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- A completely unsustainable service
model that was costing an additional 18%
year on year for no additional obvious
gain

- Complete lack of transparency in terms of
outcome

- Massive duplication of assessment and
Intervention

- An inflexible system that provided no
ability for providers to work innovatively,
or for older people to have a say in their

care
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O0To provide support service:
are seamless, 1T nclusive an
By
- streamlined access to services through a single
point of entry

- Provision of home care which is not about home
care, but about meeting identified goals for
Independence through any reasonable means

- Development of a robust funding methodology
which removed barriers to innovative practice

-Implementation of a single assessment

£

@AUCKLAND



- Created a vision and went to the market to recruit
partners to work with us on the development and
Implementation of the vision

- A rigorous selection process resulted in 4
provider partners

- Development of the SDG crucial to success T not
unlike alliance contracting

- Phase one of the model went live in July 2009
- 2009/10 transition year

- Model now in place but there are still lots of
things that we could be doing better
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AGovernance group comprising each of the 4 providers,
specialist services and DHB

MHB chairs the meeting but each member has equal
say in decisions

/SDG reviews performance, raises issues and makes
policy decisions

AvMembers act for the greater good rather than for the
good of their individual agency

AChanges to the model are all agreed by SDG
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- Providers have responsibility for assessment,
care planning, resource allocation, care
coordination and reassessment

- Clinical care coordinatiors in the community

- Every client gets an initial face to face
assessment

- They have direct access to specialist services for
support and advice

- Packages are provided for
qgualify for care under other models

- Providers have complete responsibility for
meeting the identified goal and for coordination of
all aspects of care i funded and unfunded
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ADiagnoses: Mental health
Issues (Schizophrenia), Obesity, HTN,
CVA, Diabetes Type 2

ASocial Dynamics: Few family supports,
Isolated, lives in Housing NZ small unit
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