difficulty 
imagining an �ideal� training programme, either because they had not thought of the notion of an ideal training 
package or because they were focussed on solving immediate training problems.  All of the coordinators would 
prefer extensive training for support workers beyond an initial orientation to the position.  Some thought the 
minimum training requirement should be two weeks of intensive training, and others said that the minimum 
should be the completion of a National Certificate or the ACE course.   
Clearly, an �ideal� training programme involved a greater time and resource commitment than most providers 
could afford.  Those providers who did manage to offer ideal training had access to more resources, placed more 
emphasis on the providers� philosophies, and allowed training to occur over a long period of time.  Indeed, all 
coordinators recognised that the best training programme was continuous, long-term, and covered more than 
just task training.   

Advantages of training  
Many coordinators commented that training support workers was not the whole story: being a good support 
worker required honesty, integrity, life skills, a desire to help others, a caring personality and an affinity for 
disabled people more than it required specific skills or knowledge.  However, they also believed that good training 
was necessary to ensure quality support for their clients.  They listed the following advantages of a trained 
workforce: 
 

• workers had greater insight into client needs  

• they were better able to identify changes in needs levels  

• they were better able to pick up on medical problems in their clients 

• they were more aware of health and safety procedures and regulations  

• they were more committed to their position, resulting in a lower absenteeism and turnover  

• they treated the clients more appropriately, especially if they understood the specific challenges of 
disability and aging  
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• clients were happier  

• the workers were more confident in their own abilities  

• they had greater self-worth  

• Coordinators could trust them with more responsibilities  

• support workers knew what was expected of them so had no excuse to let their standards drop  
  

The coordinators thought that more training would improve the status of the workforce, particularly if the training 
specialised in subjects such as intellectual disability.  Many told stories of the satisfaction and pride that many 
workers experienced upon completing a certificate or a training programme.  The home-based coordinators 
reported that insufficient training directly contributed to a high staff turnover.  They believed that workers would 
stay in the position longer if they were sufficiently trained to deal with the stress and challenges of community 
support, but they could currently not afford to provide them with this training, given the current funding structures.  
Many believed that the lack of adequately trained support workers placed their organisation in a crisis mode, 
which may lead to severe consequences for the clients.  In summary, those involved with the focus groups and 
interviews felt that the organisations could not afford to train support workers, and yet they could not afford to not 
train them! 

 

3.1.3 Quality and safety 

Most coordinators believed that they were able to provide a safe service of a good quality; however, many had 
dealt with safety issues in the past 12 to 24 months.  Those who felt they had no safety issues were all working in 
residential homes.  Home-based providers did experience safety concerns, even if they believed that they were 
able to provide their clients with safe and quality service.  Coordinators revealed that: 

• They felt very responsible for the quality and safety of the services their support workers provided 

• A lack of training and staffing shortages directly contributed to safety problems 

• Home-based services had a particularly difficult time ensuring that services were safe 
 

Promoting safe and quality services: 
Coordinators felt strongly that it was their responsibility to provide quality services for their clients and ensure that 
accidents did not happen.  They had many systems in place to monitor safety standards and minimise the risk of 
accidents.  Coordinators indicated that training plays an essential part in promoting safety; training brings the 
workers� attention to safety issues and makes them aware of their limitations.  Careful staff management was 
another method of promoting quality and safety.  In residential homes managers rostered their support workers 
carefully to ensure that reliable support workers were working on all shifts.  Some coordinators commented that 
providing the support worker with regular working hours improved the quality and safety in their residential home.  
Some providers had quality and safety committees as well as monthly or annual client and staff surveys.  
Coordinators monitored accidents and incidents, coached staff about issues, and encouraged clients to discuss 
health and safety with their clients.  Some providers emphasised an �open-door policy� so that workers would feel 
comfortable talking to coordinators or managers about quality and safety issues. 
Coordinators had mixed responses when they were asked whether current supervision and performance 
appraisals were sufficient to ensure client safety.  Some felt that current systems were adequate to ensure safety, 
whilst others believed that stricter standards were required, but could only be enforced with more funding.  Some 
coordinators thought that accidents would not happen if all workers followed strict safety procedures; others 
believed that it was only �good luck� that kept accidents at bay.  Most managers spent more time watching and 
monitoring support workers than they would like.  This was partly because they often could not trust support 
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workers with certain responsibilities such as dispensing medication, and partly because they felt responsible to 
ensure that accidents did not occur.   

Sources of problems 
Coordinators were reluctant to share stories about client accidents, not wanting to reveal that they were unable to 
ensure the safety of their clients.  Despite their best efforts, accidents did occur.  One coordinator commented 
that the safety standards in her agency were so poor that that she felt like she was exploiting the support workers 
by asking them to do the tasks that the service required.  The sources of quality and safety problems were many, 
stemming from a lack of resources and funding.  
A lack of training created problems for quality and safety.  Support workers in the community were often asked to 
perform medical tasks, such as giving medication or insulin, or changing dressings, either by district nurses or the 
clients and their families.  Support workers were not trained in these skills, but coordinators worried that many of 
them were not assertive enough to say no to these requests.  This obviously led to safety problems for clients and 
their workers.   
Coordinators reported that safety and quality could not be ensured even if good training programmes were in 
place as they felt that support workers needed to have a good deal of common sense if they were to work safely, 
but unfortunately low pay rates attracted workers with the wrong characteristics: no education, unable to find 
other work and no life skills.  In some cases, the workers were unreliable and did not turn up to work.  Many 
providers had problems with workers stealing from their clients.  These undesirable characteristics affected the 
organisations� abilities to provide a high quality of service.  
It was very difficult to set safety standards when workers went into clients� homes.  The agency could not ensure 
that the clients� homes complied with Occupational Safety and Health (OSH) and Accident Compensation 
Corporation (ACC) standards.  Needs assessments were often undertaken in hospital or over the telephone.  
Agency coordinators did not always have time or resources to make home visits so the safety of the clients� 
homes was not always evaluated.  Home-based providers were not funded to do a home assessment.  As one 
coordinator said, �We have no good basis to make a care plan, and no workforce to meet the needs of the plan�.  
Home-based coordinators also commented that community work was inherently dangerous, especially when 
workers were going out by themselves or working at night.   
Coordinators thought that quality and safety would improve if support workers had a better status.  Many of the 
workers believed that �Anyone can work with older people� it�s just common sense.� Consequently, workers took 
on more than they could safely handle or they disregarded safety procedures.  This was true for trained workers 
such as RN�s as well as for the support workers.  Several coordinators felt that safety was compromised because 
society did not consider home support as health services.  They sensed that home services were �outside the 
loop�: a dumping ground or a last resort rather than a continuum of health services.   
Coordinators agreed that the needs of clients were now more complex than they were ten or twenty years ago: 
clients who previously would have been in hospital were now in residential homes; clients who previously would 
have been in residential homes were now living at home in the community.  ACC asked home support 
organisations to provide services for clients with complex needs who actually required full-time nursing.  One 
coordinator commented that support workers were often providing full nursing care, but the services were not 
designed for this.  This increased the strain on the support workers, who were not trained to deal with their clients� 
medical needs, and compromised the safety of the clients.  Coordinators felt that the government had reduced 
their organisations� funding and resource supports over this same period of time.   
Major safety issues for residential providers included falls among residents and staffing shortages.  Home-based 
providers also struggled to cope with staffing shortages and listed showering and delays in delivery of medical 
equipment as other pressing problems.  Understaffing also meant that fewer support workers had to perform 
more tasks in a shorter time frame; clearly this had negative effects on the quality and safety of services they 
could provide.  Shortages of health professionals were a problem as well as shortages of support workers.  For 
example, frequently home-based providers in rural areas had no access to acute services.  Many coordinators 
mentioned that their services would be improved if they could afford to employ more RNs.  In the home-based 
sector, coordinators reported that many of their support workers were the main breadwinners for their families or 
were employed by numerous service providers.  Coordinators reported that some workers were exhausted 
because they worked in excess of 60 hour weeks, and they couldn�t work safely if they were tired.   
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There were many sources of safety and quality problems, including under-trained staff, unreliable staff, support 
workers with the �wrong� characteristics for support work, the physical location of support work (in the community), 
the poor status of the workers, the rising complexity of client needs, and staffing shortages.  Some of these 
problems were unavoidable, for example providing support in a client�s home will always have an element of risk, 
but other problems were less inevitable.   

Coordinator recommendations 
Coordinators thought quality and safety could be improved if they were funded to hire more RNs.  Some felt that 
support work should be professionalised to improve the status of home services, thus attracting workers with 
better skills who would be more easily trained to provide safe services.  One coordinator pointed out that district 
nurses were not abused by the clients and their families because they were respected as professionals.  Support 
workers were insulted and treated rudely by their clients and the clients� families, and she thought this was a 
direct result of the difference in the two workers� status.  Coordinators believed that to improve safety they 
needed the resources to train their workers to communicate effectively, develop rapport with clients and their 
families, and understand their roles and responsibilities as support workers.   
 

3.1.4 Competencies 

The coordinators seemed to believe that the competencies required of their workers were much greater than in 
the past.  The residential providers said that their residents had greater needs than they did ten years ago, and 
the home-based providers said that they had a much higher number of clients with complex needs than in the 
past.  Overall, the coordinators indicated that: 

•  Workers now  perform more difficult or complicated support tasks than they did in the past 

• Competency requirements make staff rostering more difficult 

• Home-based providers can not adequately monitor the competency levels of community support workers  

• Competencies were taught in in-service and out-service training programmes 

• Measurable competencies were not always a good indicator of a workers� ability to do a good job 
 

Some residential providers indicated that the current certification process was forcing them to ensure that more of 
their workers had necessary competencies.  Some of the competencies necessary for the certification included a 
fire warden qualification, colostomy care, medication understanding, and blood sugar tests.  The coordinators 
mentioned that it was difficult to manage shifts according to competency levels of the staff; for example, under the 
new certification for residential homes there always had to be a staff member on shift with a fire warden 
qualification.  This requirement often made it difficult for coordinators to roster the staff.   
Home-based providers mentioned that it was particularly difficult to ensure that staff had necessary competencies 
because in most community settings the workers worked alone in the absence of a team which may have 
facilitated pooling resources or competency knowledge.  Also, much of the training of support workers was now 
undertaken by the clients themselves, who were considered the �experts on their own needs� (as described by 
the independent living model), thus making it difficult to evaluate and standardise the competencies of the 
workers.  New issues were developing as clients were encouraged to be more independent and autonomous.  
Support workers were now required to be competent at interpersonal relationship management as well as at 
specific �care� skills.   
Some of the competencies were taught by coordinators.  Other organisations relied on national certificates or the 
ACE programme to teach workers these competencies.  However, they commented that holding a certificate did 
not necessarily mean that a worker was competent.  They also noted that competencies changed over time; a 
worker who was competent when she completed a qualification ten years ago may not be competent now 
because the care needs of her clients changed in that time.  One coordinator said that while her agency�s 
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services used to be �home support� they were now more like �nursing support�, but with the same workers, 
competency levels, and funding as before.   
 

3.1.5 Supervision and performance appraisals 

To ensure that support workers undertook the roles and duties that were expected of them, coordinators used 
various methods of supervision and performance appraisal.  These systems were similar in most providers 
although the supervision procedures were more comprehensive in residential homes than in home-based 
services.  Coordinators reported that: 

• Peer review performance appraisals were not usually helpful or effective 

• Most providers held regular performance appraisal meetings with support workers 

• Support workers �hated and feared� performance appraisals 

• Home-based providers could not always ensure that regular performance appraisals took place, nor 
could they provide satisfactory supervision 

 
In residential homes, supervision was often managed by senior support workers or RN�s.  Coordinators would 
explain the duties of the support worker during orientation to the position.  Many of the homes provided 
documents for new workers explaining the roles that were expected of them as support workers; the workers had 
to sign these documents before they began the position to say that they understood their responsibilities.  New 
workers were often paired up with a �buddy�, an experienced worker, to learn how to do the position.  In some 
homes, workers were taught to fill out a check list at the end of their shifts to verify that they had completed all 
necessary tasks.  Support workers were informally watched on the position to ensure that they completed tasks 
appropriately.  If residents or other support workers complained about the quality of a workers� performance the 
manager would bring this up with the support worker.  Many residential homes had regular support worker 
meetings where problems and issues could be aired.  This was the only method of peer review that most 
coordinators employed, as they believed that formal peer review procedures were very harmful for staff relations.   
Every residential coordinator who participated in the telephone interviews provided some form of annual 
performance review with each support worker.  Most of these reviews involved one-on-one meetings between the 
support worker and a RN or the residential home manager.  At most of these meetings the support workers would 
rate themselves on their position performance, feedback to the coordinator about likes and dislikes of the 
position, and set goals for the coming year, and the coordinator would discuss how the self-review matched with 
his/her own opinion of the worker�s performance.  Some homes linked the performance appraisal with pay rises 
but others found this system problematic because support workers reacted negatively if their appraisal did not 
result in a pay rise.  Coordinators commented that the support workers �hated and feared� performance 
appraisals and found them very stressful.  Another coordinator believed that �they were a good time to give 
feedback and encouragement�.  Some residential homes had more frequent performance appraisals for new 
workers and less frequent performance appraisals for long term workers.  In one home the support workers 
nominated two or three residents to assess their performance as part of the annual review.  One coordinator 
believed that the reviews reinforced the concept of �caring as a career�. 
Home-based providers relied more on training and orientation rather than ongoing supervision to ensure that the 
support workers understood their roles and responsibilities.  The coordinators often never saw the support 
workers after the training and orientation were over and the position had begun, so they tried to make this 
orientation as thorough as possible to minimise safety and quality risks.  Once the workers were on the position in 
the community it was much more difficult to be sure that they were performing their tasks appropriately.  Some 
organisations employed nurses or other coordinators who would visit support workers on the position but most 
providers did not have the resources to pay for these roles.  The home-based providers relied heavily on client 
feedback to detect problems in the services.  One coordinator described their supervision methods as �reactive�.  
Most providers surveyed their clients once a year to check on their satisfaction (although some providers did not 
survey their clients at all) and some providers made annual visits to all of their clients in their homes.  The 
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coordinators would like to visit the clients and support workers more regularly, but they do not have the resources 
or the time to do this.  Coordinators mentioned that paperwork takes up all of their time leaving no opportunity for 
community visits.  They also said that clients resented home visits by coordinators because they felt they were 
being �spied on� by the agency.  Some coordinators explained that they tried to emphasise an �open-door policy� 
so that support workers would feel comfortable approaching them for advice, encouragement, or to complain.  At 
one agency the coordinators had a mandate to drop whatever they were working on if a support worker came in 
to the office to talk.  One coordinator said that the agency used monthly newsletters to reinforce the roles and 
boundaries of support workers.   
A major problem reported by the home-based providers was the difficulty of detecting and managing changing 
client needs.  If a client�s health deteriorated significantly after the initial needs assessment, the support worker 
would often take on more support responsibilities without consulting with agency coordiantors, to the point where 
she was performing far more than was outlined in the care plan, putting herself and the client at risk.  Additionally, 
other home health providers often pressured the support workers to perform support tasks that they were not 
qualified to do.  The coordinators believed that support workers were not sufficiently trained to detect changing 
medical needs, nor were they assertive enough to refuse to take on extra tasks.  They also worried that there was 
no way to monitor the tasks that support workers were undertaking. 
In one agency, support workers took daily field notes about their clients and the tasks that they performed during 
their visit.  The coordinator at this agency thought that this was an effective way of supervising workers in the 
community and encouraging safety.  Other coordinators in this focus group responded that they could never rely 
on this sort of system because their support workers were illiterate and could not write notes. 
Some home-based providers ran performance appraisals for their support workers, usually on a yearly basis, but 
these were often unsuccessful.  Since most providers couldn�t afford to run interviews in the community they 
asked the support workers to come to the agency office for the review.  Many workers simply wouldn�t show up at 
the performance review meeting and the coordinators did not have the time to chase them down.  Most home-
based providers could not afford to link the performance review to a pay rise, so there were few incentives for the 
workers to participate in a position review.  Many workers did not last in the position long enough for an annual 
performance review.   
 

3.1.6 Recruitment and retention 

Coordinators reported great difficulty recruiting new support workers and retaining staff, especially in the home-
based sector.  They employed many creative methods to attract new workers to their organisation and to keep 
those good support workers they managed to find.  Coordinators indicated that: 

• They spent a great deal of time and resources recruiting new workers 

• The workers who they managed to attract did not usually possess the necessary characteristics for 
disability support services 

• A high worker turnover and short staffing had detrimental effects on the quality of support services 

• Because of funding constraints, coordinators tried to retain staff by creating a sense of belonging and 
support within the organisation 

 
Although advertising in newspapers was not always very effective, almost every coordinator used this medium to 
attract workers.  Providers also advertised in community centres, in school newsletters, on websites, at 
polytechnics and on the radio.  Several coordinators complained that advertising was a major cost for their 
organisation, but they were so short-staffed that they had no choice.  They mentioned that advertising �free 
training� and �no experience necessary� was quite effective at attracting new workers.  Some providers provided 
training for potential workers who did not make a commitment to the position, as a trial for them to test out 
whether they wanted to work in this industry.  Coordinators believed that the reputation of their organisation 
played a big part in their ability to attract workers; those that had been around for a long time often had extensive 
networks in the community and received many position applications every week, even without advertising.  Many 
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providers found most of their new workers through word-of-mouth.  Some providers used position recruitment 
providers to find new workers. 
It was hard for organisations to find new workers with appropriate qualities and capabilities for support work.  
Many of the home-based support workers entered the position from a position of unemployment.  Many of them 
were stay-at-home mothers or were entering the workforce for the first time.  Coordinators believed that family 
commitments prevented many other �good support workers� from entering the industry.  Other factors that 
prevented �the right people� from becoming support workers included the shift work, the fact that providers did not 
always have full-time work available, a lack of transportation, the low pay, a stereotype that support work was 
�woman�s work� and low self-esteem.  Regions that had low unemployment rates had a particularly hard time 
recruiting workers.  Several coordinators in Southland commented that their staff shortages were much worse in 
recent years due to the high employment rate in the region.  Some organisations had very specific ideologies and 
philosophies that were mandatory for new support workers to embrace, particularly those in the ID sector.  For 
example, some coordinators looked specifically for employees who had a great interest in older people, or who 
wanted to support independent living for young disabled people.  The more selective providers did not report 
great difficulties in finding staff, although they did not always find staff that satisfied their criteria.   
Coordinators reported an extremely high staff turnover, especially in the home-based sector.  Some home-based 
coordinators said they had annual staff turnovers of 55-97%.  Factors that motivated the home support workers to 
leave included: insufficient pay; dissatisfaction with the management; travel expenses associated with the 
position; not enough hours; inconvenient hours (for example, putting someone to bed for an hour every evening); 
unpredictable hours; feelings of isolation; moving out of the area; and would stay in the position considering their 
working conditions and pay rates.  In some rural regions the providers lost workers during fruit-picking season 
because workers could make better money picking apples than providing home support.  Support workers in 
residential homes left the position for different reasons, and not usually in such high numbers.  Coordinators 
thought that many of them left for personal reasons, because they were moving to a new region, or because of 
pregnancy.  There were also many workers who left due to the nature of the position.  Some workers found the 
position stressful and wanted a change of career and others found the work too hard.  Others did not like the shift 
work, or thought that the pay was not sufficient.  Some residential homes lost workers because they could not 
provide them with full time positions.  Residential homes often hired students who wanted part time work, and 
these workers left when their studies were finished.  Some workers left because they developed back pain on the 
position, and others left because it was difficult for them to arrange transportation.  Residential coordinators 
commented that many workers did not have their own vehicles.   
Coordinators spent a great deal of time and money managing staffing shortages and recruiting new employees.  
They were extremely frustrated with the high turnover of staff, and they did the best they could with available 
resources, time and people. 
 

3.1.7 Employment contracts  

Residential and home-based coordinators used a wide range of employment contracts to employ their support 
workers.  Some guaranteed hours of work for these workers and others did not.  There were some differences 
between the type of contracts used in residential and home-based settings.  In general, 

• The majority of support workers worked under individual contracts 

• Many of the support workers worked part-time (fixed weekly hours, though less than a full time position2) 

• In many cases, support workers preferred working part-time rather than full-time 

• Many providers employed casual3 or part-time workers because they could not afford to guarantee full-
time permanent hours 

                                                           
2 Full time positions ranged from 37.5 hours to 40 hours per week 
3 Casual employment was defined as no fixed hours and employed on an �as required� basis   
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There was a wide range in the type of employment contracts that the residential providers held with their support 
workers.  All gave their workers the option of an individual contract, but several providers had staff on a collective 
union contract.  Almost all providers had permanent staff with at least some working part-time; though 
significantly, some employed only casual workers.  Most providers guaranteed their workers a minimum number 
of hours per week.  One coordinator reported that the agency wanted to avoid collective contracts because 
individual contracts were easier to administer, especially if the staff turnover was high, and they were more 
responsive to the staffing requirements of the organisation.  One coordinator said that the staff did not like paying 
union fees and another reported that an individual contract is easier to administer than a union contract, 
especially when the employees resigned from the position.  Coordinators often reported that the varying client 
base requires flexible workers, since the hours may change at the last minute depending on the status of the 
clients.  Some coordinators mentioned that the support workers demanded just as much flexibility from the 
coordinators as the coordinators demanded from them, mostly because the workers had family commitments.   
Like the residential providers, home-based providers used a wide variety of employment contracts for their staff.  
Most of the home-based providers employed their support workers under individual contracts but many gave their 
workers a choice between individual contracts and collective contracts with or without a union.  There were more 
casual workers in the home-based sector and very few full-time permanent support workers.  Few home-based 
providers guaranteed a minimum number of hours in a week.  A few coordinators mentioned that their staff were 
highly resistant to a rostered system because they wanted flexibility and they wanted to choose their own hours.  
Some managers said that their workers were always eager to take on extra shifts because they wanted to make 
more money and the coordinators had to �try and stop them doing maximum hours�.  One coordinator mentioned 
that individual contracts were important for her agency because they were more flexible and responsive to the 
needs of the workers; this agency served a rural area where the cost of living was relatively high.  Individual 
contracts allowed them to pay these rural workers at a slightly higher rate.  Most of the home-based workers 
seemed to work part-time with no guarantee about the number of hours they worked in a week.  The coordinators 
chose this system because of the highly variable client base and the funding constraints of the organisation; the 
clients� needs were always changing and the agency could not afford to pay the workers for hours unless they 
were assured of receiving government funding for that time.  Some coordinators said they had to fight the funding 
providers to get funding when clients cancelled their services on short notice.  Coordinators often did not 
understand why the current contract system was used, but only that this was the system the agency had always 
used and it seemed to work.   
 

3.1.8 Foundation qualification / registration 

Most of the coordinators in the home-based and residential sectors had already heard of the proposed foundation 
qualification to be supplied by CSSITO.  Their responses to this concept were varied and often strongly 
expressed.  Coordinators mentioned the following positive aspects of this qualification: 

• The status of the workforce would improve 

• It may attract staff who want a career in support work 

• It may be accompanied by higher pay rates for support workers 
 
Coordinators had many negative comments as well, including: 

• The foundation qualification may deter support workers who are intimidated by training 

• It may involve more work for the already over-worked coordinators 

• The training requirements may clash with the goals and priorities of particular organisations 

• It may be logistically difficult to implement 

• The MoH did not follow up with their promises in the past, so why should they expect this to work 
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Positive responses to the foundation qualification: 
There were several positive responses to the idea of a foundation qualification.  Some believed that the 
qualification would improve the quality of support that workers now provide.  Some coordinators thought that the 
qualification might improve the status of the workforce.  Some thought that offering free CSSITO training would 
attract more staff because many workers wanted to be trained to become more employable.  The coordinators 
strongly believed that a significant number of staff would like to be qualified support workers, but they needed 
incentives to actually undergo training, such as better status, greater employability and most of all a better pay 
rate.  Several coordinators commented that there was potential for a standardised training programme but they 
could see many potential problems as well. 

Negative responses to the foundation qualification: 
Most coordinators had some reservations about the foundation qualification.  Some said that it would be an 
�administrative nightmare.�  They thought that if it was made compulsory, they would be in a worse situation than 
they are in now, especially in terms of staff recruitment.  Mandatory training might be one more deterrent for 
those who were already reluctant to enter this field.  Some rural areas, particularly Southland, had very low 
unemployment rates, already making it difficult to attract people to the disability workforce.  In particular, 
coordinators thought the foundation qualification could have a negative effect on those workers who work casual 
or part time hours.  They felt that the qualification would make it much more difficult to attract workers to these 
positions.  Not only would the qualification make recruitment more difficult, managers also thought it would drive 
currently employed workers away.  Many said that they would lose staff if this qualification was mandatory.  One 
coordinator pointed out that 30-40% of her current staff did not hold any training qualifications.  Ensuring that all 
these workers, who were already resistant to training, enrolled in a foundation training course would be very 
difficult.  Coordinators did not think that the foundation qualification would solve many of their training difficulties.  
Some coordinators questioned whether the foundation qualification was necessary.  Several coordinators thought 
that most new support workers had the foundation level skills already, either through life experience or prior 
training.  Many coordinators felt that their in-house training was adequate for ensuring that their workers had 
basic skills.  Several organisations that reported that they provided their workers with basic training did not want 
their workers forced to earn a separate foundation qualification that covered the same information that they were 
already taught.  One coordinator thought that older support workers or those who had been in the position for a 
long time would likely resist the idea of earning a qualification for basic training.  Several coordinators working 
with ID services felt very strongly that the foundation qualification was a bad idea.  They believed that this training 
would �dumb down the work force,� and take the focus away from the specific needs of ID clients.  These 
coordinators would rather spend more time on ID-specific training than basic skills training.  One coordinator felt 
that if MoH was going to put added resources into training that she should be able to decide on the training needs 
of her own workers, rather than be forced to put her support workers through a training programme that had �little 
value� for her clients or her workers.  One home-based provider felt that the foundation qualification content was 
too institutionally focused and would encourage her support workers to use inappropriate methods of support.  
Many other coordinators thought that the foundation qualification would over-simplify the demands of their 
agency.   
There were concerns about what workers would be required to complete this qualification.  For instance, would 
kitchen staff have to complete it?  The coordinator expressed concerns that should the qualification became 
mandatory, they may have to undertake additional work such as: monitoring, who had or hadn�t completed the 
courses, organising assessor visits or doing other administrative tasks associated with the qualification. 
Coordinators in rural areas wondered if workers would have to travel to be assessed and qualified.  This would be 
very difficult to organise. 
Coordinators believed that poor literacy and a general lack of motivation would probably deter many workers from 
undertaking the training.  Coordinators from Auckland pointed out that the cultural background of some workers 
made them very concerned about �losing face� and they would not enrol in a training programme if there was a 
risk of not completing it.   
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Coordinator suggestions: 
Coordinators understood MoH�s concerns about ensuring quality within the disability workforce and the reasons 
for introducing a nationally consistent basic training programme.  They pointed out that implementing a national 
training course that would encourage more people into the industry would be logistically very difficult.  They had 
several suggestions about how MoH should implement a successful foundation qualification.  Many coordinators 
said that carefully timing the introduction of this qualification would have a big impact on its success.  For 
instance, it might be more readily accepted by the support workers if providers were given a period of several 
years to get their workers to complete the foundation qualification.  The managers thought that workers might be 
encouraged to stay in their positions if the courses were structured in an intuitive pattern and offered gradually 
without creating stress for the workers.  At one focus group, the coordinators agreed that eight hours of basic 
training would be the maximum they could demand of their workers if they wanted them to stay.  One coordinator 
mentioned that with all the current certification changes that were going on in residential homes, now might be a 
good time to introduce this new qualification.  Several coordinators commented that this training would only work 
if it was undertaken on-site and while the support workers were working on the position.  All coordinators 
commented that they would only support the foundation qualification if the cost of the training was covered by the 
government, if it led to a higher pay rate for the support workers, and if it did not put additional burdens on the 
coordinators.   
One coordinator said that the CSSITO programme was too structured for the current workforce.  She suggested 
that the programme should have more input from the support workers or those closely involved in the industry to 
create a method that was gentler and more appropriate to the education levels of the support workers.  Many 
coordinators mentioned that a large proportion of their staff already participated in ACE training.  They did not 
think that these workers would need to also undergo the foundation qualification and suggested that cross-
certification or acknowledgement of prior learning should be included in the assessment process.  Many 
residential homes used the ACE programme and were very happy with its results.  In the future, they would like to 
continue using this programme, and would rather not make their support workers complete both ACE certification 
and the foundation qualification. 
Many coordinators said that they would like to be able to hire staff that already had qualifications and basic 
training.  However, they recognised that this was not easy or likely given the current supply of support workers.  
Currently, providers employed a wide range of methods to provide their support workers with basic training.  The 
coordinators indicated that introducing one training system for all of these providers would be very challenging.  
Several coordinators expressed anger about MoH methods of consultation and service development.  They said 
that they were �constantly being consulted and surveyed and nothing ever happens�.  One manager said that 
MoH needed to be accountable to the service providers, responding to their requests and taking responsibility for 
their decisions.  They sensed that MoH spent too much time planning and not enough time doing.  The 
coordinators felt that the government was making disability services too hard and too expensive and holding them 
accountable when the services failed.  As a result of their history with MoH, many coordinators were pessimistic 
about the foundation qualification and its supposed benefits, fearing that they would take on extra work to ensure 
that support workers completed the training, or left to clean up the pieces if the programme was unsuccessful. 
 

3.1.9 Career path of support workers 

There was a consensus among coordinators that there was little or no career path for support workers.  
Coordinators said that most workers did not start the position with a career in mind, particularly in the home-
based sector.  In some organisations, there were opportunities to advance in seniority over time, but this was 
undertaken informally with little advanced planning and most support workers did not follow this path.  In general, 
there were more opportunities for career advancement in a residential home than in home support positions and 
little thought of career pathways in either sector.  The coordinators indicated that: 

• The coordinators themselves played a large role in encouraging workers to progress in their careers 

• There were large gaps between different �tiers� in the organisations, and workers were not encouraged 
to move up the career ladder 
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• The low status of support work discouraged many workers from considering their job as a career 
 

In many residential homes, there were opportunities for support workers to progress from the position of a casual 
part time support worker, to a permanent position, to a senior support worker position, to a team leader position.  
One coordinator said that she selected the workers who she saw as having great potential as a caregiver, and 
encouraged them to undergo enrolled nurse training.  Other workers were encouraged to enter nursing training 
after working as support workers for several years.  It was a problem for some coordinators that �all the good 
[support workers] leave to get better positions�.  Support workers advanced up the hierarchy based on their 
longevity in the position, their competence, and their commitment to the residential home and its residents.  
Coordinators sensed that the majority of support workers were not interested in furthering their career.  Older 
workers in particular were satisfied to continue in the position they had because they were comfortable there.   
The home-based providers had different issues regarding career paths.  The only home-based providers who 
believed that there was a career path for their support workers were those in the ID and mental health sector.  
These organisations had more opportunities for career advancement because there was a hierarchical structure 
to their organisation and opportunities for workers to specialise in a particular field.  There were fewer 
opportunities for workers to advance in other home-based organisations.  The coordinators blamed the lack of a 
career path on large jumps between the various levels of skill and specialisation.  For most providers, staff were 
organised into one of three �tiers�:  (a) domestic workers; (b) personal care workers, or; (c) coordinators, and few 
workers advanced from being a support worker to a coordinator.  According to some coordinators, the difference 
in skill level and competence between the support workers and coordinators was too great to encourage workers 
to move from one position to the next.  Support workers were attracted to home-based positions because of the 
flexible hours and the possibility of part-time work, but they did not generally envisage remaining in the position 
for a long period, nor did they have the qualities that would make them good coordinators.  Some coordinators 
assigned the more competent support workers to clients with complex needs, but this would not necessarily be 
considered as career advancement. 
Coordinators believed that a negative attitude towards career advancement was reinforced by the low status of 
home-based positions.  One coordinator recounted this story: a support worker visited a government employment 
agency (WINZ) to seek advice about her career; her advisor discouraged her from staying in a home support 
position for more than a year because it would be harmful for her career to stay in �that dead-end position�.  The 
coordinator thought that a government agency should be proactive in promoting the importance of home-support 
employment, but clearly this was not the case.  Coordinators were very frustrated with this approach to home 
support and believed negative societal attitudes towards community care pushed many support workers out of 
the industry.  When considering the differences of the mental health sector and ID with Home-based services in 
terms of career structure, coordinators regarded the societal expectations around home based services and 
indeed services for older people as being primary reasons.  They also considered the different training 
programmes and associated competencies as being an important factor, in that mental health support worker 
training programmes were well-recognised, delivered often by polytechnics and were linked to salary.  Similarly 
ID services were generally considered a specialty and therefore needed workers with specialist knowledge.  

 

3.1.10 Coordinator issues 

Coordinators were asked to discuss what sort of training they thought was appropriate for coordinators, including 
what sort of skills they needed and what they thought were the minimum necessary training requirements.  They 
were also asked to discuss their career pathway and the pathway of other coordinators in their organisation.  The 
responses indicated that: 

! Coordinators required many different social and administrative skills to perform their jobs 
! Most coordinators underwent a self-directed training process 
! There was little structure to their career path 
! The coordinator position was highly stressful and could not be maintained over a long time period 
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Coordinators also believed that they needed a vast pool of skills and abilities to perform their positions.  They 
listed the following skills as essential for coordinators: 
 

 
Administrative skills 

• documentation 

• organisation  

• attention to detail 

• time management  

• finance management  

• human resource knowledge  

• disciplined performance expectations  

• knowing how to create a care plan 

 
People skills 

• communication  

• staff/people management skills 

• ability to establish relationships 

• enjoying the presence of people 

• social skills 

• knowing how to lead a team 

• ability to recognise problems and know where to 
pass them on 

• knowing how to maintain relationship boundaries 
and professional boundaries  

• willing to listen to what people have to say  

• conflict resolution 

• ability to be objective 
 

 
Understanding the industry 

• delight in caring for older people 

• empathy towards older people 

• good understanding of supported independent 
living 

• good understanding of disability  
 

 
Work ethic / character 

• not mind funny hours 

• not a clock watcher 

• confidence 

• maturity 

• tolerance 

• ability to make good decisions 
 

 
Some of the coordinators believed that an academic background was very important to develop these skills and 
abilities.  One coordinator mentioned that managers were responsible for networking and representing the 
organisation to the public and to stakeholders, so they needed to have well-developed social skills. 
When asked what the minimum training requirements for coordinators should be, many coordinators could not 
decide on a single answer, or they did not know.  They felt that the coordinator role was very flexible, and it was 
more a person�s personality and life experience than their training that determined his or her ability to be a good 
coordinator.   Several coordinators thought that the minimum training required was life experience where as some 
felt that a tertiary qualification was essential.  Most however regarded a one year national certificate or taking 
some courses about understanding older people as being sufficient.  Some coordinators thought that all 
coordinators should be registered nurses and two mentioned that coordinators really needed some post-graduate 
training in business studies.  
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The coordinators generally assessed their own training requirements and self-directed their own training plan.  
Several coordinators were the only �managers� in the organisation, so they worked completely autonomously; 
those who worked in larger providers with a large managerial staff sometimes had mandatory training 
requirements or in-service training for managers.  Much of the training was individualised for the specific needs of 
the coordinators depending on their backgrounds and current skill levels.  Many of the coordinators would 
recognise that they were unskilled in a particular area and look for a training course that they could undertake to 
learn those skills.  Some coordinators mentioned cost concerns when seeking training and several funded their 
own training.  One coordinator attended seminars and workshops put on by the local university and courses for 
RNs that were offered by community organisations such as the Diabetes Association.  Some coordinators had 
trouble finding courses that addressed their training needs and that were offered outside of business hours.  They 
also had other commitments that prevented them from attending training.  In one agency, coordinators would 
send one worker to a training course and then have her pass on the information when she returned.  One agency 
hired a community employers association to provide their coordinators with training courses.  A few coordinators 
thought that there should be a training plan in place for disability support coordinators. 
As previously mentioned all coordinators felt that they had �fallen into the position� rather than planning in 
advance to become coordinators.  The description of their position varied depending on the organisation; for 
example, in one small residential home the only coordinator was also a support worker who worked as a �carer� 
alongside the other support workers a few days a week.  The source of the coordinators varied as well.  Although 
some providers appointed managers who had worked their way up through the ranks, many of the coordinators 
were hired from outside the organisation to get �fresh blood,� as one coordinator put it.  One coordinator 
mentioned that they needed to hire from outside the agency because support workers were not the �right kind of 
people� to be coordinators, even if they had worked their way up through the ranks.  The education levels and 
career experiences of the coordinators were varied, as described in section 3.1.  They came from areas as 
diverse as business, nursing, psychology, education, and accounting.  There was no clear consensus among the 
coordinators regarding what experience or education was required to hold a coordinator position. 
Although many of the coordinators thought that their managerial staff was quite stable, others believed that there 
was a high turnover of coordinators.  Managers left for personal reasons, for example if they were moving out of 
the area or just looking for a change of career, but many left because of burnout and stress.  At one focus group, 
the coordinators agreed that there was a two or three year burnout period for coordinators.  They explained that 
the position was very demanding and tiring due to the great number of people and services to organise.  A 
coordinator said that after a while it felt like she was repeating herself, dealing with the same issues over and 
over again.  One residential coordinator seemed to think that the coordinator role was often taken on by 
registered nurses in the last years of their career and that they move from the position to retirement.  The position 
involved large amounts of paper work, especially with regards to compliance issues like certification and auditing; 
managing organisation finances also required a great deal of energy because of funding constraints.  One of the 
coordinators said that she worked 65-70 hours a week and regularly took her work home in order to finish it.  
Many of the coordinators were on call during the weekends, which meant that they couldn�t go to a movie, go out 
of town or have a drink.  It also meant that they needed to be connected to their laptop at all times.  One person 
commented that many nurse managers could earn more money working in other fields.  Additionally, the 
coordinators felt that their training did not prepare them to handle the stress they experienced in their positions.   
 

3.1.11 Networking 

Some coordinators were asked about their level of networking with other service providers.  Most were satisfied 
with their current level of networking, but there was a range of responses, with some people feeling that they did 
not have time to do any networking and others feeling that they did a great deal of networking, and did not have 
time to do any more.   
Seminars and conferences were a good setting for coordinators to network and many of them were involved in 
community groups or disability organisations such as the Association of Residential Care Homes Inc. and the 
Canterbury Intellectual Disability Provider Association, or national groups such as the National Gerontology 
Association.  One coordinator mentioned that her organisation cooperated with other home support providers in 
the region to share clients between support workers, and they also cooperated with a home-health palliative care 
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organisation to offer respite for primary caregivers.  Coordinators believed that networking helped them in getting 
fresh ideas, identifying common problems so the organisations could solve them together, lobbying more 
effectively as a group, gaining knowledge and skills, marketing one�s agency, and sharing information about 
support workers.  At one focus group the coordinators thought that an increase in networking could improve 
training resources; however, most coordinators were satisfied with the level of networking that they were involved 
in at the moment.   
 

3.2 Self-completed questionnaire 

3.2.1 Questionnaire returns and demographics 
Table 2: Self- completed questionnaire returns 

 Number of Responses 
Self completed questionnaires sent 111 
Exclusions1 4 
Total 107 
 
Self completed questionnaires 
returned 

 
57 

1One service had been sold on to another provider; three respondents were no longer working at the service. 
 
As noted in Table 2, of the 107 eligible questionnaires, 57 were completed and returned.  This equates to a return 
rate of 53%.  The return rate was reasonable, the reasons for not completing included: Three non-respondents 
stated that they did not believe their information would make any difference and were suspicious of any research 
projects instigated by MoH.  A number of other coordinators were in the middle of audits, and while promising to 
complete and return the questionnaire, did not do so. Sixteen coordinators (nearly 15%), did not return reminder 
phone messages left by the researcher.   
 

Table 3: Questionnaire returns, analysed by service type 

 
 
 
 
 

 
The responses were broken down by service type, as shown in Table 3.  In Service Provider Survey (Part I), 
services were divided into home-based, residential, a mix of residential and home-based and not specified 
services and the percentage of home-based to residential services was 18% to 82% (excluding mixed and not 
specified services).  These proportions are similar to the smaller sample in the current project.  

 Number of 
Responses % 

Home-based service 12 21.1 
Residential service 45 78.9 
Total 57 100 



Service Provider Survey (Part II) 

Page 30 of 72 

3.2.2 Workforce 
Table 4: Number of extra staff required for safe services 

 Number of 
responses 

Number of zero 
extra staff 
responses 

Minimum Maximum Median 

Residential      
Support workers 19 14 1 23 8 
Senior support workers 11 17 1 17.4 2 
Coordinators 15 15 0.8 8 1 
Other position1 

 
10  0.4 4.4 1 

 Home-based      
Support workers 7 1 2 130 5 
Senior support workers 5 2 1 40 5 
Coordinators 7 1 0.5 2.5 1 
Other position2 4  0.4 3 0.8 

1Eight �other position� were described: administration/maintenance officer, clinical coordinator, manager, RN care 
manager, cook (2), health care assistant, RN, two responses did not provide a description. 
2Two �other position� were described: RN and support worker mentor, two responses did not provide a 
description. 
 
Respondents were first asked to report, in full time equivalents (FTE�s) how many extra staff they need to employ, 
in order to deliver safe services.  There was a very wide range of values reported, reflecting the varying size of 
organisations who responded.  For this reason, median values were reported, reducing the influence these 
outliers have on the summary figures.  As useful was the number of coordinators who reported that they required 
no extra staff in that category.  Overall, 12 residential coordinators (26%) and one home-based coordinator (8%) 
reported that no extra staff were required in any category. 
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Table 5: Is there a company policy on insurance? 

 Number of 
Responses % 

Home-based Yes 5.0 41.7 

 No 6.0 50.0 

 No response 1  

    

Residential Yes 12.0 26.7 

 No 10.0 22.2 

 Not applicable 22.0 48.9 

 No response 1  

 
Respondents also provided information on company insurance policies for work-related incidents outside the 
facility or while visiting clients. Table 5 shows that only half the home-based coordinators reported their 
organisation had such insurance arrangements.  A large number of the residential respondents indicated that this 
question was not applicable, with around 22% reporting that they did not have insurance for such occasions. 
Respondents then answered an open ended question to describe these insurance policies.  Many coordinators 
reported that they had organisational vehicles to take residents on outings.  In these cases, providers often had 
policies or procedures relating to the drivers identity and liability: some providers specified that drivers had to be 
over the age of 21 or 25; some appointed and trained designated drivers and escorts; some specified that private 
vehicles were not to be used to transport residents; and some had special policies in place for those workers who 
transported residents to appointments.  Other policies related to the liability of the provider during the 
transportation: in some rest homes, residents signed indemnity for outings stating that the facility was not 
responsible for accidents that might occur on outings; in some organisations there was vehicle insurance for the 
transportation of subsidised residents; some insured the work vehicles that staff drove; and some residential 
homes reported that they had insurance covering staff, residents, and the vehicles during activity outings.  There 
were few comments from home-based providers.  However, most had an organisational policy regarding the use 
of private vehicles for work-related duties.  Some providers did not have any vehicle insurance policies in place: 
the workers were responsible for having their own vehicle insurance.  Other providers insured the private vehicles 
that staff used for work if their own vehicle insurance did not apply or was not comprehensive.  The vehicle 
insurance plans in place covered such areas as: Public liability, �Material damage for content damage�, third party 
insurance, Indemnity insurance, Comprehensive insurance.  Only one provider mentioned that the organisation 
covered damage incurred by support workers, but added that most clients had household insurance that covered 
damaged articles. 
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Table 6: How often are work vehicles provided for client visits at home? 
 

 
 
 
 
 
 
 
 
 
 
 
 

 
Supplying work vehicles is a rarity in home-based services, with only 8% often providing vehicles.  While 15% of 
residential services always provided work vehicles, the majority (66%) indicated that visits at home were not 
applicable. 
 
Table 7: Normal ratio of clients to staff  

 Median number of clients 
 from to 

Residential rest home (n= 40) 4 8.5 

Residential hospital (n=10) 4 5.5 

Residential dementia unit (n=5) 4.6 6 

Home-based (n=10) 1 10 
 
When asked for the normal ratio of clients to staff, respondents provided the information summarised in Table 7 . 
 
Table 7.  Median values were reported, as the maximum number of clients (the �to� column) for residential hospital 
and dementia unit contained outliers of 30 and 25 clients respectively.  It is likely that these figures may represent 
overnight ratios, when there are less staff on shift.  It was apparent that home-based coordinators reported a 
much wider range of staff to client ratios than residential services.  These findings are consistent with both the 
qualitative work reported in Part II and ratios from Part I. 
 

3.2.3 Training 
The most extensive question in the self-completed questionnaire pertained to the types of training offered, and its 
importance.  Respondents were given a list of 23 training areas and asked whether their service offered this type 
of training and these findings are highlighted in Table 8. Respondents were also asked to rate the training area�s 

 Number of 
Responses % 

Home-based Often 1 8.3 

 Rarely 4 33.3 

 Never 6 50 

    

Residential Always 7 15.5 

 Sometimes 1 2.2 

 Never 2 4.4 

 Not applicable 30 66.6 

 No response 5  
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importance from 1 to 5, whereby 5=very important and 0=not important (Table 9).  They were also asked to 
indicate how many hours were allocated per year for that type of service.   
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Table 8: Types of training offered 

Type of training  Home-based Residential 

  Number of 
Responses % Number of 

Responses % 

      
First aid Yes 8 80.0 41 95.3 

 No 2 20.0 2 4.7 
 No response 2  2  
      

Personal care Yes 9 81.8 40 90.9 
 No 2 18.2 4 9.1 
 No response 1  1  
      

Advanced personal care Yes 4 36.4 27 64.3 
 No 7 63.6 15 35.7 
 No response 1  3  
      

Physical rehabilitation Yes 4 36.4 32 78.0 
 No 7 63.6 9 22.0 
 No response 1  4  
      

Social rehabilitation Yes 4 40.0 37 88.1 
 No 6 60.0 5 11.9 
 No response 2  3  
      

House work Yes 6 60.0 18 45.0 
 No 4 40.0 22 55.0 
 No response 2  5  
      

Lifting and handling Yes 10 90.9 44 97.8 
 No 1 9.1 1 2.2 
 No response 1  0  
      

Fire and safety Yes 7 63.6 45 100.0 
 No 4 36.4 0 0.0 
 No response 1  0  
      

Personal safety Yes 11 100.0 39 90.7 
 No 0 0.0 4 9.3 
 No response 1  2  
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Table 8 Types of training offered (continued) 

Type of training  Home-based Residential 

  Number of 
Responses % Number of 

Responses % 

      
Philosophy and values Yes 10 100.0 43 97.7 

 No 0 0.0 1 2.3 
 No response 2  1  
      

Common disabilities Yes 8 72.7 39 92.9 
 No 3 27.3 3 7.1 
 No response 1  3  
      

Cultural safety Yes 11 100.0 40 95.2 
 No 0 0.0 2 4.8 
 No response 1  3  
      

Recognising abuse Yes 9 81.8 40 93.0 
 No 2 18.2 3 7.0 
 No response 1  2  
      

Emergency procedures Yes 7 70.0 45 100.0 
 No 3 30.0 0 0.0 
 No response 2  0  
      

Service policies and Yes 8 72.7 39 90.7 
 No 3 27.3 4 9.3 
 No response 1  2  
      

Infectious control Yes 6 54.5 44 100.0 
 No 5 45.5 0 0.0 
 No response 1  1  
      

Medications Yes 4 40.0 45 100.0 
 No 6 60.0 0 0.0 
 No response 2  0  
      

Continence Yes 7 70.0 40 93.0 
 No 3 30.0 3 7.0 
 No response 2  2  
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Table 8 Types of training offered (continued) 

Type of training  Home-based Residential 

  Number of 
Responses % Number of 

Responses % 

      
Sexuality Yes 1 9.1 36 83.7 

 No 10 90.9 7 16.3 
 No response 1  2  
      

Oral hygiene Yes 5 45.5 39 90.7 
 No 6 54.5 4 9.3 
 No response 1  2  
      

Nutrition Yes 9 81.8 36 85.7 
 No 2 18.2 6 14.3 
 No response 1  3  
      

Risk management Yes 8 72.7 39 92.9 
 No 3 27.3 3 7.1 
 No response 1  3  
      

Fall prevention Yes 7 63.6 41 95.3 
 No 4 36.4 2 4.7 
 No response 1  2  
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Table 9: Importance of training 

Type of training Home-based  Residential 

 Number of 
Responses Mean1  Number of 

Responses Mean1 

Personal care 11 4.6 Infectious control 40 5.0 
Emergency procedures 9 4.6 Emergency 42 5.0 
First aid 11 4.5 Fire and safety 41 5.0 
Lifting and handling 10 4.5 Personal care 37 4.9 
Personal safety 10 4.5 Lifting and handling 41 4.9 
Infectious control 9 4.4 Medications 40 4.9 
Recognising abuse 10 4.3 Fall prevention 36 4.8 
Philosophy and values 8 4.3 Personal safety 38 4.7 
Cultural safety 12 4.2 Continence 38 4.7 
House work 8 4.1 Philosophy and 40 4.7 
Fire and safety 9 4.1 Recognising abuse 40 4.6 
Common disabilities 11 4.0 Risk management 35 4.6 
Nutrition 9 4.0 Social rehabilitation 37 4.6 
Medications 7 3.9 First aid 42 4.5 
Fall prevention 7 3.9 Nutrition 34 4.5 
Risk management 8 3.8 Oral hygiene 37 4.5 

Service policies & protocols 9 3.7 Service policies & 
protocols 37 4.4 

Continence 9 3.7 Common disabilities 38 4.3 
Advanced personal care 8 3.6 Physical 35 4.1 
Physical rehabilitation 8 3.6 Sexuality 38 4.0 
Social rehabilitation 7 3.6 Cultural safety 40 3.8 
Oral hygiene 8 3.5 Advanced personal 33 3.7 
Sexuality 6 2.2 House work 27 3.4 

 

1Mean score of a five-point scale whereby: 5=�Very important�, 4=�Important�, 3= �Moderately important�, 2= 
�Slightly important� and 1= �Not important� 
 
Coordinators rated each training type on a five point scale as described above.  They are presented in ranked 
order, with the most important types of training at the top, with home-based and residential results side by side. 
All items were seen to be at least �Moderately important�, except for sexuality, which home-based coordinators 
rated close to �Slightly important�.  Given the differences in sample size, especially considering the smaller size of 
home-based coordinator responses, testing for significant differences was not seen to be appropriate. 
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Table 10: Number of hours for training per year in annual plan 

 
The number of hours in the annual plan proved to be an item that many were not able to respond to.  The 
researcher understood that such information was required for contractual purposes, and in the testing phase the 
question was answered appropriately.  However, it seemed to be misunderstood or perceived as too difficult, and 
many did not provide this information (refer to the �no response�).  A number of respondents commented that the 
training was supplied on an �as needed� basis. 

  Home-based Residential 
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First aid  4 8 12 64 30 34 11 1 100 8 
Personal care  5 7 0.3 8 2 23 22 1 70 4 

Advanced personal care  3 9 1 1 1 18 27 0 7 2 
Physical rehabilitation  3 9 0.5 8 1 22 23 0 20 2 

Social rehabilitation  4 8 0 10 1.5 24 21 0.3 18 4 
House work  4 8 0 8 1.5 13 32 0 6 2 

Lifting and handling  6 6 0.3 8 1.5 34 11 1 80 4 
Fire and safety  4 8 0 8 0.75 36 9 1 16 4 
Personal safety  5 7 0.5 10 2 29 16 0 10 2 

Philosophy and values  5 7 0.3 5 2 31 14 0 80 2 
Common disabilities  4 8 0 5 3.5 26 19 0.5 20 2 

Cultural safety  5 7 1 4 3 31 14 0.3 80 2 
Recognising abuse  4 8 0 4 2 34 11 1 80 2 

Emergency procedures  4 8 0 5 3 34 11 0.3 12 2 
Service policies and protocols  4 8 0 4 0.65 28 17 0.3 10 1.

Infectious control  5 7 0.3 2 0.5 34 11 0.3 80 4 
Medications  4 8 0.1 2 1.15 34 11 0.3 80 2 
Continence  4 8 0.1 2 0.65 29 16 0.2 4 2 

Sexuality  2 10 0 0.3 0.15 26 19 0 80 1 
Oral hygiene  3 9 0 2 0.3 28 17 0 4 1 

Nutrition  4 8 0.3 2 1.25 25 20 0 16 2 
Risk management  4 8 0 10 2.15 28 17 0.3 12 2 

Fall prevention  3 9 0.3 4 1 28 17 0 16 2 
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Table 11: Other training specified by respondents 

Home-based Number of Responses 
Communication 1 

Dementia 1 

Child care 1 
Care of the elderly 1 

Behaviour (understanding, challenging) 2 

Code of rights 1 

  
Residential  

Behaviour (understanding, challenging) 3 

ID training 1 
Ageing process 2 

Restraint 3 

Dementia 2 
Residents' rights/informed consent 5 

Advocacy 1 

Observation and reporting 1 

 
Respondents were also given the opportunity to fill in additional types of training.  Sixteen residential coordinators 
and five home-based coordinators contributed. All suggestions were rated as being �Important� or �Very important� 
types of training.  While most categories were suggested once, �behaviour� featured for both home-based and 
residential coordinators as an additional area of training. Resident�s rights rated highly for residential coordinators 
with five all suggesting it as an area they include training in. 
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3.2.4 Access to services 
This section concerned any delays that clients experienced between accepting as a new client and 
commencement of services from the provider.  Table 12 provides the breakdown of their responses, indicating 
that the majority of coordinators reported delays occurring �rarely� or �sometimes�.   
 
Table 12: Delay before commencing service delivery 

   Number of 
Responses % 

Home-based (N=12) Always 1 8.3 
 Often 1 8.3 
 Sometimes 4 33.3 
 Rarely 4 33.3 
 Never 2 16.7 
    
Residential (N=43) Always 2 4.7 
 Often 5 11.6 
 Sometimes 5 11.6 
 Rarely 13 30.2 
 Never 16 37.2 
 Not applicable 2 4.7 

 
 
Table 13: Number of days delay before services by needs level 

  Number of 
Responses Min Max Median 

Residential very low needs 2 1.5 2.0 1.8 
Residential low needs 3 1.5 28.0 2.0 
Residential moderate needs 7 1.5 14.0 7.5 
Residential high needs 8 1.5 7.5 2.0 
Residential very high needs 8 1.0 7.0 1.5 
Residential very low needs 5 1.0 7.0 4.0 
Home-based low needs 5 1.0 6.0 2.0 
Home-based moderate needs 6 1.0 20.0 3.5 
Home-based high needs 9 1.0 50.0 2.0 
Home-based very high needs 8 1.0 90.0 2.5 

 
Table 13 provides a breakdown of those coordinators who indicated some kind of delay, giving the number of 
days it took to place clients in the listed types of residential or home-based settings.  Again, outliers in the home-
based responses indicated that median values as the most representative summary statistic.  It should be noted 
though that a number of respondents found this question difficult to answer, as clients would not be accepted 
unless they actually had places or support workers available for them. 
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Respondents were asked to rate how flexible their service was to the needs of clients, and whether they followed 
up service refusal or termination.  While the low sample size makes generalisations difficult, 93% of residential 
coordinators did report their services to be �always� flexible as opposed to about 42% of home-based 
coordinators. 
 
Table 14: Is service flexible to the needs of the client 

   Number of 
Responses % 

Home-based Always 5 41.7 
 Often 4 33.3 
 Sometimes 3 25.0 
 Total 12 100.0 
    
Residential Always 41 93.2 
 Often 2 4.5 
 Sometimes 1 2.3 
 Total 44 100.0 
 No response 1  

 
Both types of service did appear to check why clients refused or ceased using services, as described in Table 15 
below. 
 
Table 15: Follow up service refusal or termination 

  Number of 
Responses % 

Home-based Always 6 50.0 

 Often 5 41.7 

 Occasionally 1 8.3 
 Total 12 100.0 

    

Residential Always 23 67.6 
 Often 4 11.8 

 Sometimes 5 14.7 

 Occasionally 1 2.9 
 Never 1 2.9 

 Total 34 100.0 

 No response 11  
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3.2.5 Staff and client safety 
The final section of the questionnaire collected information on client and support worker injuries, as well as the 
occurrence of unsafe incidents or practices.  Table 16 provides the average number of injuries by service type, 
and notes how many coordinators indicated no injuries on average.   The residential figures appear to provide a 
snapshot of client injuries, indicating that falls, skin tears, bruises and infections did occur in most facilities, and 
with median frequency of around 2 to 3 per month.  More serious injuries musculo skeletal, burns and fractures 
occurred less often, at a rate of once a month, and were reported as not occurring in nearly half of the residential 
facilities.  Home-based responses were very low, with some commenting that they don�t record this information, 
or that injuries to clients happen when they�re not around.  
 
Table 16: Average number of client injuries per month 

 Number of Responses Minimum Maximum Median Zero injuries 
Residential      

Falls 38 0.25 60.0 3.0 2 
Skin tears 35 0.4 54.0 3.0 3 

Musculo-skeletal 9 0.4 2.0 1.0 20 

Bruises 24 0.2 12.0 2.0 8 
Burns 2 1.0 1.0 1.0 24 

Fractures 12 0.2 5.0 1.0 17 

Infections 35 0.5 38.5 2.5 1 
Other 3 0.3 3.0 1.0  

Home-based      

Falls 3 0.08 2.0 0.5 1 

Skin tears 2 0.08 0.25 0.2 2 
Musculo-skeletal 2 0.08 3.0 1.5 2 

Bruises 2 0.5 1.0 0.8 2 

Burns 0    4 
Fractures 0    4 

Infections 1 1.0 1.0 1.0 3 

Other 0     

 



Service Provider Survey (Part II) 

Page 43 of 72 

Table 17: Average number of support worker injuries per month 

 Number of Responses Minimum Maximum Median Zero injuries 

Residential      
OOS 3 1 1 1 22 
Back injuries 18 0.1 5 1 14 
Musculo-skeletal 13 0.1 4 1 16 
Bruises 12 0.2 2 1 13 
Serious infections 0 0 0  22 
Other 5 0.8 4.1 1  
      
Home-based      
OOS 1 0.2 0.16 0.2 5 
Back injuries 8 0.2 6 1.9 2 
Musculo-skeletal 8 0.1 8 1.3 2 
Bruises 4 0.1 3 1.3 4 
Serious infections 0 0 0  6 
Other 2 1 5 3 3 

 
Injuries amongst support workers were reported as occurring at a very low level, with the coordinators reporting 
one injury per month. Back injuries and OOS were reported by eight of the home-based coordinators, with a 
median of between 1 and 2 per month.  All twelve home support coordinators indicated they had a policy for 
reporting unsafe incidences or practices, with 43 of the 45 residential providers reporting the same (two did not 
respond to the question).  Coordinators reported low frequencies of such incidents, although physical violence 
was noted by ten residential coordinators and four home-based ones, in both cases the rate was a median value 
of one per month. 
 
Table 18: Average number of unsafe incidents/practices per month 

 Number of Responses Minimum Maximum Median Zero incidents 

Residential      

Harassment 5 1 4 2 20 

Racial comments 5 1 4 2 20 

Physical violence 10 0.5 4.1 1 18 

Lack of staff for moving clients 4 1 2 1 23 

Home-based      

Harassment 3 0.2 5 3 2 

Racial comments 2 1 1 1 4 

Physical violence 4 0.8 3 1 3 

Lack of staff for moving clients 3 0.2 5 1 3 

Other 1 1 1 1 2 
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3.2.6 Cultural and spiritual safety 
Respondents who employed Maori support workers were asked to comment on whether appropriate procedures 
and protocols were observed to maintain the cultural safety of the workers. For both home-based and residential 
coordinators, 40% reported that such procedures were in place for Maori staff. 
 
Table 19: Processes to ensure safety for Maori support workers 

 Home-based Residential 
  Number of Responses % Number of Responses % 
Yes 4 40 19 43.2 
No 6 60 11 25 
No Maori support workers   14 31.8 
Total 10 100 44 100 
No response 2  1  

 
Those that did have such procedures were asked to describe them and below is a list of those processes.   

• Employing a local kuia if necessary 
• Blessing a room after a resident died or was discharged  
• Linking with local iwi and kaumatua 
• Welcomes for new residents 
• Making Kaiwhina available to staff 
• Providing open communication lines  
• General safety processes available to all staff 
• Weekly visits by appointed kaumatua 
• Praying before lunch and dinners  
• Employing a cultural advisor 15 hours per month 
• Involving whanau 
• Having a Maori board member 
• Receiving support from Te puna Haroura 
• Providing workshops regarding the Treaty of Waitangi 
• Making the Treaty of Waitangi an important part of policy making 

 
Several commented that they were guided by their Maori staff about what processes were necessary in certain 
situations, and some said that they had no formal processes in place, but relied solely on the requests of Maori 
staff.  For example, some said that karakia was not required, but would be performed on request from a staff 
member.  
It was apparent during testing of the questionnaire that other ethnicities also had cultural issues in their work 
place.  Table 20 indicated a similar response rate, and a low non response rate, perhaps confirming that service 
providers do indeed recognise such needs for their staff and clients.   
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Table 20: Processes to cater for other staff's spiritual and/or cultural needs 

 
In addition, respondents were asked to comment on the needs of support workers from other ethnicities and the 
following issues were identified: 

• Giving staff the day off if it is a special cultural or religious day for them 
• Observing dietary customs 
• Holding an annual week for celebrating other cultures 
• Special events for staff and residents of a particular culture, i.e. Diwali festival 
• Holding cultural courses 
• Rostering staff so that they can attend specific days of celebration or chapel 
• Providing in service training that addresses cultural and spiritual issues 
• Offering pastoral care and counseling services to all staff 
• �Shared meals to learn and share culture� 
• Having a chapel at their facility 
• Having a cultural awareness policy 
• Debriefing after deaths or significant incidents 
• Celebrating birthdays and other significant events 
• Attending at funerals 
• Catering for individual needs as they arose 
• Holding services on-site for deceased residents 
• Providing cultural support groups as needed 
• Employing a Maori health advisor 
• Matching support workers of a specific religion with clients of the same religion i.e. Jehovah�s Witness, 

exclusive Brethren 
 

3.2.7 Additional comments 
Respondents were finally asked to add any comments. One coordinator commented that the survey did not take 
into account the demographics of the region in which the service was based.  Another said that the survey did not 
apply to the services at small rest homes.  Many service providers commented that it was very difficult for them to 
quantify the hours they spent providing training for the support workers.  This was due to the large amount of 
informal training that went on, and the fact that much of the training was based around the individual support 
workers and provided as needed.  This individual-based training was particularly common in smaller rest homes.  
One provider commented that although the training was costly, it was invaluable to ensure the safety of staff, 
particularly with regards to back and soft tissue injuries. 
Free text comments included: 

“…We do not encourage staff to foster their cultural or spiritual beliefs within [their] workplace”. 

“The majority of support workers are from low socio economic backgrounds with English as a 
second language.  The wages are poor and the work is hard and providers are hard put to find 
staff with good work ethics and attitudes.  Providers cannot 'attract' the right 'types' as they 

 Home-based Residential 
  Number of Responses % Number of Responses % 
Yes 4 40 25 58.1 
No 6 60 18 41.9 
Total 10 100 43 100 
No response 2  2  
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themselves are under funded by the government plus [support work] is not perceived as a 
glamour job.  Therefore [the industry] attracts only certain peoples with mixed priorities.” 

“Unless providers can pay support workers a decent wage it doesn't matter how much training is 
provided.  In fact the more training that is provided the less likely providers are going to be able 
to pay support workers what they are worth at the current contract rate, which will only further 
exacerbate the problem of recruiting and retraining.” 
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4.0 Discussion 
The University of Auckland, under contract from The Ministry of Health (MoH), commenced researching the 
disability support workforce in 2003.  The first survey (Provider Survey, Part 1), was a self-completed 
questionnaire that was sent to all disability providers in New Zealand (See MoH webpage for full report, 
http://www.moh.govt.nz/disability).  The survey was completed by coordinators and collected information on 
service users, support workers and coordinators, such as: Number and needs level of service users, Salary 
ranges, training provision and hours of work of support workers, as well as the types of services provided.   While 
this initial piece of work generated a significant amount of descriptive information, other issues worthy of 
investigation remained.  This second study (Provider Survey, Part 2), sought to: enhance the workforce and client 
demographic profile established in Provider Survey (Part 1); explore the issues pertaining to improving the quality 
of service delivery; provide a more thorough understanding of training delivery and requirements.  More 
specifically, this project addressed nine broad questions that guided the interviews, focus groups and self-
completed questionnaire: 

1. How do providers maximise networking? 
2. What systems are in place to ensure the safety of both workers and clients? 
3. How effective are these safety systems and what factors influence quality of service delivery? 
4. What are the issues in delivering a service in a rural and urban environment? 
5. What are the training needs of staff and are there different training needs across the services? 
6. What are the resourcing issues in respect to training? 
7. What is necessary to improve employment conditions for support workers and coordinators? 
8. Why do workers leave the sector in large numbers? 
 

The survey results will be discussed in relation to these questions.  It is important to note that the disability sector 
is highly heterogeneous and therefore it is difficult to attach a singular response to these questions.  The issues 
facing the sector, in particular those providers within the home-based environment are extremely complex and 
although the providers involved in this piece of work often offered solutions, which are reported here, one needs 
to consider such in a broader picture.  With this in mind, every attempt has been made to corroborate findings 
with existing evidence, though often, there is simply no evidence and the unique characteristics of countries 
where research has been undertaken preclude inferring findings and conclusions from one country to another. 

 

4.1 What is the utilisation of casual, part-time and full-time support workers 
and coordinators across the sector? 

Across the disability support service sector there appeared to be a heavy reliance on part-time and casual 
workers.  Home-based support workers were more likely to be employed part-time or on a casual basis, than 
residential workers.  Coordinators mentioned that many of their support workers preferred to work fewer hours, or 
to have flexible work schedules because of family commitments or other work commitments.  However, they also 
reported that many support workers were overworked because they held multiple jobs, or because they took extra 
available shifts whenever they could to earn additional money.  This finding is consistent with international studies 
that show that many home-based support workers hold more than one job and work full-time hours without the 
benefits associated with full-time status (Crown, Ahlburg, & MacAdam, 1995; Yamada, 2002).  Evidence from 
Service Provider (Part 1) also confers this finding, as support workers providing home-based services were 
reported to work a median value of around 12 hours per week.  
Coordinators were not forthcoming regarding their justification for choosing particular contract types for support 
workers.  Several were overtly suspicious concerning the MoH rationale for investigating their hiring practices.  
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Several coordinators were defensive when they were asked to explain why they had chosen the contracts they 
used, perhaps because they felt that their financial constraints left them few choices when it came to setting up 
contracts, or because they sensed that the contracts they used may appear to be unfair to their support workers.  
There was a sense that the coordinators felt �bad� about �exploiting� the workers.  Many coordinators commented 
that they could not understand why support workers would stay in this position, considering the poor benefits and 
high demands of the job. In the case of home-based services especially, a service user absent with no warning, 
(e.g. hospitalised) meant that the service may bear the cost of a full time worker.  However, when support 
workers were employed casually and only for direct client contact then the losses when service users were 
absent were worn by the support worker and not by the provider.  It may be possible that service providers favour 
employment agreements where their workers are paid only for time spent with clients, as it would reduce the 
provider�s expenses in instances such as these.   
Based on the feedback from the phone interviews and focus groups, most coordinators seemed to be employed 
on a full-time basis.  Coordinators reported a high commitment to their jobs; many of them commented on their 
heavy work-load, and several reported that they worked over-time to accomplish the demands of their position.  
 

4.2 How do providers maximise networking? 

The findings appear to indicate that all providers participated in some level of networking with industry peers, 
regardless of the size of their organisation.  Coordinators maximised networking potential by joining community 
groups and associations and attending conferences.  Many of them held informal contacts with other providers 
who they met at these functions, and they were generally quite satisfied with their current level of networking.  
Coordinators in Christchurch mentioned that providers in that area competed with each other for available support 
workers, and they were more careful about sharing information with each other as a result.  In other areas, this 
did not seem to be an issue.  In fact, some coordinators covering the Auckland region reported that they would 
inform each other concerning their bad experiences with particular support workers to ensure that they would not 
be hired by any other providers.  In general, they allied themselves with coordinators from other organisations 
and were proactive in fostering these relationships, as much as time permitted. 
Several coordinators commented that one of the values in increasing the level of networking was to establish a 
training resource, such as an accessible list of good trainers and educators in a region.  The smaller providers 
especially regarded this of great value and possibly for providers in rural areas.   
 

4.3 What systems are in place to ensure the safety of both workers and clients?  

Coordinators from residential homes reported they had procedures to ensure the safety of clients and staff as well 
as the quality of services, such as:  

• Client and staff surveys 

• A record of accidents and incidents 

• Training, coaching of staff about  quality and safety issues 

• Direct supervision and performance appraisals 
 
The findings seemed to indicate that home-based providers lacked these more formal structures and as a result, 
coordinators used newsletters and in-service training to highlight safety concerns and issues. Performance 
appraisal was seen as important by both residential and home-based providers but was not considered to be a 
major component of ensuring safety, as they were generally held annually. Coordinators in both sectors 
attempted to maintain good relationships with their support workers and encouraged them to come forward with 
any safety concerns. Most coordinators across the two sectors felt that a common approach to safety was to deal 
with it at staff meetings, or as situations arose, especially in residential settings.  It should be remembered that as 
the coordinators interviewed were self-selected, they may well represent the more committed sector of the 
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industry with better procedures and systems in place.  Therefore, while these results provide an excellent picture 
of their own services, there is likely to be other services at the other end of the spectrum who do not have such 
rigorous policies or procedures around safety and quality. 
Training was viewed by many of the coordinators as an important part of promoting safety awareness.   Training 
not only provided a means to enhance skills but also brought the support workers� attention to safety issues and 
awareness of limitations.  Morgan, Semchuk, et al (2002) suggests that training may improve support workers� 
decision-making abilities and confidence and this was corroborated by the responses of coordinators in this piece 
of work who agreed that training support workers promoted general safety of the support services.  Unfortunately, 
for training to be useful, support workers need to attend the training sessions, and coordinators, particularly those 
in the home-based sector reported that many did not.  The monitoring of client and staff safety appeared to have 
become a larger part of the coordinator�s role than it was in previous years.  Many coordinators voiced that it was 
very draining to take such responsibility for their support workers� safety.   
Older people living in the community have increasingly high expectations regarding the quality and safety of the 
services they receive (Meijer, van Campen, & Kerkstra, 2000).  It is expected that in the next few years, older 
people will want to become much more involved in directing the support services they receive.  Already, many 
intellectual disability (ID) services in New Zealand are moving towards Independent Living models of support 
(Gundersen-Reid, Isbister, & Parsons, 2004), where clients are very involved in the training of support workers 
and directing the services that they need.  While these services promote the autonomy and independence of the 
clients they serve, they also make it difficult for coordinators to monitor the support packages within the clients� 
homes and what tasks the support workers are actually performing.  In organisations where Independent Living 
models are delivered, coordinators relied on good communication with the support workers and sensible, practical 
workers to ensure that safety standards were maintained.   
 

4.4 How effective are these safety systems and what factors influence quality 
of service delivery? 

Some of the safety systems in place appeared to be much more effective than others.  Direct supervision of 
support workers and good training programmes were considered to be the most effective.  However, several 
providers, in particular those in the home-based sector often reported that they did not possess the resources to 
provide such systems.  Performance appraisals and promoting a sense of belonging and openness within the 
organisation appeared less helpful in ensuring safety standards.  In general, home-based providers had a more 
difficult time monitoring and maintaining safety standards than residential providers.  The quality of service 
delivery was affected by the personality characteristics of the support workers, the status of the support workers, 
staffing shortages, and the complexity of the clients� needs. 
There was little data provided regarding injury statistics. However, it appeared that the more common client 
injuries reported for residential providers were falls, skin tears, bruises and infections.  Those coordinators 
interviewed generally had good procedures in place for the documentation of accidents and incidents, not a 
surprising finding given that it is a contractual requirement.  The response from home based providers was much 
lower and some providers indicated that they did not record such incidents.  This is perhaps an indication that 
systems that rely on the support worker or client reporting back to the agency were not effective.  A support 
worker may not want to admit to causing an incident and certainly previous research showed that home-based 
service users were often reluctant to report incidents that would reflect badly on their support workers 
(Gundersen-Reid et al., 2004).   
The majority of the coordinators stated that they were able to provide a safe service of a good quality.  
Residential homes were particularly confident about this.  The coordinators all commented that there were 
systems in place to monitor safety standards.  The effectiveness of these systems appeared to vary, and 
coordinators relied heavily on direct monitoring and supervision of support workers by RNs and managers to 
ensure the safety of their clients.  Providers felt that it was �good luck� and direct supervision rather than strictly 
enforced safety standards that prevented accidents.  Many coordinators stated that despite having safety 
measures in place accidents did occur.  However, the coordinators were reluctant to share stories about client 
accidents, especially in the focus groups, where confidentiality can never be guaranteed. 
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While training was considered to be an important part of ensuring safety in residential homes and home-based 
services, the effectiveness of newsletters and in-service training was highly dependent on the participation of the 
support workers.   Since providers in the home-based sector often did not pay support workers to attend training, 
they could not ensure that they were receiving adequate safety tips and reminders. However, training alone could 
not guarantee that accidents wouldn�t happen.  One coordinator made the point that the last incident in her 
service was due to the mistake of a registered nurse, not a support worker.   
Many coordinators commented that they really needed workers with �good sense� and basic practical skills, often 
qualities that workers can not be trained to adopt.  A major concern for home-based coordinators was that 
support workers were performing tasks which they were not trained to do on the request of clients and other 
home health workers.  Many coordinators felt that the support workers were not sufficiently assertive or self-
confident to say �no� to clients.  Studies among home support workers in Japan (Fujiwara, Tsukishima, Tsutsumi, 
Kawakami, & Kishi, 2003) show that conflicts with clients and clients� families were strong indicators for emotional 
exhaustion and depersonalisation, which appear to be key components of �burnout�.  Home-based coordinators in 
the current piece of work reported that such conflicts occur regularly and it is possible that such an issue may 
either play a contributing factor in the higher staff turnover amongst home-based providers or that support 
workers simply agree to service users requests to avoid such conflict. 
The societal attitude towards support workers is generally poor.  Coordinators commented that they have 
observed an increase in abuse towards support workers in recent years and indeed, one coordinator gave 
examples of the verbal abuse that even her managerial staff were experiencing. She felt this was definitely the 
result of support workers� status and unrealistic public expectations. Furthermore, several coordinators felt that 
many support workers had an underlying assumption that �anyone can work with older people�.  Consequently, 
workers would take on more than they could safely handle.  The poor status of the workforce may be contributing 
to quality and safety problems for both support workers and clients. 
There was a overwhelming sense that staff shortages led to major quality and safety issues for both home-based 
and residential providers and providers struggled to cope with staff shortages.  Coordinators sensed that the 
workload of the nursing staff in residential homes had increased in recent years and although little data currently 
exists in New Zealand to corroborate this, European studies  suggest that the workloads in nursing homes have 
increased significantly in recent years (Meijer et al., 2000).  Many studies have suggested that staff shortages 
have a negative impact on the quality of support that support workers provide  (Aiken, Clarke, Sloane, Sochalski, 
& Silber, 2002; Bowers, Esmond, & Jacobson, 2000; Johnson-Pawlson & Infeld, 1996; Morgan et al., 2002) 
Safety and quality can not be discussed without addressing the complexity of service user needs in residential 
care and the community.  Many coordinators stated that adequately dealing with the complex needs of service 
users was a major issue, which directly affected their ability to provide good quality support.  Coordinators in 
residential homes reported that the needs of clients were now more complex than they were ten to twenty years 
ago.  This increase in complexity was considered problematic because they felt that clients and needs assessors 
held unrealistic expectations of support services. It was the provider�s view that agencies such as ACC were 
asking home support organisations to provide services for clients with high complex needs who in fact required 
24 hr nursing care.  However, this may indicate a lack of understanding around current processes, for example 
ACC currently have three community support contracts, which include: home support level 1, home support level 
2 and community nursing.  These contracts are specifically designed to meet the differing needs of service users 
and the funding reflects this.  Given that providers often do not refer to the separate contracts may imply a lack of 
understanding and awareness or alternatively it may well be that the current funding for these levels may be 
insufficient or that the case management approaches currently employed by ACC and the Needs Assessment 
Service Coordinators (NASC) are inadequate.  The MoH is currently funding a large piece of work (Assessment 
of Services that Promote Independence and Recovery in Elders, ASPIRE4) that is evaluating amongst others 
residential and home-based initiatives that promote ageing in place, in other words services that support older 
people, irrespective of the complexity of needs to remain living in their own homes.  Work such as this will provide 
a good insight to the issues that the coordinators have reported in the current study.  Interestingly, many of the 
home-based coordinators reported that they were unable to deliver safe and high quality services to service users 
with complex needs.   

                                                           
4 See: http://www.ctru.auckland.ac.nz/research/aspire/index.html, for summary protocol 
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Clearly, a central element of the Health of Older Person Strategy (Dyson, 2002) is that older people will continue 
to live at home despite an increasing needs level.  Given that Home-based providers are already alluding to an 
inability to cope with an increase in service user needs level may suggest that alternative models such as that 
offered by Presbyterian Support (Community FIRST) in Hamilton or Enliven in Tauranga should be carefully 
considered. 
 

4.5 What are the issues in delivering a service in a rural and urban 
environment? 

Rural providers reported some issues that were distinctly different from those of their urban counterparts, 
particularly in the home-based sector.  Coordinators from rural areas commented that a major issue for them was 
the recruitment of staff.  Low unemployment levels in some rural areas meant that the pool of eligible staff was 
decreasing.  Apparently, eligible workers were able to find jobs with better pay in other industries.  Several 
coordinators in Southland stated that staff shortages were now a greater problem than a few years ago because 
of the regions� high employment levels.  Banaszak-Holl & Hines (1996) stated that local economic conditions can 
strongly influence a support workers decision to leave their position. 
Transport costs were a major issue for providers in rural regions.  Support workers often lived a great distance 
from the organisation�s office and home-based workers often had to travel great distances between clients.  
These distances made communication between the managers and support workers and performance appraisals 
difficult.  Most providers did not reimburse home-based support workers for their petrol costs and as indicated in 
Table 5, 50% of home based providers did not have a company policy on insurance.  Some coordinators 
mentioned that support workers could decline visiting a client because of the travel distance.  This could lead to 
clients not receiving the hours of care to which they have been assessed as requiring.   
Providers in rural areas reported shortages of health care professionals and little to no access to acute services if 
a client�s health deteriorated.  As a result, providers have supported clients at home who were more medically 
unstable than their urban counter parts.  Coordinators were concerned about both the clients and their support 
workers in these situations. 
 

4.6 What are the training needs of staff and are there different training needs 
across the services? 

Coordinators from all the service types agreed that the particular needs of their client base necessitated specific 
training requirements for their service�s support workers.  In fact, there was considerable heterogeneity of training 
requirements across the sector, though generally, the training needs of staff were different for residential and 
home-based services.   
The modes of delivery in the different services were so varied that there were only a few areas of training that all 
coordinators rated as important.  The common areas of training were: first aid, personal care, lifting and handling, 
personal safety, philosophy and values, and cultural safety.  Providers who supported ID clients living in their 
homes focused their training on the philosophy of supportive independent living, and communication skills.  
These providers felt it was important to avoid �medicalised� and �institutionalised� types of training.  In contrast, 
residential providers considered training in infection control, medication, lifting and handling and fire and safety as 
very important.   
Residential providers reported a higher importance for training support workers in advanced personal care.  
Where as home-based providers indicated that some of their support workers needed to be trained in very basic 
skills such as how to mop a floor, how to make a meal, or how to dust a house.  This was largely due to the fact 
that these providers were so desperate for staff that they hired anyone who was willing to undertake the job, 
regardless of their skill level.  Providing staff with this very basic training had to be done on an individual, as 
needed basis because the majority of workers already possessed these skills.   Residential providers did not 
seem to have to up skill their workers to such an extent.  While it is clear that support workers need to know how 
to complete these very basic tasks, it is likely that coordinators who spend time training workers on a one-to-one 
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basis have less time left to train them in other useful skills.  Research has shown that educational programmes 
and orientations that teach support workers to organise their work may be more effective and bring about better 
client outcomes than training that focuses only on how to complete tasks (Anderson, Issel, & McDaniel Jr, 2003; 
Bowers & Becker, 1992).  Some home-based providers thought that introducing foundation qualification training 
might address these training issues, but others disagreed. 
The services that fell under the disability support services umbrella were often very different from each other in 
purpose, client base, and philosophy.  Some of the coordinators expressed frustration at being �lumped together� 
with services that were so different from them.  This concern was highly relevant when discussing the idea of 
foundation qualification training.  While some providers thought that introducing the foundation training would 
promote the status of the workforce and bring all the workers to an appropriate starting level of training, others felt 
that it would �dumb down� the workforce, and encourage the workers to focus on aspects of support that were 
irrelevant or overly simple.  This was especially true for the ID providers, many of whom were trying to break 
away from a medical approach to support services and instead adopt a supportive independent living model. 
In summary, the training needs of support workers were very different in home-based services and residential 
services and also differed according to the client base of the various services.  These differences caused many 
coordinators to oppose the idea of a standardised foundation training programme that would encompass support 
workers from all sectors. 
 

4.7 What are the resourcing issues in respect to training? 

Clearly, as with many of the issues facing the disability sector, resourcing training programmes is complex.  
Coordinators in the current study regarded a lack of funding as being the most significant training issue.  
Interestingly, coordinators reported that training was funded from the �organisations� profit margin�, and therefore 
providers had to balance training costs against pay rates and organisational profit.  However, the provision of a 
competent workforce is required in the contract that providers sign.  Funding to provide a competent workforce is 
currently incorporated into the contract price, which providers accept when the contract is finalised.  Clearly, 
providers are currently experiencing difficulties in resourcing training, though it is just one of the many issues that 
impact on developing training programmes.  Indeed, some of the other factors that affected providers� abilities to 
provide training were the physical resources available within the organisations, the training readiness of the 
support workers and staff turnover. 
Many providers paid for their staff to undergo training programmes provided by other organisations, such as the 
ACE course or those within the CSSITO framework.  In many cases, paying for out-service training used up a 
large part of their training budget. Many coordinators thought that these training programmes provided a valuable 
training resource.  Despite stating that these programmes were beneficial, the majority of the providers could not 
afford to offer free training.  This was largely influenced by cost but also by the apparent lack of willingness of 
workers to undergo training.  Coordinators commented that they had to carefully pick who would complete the 
training as they were keen that the staff they trained would remain in their employment; they couldn�t afford to 
train support workers who would leave upon completing the courses.  Coordinators indicated that in-service 
training apparently required a great deal of resource input with a small return.  Despite setting up comprehensive 
in-service programmes, attendance rates were low especially for the home based providers (Parsons, et al, 
2004).  Coordinators commented that attendance was poor because they could not force the workers to come in 
for training sessions, nor could they pay for them to attend.   
Coordinators agreed that support workers are now younger; with little practical knowledge, little education and 
doing the job because they cannot find other work.  Part I of the Service Provider Survey revealed that many 
workers had poor literacy skills and spoke English as a second language, particularly in Auckland and Northland 
(Parsons, Peri, Brandt, & Gundersen-Reid, 2004).  However, the initial survey also reported that the median age 
was approximately 40.  Providers believed that support workers were often reluctant to undergo training because 
of poor self-confidence or because of their literacy difficulties.  A Maori coordinator stated that Maori support 
workers did not perceive any reason to be trained if they were supporting whanau.  Coordinators reported that 
many support workers felt that because they worked either part time or on a casual basis there was no need for 
them to undertake training.  Coordinators often struggled to convince their support workers that training was 
necessary, and said that pushing the support workers into a training programme could make them leave the 
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position, a risk that most providers could not take with the current short staffing issues.  Although the ACE and 
CSSITO programmes were valuable resources for many organisations, many support workers lacked the literacy 
or confidence to attempt these courses.  Some coordinators believed that one-on-one tutoring and support was 
required for support workers to engage in training programmes, but most providers could not afford these 
resources.  
High staff turnovers were a major drain on training resources.  Many of the home based providers had to provide 
orientation programmes every two weeks to support the high turnover of staff.  Accompanying these costs were 
the high costs of advertising and interviewing staff.  High turnover led to trimmed-down orientations, especially in 
the home-based sector; providers did not want to train workers who would leave the position after few weeks, as 
was often the case.  Residential providers had a lower staff turnover than home-based providers and provided 
orientation programmes less often and on a more ongoing basis.  Only a small number of providers were able to 
link qualifications with pay rises; most could not afford to do this.  
In summary, clearly the issues pertaining to training and the establishment of an adequately trained workforce are 
extremely complex.  On the one hand, coordinators are reporting that the main obstacle to delivering a high 
quality training programme is inadequate funding.  However, the initial survey (Part I) highlighted the low 
attendance rates of support workers at training sessions and the difficulty in encouraging part time or casual 
support workers to attend ongoing sessions when there was no funding for the support worker to attend.  
Furthermore, coordinators in the current piece of work reported that even with funding, a number of support 
workers would choose not to attend due to the level of education and cultural preferences.  Clearly, with this in 
mind, to simply provide additional funding for training would not address this issue, moreover, a more 
comprehensive solution needs to be provided, one that includes addressing the full service model. 
 

4.8 What is necessary to improve employment conditions for support workers 
and coordinators? 

As with the other questions addressed by this piece of work, there is no simple solution to this issue.  
Coordinators identified some key areas and these focussed around a general review of employment conditions 
such as remuneration, the establishment of career paths and development of training programmes.  Other factors 
included guaranteeing hours of work, reducing staff workloads.   
The career paths of support workers and coordinators were seen as poorly defined.  Coordinators reported that 
this was related to the low status of the support worker position, the high turnover, and the reluctance of many 
workers to undergo training.  Incorporating career ladders into working environments has been shown to improve 
workers� job satisfaction and encourages them to stay in their position (Parsons, Simmons, Penn, & Furlough, 
2003).  Many coordinators suggested that creating more intermediate positions in the field, lying somewhere 
between a personal support worker and an enrolled nurse, would encourage support workers to see their job as a 
career with a future.  At the moment, the jump between domestic care, personal care to team leader or 
coordinator was seen as too great for most workers to attempt.  Many coordinators mentioned that they would like 
to see the enrolled nurse position return to the industry.   
Large sectors of the disability sector, particularly those within the home based environment were employed on a 
part-time and casual basis.  Many home-based support workers seemed to work with no guaranteed hours.   
Coordinators indicated that support workers would prefer to have a guarantee about the number of hours they 
would be working in a week, however, part-time work may be the preferred option of the workforce (Crown et al., 
1995; Yamada, 2002).  Guaranteed minimum hours may improve working conditions for many workers, though 
solving the problem of the high workload and staff shortages may well be very difficult, especially considering the 
work that coordinators are already undertaking to improve this aspect of their services.  What may be required is 
more support in the form of improved supervision, travel reimbursement, and monitoring the distances travelled 
between clients.   
The coordinators came from a variety of backgrounds and levels of academic education. Despite this there were 
a number of consistent areas of concern: large volumes of paper work, funding constraints, burnout / stress 
management, working long hours and on weekends with little reimbursement.  Stress was commonly related to 
managing the daily activities of running their services.  In particular the home based coordinators were constantly 
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juggling staff to meet their client load.  There appeared to be a strong correlation between turnover and 
coordinator stress.   If staff turnover was reduced and the workforce was more stable the daily management of 
the service could become more cohesive.  This it then would directly impact on reducing some of the workload of 
the coordinators.    
In addressing the areas of improvement in employment conditions, it is prudent to examine those organisations 
that believed they were already providing the ideal training and those that had good staff retention.   These 
providers were often ID providers or residential providers with long standing reputations.  It is important to note 
here that these providers all received funds from various sources (for example charitable trusts).  These providers 
encouraged a culture of learning where the workers understood the value of learning and education, and it was 
their personal responsibility to undergo training.  The support workers were highly committed to their positions.  
The ID sector had a recruitment policy whereby they were more selective about the type of person they hired.  
Support workers were advised at their interview that ongoing training would be mandatory.  One provider hired 
support workers based on their commitment and willingness to attend weekly meetings which involved training.  
The result of these measures was that these providers experience higher staff retention.  Despite the successes 
of a few organisations, the majority of providers reported incredible difficulties maintaining working conditions that 
were healthy and attractive to high quality staff.  
 

4.9 Why do workers leave the sector in large numbers? 

Part I of the Service Provider Survey revealed that support worker-turnover within the disability support sector 
was high (29% for residential and 39% for home-based).  The current study sought to identify the reasons for this 
high turnover in order to address these issues in future policy development.  Generally, coordinators reported that 
in their view, support workers resigned from positions as a result of a lack of guaranteed work and a lack of a 
career path.   Most of the providers gave examples of how support workers could find work elsewhere with higher 
remuneration and fixed hours.  The workload was less in other positions with similar pay rates.  Coordinators 
mentioned that providing care for frail people can be physically and emotionally tiring.  At the same time providers 
highlighted that personal care tasks that the support workers were being asked to perform were often not 
pleasant.  All providers could understand the reasons why the support workers left and many accepted this as an 
unavoidable problem of disability support services.  In fact, studies have shown that high staff turnover is not an 
inevitable situation of rest homes, but can be improved by focusing on reducing staff absenteeism and improving 
salaries (Mesirow, Klopp, & Olson, 1998). 
Providers felt that training was important and could reduce staff turnover, however it is difficult to ascertain 
whether or not sufficient training or pressure to undertake training is related to staff-turnover.  This should be 
examined in more depth in future studies.  In fact, some studies have shown that even though training is 
important there are many other significant areas that should also be addressed in an attempt to improve staff 
retention.  It appears that training needs to be linked with increased work autonomy and career opportunities in 
order to reduce turnover (Banaszak-Holl & Hines, 1996; Parsons et al., 2003).  The paradox appears that 
providers perceive that they are currently unable to remunerate their workers to up skill while they have such a 
high turnover.  
Lack of status and respect for the support worker position was also considered a factor contributing to the high 
turnover.  Many providers felt that the public had unrealistic expectations from the service and a negative attitude 
towards support workers.  Crown et al. (1995) suggests that many home support workers leave one organisation 
to move to a home support job with a different provider.  Coordinators in the focus groups indicated that this was 
the case for many of their workers, and coordinators in Christchurch in particular said that this established 
competition between the providers.  This situation created stress for the coordinators, who said that they had to 
work hard to encourage their support workers to stay with their organisation because they were all short staffed. 
The lack of a career path for the support worker also appeared to be a major factor in their turnover.  
Coordinators believed that many support workers considered the role as a temporary position and were unlikely 
to invest time in developing their position further.  Some home-based coordinators stated that they were so 
desperately short-staffed that they employed anyone they could, whether that person was committed to the 
position or not.   The providers admitted this was not the ideal situation but the reality of managing the daily 
demands of the service left them no choice.  The coordinators also mentioned that support workers had a difficult 
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time developing their careers because the gaps between skill levels of positions in the industry were too large.  
There was an understanding that some support workers would leave the industry if they wanted to develop their 
career or make more money.  Other research has indicated that a lack of a career path or opportunities for career 
advancement leads to high turnover among support workers (Banaszak-Holl & Hines, 1996; Parsons et al., 
2003).   Coordinators reported high stress levels and high burnout rates in their managerial positions.  Stress and 
burnout were listed as common reasons that coordinators left their positions.  In summary, it appears that support 
workers left the disability industry as a result of inadequate pay, and a lack of a career path.  However, the third 
and fourth parts of this project focus on the service user and support worker and it is likely that a more in-depth 
understanding of these issues will be achieved in these later projects. 
 

4.10 Study limitations 

The main limitations of the study focussed around the self-selective nature of the sample, in that all who were 
approached for participation had already agreed to be involved in more work.  Clearly, this may impact on the 
results and the participants may not reflect the characteristics and attributes of the larger sample.  However, that 
said, the sample did come from a variety of disability providers and given the low response rate from Survey I, it 
was considered prudent to approach those that had an active interest in participating in further research.  
Interestingly, some limitations were highlighted by several coordinators who participated in the focus groups, 
interviews and the self-completed questionnaire.  Some commented that the MoH needed to stop researching 
and studying them and start putting what they knew into practice.  Other comments from coordinators were that 
the survey was too general, that it didn�t take into account regional demographics, and that the questions about 
training were very difficult to answer.  In many cases coordinators had difficulty quantifying hours of training, 
saying that most training was done on an individual basis, as needs arose or through general discussion.  As a 
result, the numbers they gave were only rough estimates, and must be interpreted as such.   
Although fewer numbers of coordinators were interviewed than anticipated, the researchers sensed that data 
saturation was reached early on with the majority of the questions.  The researchers were confident that a wide 
variety of services were surveyed and a broad base of opinions and experiences were recorded. 
 

4.11 Conclusions 

Many conclusions can be drawn from this second service provider survey.  Firstly, it appears that training is a 
much greater problem for home-based providers than for residential providers.  Much of the difficulty in training 
home-based workers was related to the inherent nature of the work (in the community, working alone, performing 
�menial labour� tasks) and the type of workers that these positions attracted (mostly women with families at home 
and low levels of educations, many speaking English as a second language).  Recruitment and retention were 
highlighted as major problems for all providers, and particularly in the home-based sector.  Although providers 
who were more selective in hiring staff did not report large turnover problems, short-staffing in many 
organisations precluded the possibility of carefully selecting new staff.  Providers are struggling to find and retain 
the support workers they need to provide safe and quality services for people with disabilities. 
Low pay rates were highlighted as a major problem within the disability support services.  Coordinators indicated 
that current pay rates weakened the status of the workforce, made support workers reluctant to engage in training 
programmes, encouraged high turnover, and made it difficult to recruit satisfactory workers with the right qualities 
for disability support work.  However, remuneration is only part of the problem and given the complexity of the 
sector and the issues that they face, one needs to take a more global view of the problems and moreover review 
the service models as a whole. 
Clearly, the Provider Survey (Part 1) indicated that coordinators play a pivotal role in the success of disability 
support services.  Findings appeared to indicate that coordinators worked extremely hard and often long hours in 
their positions, and excelled at many different skills and generally self-directed their own training and career path.  
Given the significance of the role, careful attention should be placed on staff-turnover rates of these vital positions 
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Home based providers were doubtful that the current home based services can meet the potential increase in 
future demands.  Many of the home based providers stated that they could not continue with the current situation 
in the long term.  Most felt that if nothing was going to change it would result in the collapse of the home-based 
service.  Few had a positive outlook towards the future.  Although most of the concerns were raised by the home-
based providers, the residential sector also voiced their concern about the ability of home-based services to cope 
in the future. 
Clearly, New Zealand is committed to providing high quality services for individuals with disabilities.  The New 
Zealand Disability Strategy and the Health of Older Person Strategy specify a need for appropriate and ongoing 
support for disabled people so that they can continue to live safely in their own community.  Given the shift of 
funding from the MoH to DHBs for much of the disability sector, it is crucial that the disability sector continues to 
meet the needs of individuals in the community and residential homes.  This report has highlighted many of the 
issues faced by the disability support sector; however, it is part of a series of pieces of work commissioned by the 
MoH and as such needs to be regarded as one part of the quality and safety project.  To conclude, the disability 
support sector is complex.  Clearly the sector is experiencing problems and difficulties, though there are no 
simple solutions to address them.  What is clear however is the considerable role the sector has in maintaining 
the health and safety of many thousand individuals in New Zealand. 
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5.0 Appendices 

5.1 Self completed questionnaire 

 
Survey code:  

Date: 30/04/2004 

 
Service Provider Survey Pt II 

 
he University of Auckland has been contracted by The Ministry of Health to explore the 
meaning of quality, safety and training across all providers of disability support services; 
both community and residential.   

Last year you filled in the first service provider questionnaire, and we are very grateful for 
your contribution.  At that time you indicated that you would be able to take part in further 
research.   It would be very helpful if you could fill in this brief survey, which addresses some 
of the issues that became apparent from our initial results. 
The questionnaires are coded for return purposes. If the information you provide is included 
in a report or published, this will be done in a way that does not identify you as its source, 
and no identifying material will be sent to the Ministry of Health.  This research project has 
received ethical approval from the University of Auckland�s Human Participants Ethics 
Committee. 
 
Once you have completed the questionnaire, please place in the stamped addressed 
envelope provided and return it to us.   
If you have any questions regarding this survey, please feel free to contact the project 
coordinator, Theo Brandt on 09 373 7599 Ext 82245 or email: t.brandt@auckland.ac.nz 
 
Important Definitions: 
This questionnaire is primarily concerned with support workers.  
Support workers are defined as workers providing personal care, domestic help and 
support for clients� integration into the community. It also includes support workers engaged 
in these duties at residential facilities. 
• Include:  Registered or Enrolled Nurses employed and paid as support workers, not as 

nurses.  
• DO NOT include: Registered Nurses or Enrolled Nurses employed in the capacity of their 

qualification. 
 
For the purposes of this survey we refer to those who are coordinators/team leaders of 
support workers as coordinators.   

T
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Coordinators are defined as those who would be in charge of such things as support worker 
rosters, including the allocation of support workers to clients and the supervision of support 
workers on a shift. The coordinator position might be referred to in your organisation by titles 
such as team leader or senior support worker. 
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Workforce 

1. 

In order to deliver safe services, how many extra staff do you need to 
employ?  
Please indicate how many Full Time Equivalents (FTEs) are required.  
Enter ‘0’ where none are required.  
 Note: One FTE equals approximately 40 hrs per week. 

Residential 
staff 

Home based 
staff 

 Support workers FTE FTE 
 Senior support workers FTE FTE 

 Coordinators FTE FTE 

 Other position # please specify FTE FTE 

 

2. Do you have a company policy on insurance for work-related incidents 
occurring outside the facility or while visiting clients? 

$ Yes $ No $ Not 
applicable 

 

 

 
 

3. If YES, what policies and / or procedures do you have in place (e.g. additional vehicle insurance)? 

 

 
 
 
 

 

4. If your support workers visit clients at home, how often do you provide work vehicles?  

Please tick one box 

 Always Often Sometimes Rarely Never Not applicable 

 
Please record the number of clients your support workers are allocated to provide support for on a daily 
basis.   
For residential workers this would be the normal ratio of support workers to clients, for home based support 
this would be the minimum and maximum number of clients your support workers see per day. 5. 

 
Range of client numbers per day 

e.g. from   2     to    10  clients 
 Residential rest home support workers  (normal ratio) from ________to_______ clients 

 Residential hospital support workers  (normal ratio) from ________to_______ clients 

 Residential dementia unit support workers (normal ratio) from ________to_______ clients 

 Home based support workers (clients per day) from ________to_______ clients 
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Training 

6. 

a)  For each of the types of training listed below, please tick "yes" or "no" to indicate whether your organisation 
currently offers this training. 

b)  For each type of training listed, please indicate how important it is to your service by ticking one of the following: 
   
   5 = very important,  4 = Important,  3 = moderately important,  2 = a little important,  1 = not important 

c)  Lastly, please record how many hours are allocated in your annual training plan to each type of training listed. 

please tick one number 

 Type of training  
Does your 

service offer 
this training? 

Ve
ry 

im
po

rta
nt 

Im
po

rta
nt 

Mo
de

ra
tel

y 
im

po
rta

nt 
Sl

igh
tly

 
im

po
rta

nt 

No
t im

po
rta

nt 

Number of 
hours per 

year 

 First Aid $ 
Yes 

$ No 5 4 3 2 1 hrs 
 Personal care (e.g. washing and dressing) $ 

Yes 
$ No 5 4 3 2 1 hrs 

 Advanced personal care (e.g. enemas) $ 
Yes 

$ No 5 4 3 2 1 hrs 
 Physical rehabilitation (e.g. leg exercises) $ 

Yes 
$ No 5 4 3 2 1 hrs 

 Social rehabilitation (e.g. meaningful 
ti ) 

$ 
Yes 

$ No 5 4 3 2 1 hrs 
 House work (e.g. vacuuming) $ 

Yes 
$ No 5 4 3 2 1 hrs 

 Lifting and handling $ 
Yes 

$ No 5 4 3 2 1 hrs 
 Fire & safety $ 

Yes 
$ No 5 4 3 2 1 hrs 

 Personal safety $ 
Yes 

$ No 5 4 3 2 1 hrs 
 Philosophy and values of the organisation $ 

Yes 
$ No 5 4 3 2 1 hrs 

 Common disabilities  
(e.g. Stroke, cerebral palsy, head injury) 

$ 
Yes $ No 5 4 3 2 1 hrs 

 Cultural safety (e.g. Tikanga principles) $ 
Yes 

$ No 5 4 3 2 1 hrs 

 Recognising signs of abuse and reporting 
procedures (e.g. elder or child abuse) 

$ 
Yes $ No 5 4 3 2 1 hrs 

 Emergency procedures $ 
Yes 

$ No 5 4 3 2 1 hrs 
 Service policies and protocols (e.g. visitors) $ 

Yes 
$ No 5 4 3 2 1 hrs 

 Infectious control $ 
Yes 

$ No 5 4 3 2 1 hrs 
 Medications $ 

Yes 
$ No 5 4 3 2 1 hrs 

 Continence $ 
Yes 

$ No 5 4 3 2 1 hrs 
 Sexuality $ 

Yes 
$ No 5 4 3 2 1 hrs 

 Oral hygiene $ 
Yes 

$ No 5 4 3 2 1 hrs 
 Nutrition (e.g. meal preparation) $ 

Yes 
$ No 5 4 3 2 1 hrs 

 Risk management (e.g. fire alarm, light bulbs) $ 
Yes 

$ No 5 4 3 2 1 hrs 
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 Falls prevention $ 
Yes 

$ No 5 4 3 2 1 hrs 
 Other training # please 

specify  
5 4 3 2 1 hrs 

 Other training  #please 
specify  

5 4 3 2 1 hrs 
 

Access to Services 

7. 
Is there a delay between accepting a new client and the commencement of providing the service? 
Please tick one box 

 Always Often Sometimes Rarely Never 
 

8. If there is a delay, how many days would it usually be?    Please respond for each client needs level. 

 Client needs level 
Number of days before placing  

residential clients 
Number of days before providing 
services to home based clients 

 Very low days days 
 Low days days 
 Moderate days days 
 High days days 
 Very high days days 

 
9. Please answer the following questions regarding service delivery.  Tick one response for each question 

  Always Often Sometime
s 

Occasionall
y Never 

 Is your service flexible to the needs of the client 
(e.g. a person needing personal care at 7am)?      

 Do you follow up service refusal or termination 
by clients or their family?       

Staff and Client Safety 
10. In the last year, what were the average numbers of client injuries per month?  

 Average number of reported incidents per 
th  

Injury 
Residential Home based 

 Falls   
 Skin tears   
 Musculo-skeletal injuries(e.g. sprains)   
 Bruises   
 Burns   
 Fractures   
 Infections   
 Other  #please specify   
 
11. In the last year, what were the average numbers of support worker injuries per month? 

 Average number of reported incidents per 
month 

 
Injury 

Residential Home based 
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 Occupational overuse syndrome (OOS) or repetitive 
strain injury (RSI) 

  

 Back Injuries   
 Musculo-skeletal injuries (e.g. sprains)   
 Bruises   
 Serious infections (e.g. MRSA and Hep B)   
 Other  #please specify   

12. Do you have a policy on how your support workers report unsafe incidences or 
practices? $ Yes $ No 

 
13. In the last year, what was the average number of unsafe incidences/practices per month in your 

workforce? 

 Average number of reported incidents per 
month 

 
Unsafe practice/incident 

Residential Home based 

 Harassment  of support workers   

 Racist comments against support workers   

 Physical violence against support workers   

 Lack of adequate staff or support when moving clients 
(e.g. lifting, bathing)   

 Other  # please specify   

 Other  # please specify   
 

$ Yes $ No 
14. 

If you employ Maori support workers, do you have processes to ensure that 
they remain safe (e.g. Karakia before commencing work and at the end of the 
day, blessing a room after the occupant has left)? $ No Maori care workers 

 
15. If YES, please describe what processes you employ: 

 

 
 
 
 
 

 
16. Do you have processes to cater for other staff�s spiritual and/or cultural 

needs? $ Yes $ No 

  
17. If YES, please describe what processes you employ: 
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18. Please feel free to add other comments that you feel are important to this survey. 

 
 
 
 

 
Thank you for your time, effort and expertise. 
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5.2 Structured telephone interview schedule 

Structured Interview Questions with Managers/Service Coordinators 
 

Date:  ___________________ 

Agency:  ___________________ 

Coordinator:  ___________________ 

Region:  ___________________ 

Type of support:  □ Residential 

 □ Home-based 

Number of clients:  ___________________ 

Age of clients:  □ under 65 

□ over 65 

Client level of support need:  __________________ 

Number of staff __________________ 

 
Hi, my name is __________ and I am calling from the University of Auckland.  You would have received a call 
from Anna or Michelle about this interview. To do with disability support workers?  
Is now still a good time for you? 
If ‘no’- reschedule another time 

 
Have you received the information sheet we sent you?   
Yes:  Have you returned the consent form? 
No:  We need to receive written consent from you to complete this interview.  We can either re-mail you the 
consent form, or I can fax it to you and you can then fax it back.  Which would you prefer? 
 
Fax number:_____________  
 
Please remember that everything you tell me will remain completely confidential, and there is no way that you will 
be identified by your answers. 
 
The interview should take about half an hour. 
Do you have any questions? 
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In our last survey, a lot of people reported that their support workers were adequately trained.   
 

QUESTION PROMPTS 

1 Would you say that all of your support workers 
are adequately trained? 

 

 

 

2 What does adequate training mean in your 
organisation? 

% What areas need to be covered in adequate training? 
% Are there courses that already provide adequate training?  

 
 
 
 
 
 
 
 
 
 
 
 

2 What impact does training have on your 
organisation? 

% For the Support worker 
% Delivery of service 
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I�d like to talk to you about the new National Certificate qualification for disability support workers. - that�s the new 
CSSITO (Seseeto) programme. It has two parts: the first part is a foundation level entry programme designed for 
entry into residential or community based support. The second part is the completion of the full National 
Certificate.  The foundation qualification (the first part) won�t duplicate the National Certificates already available, 
but will serve as a stepping stone to these higher level qualifications, should people remain within the sector and 
seek further career opportunities. 
 

3 Have you heard about the qualification?  

 

4 Now, just thinking about the foundation level 
programme (not the full Certificate), if this 
was set as the foundation qualification for all 
support workers how would that affect your 
current workforce? 

% What if was made compulsory? 
% Would you say support workers already have that level of 

training? 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

Now lets talk about how your staff are employed and managed 
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5 What sort of employment contracts do you 
employ your support workers under? 

% Are they part time or full time contracts? 
% Are they casual or permanent workers? 
% Do staff have guaranteed minimum hours? 
% Why do you choose that type of contract for your support 

workers? 
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6 How do you ensure that support workers 
undertake the roles and duties that you 
expect of them? 

% How do you manage supervision of your support workers? 
% How do you manage performance appraisal of your support 

workers? 

 
 
 
 
 
 
 
 
 
 
 
 

7 What is the typical career path of your 
support workers? 

% Why do they leave? 
% What prevents them staying in the workforce? 
% What do you do to keep them in your organisation?(initiatives 

to retain staff) 
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Now let�s talk about people considering becoming support workers? 

8 How do you attract new support workers? % What prevents them entering the workforce? 

 
 
 
 
 
 
 
 
 
 
 

 
Now we�ll discuss the coordinator role in your organisation 

9 What sort of training is appropriate for 
coordinators? 

% What kind of skills set do they need-(try and see if they rate 
communication and rapport skills highly as well as practical 
knowledge) 

% What would be the minimum training and skills needed? 
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10 Can you describe the career pathway for 
your coordinators? 

% Why do they leave? 

 
 
 
 
 
 
 
 
 
 

 

11 Now, just thinking about the last 12-24 months, can you 
think of any factors that have affected your support 
worker�s ability to deliver safe services? 

any other good/bad things? (whatever they haven�t 
mentioned). 

 
 
 
 
 
 
 
 
 
 
 

 

 

Thank you for your time 
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5.3 Focus group questions 

Describe how you would deliver the ideal training programme (in a perfect world) 
! Resources required to support onsite / offsite training 
! Impact of the training process (onsite/offsite) on provider agencies and service delivery  
! Perceived training readiness (engagement and ability-literacy)learning styles to and aspirations and of 

the workers  
! Factors that influence a provider�s ability to deliver training 
! Perceived advantages of a trained workforce 
! Future best training delivery methods for each service delivery context 
! Future incentives needed to improve uptake of training 

 
What competencies are required in your workforce now, how will these be different in the future? 
 
What is your understanding of quality and safety 

! Factors influencing quality and safety positive and negative 
! What do they need to provide a safe and quality service apart from funding 
! How training effects quality of care 

 
How does your organisation deal with supervision/performance appraisal/peer review. 

! why no training plans for coordinators? 
 
Is staff turnover an issue for your organisation? 

! Reasons for resignations 
! Differences between types of services 

 
Career path of a support worker 
 
Impact of introducing a foundation qualification on current workforce 
 
Barriers to entering/staying in this workforce 
 
Status of the workforce - should part of the workforce be registered? 
 
What is non mandatory training- is it just orientation or is it more than that 
 
A lot of people stated they provided ‘inservice’ training- what do you think is inservice training? 
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