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Abstract 

 

Background: The population is ageing and recent years have revealed substantial 

increases in expenditure and demand for home care services. However, provision of home 

care is fraught with quality issues such as high staff turnover rates, inadequate staff 

training, a lack of coordinator support and reduced continuity of care. Consequently, 

ensuring the sustainability of home care services remains a critical area of concern.  

Objective: To evaluate the impact of a restorative home care service, for older people with 

varying levels of need, in relation to improving quality and sustainability. 

Design: Randomised controlled trial with cluster randomisation. Older people and their 

support workers were identified via a home care agency and cluster randomised to receive 

either the restorative home care service (intervention=93) or usual home care (control=93).  

Intervention: The restorative home care service involved goal facilitation, repetitive activity 

of daily living exercises, and an in-depth initial assessment for older people; experiential 

training for support workers; care management role and enhanced skill and competency 

level for the coordinator. 

Participants: Older people (65+ years), living in their own homes, who received 

assistance from a home care agency in South Auckland, New Zealand. 

Methods: Face-to-face interviews were conducted with older people at baseline, four and 

seven months. The primary outcome was change in health related quality of life measured 

by the Short Form 36 Health Survey. Other scale measurements were utilised to assess 

physical, mental and social wellbeing. Informal carer stress was assessed with the Carer 

Reaction Assessment. Focus groups were held with support workers at baseline and 14 

months to ascertain their opinions. Coordinator perceptions were established via one-on-

one interviews at 14 months. A basic comparison of costs for the two groups was 

undertaken.  

Results: Compared with usual care, restorative home care demonstrated a statistically 

significant improvement in health related quality of life over time for older people (P=0.05). 

There were no changes in other scale measurements for older people in both groups over 

time. Support worker turnover was 42.5 and 17.9 percent for the control and intervention 

group, respectively, and job satisfaction improved within the intervention group in 

comparison to the control group. Value adding costs increased, while, non-value adding 

costs were reduced. Key aspects of the intervention contributing to these findings included 

goal facilitation and development of personalised support plans, the coordinators enhanced 

input and support and the improved training for support workers. 

Conclusions: This study demonstrated a restorative home care service can enhance the 

quality of service provision to benefit both older people and support worker staff. Further 

amendments are addressed, such as improving support worker employment conditions 

and raising the eligibility criteria for home care, to ensure future sustainability. 
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Chapter 1: Introduction 

 

The important thing is not to stop questioning 
Albert Einstein (1879-1955) 

 

The population is ageing both internationally and within New Zealand (NZ), therefore, 

debate over how to meet the long-term care needs of older people has been receiving 

increased attention. It is well recognised that older people prefer to remain living at home; 

in NZ, this is commonly termed ageing in place. Moreover, in response to the burgeoning 

older population, several Government strategies currently promote a shift from residential 

care to supporting older people to age in place (Dalziel, 2001; Department of Health, 

2001). As a result, over recent years there has been substantial increased expenditure and 

demand for home care services. However, both globally and nationally these services are 

fraught with quality and sustainability issues, largely in relation to workforce recruitment 

and retention problems (Kaye, Chapman, Newcomer, & Harrington, 2006). Restorative 

care is one approach to quality improvement as it infiltrates all levels of service delivery, 

aiming to alter delivery of care which creates dependency to provision which maximises 

independence (Tinetti et al., 2002). Little research has been undertaken to explore 

restorative care within the community setting. This trial builds on prior research by 

evaluating specific restorative care elements, identified in an earlier NZ trial (Parsons et al., 

2005), for community dwelling older people with varying levels of need. The impact of this 

restorative home care intervention, in comparison to usual home care, is investigated in 

relation to quality improvement and sustainability of home care services within the NZ 

context. 

 

Globally, we are experiencing the pressures of an ageing population, and closer 

exploration reveals rapid growth in the 80+ age group (Bascand, 2007; United Nations, 

2007). Principally, this is occurring due to improved longevity, declining fertility rates, and 

advances in medical technology (Kinsella & Velkoff, 2001; United Nations, 2007). 

Accordingly, there has been an increased prevalence of chronic illness and disability, with 

older people demonstrating increasingly complex health care needs. Moreover, forecasts 

http://www.quotationspage.com/quote/1433.html
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predict these trends will continue. This in turn is causing heightened health care demand 

and expenditure as, at a basic level, health care spending increases with age 

(Organisation for Economic Co-operation and Development, 2006). Consequently, the 

pertinent issue of how to meet the long-term care needs of older people has been widely 

discussed.  

 

In NZ, residential care refers to institutions which provide 24 hour, long-term care for older 

people. As a result of the ageing population, it is predicted there will be a considerable rise 

in future residential care admissions (Stone, 2000; United Nations, 2007), raising the 

concern that demand will outstrip supply (Wittenberg & Pickard, 2001). Furthermore, 

research has reported multiple negative outcomes for older people entering residential 

care, including reduced physical functioning (Ruuskanen & Parkatti, 1994), increased 

probability of dying (Wolinsky, Callahan, Fitzgerald, & Johnson, 1992), and a heightened 

risk of falls sustaining injury (Rubenstein, Josephson, & Robbins, 1994). What is more, the 

vast majority of older people prefer to remain living at home as illustrated in a study by 

Oswald (1994) which highlighted the importance of home for older people. Despite this, a 

growing concern for older people ageing in place is the increased risk of social isolation 

which can lead to loneliness or depression, particularly for those living alone (Andersson, 

1998; Victor, Scambler, Bond, & Bowling, 2000). Nevertheless, due to the mounting older 

population countries including the United States (US), the United Kingdom (UK) and NZ 

are advocating a change from residential care to supporting older people who choose to 

live at home (Dalziel, 2001; Department of Health, 2001; Ministry of Health, 2002d). A 

subsequent effect of this has been a substantial increase in demand for home care 

services to support the long-term care needs of these older people ageing in place. 

 

Extensive literature reveals current provision of home care services both overseas and in 

NZ is fraught with issues. High workforce turnover rates, inadequate training, reduced 

continuity of care, and a lack of coordinator support and supervision are resulting in a lower 

quality of home care services (Denton, Zeytinoglu, Davies, & Hunter, 2005; Hokenstad, 

2005). In light of current provision, coupled with the predicted continued rise in demand for 

home care, future sustainability is dubious. Restorative care is one approach to improve 

the quality of care delivered to older people as it integrates principles from medicine, 
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nursing, goal facilitation, and rehabilitation. Although definitions vary, in general, restorative 

care aims to improve provision of care by maximising independence, enhancing quality of 

life, and reducing the level of care required (Resnick, Simpson, Bercovitz et al., 2006; 

Tinetti et al., 2002).  

 

Predominantly, restorative care has been utilised in the US within the residential care 

setting where studies have reported positive outcomes for both older people (Field, 2004; 

Peri et al., 2008; Resnick & Fleishell, 2002; Resnick, Simpson, Bercovitz et al., 2006) and 

caregivers (Field, 2004; Remsburg, Armacost, Radu, & Bennett, 1999; Resnick et al., 

2004; Sacre, 2004). Very little research has investigated restorative care for older people 

living at home. More specifically, these trials have not explored traditional home care, 

instead investigating short-term home care episodes (Martin, Oyewole, & Moloney, 1994; 

Tinetti et al., 2002), or older people with higher needs post acute hospital admission 

(Tinetti et al., 2002). In NZ, one trial identified restorative care elements deemed necessary 

to improve the quality of home care services (Parsons et al., 2005). The investigation did 

look at long-term restorative home care, although, the study was limited to older people 

with high and complex needs. Results showed reduced residential home care admissions, 

and a trend for improved activities of daily living.  

 

While prior studies have provided valuable findings, this trial is the first of its kind in the 

world, and builds on previous research of restorative care within the community setting. 

The current study employed the key restorative care elements developed by Parsons et al. 

(2005), and determined the impact of long-term restorative home care, compared with 

usual care, for older people with varying levels of need. In addition, the study endeavoured 

to explore the actual components which contributed to a successful restorative home care 

service. The impact on older people‘s physical, mental, and social wellbeing, informal carer 

stress, support worker turnover and staff opinions of the services were investigated, as well 

as examination of costs. Exploration of these issues will provide a more comprehensive 

understanding of how to improve the quality and sustainability of home care services for 

older people, particularly within the NZ context. 
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1.0 Research questions 

The aim of this study was to explore the impact of a restorative home care service, in 

relation to improving quality and sustainability, within the NZ context. Specifically, a holistic 

perspective was employed to explore the impact on older people‘s physical, mental, and 

social wellbeing. In addition, the impact on informal carer stress, support worker turnover, 

staff opinions of the service, and costs were investigated. Subsequently, the following 

research questions were formulated. 

 

1. What is the impact of a restorative home care service on older people‘s health 

related quality of life in comparison to usual care? 

2. What is the impact of a restorative home care service on older people‘s functional 

mobility, including activities of daily living and instrumental activities of daily living, 

in comparison to usual care? 

3. What is the impact of a restorative home care service on older people‘s sense of 

control and social support in comparison to usual care? 

4. What is the impact of a restorative home care service on informal carer stress in 

comparison to usual care? 

5. What is the impact of a restorative home care service on support worker turnover, 

training attendance, opinions, and coordinator opinions in comparison to usual 

care? 

6. What is the impact of a restorative home care service on costs in comparison to 

usual care? 
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Chapter 2: Literature review 

 

Change is the law of life. And those who look only to the past or present are 
certain to miss the future 

John F. Kennedy (1917-1963) 

2.0 Introduction 

This chapter comprises four sections. The first section considers global and New Zealand 

(NZ) population changes, providing insight into why these changes have occurred and the 

resulting impact of an ageing population on health expenditure and demand. In relation to 

improved longevity, three possible future morbidity scenarios are discussed. Part two 

provides rationale for a continuum of care for older people; literature on inpatient services, 

intermediate care alternatives and community based services for older people are 

examined. Part three presents reasons for the recent shift from residential care to ageing in 

place. The consequential impact on informal carers and demand for home care services is 

explored. The chapter concludes by examining the need for quality improvement and 

sustainability of home care. Insight into current delivery of home care is offered, both in 

developed countries and NZ. A quality improvement model is presented, incorporating 

rationale for philosophies of a systems perspective and continuous quality improvement 

(CQI). 

 

2.1 Literature search 

Articles in this literature review were obtained via computer searches from a number of 

medical, nursing, psychology and allied health databases; the majority retrieved from 

MEDLINE, CINAHL, PsychINFO and the Cochrane Library databases. The University of 

Auckland‘s Philson and Tamaki Libraries were utilised for manual searches. Online 

searches were undertaken using search engines Google (http://www.google.co.nz), 

Google Scholar (http://scholar.google.co.nz). Keywords in the searches included ‗aged‘, 

‗elderly‘, ‗older people‘, ‗home-based‘, ‗community‘, ‗home care‘ and ‗quality improvement‘. 

http://www.quotationspage.com/quote/39840.html
http://www.quotationspage.com/quote/39840.html
http://www.google.co.nz/
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2.2 Study definitions 

Older people: The Oxford English Dictionary, defines elderly as “old or ageing”, with old 

defined as “having lived for a long time; no longer young” (Oxford University Press, 2008). 

Tinker (1993) contends there is no agreement about a specific age when people should be 

deemed old. Rather, there are broad variations among older people and the changes of 

ageing are diverse and complex. For this study, the NZ retirement age of 65 years has 

been used to define the older person. This is the age older people can access home care 

services in NZ and is comparable to the United States (US). Similarly, in the United 

Kingdom (UK), the current State Pension age is 65 years for men and 60 years for women 

(The Pension Service, 2008, p. 3). 

 

Support worker: In line with the direction of the NZ Ministry of Health (MoH) and for the 

purpose of this study, the label ‗support worker‘ will be used in this study. Support workers 

can also be referred to as paid caregivers, and provide assistance with a variety of tasks 

such as household chores, personal cares, grocery shopping, cooking, and social and 

leisure activities (Clark, Hagglund, & Stout, 2004; US National Library of Medicine & 

National Institutes of Health, 2008b). 

 

Disability support services: In NZ, disability support services provide a range of services 

for people with disabilities and their families to increase independence and participation 

(Ministry of Health, 2003a). Services include residential care, assessment, treatment and 

rehabilitation services (AT&R), carer support, environmental support and home care 

services. They differ from personal health services which are utilised when an individual 

requires treatment or advice for a health condition. These services range from general 

practitioners, to hospital inpatient treatment or hospital outpatient services, to services 

such as district nursing provided in the community. Similarly, the UK has health and social 

care services, where adult social care services aim to provide equal care for all whilst 

enabling people to retain their independence, control and dignity. This includes provision of 

residential care and domiciliary services via the public or private sector (Department of 

Health, 2008). Comparably, the US department of health and human services is the 

Government‘s principal agency for protecting the health of all and providing essential 

human services, especially for those who are least able to help themselves (Leavitt, 2008). 
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Health care: The World Health Organization (WHO) broadly defines health care as: 

“The purpose of health services is to promote health; to prevent, diagnose 
and treat diseases - whether acute or chronic, whether physical or mental in 
origin - and to rehabilitate people incapacitated by disease or injury” (Abel-
Smith, 1963, p. 24). 

 

The Organisation for Economic Co-operation and Development (OECD) describes the 

concept of health care as: 

“The sum of activities performed either by institutions or individuals pursuing, 
through the application of medical, paramedical and nursing knowledge and 
technology, the goals of: 

• promoting health and preventing disease; 

• curing illness and reducing premature mortality; 

• caring for persons affected by chronic illness who require nursing care; 

• caring for persons with health related impairment, disability, and handicaps 
who require nursing care; 

• assisting patients to die with dignity; 

• providing and administering public health; and 

• providing and administering health programmes, health insurance and 
other funding arrangement” (Organisation for Economic Co-operation and 
Development, 2000, p. 42). 

 

Residential care: In NZ, residential care refers to 24-hour long-term care institutions for 

older people with high or very high needs. There are four types of residential care 

(Auckland District Health Board, 2008; Ministry of Health, 2007c) outlined in Table 2-1. 

 

Table 2-1: Types of residential care in New Zealand 

Type Explanation 

Rest homes  For people with high needs 

Continuing care hospitals For people with very high needs 

Secure facilities For people with dementia 

Specialised hospital care  

(psycho-geriatric care) 

For people with high needs who demonstrate challenging 
behaviours due to dementia or the combination of age-related 
disability and a mental health condition 

 

Home care services: In the current study, the term home care is utilised given its 

widespread international use. However, in NZ, these services are often referred to as 
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home-based support services. While home care services have traditionally involved home 

help to meet household domestic needs, due to the increasingly complex needs of home-

based older people, services have shifted to providing domestic, personal and health care 

services (Fleming & Taylor, 2007). The overarching goal of home care is to “provide high 

quality, appropriate and cost-effective care to individuals that will enable them to maintain 

their independence and the highest quality of life” (Havens, 1999a, p. 1). Fundamentally, 

home care services are viewed as having one of three key objectives; to substitute for 

acute care hospitalisation, to substitute for long-term care institutionalisation, or to prevent 

the need for institutionalisation and maintain individuals in their own home and community 

(Havens, 1999a). 

 

Ageing in place: Internationally, the concept of ageing in place is increasingly used in 

response to an ageing population. In 1994, the OECD health and social policy ministers 

stated: 

“Elderly people, including those in need of care and support should, wherever 
possible, be enabled to continue living in their own homes, and where this is 
not possible, they should be enabled to live in a sheltered and supportive 
environment which is as close to their community as possible, in both the 
social and geographical sense” (Organisation for Economic Co-operation and 
Development, 1994). 

 

In NZ, ageing in place has been defined as “the ability of make choices in later life about 

where to live, and receive the support to do so” (Dalziel, 2001, p. 10). Invariably, ageing in 

place refers to the older person‘s ability to remain community dwelling, including within 

retirement villages, although residential care is specifically excluded.  

 

Informal carer: For this study, the NZ MoH definition is used for informal carers: “a 

person, usually a family member, who looks after a person with a disability or health 

problem and who is unpaid for providing this service” (Ministry of Health, 2002d, p. 78). 
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Part 1: Population changes and demand for health 
care 

Part 1 of the literature review examines the global and NZ population growth, focusing on 

ageing of the population. Reasons for an ageing population are determined and the 

relationship between increased longevity, chronic disease and disability are explored. The 

resultant effect on health care expenditure and demand is outlined, including the 

association with proximity to death and technological advances. Finally, theories relating to 

longevity and the consequential effect on health status are explored. 

 

2.3 Global population changes 

In 2005, the world population was 6.5 billion. During 1995 to 2000 the population size 

increased by an average of 78 million annually. Future predictions envisage the annual 

number and growth rate to decline, though the rate of such change is unclear. By 2050 the 

world population is expected to be still increasing by 34 million a year and is predicted to 

reach 9.1 billion (United Nations, 2000, 2006a). The world population is ageing, with an 

increasing proportion of inhabitants who are 60 years and older, correlating to a decline in 

the proportion of those under 15 years (Kinsella & Velkoff, 2001; United Nations, 2002, 

2007). It is foreseen that by the year 2050, for the first time in history the global population 

of older people (65+ years) will surpass the number of younger people (less than 15 years) 

and it is unlikely this trend will reverse (United Nations, 2002, 2007). The number of people 

60 years or over is expected to continue rising and almost triple from 2005 to 2050, with an 

increase from 672 million to two billion (United Nations, 2002, 2007). The older population 

is increasing by 2.6 percent annually, significantly faster than the population as a whole 

(increasing by 1.1 percent annually), and this trend is anticipated to continue for at least 

the next 25 years (United Nations, 2002, 2007). The ‗baby boom generation‘ refers to 

those born during a period of high fertility post World War II (1946 to 1960). Subsequently, 

after 2010 a considerable rise in the proportion of older people is predicted as this cohort 

begins to reach 65 years. This increase will be most significant by the year 2030 (Kinsella 

& Velkoff, 2001). In developed countries in 2005, 20 percent of the population was 60 

years or over. This figure is predicted to increase to 32 percent by 2050 (United Nations, 

2006a). In comparison, population ageing is occurring at a faster rate in developing 



Chapter 2: Literature review 

10 

countries. Currently, older people account for eight percent of the population in developing 

countries; by 2050 this is expected to rise to 20 percent (United Nations, 2007). Female life 

expectancy is higher than males, therefore, the majority of older people are women (United 

Nations, 2002). 

 

In addition to an ageing population, the older population group itself is ageing, with those 

80 years or older (labelled the oldest old) increasing by the greatest rate of 3.9 percent 

annually (United Nations, 2007). By the year 2050, it is forecast the oldest old group will 

comprise one fifth of the global older population (United Nations, 2002). Grundy (2006) 

emphasises this sub-group of the oldest old is particularly vulnerable, and without 

adequate support, their quality of life may be seriously compromised. Policy initiatives to 

reduce vulnerability need to focus on ensuring individuals reach the oldest old age group 

with reserves, a reduction in challenges commonly faced in later life, and provision of 

adequate supports. In addition, recognition of the heterogeneity of the older population is 

imperative; this implies varying approaches will be required to meet the needs of sub-

groups such as the oldest old. 

 

Population ageing is a worldwide phenomenon, occurring in nearly all countries, and is 

largely influenced by improved longevity, accompanied by declining fertility and mortality 

rates (Kinsella & Velkoff, 2001; United Nations, 2002, 2007). Since the 1970s, there has 

been a decline in fertility, resulting in reduced birth cohorts, which correlate with an 

increased older population (Kinsella & Velkoff, 2001). From 1950 to 1955, the world fertility 

level was five children per woman. From 2000 to 2005 this decreased by almost half to 

2.65 children per woman. In developed countries, below replacement fertility1 is expected 

to continue to the year 2050, but world population growth is still expected to continue 

(United Nations, 2006a, 2006b). Furthermore, non OECD countries such as China, Korea 

and Thailand now have sub-replacement fertility, and countries including Brazil, India, 

Mexico, Vietnam and most Middle Eastern countries have rapidly declining fertility. With 

this in mind, it is expected these nations will experience more rapid ageing than some 

OECD countries (Dunstan & Thomson, 2006). 

                                                           
1  Below replacement fertility occurs when birth rates are below the level the population needs to replace 

itself (disregarding migration). 
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In most developed countries, mortality is low and decreasing (United Nations, 2006b). In 

developing nations, mortality is also declining except for countries largely affected by the 

AIDS epidemic where mortality is increasing (United Nations, 2006b). Mortality can also be 

illustrated by life expectancy at birth. World life expectancy rates from 1950 to 1955 were 

47 years; this increased to 65 years in 2000 to 2005. Rates are predicted to continue to 

rise to 75 years by 2050. For developed countries, an increase from 76 years to 82 years is 

expected (United Nations, 2006a). This increase in longevity is believed to be the result of 

the complex interaction of improved medicine, sanitation and nutrition (Kinsella & Velkoff, 

2001). Although life expectancy is forecast to continue to increase, unforeseen epidemics 

may alter this historical trend (Kinsella & Velkoff, 2001).  

 

2.4 New Zealand population changes 

In line with world population predictions, NZ‘s population is predicted to continue to 

increase. The total population is projected to grow from 4.18 million in 2006 to 5.57 million 

in 2061 (Bascand, 2007). Despite the population increasing, the rate of growth is expected 

to slow (Bascand, 2007). It is foreseen from 2007 to 2061 birth rates will gradually 

decrease and, despite projections longevity will continue to increase, due to the greater 

number of older people, the death rate is predicted to more than double. Subsequently, 

population growth will slow due to the narrowing gap between birth and death rates 

(Bascand, 2007). Of note, more recently NZ has been experiencing an increase in birth 

rates. December 2007 saw the highest number of registered births since 1963 (the tail-end 

of the post World War II baby boom). Furthermore, NZ‘s birth rate increased to 2.2 births 

per woman in 2007, up from 2.0 in 2006 (Bascand, 2008a). Between 2001 and 2007, the 

national population increased by 1.4 percent. From the year 2040, a decline to less than 

0.4 percent annual growth is predicted (Bascand, 2007). 

 

NZ's population is ageing and this is expected to continue, largely due to the combination 

of sub-replacement fertility2, increased longevity, and the baby boom cohorts reaching 65+ 

years (Bascand, 2007). From 1976 to 2006 the percentage of older people in NZ‘s 

population rose from 9 to 12 percent (Ministry of Social Development, 2007) and is 

                                                           
2  Sub-replacement fertility is defined as ―when live birth rates are below the level that the population needs 

to replace itself without migration‖ (Statistics New Zealand, 2004, p. 3). 
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expected to reach approximately 25 percent by the late 2040s (Bascand, 2007). The 

number of people aged 65+ is expected to increase from 510,000 in 2006 to 1.44 million by 

2061 (Bascand, 2007). An ageing population can also be measured by change in the 

median age of the population (Cornwall & Davey, 2004) NZ‘s median age is projected to 

increase from 36 years in 2006 to 44 years by 2061. 

 

The older population itself is ageing, as those in the ‗oldest old‘ age group (85+) make up 

an increasing proportion of the older population (Cornwall & Davey, 2004). In 2006, some 

54 percent of the older population were the ‗younger old‘ (65 to 74 years), while those aged 

85 and over were only 12 percent of the older population (Ministry of Social Development, 

2007). It is projected within the older population, the oldest old age group will have the 

highest growth rate, increasing sixfold from 2000 to 2051, with numbers rising from around 

55,000 in 2005 to 320,000 in 2051 (Cornwall & Davey, 2004; Dunstan & Thomson, 2006). 

A central feature of NZ‘s age structure is the large birth cohorts of the 1950s, ‗60s and 

‗70s, termed the post-war baby boom generation (Dunstan & Thomson, 2006). As a result, 

the greatest growth of the older population is expected between 2011 and 2037, when the 

baby boomers move into the 65+ age group (Bascand, 2007; Dunstan & Thomson, 2006). 

Furthermore, the increasing number of older people is strongly reflected by changing birth 

and death rates (Dunstan & Thomson, 2006). It is projected the number of births will 

decrease gradually between 2006 and 2061, reflecting the anticipated reduction in fertility 

rates (Bascand, 2007). However, the number of deaths will increase radically from 2006 

(27,000 deaths) to 2061 (62,000), despite increasing life expectancy (Bascand, 2007; 

Dunstan & Thomson, 2006). Compared to many OECD countries, NZ‘s fertility rates have 

remained high. Therefore, the proportion of NZ‘s older population is forecast to be lower 

than several other OECD countries (Dunstan & Thomson, 2006).  

 

2.5 Health care expenditure and age 

Fundamentally, health care expenditure increases with rising age. Therefore, the 

envisaged NZ population structure changes will place further pressure on health care 

demand and cost (Organisation for Economic Co-operation and Development, 2006; Vos, 

Goss, Begg, & Mann, 2007). A comparison of OECD nations examined age profiles of 

health expenditure and found, on average, per capita health expenditure for the older age 
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group (65+ years) was three to five times that for the 15 to 64 age group (Moise & 

Jacobzone, 2003). NZ statistics reveal similar results; data from 2001-02 showed a strong 

exponential relationship between per capita health expenditure and age. For the 65 to 69 

age group, spending was almost double the all-age average, and for the 85+ age group 

nearly eight times the all-age average (Ministry of Health, 2004c). 

 

An ageing population affects health care expenditure and Gross Domestic Product (GDP). 

This occurs due to the declining proportion of those at ‗working age‘, creating downward 

pressure on economic output (Ministry of Health, 2004c). In 2001, approximately nine 

percent of GDP was for overall health care expenditure in OECD countries; of this 40 to 50 

percent was for the 65+ age group (Oxley & Jacobzone, 2001). Between 2005 and 2050, 

OECD nation‘s average expenditure on public health and long-term care as a share of 

GDP may nearly double, rising from six to seven percent to approximately ten percent 

(Organisation for Economic Co-operation and Development, 2006). OECD 2003 statistics 

reveal a positive relationship between GDP and health expenditure; the larger a nation‘s 

GDP per capita, the higher its health care expenditure. Comparably, NZ demonstrates 

unsurprising health care expenditure based on its level of GDP. It is predicted, as NZ‘s 

economy continues to develop, health care spending per capita will expand in proportion 

(Ministry of Health, 2007b). In 2004, NZ spent 8.5 percent of total GDP on health, slightly 

lower than the OECD weighted average of 8.7 percent (Ministry of Health, 2007b). 

 

Despite the positive correlation between rising age and health spending, some 

international literature suggests age itself may not be the main determinant of increasing 

demand for health care and health expenditure (Bryant, Sonerson, Tobias, Cheung, & 

McHugh, 2005). It has been proposed that prevalence of chronic illness, proximity to death 

(Ministry of Health, 2004c), health status and ‗non-demographic‘ factors, such as 

technological advances, are significant drivers of health care demand and expenditure 

(Bryant, Sonerson, Tobias, Cheung, & McHugh, 2005; Vos, Goss, Begg, & Mann, 2007). 
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2.6 Life expectancy, chronic illness, disability and 
expenditure 

Life expectancy is used as an indicator reflecting population health and is defined as the 

total number of years that a baby born today can expect to live, assuming current mortality 

rates continue for the rest of the individual‘s lifetime (Ministry of Health, 2006b). In line with 

previous discussions, a review of international data revealed life expectancy rates have 

been increasing and this trend is expected to continue (Cornwall & Davey, 2004). It is 

believed, in developed countries, successful advances in medical technology and health 

interventions have greatly contributed to improved life expectancy (Institute of Medicine, 

2001; Kinsella & Velkoff, 2001). In OECD countries, the median life expectancy at birth is 

82.3 years for females and 77.2 years for males (Organisation for Economic Co-operation 

and Development, 2008). Over the past 50 years, similar to global trends, NZ has also 

demonstrated improvements in life expectancy (Ministry of Health, 2004c). Recent gains in 

life expectancy at birth have largely been attributed to a reduction in death rates among 

late working and retirement age groups (60 to 84 years). Based on 2005 to 2007 NZ data, 

life expectancy at birth was 82.2 years for females and 78.0 years for males (Bascand, 

2008b).  

 

As life expectancy advances and the population ages, the proportion of older people rises, 

resulting in an increase in the prevalence of chronic conditions3 and disability4 (Goulding & 

Rogers, 2003; Institute of Medicine, 2001; Jacobzone, 2000). Chronic illnesses largely 

affect older people, with the likelihood of two or more conditions increasing with age, and 

contribute to disability, reduced quality of life, and increased demand and cost for health 

care (Goulding & Rogers, 2003; Institute of Medicine, 2001). Wiener and Tilly (2002) stated 

the ageing population would necessitate a shift of focus from acute illnesses to chronic 

diseases, and provision of ongoing management will be required as disability often 

accompanies chronic illness. 

 

                                                           
3  Chronic conditions are defined as illnesses that last longer than three months and are not self-limiting 

(Institute of Medicine, 2001, p. 27). Conditions include heart disease, stroke, diabetes, COPD, arthritis, 
spinal disorders, osteoporosis, cancer, and long-term illnesses such as epilepsy, stomach ulcers 
schizophrenia and Alzheimer‘s (Ministry of Health, 2006b). 

4  Disability is defined as a limitation in activity resulting from a long-term condition or health problem 
(Statistics New Zealand, 2004). 
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In NZ, health and disability support services comprise four key sections; public health 

services and programmes, mental health services, personal health services and disability 

support services. Older people are high users of disability support services5 and personal 

health services6. To access NZ disability support services; a person with a disability must 

meet the MoH definition of disability; “a person who has a physical, intellectual, sensory, 

psychiatric or age-related disability, or a combination of these” (Ministry of Health 2003a, p 

116). In addition, the disability must be likely to continue for a minimum of six months and 

result in a reduction of independent function to the extent that ongoing support is required 

(Ministry of Health, 2003a). Assessment is undertaken by a Needs Assessment Service 

Coordinator (NASC), who determines access to disability support services, identifying and 

prioritising all aspects of a person‘s care. Disability support services are predominantly 

community based and delivered by private or not-for-profit providers (Ministry of Health, 

2002a). In general, disability support services for older people can be categorised into five 

main service areas, outlined in Table 2-2 (Ministry of Health, 2003a). 

 

Table 2-2: Disability support services’ five main service areas 

Service Explanation 

Residential care 

For older people and individuals with intellectual, physical or 
sensory disabilities. This includes rest home, continuing care 
hospitals, secure facilities for people with dementia, and psycho-
geriatric care. 

AT&R 
Outreach service, usually hospital based. Involves assessment of 
potential for improving both physical and mental functional ability. 

Carer support Supports unpaid informal carers, for example, respite care. 

Environmental support Equipment, home and vehicle modifications. 

Home care services* Provides personal care and household management. 

Notes: *Commonly known as home-based support services in NZ 

 

In 2003, funding of disability support services for older people was separated from 

disability support services for people with long-term disabilities (mostly under 65 years) and 

                                                           
5  Disability support services include residential care, AT&R, carer support, environmental support and home 

care services (Ministry of Health, 2003a). 

6  Personal health services are utilised when an individual requires treatment or advice for a health 
condition. These services range from general practitioners to hospital inpatient treatment or hospital 
outpatient services, to services such as district nursing provided in the community (Ministry of Health, 
2003a). 
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transferred to regional district health boards7 in NZ. The purpose of this devolution was to 

strengthen the district health boards‘ ability to implement the Health of Older People 

strategy and develop a continuum of care, while promoting enhanced coordination and 

flexibility of services (Ministry of Health, 2004b). 

 

In 2001-02, the key components of health expenditure for the older age group were 

disability support services and personal health services relating to the management of 

chronic diseases (Ministry of Health, 2004c). Furthermore, the prevalence of chronic 

disease and disability increased exponentially with age (Ministry of Health, 2004c). 

Statistics for 2002-03 revealed the 65+ age group were considerably more likely to have 

four or more chronic diseases than younger age groups (Ministry of Health, 2006b). In 

2001, 54 percent of older people had a disability, compared with 25 percent of 45 to 64 

year-olds and 12 percent of 15 to 44 year-olds (Statistics New Zealand, 2004). The 

prevalence of chronic illness and increased disability in older people can also be reflected 

by health care utilisation statistics (Cox, Hope, & Davies, 2004). Compared to younger age 

groups, in the last 12 months older people were significantly more likely to have seen a 

general practitioner (GP), received a higher number of prescriptions and been admitted to 

a public hospital, based on 2002-03 data (Ministry of Health, 2006b). A number of older 

people require increased health and disability support, often during the last few years of 

their lives, due to chronic illness or disability. Consequently, with rising age the costs of 

health services increase considerably (Ministry of Health, 2004c). Cornwall and Davey 

(2004) undertook an exploration into the impact of NZ‘s ageing population on demand for 

health services. They concluded, due to foreseen rising incidences of chronic illnesses, 

increased health care demand and expenditure can be expected in the future.  

 

2.7 Proximity to death 

Moize and Jacobzone (2003) proposed that proximity to death, rather than age itself, is the 

reason for the positive correlation between health care expenditure and age. They stated 

health care is more expensive in the last year of life and there are a higher proportion of 

people aged 65 and over closer to death than younger age groups (Moise & Jacobzone, 

                                                           
7  The 21 district health boards throughout NZ are Crown entities responsible for funding and planning 

health and disability support services to meet the needs of the population in a specific geographic area. 
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2003). Other literature corroborates this argument, believing health care cost and utilisation 

is strongly associated with proximity to death (McGrail et al., 2000; Miller, 2001). A large 

study of Medicare beneficiaries in the US revealed health care expenditure increased 

significantly with age, as a result of mortality rates increasing with age and health care 

expenditure increasing with closeness to death (Yang, Norton, & Stearns, 2003). Yang et 

al. (2003) stipulated older people on average, demonstrate higher health expenditure 

because their morbidity and mortality rates are higher than younger age groups (Yang, 

Norton, & Stearns, 2003). Furthermore, a review of health services in the UK revealed that, 

regardless of age at death, over a quarter of acute health care costs occur within the last 

12 months of life (Wanless, 2002). Alternatively, Miller (2001) argued that increases in 

longevity may lead to postponement of rising health care costs at the end of life, as the 

proportion of high-cost users would be reduced. In other words, declining mortality would 

reduce health expenditure by decreasing the proportion of people dying each year (Ministry 

of Health, 2004c). 

 

2.8 Technological advances  

Dormont, Martins, Pelgrin, and Suhrcke (2007) reviewed the ageing population‘s 

relationship to health status, health expenditure and technological innovation; concluding 

that in developed countries longevity has been increasing steadily. To an extent, improved 

health status has been attained largely due to advances in health care, resulting in 

mortality and morbidity reduction. They stated an individual‘s preference for a longer life 

and technological progress largely drives the rising health expenditure trend, rather than 

demographic reasons. Dormont et al. (2007) postulated technological progress was the 

key reason for health expenditure growth and, despite increased cost, the resulting value in 

terms of longevity, improved quality of life and health status can be viewed as positive. 

Other literature has agreed technology is a significant driver for health expenditure. Moise 

and Jacobzone (2003) compared OECD countries‘ health care expenditure and specified 

that other factors such as technology and income affect health expenditure and need to be 

considered. A review of European Union countries demonstrated health expenditure 

increased with age; technological advancement was reported as one of the main non-

demographic factors to influence this trend (Vos, Goss, Begg, & Mann, 2007). A NZ MoH 
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document corroborates this position and indicates future predictions of health expenditure 

need to incorporate technological and social change (Cox, Hope, & Davies, 2004).  

 

2.9 Health status and morbidity theories 

Improved longevity raises the issue of whether these projected extra years will be lived in 

good health. Ideally, increased life expectancy would be accompanied by decreased 

disability, allowing older people improved quality of life and reducing demand for health 

care (Jacobzone, 2000). Three alternative health status scenarios are considered in the 

literature. Firstly, the ‗expansion of morbidity‘ theory proposed the amount of life spent in 

poor health would rise as life expectancy increased (Gruenberg, 1977). Conversely, the 

‗compression of morbidity‘ hypothesis postulated the opposite and was introduced in 1980 

(Fries, 1980). Fries proposed the age of onset of disability could be increased by 

postponing chronic illness, disability or other morbidity, and if this postponement were 

larger than rises in life expectancy, morbidity would be compressed between later onset 

and time of death (Fries, 1980; Fries, 2003). This paradigm focused on quality of life rather 

than quantity, where illness in old age will be experienced for a short time, as opposed to 

living with chronic illnesses and disability for many years (Fries, 2003; Moise & Jacobzone, 

2003). In addition, the compression of morbidity paradigm supports the argument that 

closeness to death strongly correlates to health spending. Compression of morbidity 

occurs at the end of life when the highest demand for health care exists, and consequently 

the greatest amount of health care expenditure occurs closer to death (Moise & 

Jacobzone, 2003). The third scenario, a compromise between the expansion and 

compression hypotheses, is termed the ‗dynamic equilibrium‘ theory and translated one-to-

one longevity gains into years of good health (Manton, 1982). This theory is commonly 

referred to as ‗healthy ageing‘ (Organisation for Economic Co-operation and Development, 

2006). A recent paper explored public health and long-term care spending for all OECD 

countries. Based on the ‗healthy ageing‘ hypothesis it was stated the average cost per 

person in the 65+ age group should decrease over time (Organisation for Economic Co-

operation and Development, 2006). Figure 2-1 presents the current situation (based on the 

mean NZ life expectancy at birth) and three possible future morbidity scenarios for 

developed countries.  



Chapter 2: Literature review 

19 

 

Current 

situation

Compression 

of morbidity

Expansion of 

morbidity

Dynamic 

equilibrium

55 80

Morbidity

Age

Death

70 80

8055

65 80

Age

Age

Age

 

Figure 2-1: Morbidity scenarios  

Adapted from (Dormont, Martins, Pelgrin, & Suhrcke, 2007; Fries, 2003) 
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Robine and Michel (2004) declared individual countries could shift between the three 

scenarios over time. Their model demonstrated cyclical movement governed by the 

following factors: 

i) Longevity gains for more unwell individuals, causing disability rates to increase 

(i.e., expansion of morbidity); 

ii) The progression of chronic diseases is controlled, creating a small equilibrium as 

mortality declines and disability increases (i.e., dynamic equilibrium); 

iii) Health status improves and the number of years lived with a disability reduces as 

new cohorts of healthy people enter the older age group (i.e., compression of 

morbidity); or 

iv) Average age of death rises and the number of years lived with disability increases, 

causing frail very old populations with multiple chronic illnesses (i.e., new 

expansion of morbidity). 

According to this model, healthy ageing, or even the ideal compression of morbidity 

scenario, is achievable, but may not be guaranteed or permanent (Dormont, Martins, 

Pelgrin, & Suhrcke, 2007).  

 

Kalache et al. (2002) reported that developed countries have been demonstrating the 

compression of morbidity scenario for some time. The rising success in managing chronic 

illnesses has reduced the impact on wellbeing and functional capacity. Consequently, 

postponement or prevention of the onset of chronic illness is reflected by declining 

disability trends. Fries (2003) corroborates this and states that through an examination of 

US morbidity and mortality data, it appears that in recent years, disability rates have been 

declining  which exceed increases in life expectancy, demonstrating the compression of 

morbidity scenario is occurring in this population. In addition, a systematic review in the US 

examined disability trends in the 1990s and found the prevalence of disability declined 

significantly for older people. However, the results primarily related to decreasing rates of 

limitation in instrumental activities of daily living (IADL), whereas reduction of limitations in 

activities of daily living (ADL) was less clear (Freedman, Martin, & Schoeni, 2002). A 

review of international literature on disability trends in older people revealed a number of 

developed countries illustrated moderate reduction in chronic disability. A decline in 

Australia was not found (Waidmann & Manton, 2000). Other research exploring developed 
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nations stated the US, Europe and Japan are in the ‗healthy ageing‘ scenario (Dormont, 

Martins, Pelgrin, & Suhrcke, 2007). In developing nations, compression of morbidity 

attributes, such as declining disability, are not apparent and this is unlikely to change due 

to many countries failing to provide adequate health and education, the spread of 

infectious diseases, and deteriorating economic circumstances (Kalache, Aboderin, & 

Hoskins, 2002). Jacobzone (2000) reported that despite optimistic results of declining 

disability trends, it is likely there will be increases in cost for health care services. Although 

there will be reduced demand for long-term residential care, it is probable there will be 

increased costs associated with the additional need for social support and home care 

services. Jacobzone argues there is a need for more international research focused on 

exploring such trends and reducing the prevalence of disability.  

 

A review of international literature on disability trends for older people (Cornwall & Davey, 

2004) concluded that generally evidence suggests lower rates of severe disability in the 

future, indicating movement towards the ‗compression of morbidity‘ theory. However, 

based on current disability data, NZ does not appear to demonstrate the attributes 

common to the compression of morbidity scenario. Specifically, statistics from 2001 reveal 

the probability of having a disability raises with age, and trends over time indicate disability 

levels are not decreasing. Projections for disability support service expenditure 

demonstrated an estimated 77 percent increase in expenditure by 2021. Interestingly, even 

when compression of morbidity was assumed, an increase of 46 percent was still forecast. 

This reflects the significant increases expected in the demand for disability support 

services as the population ages (Cornwall & Davey, 2004). However, a trend towards a 

compression of morbidity or healthy ageing scenario may be masked by disparities 

between ethnic groups in NZ. For example, in NZ stroke is the most significant cause of 

adult disability and the third leading cause of death (Fink, 2006). A large study in Auckland, 

NZ (Carter et al., 2006) investigated trends in stroke incidence across ethnic groups over a 

20 year period. Comparing 1981 to 1982 and 2002 to 2003 data, stroke attack and 

incidence rates8 significantly declined for NZ Europeans; attack rates remained static for 

Maori and increased by 66 percent for Pacific peoples. In addition, the study revealed from 

                                                           
8  Incidence  =  first ever in life time event 

 Attack rates  =  total events 
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2002 to 2003 data the average age of stroke for NZ European patients was 76.6 years 

compared with 60.7 and 64.5 years for Maori and Pacific peoples, respectively. Feigin et 

al. (2006) explored these data in more detail and concluded that Maori/Pacific and 

Asian/other people compared with NZ Europeans, were at greater risk of ischaemic stroke 

and primary intra-cerebral haemorrhage, while rates of subarachnoid haemorrhage were 

similar across the ethnic groups. These findings may suggest a trend towards the healthy 

ageing or compression of morbidity scenarios in the NZ European ethnic group, but not for 

ethnic minorities in NZ. 

 

A large longitudinal study in the US directly tested the compression of morbidity theory by 

examining lifestyle habits and physical disability prior to death (Hubert, Bloch, Oehlert, & 

Fries, 2002). Results found those with fewer lifestyle-related health status risk factors 

experienced reduced overall disability and delayed acceleration in functional decline prior 

to death. Furthermore, individuals with two or more risk factors reached a higher level of 

disability earlier in life and earlier acceleration of functional decline before death. The 

authors claimed support for the compression of morbidity hypothesis, where healthier 

lifestyles result in reduction or postponement of disability (Hubert, Bloch, Oehlert, & Fries, 

2002). This suggests that healthy ageing, or movement towards the compression of 

morbidity scenario, may be threatened by other lifestyle choices affecting health status. 

Hubert et al. (2002) demonstrated in his research the disability burden can be significantly 

reduced by positive health status. The US demonstrates recent increasing trends in 

lifestyle illnesses, such as obesity, which result in functional decline, particularly later in life. 

Consequently, unless dramatic movements towards low-risk health habits are undertaken, 

movement towards a healthy ageing paradigm may be threatened (Dormont, Martins, 

Pelgrin, & Suhrcke, 2007). NZ statistics reveal adult obesity levels have increased by 50 

percent from 1977 to 20039 and NZ is now one of ten OECD countries where over fifty 

percent of adults are overweight (Ministry of Health, 2007a). It is forecast adult obesity will 

increase from 17 percent in 1996 to 29 percent by 2011 (Ministry of Health, 2002b). 

Furthermore, despite consumption declines since 2002 (except 2005 which demonstrated 

a five percent increase), cigarette smoking rates are still high; approximately 27 percent of 

the adult population (15 years and over) smoked in 2006 (Ministry of Health, 2007a). As 

                                                           
9  From 1977-1988 aged 20 to 64 years, from 1989-2003 aged 15 to 74 years. 
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these people reach old age, it is probable such smoking rates will negatively affect their 

health status (Cornwall & Davey, 2004). Combined with population ageing, high rates of 

obesity, physical inactivity and smoking may increase future disability rates and demand 

for disability support services (Cornwall & Davey, 2004). If NZ wants to move in the 

direction of ‗healthy ageing‘ or ‗compression of morbidity‘ scenarios, it is likely promotion of 

healthy lifestyle choices to improve health status will be required.  

 

Regardless of the reason for increasing health expenditure or whether a compression of 

morbidity scenario occurs, the future proportion of older people will increase. Therefore, it 

is inevitable the demand and cost for health and disability services will significantly rise 

(Cox, Hope, & Davies, 2004; Ministry of Health, 2004c). As the world population continues 

to age, it is essential we understand older people‘s needs and requirements, and that 

suitable adjustments are made in response to the changing age structures (Kinsella & 

Velkoff, 2001). Decisions in relation to providing older people with choices and timely 

access to high-quality health care services are imperative for future ageing populations 

(Jacobzone, 2000). 

 

2.10 Summary 

The global ageing phenomenon has arisen in the main through low fertility and increased 

longevity. This is placing increased pressure on health services, as fundamentally, health 

care expenditure and demand increase with age. This demand is compounded with the 

ageing population and greater prevalence of chronic illnesses and disability; forecasts 

predict these trends will continue. In addition, there is evidence proximity to death and 

technological advances in medical care have contributed to ensuing health care costs and 

demand. Ideally, increased life expectancy will result in healthy ageing or even 

compression of morbidity scenarios. At present, developed countries generally 

demonstrate a shift towards healthy ageing status, although poor lifestyle choices may 

threaten this trend and have negative consequences for health status in the future. Given 

these predicted future scenarios, creating sustainable home care services which meet the 

needs of older people is pertinent. 
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Part 2 – Continuum of care  

Part 1 has explored age structure changes, and the resultant raised demand for health 

services and increased health care expenditure. This next section discusses the 

requirement for a continuum of care to support the health needs of older people. There is a 

focus on provision of various specialist health care services for older people. Literature on 

inpatient geriatric units is investigated and pertinent hospital utilisation trends within NZ 

revealed. Intermediate care schemes offering an alternative to inpatient care are 

examined. Residential care studies are analysed and recent NZ utilisation trends 

presented. Lastly, evidence for home care is considered.  

 

Persons with chronic conditions are large users of health and support services (Anderson 

& Knickman, 2001). Such individuals, with complex care needs, often require input from 

various health professionals across multiple settings. However, during transitions of care, 

people with complex acute and chronic illnesses are particularly vulnerable to poor quality 

of care and fragmentation (Coleman, 2003). In numerous developed countries, health care 

is not structured to meet the needs of people with chronic illnesses and they are at risk of 

breakdown in coordination of their care (Anderson & Knickman, 2001; Blendon, Schoen, 

DesRoches, Osborn, & Zapert, 2003). Many have to coordinate various services 

themselves and demonstrate difficulties accessing appropriate services (Anderson & 

Knickman, 2001). Older people receiving care from multiple providers often find this 

confusing and fragmented (Rantz, Marek, & Zwygart-Stauffacher, 2000). In NZ, it is 

recognised current access to information regarding health and disability support services 

for older people is incomplete and inconsistent (Ministry of Health, 2006a). There is 

extensive recognition of the need to provide effectively coordinated medical, disability and 

support services to meet the complex needs of people with chronic illnesses (Anderson & 

Knickman, 2001). A comparative survey of ‗sicker adults‘ was undertaken in five countries: 

Australia, Canada, NZ, the UK and the US. Across all countries, findings showed 

consistent dissatisfaction with the quality of the general health system, including 

inadequate coordination of care (Blendon, Schoen, DesRoches, Osborn, & Zapert, 2003). 

The authors concluded focus on a small group of intensive health care users could 

potentially aid cost-effectiveness and improve care for all people. Furthermore, provision of 

health care for sicker adults must be more effective, efficient, safe and responsive. 
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In NZ, the primary aim of the Health of Older People Strategy (Ministry of Health, 2002d) 

was to develop a continuum of care for older people where a key component was 

integrated specialist health services working in collaboration with other health and support 

services (Ministry of Health, 2004a). Currently many services and health practitioners work 

independently of one another, resulting in health service gaps and overlaps. Furthermore, 

there is often a larger focus on hospital or residential care than community services. A 

continuum of care for older people aims to provide a variety of coordinated health services, 

which offer support to retain health and independence or reduce the impact of illness and 

injury. Significant factors of a continuum of care for older people include: service providers 

and health practitioners maintaining concurrent services which demonstrate collaboration; 

effective transfer between health services; and services are primarily provided in the 

community, unless hospital or residential care is unavoidable (Ministry of Health, 2004a). 

Figure 2-2 demonstrates an integrated continuum of care for older people. 
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Figure 2-2: Continuum of care for older people 

Adapted from (Ministry of Health, 2004a) 

 

The continuum of care allows older people with lower needs to be supported by a range of 

community health services and programmes. As their needs increase due to active or 

complex illnesses, the older person is assessed and moves through the continuum to 

utilise the relevant intensive specialist health services. The more multi-faceted a person‘s 

health, the greater the number of health services that are involved, and collaboration 

between health practitioners and service providers becomes crucial (Ministry of Health, 

2004a). The remainder of this section will outline evidence for the various specialist 

services for older people within the continuum of care outlined above. 
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2.11 Inpatient services 

Internationally, there is evidence to support the use of specialised inpatient units for older 

people. One randomised controlled trial (RCT) comprised 1388 hospitalised older people 

who received care from either an inpatient geriatric unit (intervention) or usual inpatient 

care (control) (Cohen et al., 2002). Results showed no difference in mortality, but 

significantly improved physical function, bodily pain, energy, general health and ADL 

scores were found within the intervention group compared to the control group. Positive 

results were found for another RCT of 545 older people admitted to a geriatric hospital 

(Nikolaus, Specht-Leible, Bach, Oster, & Schlierf, 1999). Patients who received a 

comprehensive geriatric assessment (CGA) coupled with post discharge home intervention 

demonstrated improved functional capabilities, a significant reduction in length of hospital 

stay, nursing home placement and hospital readmissions, and direct costs were lower. 

Similarly, a focused literature review concluded for inpatient geriatric assessment units 

there was no evidence of lower mortality compared to usual care (Parker et al., 2000). 

Significant improvement in destination at discharge was noted and inpatient readmission 

rates may also be reduced.  

 

Other trials have investigated health outcomes for older orthopaedic patients receiving 

specialised inpatient care. A Cochrane review of nine randomised or quasi-randomised 

trials involving 1887 patients explored coordinated multi-disciplinary inpatient rehabilitation 

compared with usual (orthopaedic) care for older people post hip fracture (Cameron, 

Handoll, Finnegan, Madhok, & Langhorne, 2003). Results were not statistically significant, 

although the reviewers found combined outcome measures (death, institutional care and 

functional decline) revealed a trend for improvement with the inpatient rehabilitation group. 

The reviewers warned results should be interpreted with caution due to heterogeneity. 

However, a RCT of 279 hip fracture older people (70+ years) compared post-operative 

interdisciplinary care or usual inpatient care, concluding no significant difference in patient 

outcomes (Naglie et al., 2002). This finding indicated interdisciplinary post-operative care 

did not result in significantly improved outcomes for older people with a hip fracture, but the 

strength of this study was lower than others due to a smaller sample size. A recent small 

observational cohort study (n=108) evaluated the use of multi-disciplinary pre-operative 

CGA and post-operative follow-up intervention with elective orthopaedic older patients 
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(Harari et al., 2007). Comparison of two cohorts (intervention versus usual care) revealed 

the intervention group had fewer post-operative medical complications and significant 

improvements in pressure sores, pain control, delayed mobilisation and inappropriate 

catheter use. In addition, the intervention group had reduced length of stay, fewer delayed 

discharges related to medical complications, and shorter waiting time for occupational 

therapy assessment or equipment. 

 

In NZ, AT&R services are coordinated multi-disciplinary services tailored to meet the 

complex needs of older people or individuals with disabilities. The aim of these services is 

to restore functional ability and maximise independent living potential. The services are 

predominantly provided at specialised inpatient hospital units, but can also be day hospital, 

outpatient or community based (Ministry of Health, 2003a). A prospective NZ study 

explored older people (60 to 98 years) admitted to an AT&R ward for rehabilitation (n=200) 

(Wilkinson, Buhrkuhl, & Sainsbury, 1997). The authors found rehabilitation of older people 

is unpredictable and diverse, with 86 percent experiencing active medical conditions during 

their rehabilitation. This confirmed the importance of geriatric medical input during inpatient 

rehabilitation, particularly as older people are more likely to develop a complication when 

already unwell. 

 

Hospital-based AT&R services are almost solely utilised by people aged 65 and over; 89 

percent of the total AT&R discharges in 2002-03 were for older people. AT&R activity on 

per capita expenditure and discharge rates both increase markedly with age. In 2000-01, 

AT&R hospitalisation rates for people 85+ years was over double the rate for 75 to 84 year 

olds, and almost seven times the rate of those aged 65 to 74 years. Based on current per 

capita discharge rates, combined with an ageing population, the number of AT&R 

admissions for older people is predicted to rise significantly, from 17,954 discharges in 

2002-03 to 30,033 discharges in 2020-21. In particular, the 85+ age group is forecast to 

increase considerably over this period to 37 percent of total AT&R discharges by 2020-21 

(Ministry of Health, 2002c, 2004a).  

 

Older people are also high users of inpatient medical and surgical services, with 

comparable current patterns of utilisation and substantial increases projected. 
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Hospitalisation rates increase with age and are much higher compared to younger age 

groups. From age 50, per capita expenditure for hospital admissions increases linearly with 

age. This is partially due to increased admissions correlating with rising age, combined 

with more complex conditions causing lengthened stay in hospital, higher treatment costs 

and increased complex surgical treatments. In 2000-01, older people accounted for 32 

percent of medical and surgical admissions (excluding outpatient and maternity services). 

In addition, 40 percent of the total medical / surgical expenditure was for older people. A 

study analysing NZ hospital trends from 1989 to 2006 revealed total discharge rates have 

been constantly increasing (Malcolm, 2007). More specifically, the number of hospital 

discharges has been increasing significantly for older people (Ministry of Health, 2004a). 

Data on the number of discharges between 1996-97 and 2000-01 reveals the average rate 

of growth was 4.3 percent per annum for older people, compared with 3.2 percent for those 

less than 65 years. As with AT&R discharges, the highest rate of growth is for the 85+ age 

group. If current medical / surgical discharge rates continue, it is predicted by 2020-2021, 

nearly 50 percent of total inpatient discharges will be for older people and almost ten 

percent for the 85+ age group (Ministry of Health, 2002c, 2004a). 

 

Although evidence demonstrates the benefits of specialised inpatient units for older people, 

future projections of AT&R and hospital discharge rates indicate sustainability may be an 

issue. As issues of sustainability and rising hospital expenditure surface, alternatives to 

acute inpatient care are increasingly being investigated (Wainwright, 2003). A number of 

intermediate care schemes, many utilising home-based services, operate as an interface 

between hospital and community services.  

 

2.12 Intermediate care 

In the UK, the National Service Framework for Older People (Department of Health, 2001) 

proposed development of intermediate care beds in the hope of reducing older people 

‗blocking‘ acute hospital beds. Intermediate care is an emerging concept with varying 

definitions (Melis, Olde Rikkert, Parker, & van Eijken, 2004). The British Geriatrics Society 

(2008, p. 1) supports the Department of Health definition, which states intermediate care 

services must meet all the following criteria: 
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• “Services targeted at people who would otherwise face unnecessarily 
prolonged hospital stays or inappropriate admission to acute inpatient care, 
long-term residential care, or continuing NHS inpatient care;  

• Services provided on the basis of a comprehensive assessment, resulting in 
a structured individual care plan that involves active therapy, treatment and 
opportunity for recovery; 

• Services which have a planned outcome of maximising independence and 
typically enabling patients / users to resume living at home; 

• Services which are time-limited, normally no longer than six weeks, and 
frequently as little as one to two weeks or less; and 

• Services which involve cross-professional working, with a single assessment 
framework, single professional records and shared protocols”.  

 

The two key aims of intermediate care are to provide an alternative to hospital admission 

and to offer early supported discharges for selected patients. For all health care systems, 

hospital bed utilisation is a costly resource. In order to reduce bed days and contain health 

expenditure, it appears a key focus is on reducing hospital admissions (Malcolm, 2007). 

Prevention of frail older people being discharged from acute inpatient services directly to 

long-term care is expected with improved availability and accessibility of intermediate care. 

Examples of intermediate care schemes include rapid response teams, rehabilitation, 

hospital at home and early supported discharge (British Geriatrics Society, 2008).  

 

Hospital admission can lead to extended stays due to complications, disrupt community 

support arrangements making discharge home difficult, and may be an immediate 

precursor to death. Whilst acknowledging this, Grimley Evans and Tallis (2001) argued 

avoiding hospital admissions may result in a number of older people missing out on the full 

range of necessary inpatient treatment which could improve clinical outcomes (Grimley 

Evans & Tallis, 2001; Parker et al., 2000). Grimley Evans and Tallis (2001) raised concerns 

older people may be sent directly to intermediate care, evading essential skilled diagnostic 

evaluation, which is pertinent due to the complexities of old age. In addition, intermediate 

care was criticised for not working in the past, and the requirement for valuable resources 

to be allocated to specialist inpatient geriatric rehabilitative units was emphasised. 

Similarly, others state alternatives to hospital care could be positive, although drawbacks 

include older people being deprived of the full variety of investigations and professional 

opinions with potential for missed diagnosis and substandard care. Despite potential cost 

benefits, it is essential provision of care at home is not of lesser quality (Corrado, 2001; 
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Mulley, 2001). Nevertheless, due to the combined effects of an ageing population, rising 

health care demand and expenditure, and a shift from acute illness to management of 

chronic conditions, alternatives to inpatient care are essential. Sainsbury and Wilkinson 

(2002) emphasise, particularly in NZ, that rigorous evaluation of alternative programmes 

for older people is urgent, where ‗before and after‘ research is inadequate and randomised 

controlled trials are required. Furthermore, they state it is irresponsible and unethical to 

implement new schemes based on assumptions of improvement or the belief it may be a 

cheaper option. Hence, the current trial is a RCT which comprehensively explores an 

alternative approach to usual home care services for older people. In order to establish 

why home care services were the focus for this trial, the remainder of this section will 

present international and NZ evidence for some of the more common specialist services 

offering alternatives to inpatient care for older people. 

 

2.13 Rapid response teams 

Rapid response teams aim to prevent avoidable acute hospital admission through 

provision of rapid assessment for individuals and necessary organisation of community 

based services. These schemes are relatively new and primarily based in emergency 

departments or primary health care (Ministry of Health, 2004a). 

 

Aminzadeh and Dalziel (2002) undertook a review of older people‘s use of emergency 

departments, and found five studies which involved comprehensive geriatric screening of 

older emergency patients. Findings from these studies revealed increased detection of 

geriatric syndromes and other missed diagnoses, increased community referrals and 

avoidance of hospital admission. Although only one of these studies was a RCT. Similarly, 

a Canadian study examined a quick response service based in three acute care hospital 

emergency departments which aimed to facilitate rapid access to intensive home-based 

services and prevent inpatient admission for older people (n=96) (Brazil, Bolton, Ulrichsen, 

& Knott, 1998). Results revealed that 66 percent of those admitted to the programme were 

‗averted hospital admissions‘. Patients and informal carers found the service beneficial, but 

no cost savings were determined. An evaluation of the cost-effectiveness of home care 

included a sub-study of a quick response programme (Hollander & Chappell, 2002). The 

quick response programme assessed older people in the emergency department and 
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arranged appropriate community services to avoid hospital admission. Results showed in 

the quick response programme the average cost of providing community care for patients 

was less than the cost of being admitted to hospital. The authors commented unless the 

hospital beds were closed, which would be unusual, then a quick response programme 

would be an additional cost, thus highlighting the focus was on addressing capacity issues 

rather than reducing bed numbers. 

 

2.14 Rehabilitation at home 

Rehabilitation at home aims to provide a home-based alternative to inpatient hospital 

rehabilitation. Studies largely report on services for a specific patient diagnosis, principally 

stroke, fractured neck of femur, or pulmonary disease. Rehabilitation at home may be 

combined with early supported discharge programmes to reduce the length of hospital stay 

and prevent readmission (Wainwright, 2003).  

 

A Cochrane systematic review of 11 RCT investigated early supported discharge schemes, 

which incorporated rehabilitation care at home compared with conventional inpatient 

rehabilitation services for acute stroke patients (Early Supported Discharge Trialists, 2005). 

The review revealed length of hospital stay was significantly reduced for the early 

supported discharge rehabilitation group. Patients receiving the intervention were more 

likely to be living at home independently six months post-stroke, score higher on extended 

ADL (EADL) scores, and report satisfaction when compared with conventional services. 

The reviewers concluded results were based on a small number of trials and the cost 

benefit was uncertain. A similar review identified 14 RCT involving rehabilitation at home 

for stroke patients compared with conventional or no care (Outpatient Service Trialists, 

2005). Findings revealed home-based rehabilitation reduced the odds of death or 

deterioration in ability to perform ADL and patients‘ personal ADL and EADL performance 

increased. An earlier review by Britton and Andersson (2000) identified seven controlled 

studies of home-based rehabilitation for stroke patients compared to conventional 

inpatient, outpatient or day care. Results differed from above as no significant differences 

in patient outcomes were found and home rehabilitation was less expensive than regular 

day care, but more costly than inpatient treatment. Only four trials assessed cost. In 

contrast, a systematic review of evaluative studies for older people reported home-based 



Chapter 2: Literature review 

33 

rehabilitation was more costly than outpatient rehabilitation, but less expensive than 

inpatient or day hospital rehabilitation (Parker et al., 2000). Similar to the review by Britton 

and Andersson, conclusions regarding cost were tentative due to limited evidence. 

 

A systematic review and meta-analysis of 15 rehabilitation programmes for home-based 

older people revealed significant reduction in mortality and admission to institutional care 

(Elkan et al., 2001). No significant effect on hospital admissions, health status or ADL was 

found. Of note, this study included only a small number of trials in the analysis. Contrasting 

evidence was found in a RCT of 188 physically frail home-based older people (75+ years) 

comparing an at home rehabilitation programme (intervention) with an educational 

programme (control) (Gill et al., 2002). Results showed moderately frail participants in the 

intervention group had reduced functional decline over time compared to the control group. 

No significant difference between groups was found regarding admissions to institutional 

care. A recent trial evaluated a targeted early rehabilitation at home scheme for patients 

recovering from a total hip replacement (THR n=220) or total knee replacement (TKR, 

n=174) (Iyengar, Nadkarni, Ivanovic, & Mahale, 2007). The rehabilitation scheme resulted 

in shortened length of hospital stay without increased complications. Despite patients 

recovering from a TKR requiring a considerably higher number of visits by the rehabilitation 

team, the overall costs were significantly reduced without an increase in hospital 

readmission rates. 

 

2.15 Hospital at home 

Hospital at home services provide treatment by health professionals in a patient‘s home for 

a limited time when hospital inpatient care would otherwise be necessary. These services 

are usually provided as hospital diversion, which involves reducing or preventing inpatient 

admission, or as an early supported discharge service to reduce the length of inpatient 

hospital stay (Shepperd & Iliffe, 2009). Hospital diversion can also be coupled with rapid 

response teams based in emergency departments or primary health care (Ministry of 

Health, 2004a). 

 

Corrado (2001) undertook a review of available literature which revealed a number of 

descriptive observational studies, but few randomised controlled trials, comparing inpatient 
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hospital care with hospital at home schemes. There was mounting evidence to support 

hospital at home programmes as an effective alternative to standard hospital care, with 

acceptable patient outcomes or no differences between treatment and control groups, but 

cost-effectiveness results were conflicting. A more recent review of randomised trials 

comparing hospital at home care with acute hospital inpatient care for adults (18 years and 

over) identified 22 studies (Shepperd & Iliffe, 2009). Overall, the authors concluded for 

hospital at home patients, when compared with inpatient hospital care there was no 

significant difference in health outcomes; there was some evidence of improved patient 

satisfaction; length of hospital stay and readmission rates may be reduced. Additionally, 

findings revealed overall length of care can increase and caregiver burden may be raised. 

In corroboration with Corrado, cost-effectiveness was unclear. Of note, the low number of 

patients admitted to hospital at home schemes meant these trials were small; hence meta-

analysis did not detect a difference in health outcomes or hospital readmission. Although 

this could indicate there simply was no difference, suggesting hospital at home is a viable 

and safe alternative for older people.  

 

A recent prospective randomised controlled trial examined hospital at home care versus 

inpatient care for older people with acute COPD (Aimonino et al., 2008). Hospital at home 

care demonstrated significant reduction in the risk of inpatient readmission at six months, 

improved quality of life and reduced health care costs. Leff et al. (2005) found similar 

results; compared to inpatient hospital care, the average cost was lower for hospital at 

home care. In addition, hospital at home treatment resulted in a shorter length of stay, but 

there was limited evidence for reduced complications. In NZ, a randomised trial of 285 

older people comparing a hospital at home programme to inpatient hospital care found as 

with many other studies, there were no significant differences in health outcomes and the 

hospital at home group reported higher satisfaction (Harris, Ashton, Broad, Connolly, & 

Richmond, 2005). However, in contrast to Aimonio et al. (2008) and Leff et al. (2005), cost 

was significantly greater when compared to usual hospital care. The authors stated the 

hospital at home programme was not operating at full capacity, which would explain why 

the cost was greater. Interestingly if the programme was operating at full capacity, there 

may have been potential for reduced patient satisfaction. 
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Other studies have explored the impact hospital at home schemes have on informal carers. 

A moderately sized prospective non-randomised clinical trial compared hospital at home as 

an alternative to inpatient care for home-based older people requiring treatment for 

pneumonia, exacerbation of chronic heart failure, exacerbation of chronic obstructive 

pulmonary disease (COPD) or cellulitis. Results showed hospital at home programmes 

resulted in reduced stress for family members, and the burden of care did not appear to 

shift from hospital staff to family members (Leff et al., 2008). In agreement, a randomised 

controlled trial compared hospital at home patients with hospital care, and investigated 

carer satisfaction. Results showed carers in the hospital at home group did not report 

greater burden (Wilson, Wynn, & Parker, 2002). Both Leff et al. and Wilson et al. also 

found patients and family members reported greater satisfaction for hospital at home care 

when compared with traditional hospital care. 

 

2.16 Early supported discharge 

Early supported discharge schemes provide community based services for people leaving 

hospital who require care which would otherwise prolong their length of stay. In general, 

the services are short-term, require less specialist input than hospital at home schemes, 

but are more intensive than usual home care. Interventions are often both hospital and 

home-based (Ministry of Health, 2004a; Wainwright, 2003). A number of previous studies 

have incorporated early supported discharge schemes; this section will present more 

specific trials of early supported discharge and supported discharge programmes. 

 

A systematic review assessed supported discharge post-hospitalisation for older people 

compared with usual support, identifying nine randomised or quasi-RCT studies published 

up to the end of 1997 (Hyde, Robert, & Sinclair, 2000). The authors stated these studies 

were not bias free and results should be interpreted with caution. The review deduced with 

‗relative certainty‘ that supported discharge increased the proportion of people at home, 

may result in reduced admissions to institutional care, and did not affect mortality six to 12 

months post-admission. However, the overall effectiveness of supported discharge was 

uncertain due to inconclusive evidence regarding hospital admissions, function status, 

patient and carer satisfaction. An earlier systematic review from 1981 to 1994 of people 

with chronic conditions and frail older people identified 17 controlled trials (Bours, 
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Ketelaars, Frederiks, Abu-Saad, & Wouters, 1998). Similarly, the majority of these studies 

were of poor methodological design and results did not demonstrate any clear benefits in 

favour of supported discharge post-hospitalisation. There was limited evidence supporting 

cost benefit and improved quality of care. In contrast, a systematic review of evaluative 

research reported early supported discharge schemes do not disadvantage older people in 

relation to mortality or hospital readmission, while costs do not appear to increase and may 

be reduced (Parker et al., 2000). Furthermore, benefit may exist with the number of older 

people returning home and remaining there. 

 

Other trials have reported more conclusive evidence, particularly regarding the cost of 

supported discharge schemes. Lim, Lambert, and Gray (2003) undertook a prospective 

multi-centre RCT evaluating a supported discharge scheme involving coordinated 

community services through a Post-Acute Care (PAC) programme for older people 

discharged from hospital (intervention) compared with usual discharge planning (control). 

Between the PAC and control groups no difference in mortality or unplanned readmissions 

was found. At one month follow-up, patients in the PAC group demonstrated significantly 

higher quality of life scores and utilised significantly fewer hospital bed days over the six 

months post-discharge. Furthermore, total costs, including hospital care, community 

services and the PAC programme, were lower in the PAC than the control group. A recent 

study examined early supported discharge by reviewing hospital admissions due to 

exacerbations of COPD over a one year period (Ringbaek, Nielsen, Admasu, & Lange, 

2008). The authors were unable to determine whether this scheme reduced the length of 

time in hospital, although income and costs related to early supported discharge appeared 

to balance. 

 

2.17 Residential care 

Internationally, there are various terms for residential care. In the UK, NZ ‗rest home‘ level 

care is not provided in an institutional setting. Residential care is often referred to as ‗care 

homes‘, ‗residential care homes‘ or ‗nursing homes‘. These establishments provide support 

for people with very high needs. The Care Standards Act (United Kingdom Parliament, 

2000, p. 2) defines a care home as “an establishment providing accommodation, together 

with nursing or personal care, for persons who are or have been ill, dependent on alcohol 
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or drugs, have or have had a mental disorder, or are disabled”. In addition, an 

establishment is not deemed a care home if it is a hospital, independent clinic or children‘s 

home.  

 

In the US, a residential care facility is commonly termed a ‗nursing home‘. The US National 

Institute on Aging describes a nursing home as a place providing 24-hour care for people 

who can‘t manage at home, but do not require inpatient hospital care. Delivery of care in 

nursing homes varies. A number are similar to hospitals and provide medical care, 

physical, speech and occupational therapy; others aim to be more ‗like home‘ with no fixed 

daily schedule. Some nursing homes have special care units for people with dementia (US 

National Library of Medicine & National Institutes of Health, 2008c). The US also has 

assisted living facilities for older people with low to moderate needs. The Assisted Living 

Federation of America defines assisted living as: 

“a special combination of housing, personalised supportive services, and 
health care designed to respond to the individual needs of those who require 
help with activities of daily living. Assisted living care promotes maximum 
independence and dignity while encouraging the involvement of a resident's 
family, neighbours, and friends” (Gorshe, 2000, p. 20). 

 

Inhabitants usually have their own units or apartment, but more services are offered than in 

a retirement facility (Gorshe, 2000). These facilities provide support for people who do not 

require the intensive nursing home level of care, but need assistance with activities such 

as dressing, personal cares, toileting or eating (US National Library of Medicine & National 

Institutes of Health, 2008a). 

 

A number of studies have reported negative outcomes associated with residential care. 

One study of residents in a nursing home (n=158) found over 30 percent reported a decline 

in physical activity since admission (Ruuskanen & Parkatti, 1994). This was especially 

pertinent for elderly women, as physical activity in older women was associated with higher 

contentment and fewer depressive symptoms, indicating the importance of physical activity 

to mental wellbeing. A longitudinal study of older people admitted to nursing homes found 

the probability of dying was 2.74 times greater compared to those who remained in the 

community (Wolinsky, Callahan, Fitzgerald, & Johnson, 1992). NZ statistics from 1999-

2000 revealed 20 percent of people admitted to residential care survived less than three 
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months, and 40 percent survived less than 12 months (Ministry of Health, 2002c). It also 

appears there may be an association between residential care and an increased risk of 

falls. Falls cause substantial morbidity, immobility and mortality, particularly for older 

people living in nursing homes. Consequently, due to the high incidence of recurrent falls in 

residential care, there is greater probability of a resulting injury (Rubenstein, Josephson, & 

Robbins, 1994). A NZ study found older people living in residential care were almost four 

times more likely to sustain a hip fracture compared to home-based older people (Norton et 

al., 1999). A prospective study over six years identified key determinants for older people 

entering residential care (Branch & Jette, 1982). Five variables were significantly related to 

institutionalisation, including advancing age, use of ambulatory aids, living alone, mental 

disorientation, and assistance to perform IADL.  

 

In recent years, both the US and UK have shown residential care occupancy rates for older 

people have been falling (Department of Health, 2002; Lakdawalla et al., 2003). However, 

it is forecast by 2020 there will be an increase in the prevalence of older people in nursing 

homes due to the rising prevalence of disability as younger cohorts reaching 65+ years 

(Bhattacharya et al., 2004; Lakdawalla et al., 2003). Stone (2000) concurs; due to the 

ageing population there will be a shift from acute hospital care, resulting in an increase in 

long-term residential care of older people. The United Nations also envisage an increased 

demand for long-term care as the proportion of older people rises and their health 

deteriorates with age (United Nations, 2007). Correspondingly, a recent study from the US 

discovered despite decreased demand, over the past 30 years residential care prices have 

increased at a higher rate than inflation (Stewart, Grabowski, & Lakdawalla, 2009). 

Moreover, growth in prices was expected to continue as the demand for residential care 

increases due to the baby boom cohort ageing. Based on the ageing population and 

increased numbers of dependent older people (60+ years), an Australian study predicted 

an overall shortage of residential care from the year 2000. In particular, a shortfall of 

nursing home beds was probable for highly dependent older people, particularly between 

2006 and 2016 (Gibson & Liu, 1996). Of note, predictions were based on current utilisation 

trends and the assumption that age and sex-specific levels of severe disability would not 

change significantly up to 2021. Similarly, in the UK, one study predicted the number of 

older people receiving long-term residential care would increase by approximately 65 
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percent between 1996 and 2031 (Wittenberg & Pickard, 2001). Forecasts assumed 

unchanged trends of care, stable relationship between utilisation of informal care, age, 

dependency levels and household composition. In addition, projections were very sensitive 

to assumed future dependency rates for older people. In contrast, Manton (2003) believes 

nursing home utilisation will continue to decline, largely due to a reduction in the 

prevalence of severe cognitive impairment, which is a main driver of residential care. 

Manton highlights studies which illustrate the rate of decline in severe cognitive impairment 

and suggests this will continue as a result of education, enhanced knowledge and 

improved interventions. Based on the ageing population, a UK study projected the number 

of older people in residential care homes or nursing homes would increase by 

approximately 23 percent between 2000 and 2020, with potential for demand to be greater 

than supply (Department of Health, 2002). These forecasts were extremely sensitive to the 

interaction between home care services and residential care. Further analysis revealed if 

care shifted to greater home care utilisation, the projected demand for residential beds 

would approximately halve. This observation is particularly pertinent to the present study 

which is seeking to evaluate the impact of a new home care service.  

 

In NZ, approximately six percent of older people move into residential care and the 

probability increases with age. In 2001, 1.8 percent aged 65 to 74 lived in residential care, 

compared with 5.9 percent for the 75 to 84 age group and 27 percent of the 85+ age 

group. Despite the small percentage of older people in residential care, in 2002-03 more 

than 50 percent of disability support service expenditure went to this area. In line with other 

developed countries, NZ‘s ageing population is increasing the demand for residential care 

and there are concerns demand will outgrow supply. Bed day utilisation for residential care 

from 1996-97 and 2003-04 revealed rest home care remained relatively constant, while 

secure dementia facility and especially continuing-care hospital bed days increased at a 

steady rate. Residential care expenditure shows a similar pattern; continuing-care hospital 

expenditure demonstrated the greatest growth of 25 percent between 1996-97 and 2002-

03, while rest home expenditure remained relatively constant over this period and secure 

dementia facility expenditure increased 11 percent from 2001-02 to 2002-03. These trends 

of utilisation may reflect postponed entry to residential care and consequent increased 

levels of disability or frailty (Ministry of Health, 2003a, 2004b).  
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Due to the negative outcomes associated with residential care, the ageing population and 

increasing numbers of older people, viable alternatives are essential (Hokenstad, 2005). 

Consequently, home care services are increasingly being examined to support the long-

term care needs of older people. 

 

2.18 Home care services 

A systematic review, identifying 26 studies, examined the definition of home care (Thome, 

Dykes, & Hallberg, 2003). The reviewers found home care aims to improve quality of life, 

increase functional ability and/or maintain independence, allowing the person to remain at 

home. Through assessment, support is determined by the patient‘s needs, and hospital 

care is minimised by assisting the individual at their home. Globally, home care services 

are commonly termed ‗home care‘. A report prepared for the WHO defined home care as: 

“the provision of health services by formal and informal caregivers in the 
home in order to promote, restore and maintain a person‟s maximal level of 
comfort, function and health including care toward a dignified death. Home 
care services can be classified into preventive / promotive, therapeutic, 
rehabilitative, long-term maintenance and palliative care categories” (Havens, 
1999b, p. ix). 

 

In the UK, home care services are often referred to as home care or domiciliary care 

agencies defined by the UK Care Standards (United Kingdom Parliament, 2000, p. 2) as: 

“an undertaking which consists of or includes arranging the provision of 
personal care in their own homes for persons who by reason of illness, 
infirmity or disability are unable to provide it for themselves without 
assistance”. 

 

In the US, home care services are often referred to as home care or personal assistance 

services (Kaye, Chapman, Newcomer, & Harrington, 2006). In NZ, home care services 

provide personal care and household management to promote and maintain the 

independence of older people living at home (Ministry of Health, 2003a).  

 

A number of the intermediate care studies described in this section have incorporated 

home care services. There is limited evidence of home care without specific mention of 

programmes such as rapid response teams, rehabilitation, hospital at home, or supported 

discharge. A few more general trials of home care are explored here.  
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Some studies have revealed home care services demonstrate no health outcome benefits 

or may result in negative effects. A review of acute home care for adult patients with hip 

fracture, hip replacement, chronic obstructive respiratory disease (CORD), hysterectomy or 

knee replacement identified four studies which met their inclusion criteria (Soderstrom, 

Tousignant, & Kaufman, 1999). No differences were found for patient or caregiver health 

outcomes when comparing home care with hospital care. Home care revealed overall cost 

savings for hip fracture patients, but was more expensive for hip and knee replacements. A 

synthesis of long-term care studies for older people showed 17 of 32 (53 percent) studies 

reported that paid help increased the likelihood of entering residential care (Miller & 

Weissert, 2000). In addition, ten of 15 (67 %) studies indicated that paid help may increase 

the risk of mortality. However, this study was critiqued as many of the reviewed trials were 

limited in study design, sample size and length of follow-up (Albert, Simone, Brassard, 

Stern, & Mayeux, 2005). 

 

Despite results of these two studies, a number of trials have found positive outcomes 

associated with home care services. A meta-analysis of 20 home care trials, including 

skilled home care models, home health aide programmes and hospice programmes, found 

a significant reduction in hospital days due to home care (Hughes et al., 1997). However, 

effect sizes were small to moderate and results were based on few trials. A more recent 

prospective study investigated adequate home care and hospital readmission of older 

people with congestive heart failure (n=253) (Proctor, Morrow-Howell, Li, & Dore, 2000). 

Adequate home care was determined by patient-perceived adequacy of formal and 

informal assistance. Findings revealed older people with adequate home care experienced 

significantly reduced rates of hospital readmission. Given the findings were based on 

patient-perceived responses results from this trial may have been strongly related to self-

efficacy. A US study (n=288) explored a home care program providing personal care and 

housekeeping assistance, as well as regular nursing assessments for older people (Albert, 

Simone, Brassard, Stern, & Mayeux, 2005). For older people with ADL disability, use of the 

home care program was associated with a significantly reduced risk of death. This 

indicated a supportive home care service for vulnerable older people can reduce mortality 

risk. The authors proposed these findings may be due to older people who receive home 

care undertaking greater utilisation of medical services and specific features of home care 
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which may reduce the likelihood of health problems. In addition, survival benefit appeared 

to be linked with program participation rather than additional hours, suggesting the 

attributes within the program rather than delivery of additional formal hours are beneficial. 

A study in Italy (n=252) investigated a home health care programme offering integrated, 

flexible and client-centred services for frail older people (Di Gioacchino et al., 2004). 

Assessments were undertaken at baseline and at one year. Findings revealed the home 

care programme prevented deterioration of cognitive performance and functional ADL and 

EADL performance. Substantial improvements in mood disorders were also found. 

 

2.19 Summary 

Many older people have complex health needs and these needs increase with age. 

However, in many developed countries health care is confusing to access and often 

fragmented. In response, a continuum of care for older people has been proposed which 

aims to provide an integration of coordinated health services offering effective support to 

maintain health and reduce the impact of illness or injury. Within this continuum of care, a 

number of services exist and relevant studies have been presented. There is evidence to 

support specialist inpatient services for older people, although due to rising demand and 

cost, future sustainability is an issue. Intermediate care provides alternatives to inpatient 

care for older people. It aims to prevent unnecessary hospitalisation and reduce blocking of 

acute hospital beds. In general, evidence of the clinical outcome benefits and cost-

effectiveness of intermediate care schemes is diverse, largely due to limited robust 

evidence. There are numerous studies reporting the negative outcomes associated with 

residential care and widespread awareness that older people do not wish to be 

institutionalised. Furthermore, some predict demand may outstrip supply due to the ageing 

population, although such forecasts were based on current trends, and sensitive to the 

relationship between residential care and home care. Despite some mixed results, there 

appears sound evidence supporting positive outcomes related to home care services in 

comparison to inpatient and residential care. In order to fully facilitate ageing in place for 

older people, transformation to improve the quality of home care services and create 

sustainability is necessary. These concerns as well as the demand and cost of home care, 

will be explored in later sections of this literature review.   
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Part 3 – Ageing in place  

This section of the literature review outlines the shift from residential care to ageing in 

place. Older people‘s desire to remain at home and the positive outcomes of ageing in 

place are described. The effects on older people relocating are explored and issues of 

social isolation are summarised, as well as literature on the costs associated with ageing in 

place. Consequential rising demand and negative health outcomes for informal carers are 

investigated. Finally, the significant growth of home care service demand and expenditure 

in developed countries is presented. 

 

Internationally, the concept of ageing in place is increasingly used in response to an ageing 

population. In NZ, ageing in place has been defined as “the ability of make choices in later 

life about where to live, and receive the support to do so” (Dalziel, 2001, p. 10). Invariably, 

this concept refers to the older person‘s ability to remain community dwelling, including 

within retirement villages, although residential care is specifically excluded. Research 

repeatedly points to the link between an older person‘s place of residence and quality of 

life (Grant, 2006), health and wellbeing (Crane, 1999), and sense of independence 

(Keeling, 1999). Social contact and sense of control over daily life have been identified as 

important needs for older people (Netten et al., 2002). Marek and Rantz (2000) state older 

people desire independence and quality of life. Ageing in place aims to meet these 

pertinent needs of older people. Home care services support older people to age in place, 

while receiving assistance to manage chronic illnesses, maintain independence for as long 

as possible, and retain social connections with family and friends (Marek & Rantz, 2000; 

Rantz, Marek, & Zwygart-Stauffacher, 2000). Two strategies have been implemented in NZ 

to help support older people to remain at home; the NZ Positive Ageing Strategy (Dalziel, 

2001) and the Health of Older People Strategy (Ministry of Health, 2002d). Similarly, the 

UK‘s National Framework for Older People has a key focus on person-centred care, 

promoting health and independence, and fitting services around older people‘s needs 

(Department of Health, 2001). The framework aims to increase independence, reduce 

unnecessary hospital admissions, and decrease premature admission to residential care.  
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2.20 Ageing in place; value, context and evidence 

In general, the majority of older people prefer to age in place as illustrated in a study by 

Oswald (1994) which comprised interviews with 84 older people (62 to 92 years) who were 

healthy or suffered severe mobility impairment. He found that for both groups, the general 

meaning of home was an important factor in why older people wish to age in place. 

Structured interviews with ten older people living in their own homes revealed the valuable 

familiarity of home (Rosel, 2003). Other studies have shown older people do not want 

placement in institutional care, and try to avoid this. A cohort study evaluated seriously ill 

hospitalised adults‘ willingness to live permanently in institutional care (n=3262) (Mattimore 

et al., 1997). Findings showed 67 percent of patients were ‗somewhat unwilling‘, ‗very 

unwilling‘ or would ‗rather die‘ than permanently live in a rest home. Furthermore, older age 

was independently related to less willingness to live permanently in a rest home. A recent 

NZ study explored older people‘s (n=131) decision making and satisfaction when entering 

residential care. Findings revealed 71 percent of older people who moved into residential 

care were unhappy with their decision to move, while 73 percent of older people, who had 

the option of relocating to residential care but who chose to remain at home, were happy 

with their decision (Jörgensen, 2006). 

 

Research has demonstrated favourable results regarding clinical outcomes for older 

people ageing in place. A study of an ageing in place intervention, which involved nurse 

coordination of home care, matched 78 ageing in place older people with 78 rest home 

residents on admission period, ADL, cognitive status, and age (Marek et al., 2005). The 

ageing in place group demonstrated an improvement in all clinical outcomes (cognition, 

depression, ADL function, and incontinence) when compared to the residential care group. 

In addition, all outcome scores deteriorated for the residential care group, but stabilised or 

improved for the ageing in place group. However, this type of case control study design 

may have resulted in selection bias. A recent small study (n=29) in Hong Kong compared 

home care, residential care and private housing for older people (Chan & Pang, 2007). 

Interviews and surveys with older people, family members and healthcare professionals 

demonstrated favourable results for home care in terms of acquiring dignity, autonomy, 

family integrity and social sustainability. In Israel, a flexible ‗supportive community 

programme‘ has been widely implemented. It aims to meet the needs of older people not 
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met by other services, supporting individuals to age in place (Berg-Warman & Brodsky, 

2006). The programme provides medical services, an emergency call switchboard, a 

neighbourhood facilitator and social activities. An investigation revealed, of the programme 

users surveyed, 80 percent were satisfied with the overall programme, two thirds reported 

increased personal security, while one quarter reported the programme enabled them to 

remain at home. The authors concluded this programme was cost-effective and maintained 

quality of life by meeting older people‘s essential needs. 

 
Despite the many benefits of ageing in place, a NZ study revealed a large number of older 

people unnecessarily being referred for residential care. The study investigated referrals 

requesting rest home or private hospital placement for older people, and was undertaken 

over a three month period (Wilkinson & Sainsbury, 1992). Results demonstrated, of the 

total 158 patients referred to residential care, 42 percent were managing in their own home 

at the six month follow-up. The authors concluded many older people can manage at home 

for longer than perceived by the referring doctor. Of note, this study was conducted some 

time ago and contrasting results may be observed if undertaken in the present day due to 

subsequent Government strategies promoting ageing in place. 

 

2.21 Relocation of older people 

In many cases, as older people‘s health deteriorates, they are moved to different locations 

and services which meet their needs (Rantz, Marek, & Zwygart-Stauffacher, 2000). 

Research has primarily shown residential relocation of frail older people between settings 

as their health care needs increase can result in deterioration of mental and physical 

function; although some trials present contradictory results. A few studies have 

investigated Relocation Stress Syndrome (RSS) with varying results. RSS describes the 

physiological and/or psycho-social disturbances due to transfer from one environment to 

another (Taber's Cyclopedic Medical Dictionary, 2009). Of those older people diagnosed 

with RSS, 80 to 100 percent will exhibit the main defining factors of anxiety, confusion, 

depression, apprehension and loneliness (Manion & Rantz, 1995). It has been alleged 

relocation stress syndrome is a current issue (Melrose, 2004; Morse, 2000). In agreement, 

Kao et al. (2003) stated older people may start to experience RSS pre-institutionalisation, 

but adverse psychological outcomes will be heightened immediately post-relocation. In 
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contrast, a recent study interviewed 16 older people transitioning from their primary 

residence to residential care for symptoms of RSS (Walker, Curry, & Hogstel, 2007). 

Results failed to show signs of RSS, with the authors concluding the incidence of this 

syndrome may be overestimated. However, results may have been skewed by participant 

self-selection and convenience sampling.  

 

One review of literature examined relocation of older people, identifying 78 studies 

between 1970 and 1999 (Castle, 2001). Authors reported results were mixed. A number of 

studies revealed negative outcomes of relocation including mortality, morbidity, 

psychological and social changes. Some trials reported successful relocation, due to 

factors including relocation teams, assessment tools and the environment to which an 

older person is relocated. Interestingly, Rantz et al. (2000) argues ageing in place avoids 

the negative consequences of relocation, as the focus shifts from the place of care to the 

type of care. 

 

2.22 Social isolation 

It is well recognised social relations are crucial to good quality of life and psychological 

wellbeing (Andersson, 1998; Victor, Scambler, Bond, & Bowling, 2000). One study found 

older people rated relationships with family and friends as the second most important area 

of life after health (Bowling, 1995). Similarly, a qualitative study of older people living at 

home discovered social contacts appeared as important to quality of life as health status 

(Farquhar, 1995). Social isolation has been defined as having minimal contact with family 

or the wider community (Wenger, Davies, Shahtahmasebi, & Scott, 1996). Victor et al. 

(2000) undertook a review of loneliness and social isolation for community dwelling older 

people and reported an individual‘s level of social isolation has been recognised as 

strongly linked to the nature of their social networks.  Social networks have been defined 

as encompassing everyone that a person knows or interacts with on a regular basis. This 

can include relatives, friends and work colleagues (Andersson, 1998). Home-based older 

people are potentially at risk for social isolation. Physical illness or disability may result in 

loss of independence, which possibly impedes participation in social activities and causes 

social isolation (Dwyer, Gray, & Renwick, 2000).  
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Social isolation and loneliness are often grouped together despite no evidence of a causal 

relationship, although there may be an association (Victor, Scambler, Bond, & Bowling, 

2000; Wenger, Davies, Shahtahmasebi, & Scott, 1996). Loneliness is defined as: 

“an enduring condition of emotional distress that arises when a person feels 
estranged from, misunderstood, or rejected by others, and/or lacks 
appropriate social partners for desired activities, particularly activities that 
provide a sense of social integration and opportunities for emotional intimacy” 
(Rook, 1984, p. 1391). 

 

Victor et al. (2000) found most estimates indicate the majority of older people are not 

socially isolated or lonely, although self-reported data may be under-represented due to 

the stigma associated with being labelled lonely. Conversely, a review of loneliness by 

Andersson (1998) reported there appears to be an increase in loneliness for those aged 75 

years or older. The relationships between social isolation, loneliness and living alone are 

multi-faceted. A large social network does not imply the absence of loneliness and vice 

versa (Victor, Scambler, Bond, & Bowling, 2000). It is well recognised that loneliness and 

social isolation occur more commonly for older people who live alone. Despite there being 

a clear relationship between living alone and isolation, living alone is not inevitably 

synonymous with loneliness or isolation (Andersson, 1998; Victor, Scambler, Bond, & 

Bowling, 2000). It is likely that the number of older people living alone will increase due to 

predicted rise in the older population (Victor, Scambler, Bond, & Bowling, 2000), resulting 

in increased risk of social isolation and loneliness.  

 

Social support has been linked to positive health outcomes for older people. One study of 

community dwelling older people found that being entrenched in a social network of 

relatives and friends was associated with a significantly reduced risk of ADL disability and 

enhanced recovery from ADL disability (Mendes de Leon et al., 1999). In addition, a review 

of literature identified that good social support was related to cardiovascular, endocrine and 

immune system health benefits (Uchino, Cacioppo, & Kiecolt-Glaser, 1996). Not 

surprisingly, research has identified negative health consequences related to social 

isolation and loneliness. Depression has been found to exhibit a strong correlation to social 

isolation and in particular loneliness (Andersson, 1998; Hintikka, Koskela, Kontula, 

Koskela, & Viinamaki, 2000). Furthermore, social isolation has also been identified as a 

significant risk factor for mortality (House, Landis, & Umberson, 1988; Seeman et al., 
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1993). A review of loneliness and older people discovered a number of research articles 

have established a relationship between loneliness and poor health (Donaldson & Watson, 

1996). A recent study of home-based Italians aged 60 years and over revealed a low 

frequency of interactions with friends was associated with reduced quality of life, measured 

by mental and physical scores (de Belvis et al., 2008). In addition, poor physical health was 

associated with a low frequency of interactions with relatives. Another study found reduced 

social support was significantly associated with residential care admission (Wilkins & 

Beaudet, 2000). Grundy (2006) emphasised older people with poor social networks are 

vulnerable and in light of the literature presented, it is important to recognise that older 

people ageing in place may be at risk of social isolation and the associated issues. 

 

2.23 Funding ageing in place 

As a result of the ageing population and escalating disability levels, demand for home care 

is rising globally (Fleming & Taylor, 2007; Havens, 1999a). The cost of home care 

becomes particularly pertinent when considering that with increased demand, 

fundamentally, there is a rise in expenditure. Indeed, in recent years, there has been 

substantial increases in home care expenditure in the UK (The Information Centre, 2007), 

US (Kaye, Chapman, Newcomer, & Harrington, 2006) and NZ (Ministry of Health, 2003a). 

Consequently, the cost-effectiveness of home care, often compared with the cost of 

residential care, has received increasing attention. However, research examining cost-

effectiveness appears to provide mixed results with no conclusive evidence.  

 

Miller and Weissert (2000) claim home care services have failed to meet expectations as a 

replacement for residential care, and one of the reasons cited appears to be as a 

consequence of the additional associated costs of home care services. The authors state 

that a failure to divert those at risk of institutionalisation to the community, coupled with low 

need individuals being added to existing home care services, is resulting in expanding 

numbers and creation of additional costs. Interestingly, more recent trends in the UK 

contradict this observation, as eligibility criteria for home care is being introduced and as a 

result the actual number of home care users has decreased. Therefore, trends revealing 

increasing cost are reflective of the more intensive home care services provided to those 

with higher needs (Patmore, 2003; The Information Centre, 2007). 



Chapter 2: Literature review 

49 

In a review of 15 studies, Hollander and Chappell (2002) claimed ‗fairly solid‘ evidence 

home care services were a cost-effective alternative to residential care. Home care costs 

were considerably less for those who remained at the same level and type of care for six 

months or more, when compared to residential care. As an alternative to hospital care 

results varied and authors declared findings inconclusive. A NZ trial concluded a home 

care intervention for older people with very high and complex needs was more expensive 

than usual home care (UniServices, 2006). These studies highlight that for older people 

with lower needs home care may be a cost effective alternative, but for those with high and 

complex needs home care is likely to be more expensive. Regardless of cost implications, 

numerous experts worldwide assert it is critical home care receive adequate funding due to 

the meagre quality of current provision (Fleming & Taylor, 2007; Hokenstad, 2005).  

 

2.24 Informal carers 

As the population continues ageing, it is expected the demand for both formal (paid) and 

informal carers will increase (Navaie-Waliser, Spriggs, & Feldman, 2002). Furthermore, it is 

probable informal care of older people has been previously underestimated and an 

increase in the number of married older people, coupled with a reduction in the number of 

widows, may result in greater informal ‗spouse carers‘ (Pickard, Wittenberg, Comas-

Herrera, Davies, & Darton, 2000). In the UK, it has been predicted informal care for home-

based older people may increase by 56 percent between 1996 and 2031 (Wittenberg & 

Pickard, 2001). If the demand for informal care does not equal availability, this could result 

in unmet care needs of older people and increased demand for formal and residential care 

(Stone, 2000; Wittenberg & Pickard, 2001). 

 

Literature repeatedly highlights the majority of informal carers are women and frequently 

aged over 60 years (McCann et al., 2000; Stone, 2000). Tennstedt (1999) in a review of 

literature on informal family care-giving, reported that in the main it is women, invariably 

daughters, who are the informal carers to older people. A large study investigated informal 

carer support for older people (n=1444) living at home or in residential care (Bond et al., 

1999). For home-based older people (n=1127), 78 percent identified a key informal carer 

who provided support with ADL. A total of 38 percent of informal carers were spouses and 

30 percent were daughters of the older person. This study highlighted the significant role 



Chapter 2: Literature review 

50 

family informal carers have in assisting older people to remain at home. Other literature 

corroborates families are the primary source of informal support for older people, enabling 

them to age in place (Dwyer, Gray, & Renwick, 2000; Sacre, 2004; Tennstedt, 1999). 

 

Despite the significance of informal carers in helping older people to age in place, many 

studies have exposed the adverse psychological and physical effects, such as strain and 

decline in health (Mastrian, Ritter, & Deimling, 1996), greater mortality risk compared to 

non-carers (Schulz & Beach, 1999) and depression, with females more at risk than males 

(Gallagher, Rose, Rivera, Lovett, & Thompson, 1989). However, it has been argued a 

number of initial studies of informal carers‘ burden were of those who supported older 

people with dementia. Non-representative samples were identified, and therefore, 

generalisation in the case of all informal carers cannot be made (Tennstedt, 1999). In 

contrast to many of these prior studies, a more recent large meta-analysis (n=569) pooled 

results of three RCT promoting ageing in place in NZ (Parsons et al., 2005). Interestingly, 

results demonstrated for the intervention groups, compared to usual care, informal carer 

stress did not appear to increase, even though additional older people with high and 

complex needs were living at home. This finding may indicate there was appropriate 

support for informal carers, therefore, stress levels did not increase. Despite such results, 

an abundance of literature, including more recent studies, describes the negative physical 

and psychological impact of informal care-giving (Navaie-Waliser et al., 2002; Navaie-

Waliser, Spriggs, & Feldman, 2002; Williams, Forbes, Mitchell, Essar, & Corbett, 2003). 

 

The cost of informal care is pertinent, particularly as this role becomes more significant 

with an ageing population. Various studies suggest that when informal care is taken into 

account, supporting older people at home may not be a cost-effective alternative. A large 

US study (n=7443) examined data from a 1993 nationally representative survey of home-

based older people (70 years or older), investigating time and cost associated with informal 

care-giving. The authors explored data on older people with depression, stroke, chronic 

lung disease, incontinence, diabetes, dementia and cancer (Hayman et al., 2001; 

Hickenbottom et al., 2002; Langa et al., 2001; Langa, Fendrick et al., 2002; Langa, Fultz, 

Saint, Kabeto, & Herzog, 2002; Langa, Valenstein, Fendrick, Kabeto, & Vijan, 2004; Langa, 

Vijan et al., 2002). Findings revealed all outcomes were associated with substantial or 
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significantly higher levels of informal care. The authors concluded informal care-giving for 

older people with these conditions produced an extensive societal economic cost, which 

must be recognised along with the potential for carer burden. In contrast, one of Hollander 

and Chappell‘s (2002) sub-studies explored home care versus residential care, including 

the cost of time for informal carers. Findings showed home care was less expensive than 

residential care. However, home-based older people with higher needs who received more 

than 120 hours per month were excluded from analysis and it is likely these older adults 

would have received more informal care, thus, increasing the cost of home care. An ageing 

population and promotion of ageing in place is resulting in increased dependence on 

informal carers. It is imperative the considerable adverse health effects and cost to these 

carers are considered. What is more, ageing in place is not only increasing reliance on 

informal carers, but raising the demand for home care services. 

 

2.25 Demand for home care services 

A report for the WHO asserts the ageing population will reflect dramatic increases in 

chronic illnesses and disability rates, resulting in escalating functional dependency and 

need for assistance to manage everyday living (Havens, 1999b). Coupled with the rising 

costs of health care and trends towards ageing in place, demand for home care is rising 

rapidly everywhere (Havens, 1999b). Fleming and Taylor (2007) postulate that the 

combined effects of an ageing population, increasingly complex health care needs of older 

people, limited resources and financial constraints are placing further pressure and 

demand on home care. 

 

Countries of the European Union (EU) have demonstrated increasing demand for home 

care services in recent decades. Reasons for this include policy aims of reducing health 

care costs, with a subsequent shift from institutional care to home care. Such aims of 

reducing the length of stay and postponing admission to institutional care has further 

increased demand for home care (van Campen & Woittiez, 2003; World Health 

Organization, 2000). In England, home care demand and expenditure has been rapidly 

increasing and this is expected to continue. A UK study forecast the number of hours of 

home care would increase by 48 percent between 1996 and 2031 (Wittenberg & Pickard, 

2001). Of note; the projections were very sensitive to assumed future dependency rates for 
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older people. Between 2000-01 and 2005-06 the gross annual home care service 

expenditure has risen from £1.9 to almost £2.5 billion; an increase of 32 percent (The 

Information Centre, 2007). Interestingly, comparing trends during the 1990s, fewer people 

currently receive home care services, but those who do are likely to be older and receive 

greater help (Venables, Reilly, Challis, Hughes, & Abendstern, 2006). Data between 2002 

and 2006 revealed the number of contact hours provided increased by 26 percent, while 

the number of households receiving home care reduced by 6 percent. In addition, the 

average number of contact hours per household increased from 8.1 to 10.8 hours, per 

week. During this time period, the proportion of households receiving only one visit per 

week reduced from 19 to 14 percent, while households receiving 6+ visits per week 

increased from 58 to 67 percent. Furthermore, households receiving home care with more 

than five contact hours and six or more visits per week, increased from 41 percent to 50 

percent (The Information Centre, 2007). These trends indicate a reduced number of 

service users, but more intensive home care services are being provided (The Information 

Centre, 2007), reflective of the ageing population and increased disability levels (Patmore, 

2003).  

 

The US has also seen substantial increases in home care expenditure. Between 1987 and 

1995, Medicare expenditure on home care increased almost tenfold and Medicaid 

expenditure more than quadrupled (Kenney, Rajan, & Soscia, 1998). Between 1989 and 

2004 Medicaid (the largest public providers of home care) spending on home care 

increased more than three-fold from 3.3 billion to 14.7 billion (analysis included adjusting 

for inflation in health care costs) (Kaye, Chapman, Newcomer, & Harrington, 2006); the 

number of home-based support workers more than tripled. In particular, rapid growth 

occurred from 1994 to 2004, reflecting the expansion of Medicaid home care programmes 

and positive correlation with workforce increases. The substantial workforce growth may 

have improved access to home care, possibly preventing residential care admissions and 

allowing older people to remain in the community for longer. During this time period 

demand for home care services to provide assistance with ADL increased more than 50 

percent. Furthermore, due to the ageing population, it is expected demand for home care 

will more than double from 13 million in 2000 to 27 million by 2050. Therefore, measures 
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must be undertaken to ensure sustainable home care services (Kaye, Chapman, 

Newcomer, & Harrington, 2006). 

 

In NZ, the majority of older people live at home without assistance, though prevalence 

decreases with rising age. The ageing population is causing increased demand for 

disability support services (Ministry of Health, 2002a). More specifically, demand for home 

care services is predicted to increase dramatically and is currently one of the most rapidly 

growing disability support service areas. Expenditure on home care has risen by almost 50 

percent between 1996-97 and 2003-04 (Ministry of Health, 2003a), reflecting the rise in 

demand due to NZ‘s ageing population and policy shift to ageing in place (Ministry of 

Health, 2003a, 2004b; Wainwright, 2003). Fundamentally, the demand for residential care 

is expected to increase with an ageing population (Stone, 2000; United Nations, 2007), 

although studies purporting such predictions have been strongly based on current 

utilisation trends. With greater use of home care services and a continued shift to ageing in 

place, some predict residential care demand will decrease in the future (Department of 

Health, 2002; Rantz, Marek, & Zwygart-Stauffacher, 2000). An OECD study declared NZ 

home care expenditure in 2000 was 17.7 percent of total long-term care expenditure; well 

short of the 30.4 percent OECD average (Organisation for Economic Co-operation and 

Development, 2005). Of note, there has been an increase in home care funding since the 

year 2000; nevertheless, NZ has an over-reliance on residential care facilities and it 

appears the shift towards home care services is lagging behind other OECD countries 

(Booth, Miller, & Mor, 2007). Government strategies, such as those promoting ageing in 

place, will have a substantial influence on future long-term care demand (Cornwall & 

Davey, 2004). Rather than increasing the number of residential facilities to meet the 

demands of an ageing population, support for ageing in place must continue with increased 

use of home care services assisting older people to remain living at home for as long as 

possible. If residential care is required, the focus should be on prompt provision and a high 

quality service. 

 

2.26 Summary 

Numerous Government policies in developed countries, including NZ, are declaring a shift 

from residential care to supporting older people and ageing in place. It is widely recognised 
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older people prefer ageing in place and a number of studies report positive outcomes 

associated with this; furthermore, the negative effects of older people relocating, 

particularly to residential care, are well-known. It must be acknowledged, particularly for 

older people living alone, there may be an increased at risk of social isolation. It is forecast 

the ageing population and continued shift to home care will place increased demand on 

informal carers. Extant literature highlights the considerable stress, burden and associated 

negative health effects which can occur as a result of informal care-giving. Research has 

demonstrated greater demand for residential care as well as home care. As ageing in 

place policy continues there may be a steadying of residential care utilisation and increase 

in home care services. 
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Part 4 – Quality improvement of home care services 

The final section of this chapter begins by examining drivers for organisation change and 

current provision of home care services, both internationally and within NZ, highlighting the 

need for quality improvement. Relevant literature relating to a restorative care approach to 

home care is presented, followed by discussion of a systems perspective to quality 

improvement, continuous quality improvement (CQI) and the Baldridge health care criteria. 

 

Quality is defined by the Institute of Medicine as ―the degree to which health services for 

individuals and populations increase the likelihood of desired health outcomes and are 

consistent with current professional knowledge‖ (Lohr, 1990). Quality improvement can be 

given numerous terms, though primarily comprises the characteristics displayed in Table 2-

3 (McLaughlin & Kaluzny, 2006, p. 3). 

 

Table 2-3: Quality improvement characteristics 

Quality improvement characteristics 

A link to key elements of the organisation‘s strategic plan 

A quality council made up of the institution‘s top leadership 

Training programmes for personnel 

Mechanisms for selecting improvement opportunities 

Formation of process improvement teams 

Staff support for process analysis and redesign 

Personnel policies that motivate and support staff participation in process improvement 

 

The NZ MoH states quality improvement includes:  

“an explicit concern for quality, vested in teams; the viewing of quality as the 
search for continuous improvement; an emphasis on improving work 
processes to achieve desired outcomes; and a focus on developing systems 
and investing in people to achieve high-quality health outcomes” (Ministry of 
Health, 2003b, p. 3). 

 

2.27 Drivers of organisational change 

Dunphy, Griffiths, and Benn (2007) emphasise sustainability is desired by organisations 

largely due to the fact it is intricately linked with business success. Furthermore, 

organisational drivers of change are increasingly factors which create social and ecological 
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sustainability. When assessing performance, more than financial success is desired and 

value is being placed ever more on strategies that enhance human capabilities (Dunphy, 

Griffiths, & Benn, 2007). Organisational change can transpire in a number of diverse forms 

(Zhou, Tse, & Li, 2006) and literature purports a variety of drivers. A survey conducted in 

China (Zhou, Tse, & Li, 2006) identified three drivers of organisational change: motivation 

to change (past performance); opportunity to change (company‘s location and market 

orientation); and capability to change (company‘s ownership, manager attitude and leader 

charisma). BEA10 Systems (2007), world leaders in enterprise infrastructure software, 

sponsored research surveying 330 respondents throughout 11 European countries about 

organisational change. Findings emphasised three fundamental and crucial drivers for 

organisational change. Innovation (the ability to successfully exploit new ideas) was 

identified as the main driver, followed by requirement for cost savings and business agility. 

 

Within health care, comparable drivers of change have been identified. Worldwide it is 

recognised Governments are under pressure to improve the quality of care and create 

more cost-effective health services, and a broader range of driving forces are emerging 

(Kuhlmann, 2008). A large survey in Sweden of primary health care centres (n=958) and 

clinical hospital departments (n=1355) revealed the main driver of organisational 

improvement was work environment problems, including staff and administration needs 

(Olsson, Kammerlind, Thor, & Elg, 2003). External drivers, such as patients, policies and 

Government initiatives, demonstrated less importance. Another study explored drivers of 

change for National Health Service (NHS) health care providers merging in England (Fulop 

et al., 2005). The following six stated drivers were identified: internal management cost 

savings; safeguarding specialist units and guaranteeing service developments; ensuring 

the quality and level of service in light of external policy drivers; improve conditions and 

career prospects for staff, and address recruitment and retention problems; the need for 

reconfiguration of community and mental health trusts through closer cooperation and 

collaboration with local Government; and the need to support primary care development for 

community trusts. Three broad unstated drivers were also identified: addressing 

managerial deficits: addressing financial deficits; local and national political context. In light 

                                                           
10 Acronym for Bill Coleman, Ed Scott, and Alfred Chuang, the founders of the company 
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of recent literature, drivers of organisational change appear vast and diverse. Interestingly, 

cost-effectiveness is a common driver, but often not the main influence. 

 

2.28 Current delivery of home care services 

Despite the benefits of ageing in place, the ageing population will increase pressure on 

home care. Timely access to quality health services is necessary for older people to age in 

place as this will enhance health and wellbeing, and facilitate improved quality of life; 

resulting in reduced overall cost of health care (Cornwall & Davey, 2004). Historically, 

effective development and provision of home care services has been inherently difficult. 

This section will outline current provision of home care services internationally and 

highlight underlying issues. 

 

Terminology and provision of home care varies between countries. In most countries of the 

European Union (EU), home care services are provided by Government agencies based 

on the individual needs of clients (van Campen & Woittiez, 2003). In the UK, home care 

services can be provided by Government social services or outsourced from the 

independent sector. Traditionally, standard long-term home care for older people has been 

provided by social services. More recently, there has been a shift, with the independent 

sector increasingly being sourced to provide this type of care and social services providing 

more specialised home care (Drake & Davies, 2006; Drake & Davies, 2007; Patmore & 

McNulty, 2005a). In the US, public funding for home care is provided via Medicare or 

Medicaid programs. Medicare is a federal health insurance program for people aged 65 or 

older, some disabled people under 65 years, and people of all ages with end-stage renal 

disease. This is an entitlement program rather than based on need. Most are automatically 

eligible when turning 65 years because the individual or spouse paid via employment 

taxes. Medicaid is a joint federal and state program available to certain individuals and 

families with limited income and resources. Each state sets its own guidelines regarding 

eligibility and services. Medicaid makes payments directly to health care providers rather 

than the individual (Centers for Medicare and Medicaid Services, 2008). For eligible 

individuals, Medicaid is the primary source of public funding for home care (Hokenstad, 

2005; Kaye, Chapman, Newcomer, & Harrington, 2006). In NZ, home care services are 
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largely provided via Government disability support services for those meeting eligibility 

criteria. A number of private agencies also provide assistance. 

 

The issues observed within NZ in relation to home care, namely regarding workforce 

problems (Wainwright, 2003), are not unique and also cited in international literature. A 

review of international literature on home care prepared for the WHO highlighted a number 

of problems (Havens, 1999a, 1999b). Havens found high support worker turnover rates, 

use of sick leave and requests for shift changes; claiming these findings indicated 

inadequate or complete absence of support. A lack of employment stability was evident, 

contributing to reduced continuity of care, which affected both service users and providers. 

The report emphasised current staffing issues are largely related to inadequate training.  

 

A recent cross-sectional observational study, comprising 4007 randomly selected older 

people receiving home care services in 11 European countries, explored quality indicators 

for home care (Bos et al., 2007). Quality varied considerably between and within countries. 

Across Europe, the most common quality problems identified were ‗rehabilitation potential 

in ADL and no therapies‘ and ‗inadequate pain control‘. The Czech Republic, Italy and 

Germany demonstrated the greatest prevalence of undesirable outcomes. The authors 

commented on the main quality problem identified, stating this reflected many European 

home care agencies not providing exercise or physical therapies. This is largely initiated by 

GP‘s, although future home care health professionals may be required to identify such 

needs in home-based older people.  

 

Fleming and Taylor (2007) state home care services in the UK are under increased 

pressure due to growing numbers of older people, combined with limited resources and 

financial restraints. Community dwelling older people have increasingly complex health and 

care needs, which must be reflected in the training and working conditions of support 

workers. Difficulties with recruitment and retention of support workers are recognised as 

serious issues for home care, with potential negative repercussions for home-based older 

people. A study of home-based support workers in Northern Ireland by Fleming and Taylor 

(2007) found the key factors for considering leaving and job dissatisfaction were irregular 

and anti-social hours, lack of management support, and workload pressures. Despite the 
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cost implications associated with changing home care services, transformation is required 

to provide a quality service comprising a skilled workforce and meeting the needs of older 

people in a timely manner (Fleming & Taylor, 2007). The National Minimum Standards for 

domiciliary care were developed in response to England‘s Government policy objectives to 

support people with complex health and personal care needs to live in their own home, and 

rapidly evolving home care services (Department of Health, 2003). Prior to these 

standards, home care services were not regulated. The standards require home care 

agencies to adhere to numerous indicators concerning person-centred care, protection of 

users and workers, and providers operating within defined standards (Venables, Reilly, 

Challis, Hughes, & Abendstern, 2006). Post development of these standards, a study in 

North West England investigated the quality of generic home care services via postal 

surveys of providers (Venables, Reilly, Challis, Hughes, & Abendstern, 2006). Results 

showed home care services were often inflexible and at times unavailable. In addition, 

support workers were often unqualified and had not received specialist training. Overall, 

there was little evidence of home care services adopting the national minimum standards. 

 

Patmore & McNulty (2005b) undertook a study in England about person-centred flexible 

home care services which comprised three stages: a review of international literature; 

telephone interviews with managers of home care providers from independent agencies 

and social services providers; and an in-depth study of six home care providers. The 

literature review argued the need for client-centred home care services, as older people 

differ considerably in their preferences and values (Patmore, 2002). Therefore, home care 

needs to be flexible in order to identify and meet older people‘s preferences. Telephone 

interviews were conducted with a cross-section of 23 providers from both the independent 

sector and social services (Patmore, 2003). Findings revealed various problems 

contributing to the quality of service delivery. A number of independent agencies could not 

guarantee hours, and pay rates were low for support workers, resulting in unreliable and 

irregular visits due to difficulties with staffing. In contrast, social service providers offered 

bonus pay for working at inconvenient hours and locations. They also guaranteed hours for 

some workers to ensure service provision. The authors stated, in general, independent 

agencies need funding so that higher pay rates can be offered to support workers, thus 

ensuring quality staff and a reliable service. Staff turnover varied, with indications it may 
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have been lower for social services. Similar to the study by Venables et al. (2006), to meet 

the National Minimum Standards for domiciliary care, approximately 50 percent of all 

providers interviewed needed to increase frequency of staff supervision. Continuity of 

support workers and the relationship which subsequently develops between the older 

person and worker appear accepted by many providers as a key element to quality home 

care (Patmore & McNulty, 2005b). The telephone survey found a number of providers, 

though, not all systematically matched older people with regular support workers. 

Furthermore, independent agencies appeared more concerned with ensuring consistency 

of support workers compared with social services providers (Patmore, 2003). The in-depth 

interviews revealed, for older people, the most common type of extra help sought was for 

assistance to get out of their home, and this need was often unmet (Patmore & McNulty, 

2005b). As part of their official service some providers would assist older people to go 

outside their homes; other providers prohibited or discouraged this (Patmore & McNulty, 

2005b). 

 

A recent report discussed long-term care, including residential and community care 

services, in the US (Miller & Mor, 2006). Six areas of concern were identified as requiring 

change in order to establish an affordable, efficient and high quality long-term care system. 

The six areas included: prioritising adequate financing; empowering individuals and 

families while connecting them to resources; promoting physical and organisational 

change; recruiting and training a qualified workforce; devising a more effective regulatory 

control system; and leveraging health information technology. Booth, Miller, and Mor 

(2007) stated these areas are also applicable to NZ and must be overcome in order to 

meet the increasing demand and provide quality long-term care services to the vulnerable 

older population. Other authors have criticised home care services in the US for primarily 

working in the best interests of the agency as opposed to the consumer. There is a lack of 

continuity between support workers and clients, compounded by inflexible service provision 

and inadequate staffing (Benjamin, 2001). The importance of meeting home care clients‘ 

needs has been further emphasised by a study which found compared with individuals 

whose needs were met by home care, those with unmet needs were more likely to 

experience adverse consequences, including falls, discomfort, weight loss, dehydration, 

burns, and dissatisfaction with assistance received (LaPlante, Kaye, Kang, & Harrington, 
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2004). In addition, Government funded Medicaid home care often has financial caps and 

eligibility restrictions, and limitations on the amount of care provided. Such strategies limit 

users‘ choice of services and may result in unnecessary institutionalisation or unmet needs 

(Kaye, Chapman, Newcomer, & Harrington, 2006; Kitchener, Ng, & Harrington, 2004).  

 

As shown in the UK, the US experiences a number of similar problems with their home 

care workforce. Yamada (2002) compared home-based support workers in the late 1980s 

with the late 1990s, revealing the latter were more likely to work full-time, be younger, more 

educated and have health benefits. Despite this, working conditions were still poor, 

particularly when compared with residential and hospital caregivers. Home-based support 

workers were more likely to be poor, have minimal health benefits, work part-time and have 

multiple jobs. The authors concluded that in order to rectify current recruitment and 

retention problems in relation to home-based support workers, improvement in such work 

conditions is vital. In contrast, a study of US home care support workers, based on the year 

2000 census data, commented a number of programmes are in place to increase the 

capability of this workforce. Results demonstrated the estimated size of the home care 

workforce was larger than previous projections, more support workers were self-employed, 

and salaries were higher than previous studies stated (Montgomery, Holley, Deichert, & 

Kosloski, 2005). However, a more recent study reported findings comparable to many 

previous articles, outlining several problems with the home care workforce in the US (Kaye, 

Chapman, Newcomer, & Harrington, 2006). Results illustrated that compared to similar 

occupations wages were low, there were insufficient health benefits, and turnover rates 

were high. Between 1989 and 2004, support worker wages increased by approximately the 

same level as inflation. However, when compared with institutional caregivers‘ wages this 

was markedly lower (55 v. 79 percent). In addition, a study by Stacey (2005) involved 

qualitative interviews with 33 support workers and findings revealed three general 

constraints which compromised their ability to undertake a good job; these included 

physical and emotional strain, overwork, and added responsibilities and increased risk. 

 

In Ontario, Canada, the home care support worker turnover rate is considerably higher 

compared to other regions (Denton, Zeytinoglu, Davies, & Hunter, 2005). As a 

consequence, a study in Ontario administered self-completion questionnaires to investigate 
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reasons for staff leaving home care agencies (n=169) (Denton, Zeytinoglu, Davies, & 

Hunter, 2005). Results demonstrated reasons for leaving included pay, hours of work, lack 

of organisational support, workload and poor health (including work-related stress). 

Support workers were more likely to leave the home care agency due to high stress and 

difficult clients, but more likely to remain if they worked weekends and perceived good job 

benefits. The authors remarked restructuring of the acute care sector contributed to rising 

turnover rates. Consequently, patients were discharged from hospital ‗quicker and sicker‘, 

placing increased pressure on home care services. This resulted in numerous problems 

including decreased continuity and quality of care, increased workload, job insecurity and 

stress levels, irregular hours, and reduced wages and benefits. Despite the increasing 

demand for home care in Ontario, funding has been tightly capped and provision is 

gradually reducing due to changes in eligibility criteria and service practices (Aronson, 

2006). Rationing of home care has resulted in provision of personal hygiene cares, but 

minimal practical support such as cleaning, cooking and household tasks for many older 

people (Aronson, 2006). Similarly in the UK, the 1980s saw a shift where home care 

services targeted and prioritised those in need of personal care assistance rather than 

domestic tasks (Venables, Reilly, Challis, Hughes, & Abendstern, 2006). Patmore (2003) 

postulates in England home care visits may be shortened and assistance limited to basic 

survival needs due to the foreseen demand. In fact, it seems this is currently occurring as 

was discussed prior.  

 

In many developed countries, similar problems with home care, as seen in the UK, US and 

Canada, are occurring. For example, a Japanese study explored job characteristics of 

home care support workers by administering self-reported questionnaires, which resulted 

in comparable findings to other developed countries (Fujiwara, Tsukishima, & Kishi, 2003). 

The results demonstrated high dissatisfaction with wages and limited support from 

supervisors. Many full-time support workers wanted to leave, but they were satisfied with 

the job itself and expected to continue their employment. Part-time workers were given 

insufficient training with regard to preventing infection and 50 percent desired full-time 

work. The authors concluded that to improve the quality of home care and provide 

adequate care, educational training and improved working conditions were necessary. 
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A NZ discussion paper of home care identified limitations with the responsiveness of these 

services (Baird, 2005). This included delays to accessing services and inability to respond 

to the individually tailored needs of older people. Home care services were recognised as 

inflexible, not client centred and overlapping, with older people having to relay their 

situation several times before receiving care. The combined effect of current home care 

service delivery is creating dependency and contributing to reducing the level of 

independence for older people. As with other developed countries, in NZ the predominant 

issue with home care is the training and supervision of support workers. Consequently, this 

results in issues with recruitment and retention, and service quality (Cox, Hope, & Davies, 

2004; Parsons, Dixon, Brandt, & Wade, 2004). The national support worker turnover rate 

for home care is 39 percent (Parsons et al., 2004b). This excessive figure has been 

attributed to the following factors: poor salaries and benefits; poor working conditions; 

inadequate training; insufficient support and supervision; and lack of opportunities for 

career advancement (Baird, 2005; Brandt, Parsons, Gundersen-Reid, Kilpatrick, & Isbister, 

2004). The problems with current delivery of home care in NZ exist from service users, 

workers and provider perspectives. Therefore, evidence from these perspectives will be 

presented below. 

 

Service users 

A NZ study of disability support service users gathered quantitative data from a database 

and qualitative findings from ten focus groups; a total of 80 participants of all ages utilising 

home care services (Parsons et al., 2004a; Parsons et al., 2004b). The main concerns for 

service users included safety, communication, staffing and choice. Safety concerns 

included physical safety, theft, poor hygiene and food preparation by support workers. The 

majority of participants believed the underlying problems with the service were due to poor 

communication between needs assessment service coordinators, support workers and 

providers. Service users were dissatisfied due to lack of continuity of support workers and 

inconsistency of service provision. There was a clear desire for control over their care plan 

and delivery of care. This finding indicates probable gaps in current provision of care, and 

reveals that service users, including home-based older people, want input into planning of 

their care (Baird, 2005). 
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Workforce 

A large scale study in NZ involved telephone (n=1926) and face-to-face (n=146) interviews 

with support workers (Parsons, Dixon, Brandt, & Wade, 2004). Results showed generally 

home-based support workers are women aged between 40 and 60 years, have little formal 

education, multiple jobs, and are employed on casual contracts. Support workers identified 

dissatisfaction due to low pay rates, no guarantee of hours, and no reimbursement for 

travel time or cost. The low ratio of coordinators to support workers exposed the difficulties 

of effectively supporting and monitoring workers. Numerous support workers commented 

on feeling isolated and the lack of supervision and monitoring received from coordinators. 

Of those who undertook face-to-face interviews, only ten percent were visited six monthly 

by their coordinator. 

 

Providers 

A study of disability support service providers analysed questionnaires from a postal 

survey (n=420) and undertook telephone interviews (n=96). Of the returned surveys, 44.9 

percent (n=232) were from home care providers (Parsons et al., 2004b). Results revealed 

there is a substantial lack of sufficient training for home-based support workers. Due to 

high workforce turnover, training is costly and support workers are not reimbursed for 

attending sessions. This has resulted in minimal training sessions and low attendance 

numbers. Following on from this, a more in-depth study was undertaken involving self-

completed questionnaires, telephone interviews and focus groups with disability support 

providers throughout NZ (Brandt, Parsons, Gundersen-Reid, Kilpatrick, & Isbister, 2004). A 

total of 38 coordinators from 36 organisations participated in qualitative interviews; 57 of 

the 111 self-completed questionnaires were analysed. Providers of home care services 

identified the key issue was unsustainable services with high workforce turnover rates. 

Other problems included safety, financial viability, service standards and training of support 

workers. All providers considered training important and valuable, although there were 

varying ideas of the ideal training programme. Numerous providers stated home-based 

support workers required training in basic cleaning and cooking skills. Coordinators 

identified lack of funding as the most significant training issue, with high staff turnover 

being an exhaustive burden on training resources. As a result, reduced orientation occurs, 

particularly with home care. Furthermore, based on the exorbitant home-based support 
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worker turnover rate, it is deemed unprofitable for providers to invest substantially in their 

workforce. A large number of home-based providers reported concerns regarding 

sustainability due to the potential increase in future demands. Few providers had a positive 

attitude toward the future of home care services, and many felt the current situation could 

not be sustained long-term. 

 

Internationally, experts recognise the need for home care services to be more accessible 

and meet the complex needs of older people. They believe this will require focused and 

sustained efforts in the areas of staffing, expertise, information systems and operational 

support over the next ten years (Hokenstad, 2005). Furthermore, to meet the growing 

demand for home care, an established and competently trained workforce is essential. 

However, in the face of the current work environment, recruitment and retention of support 

workers will become increasingly difficult and it seems change is critical to ensure the 

quality of service provision and appropriate access to home care services (Kaye, 

Chapman, Newcomer, & Harrington, 2006). Current high staff turnover rates are a major 

concern for home care agencies and the ensuing results are costly due to allocation of time 

and resources to recruitment and retention of support workers. Furthermore, continuity of 

care is affected. This reduces the quality of care delivered and may result in adverse 

outcomes or reduce client satisfaction (Denton, Zeytinoglu, Davies, & Hunter, 2005). 

Development of reliable and efficient home care delivery for older people is needed. This 

requires sufficient funding, recruitment and training of support workers and care 

management staff to ensure quality services (Hokenstad, 2005). 

 

2.29 Restorative care 

Restorative care is one approach to improving the quality and sustainability of home care 

services. Definitions vary although, in essence, restorative care focuses on restoration and 

maintenance of older people‘s physical function, aiding compensation for impairments, so 

that the highest level of function is achieved. This philosophy of care integrates principles 

from medicine, nursing, goal facilitation and rehabilitation to improve functional outcomes 

for older people. Through the use of progressive restorative programmes, relevant goals 

are facilitated with exposure to appropriate services, and support workers engage older 

people to help achieve their goals. Restorative care aims to change the philosophy where 
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delivery of care creates dependency, to provision of care which maximises independence, 

improves self esteem, self image and quality of life, and reduces the level of care required 

(Atchinson, 1992; Resnick, Rogers, Galik, & Gruber-Baldini, 2007; Resnick, Simpson, 

Galik et al., 2006; Tinetti et al., 2002).  

 

Studies of restorative care have largely been undertaken in the US within the residential 

care setting, where positive outcomes for older people and caregivers are reported. 

Benefits for the older person can include maintaining or improving functional outcomes, 

psychological gains, improved quality of life and independence (Field, 2004; Peri et al., 

2008; Resnick & Fleishell, 2002; Resnick, Simpson, Bercovitz et al., 2006). Caregivers can 

demonstrate improvement in outcome expectations, increased satisfaction and knowledge 

of restorative care (Field, 2004; Remsburg, Armacost, Radu, & Bennett, 1999; Resnick et 

al., 2004; Sacre, 2004). Fewer studies have researched restorative care in the community 

setting and those which have, investigated short-term home care episodes or older people 

with high and complex needs.  

 

Three studies were identified which investigated restorative care for older people living in 

the community. Firstly, a large controlled clinical trial (n=1424) in the US compared 

restorative home care with usual home care for older people (Baker, Gottschalk, Eng, 

Weber, & Tinetti, 2001; Tinetti et al., 2002). A multidisciplinary approach was employed as 

well as short-term home care episodes (a mean of 24 and 34 days for restorative care and 

usual care, respectively). Results revealed restorative home care was associated with an 

increased likelihood of remaining at home, reduced possibility of visiting an emergency 

department and improved self care, home management and mobility scores.  

 

A UK RCT compared implementation of the Home Treatment Team (HTT), incorporating 

restorative care elements (n=29), with conventional community services (n=25) for older 

people up to six weeks post hospital discharge (Martin, Oyewole, & Moloney, 1994). The 

HTT included a qualified nurse manager and specially trained health care assistants. 

Compared to the control group, the HTT had fewer patients readmitted to hospital at six 

and 12 weeks, higher numbers were still at home at six weeks, 12 weeks and 12 months. 

The intervention group had fewer days in hospital over the 12 weeks post discharge, and 
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more days at home over 12 months. Significant changes in functional abilities and mental 

state were not found between groups. While, this study showed encouraging results, the 

sample size was quite small and traditional home care was not employed: The intervention 

(HTT) delivered short-term home care episodes (up to six weeks), and the older people 

participants may have had higher needs as they were post discharge from an acute 

hospital setting. 

 

In response to quality issues observed within NZ home care services, restorative care has 

transpired with a focus on long-term care for home-based older people. This is 

demonstrated by one RCT which compared an intervention involving restorative home care 

and usual care for older people with high and complex needs (n=113) (Parsons et al., 

2005). The focus of the intervention was on managing the complex needs of the older 

participants, as well as implementing principles of restorative care. Key elements of 

restorative care were identified, with a focus on quality improvement in an effort to 

maximise the efficiency of home care services. Compared with usual care the intervention 

produced a reduction in residential home admission, a trend for improved ADL function, 

and informal carer stress did not appear to increase. The authors‘ proposed results 

indicated that older people with high levels of disability, who may normally require 

residential care, were being maintained in the community with no increase in adverse 

events (including falls, hospitalisations and GP visits).  

 

The current trial aimed to build on these three prior studies which have explored restorative 

care for home-based older people. Whilst valuable results were found, the research by 

Tinetti et al. (2002) and Martin, Oyewole, & Moloney (1994) employed short-term 

restorative care episodes, and the latter trial appeared to involve older people with high 

needs post acute hospital admission. The study by Parsons et al. (2005) investigated long-

term restorative home care yet, again, this was for older people with high and complex 

needs. Additionally, all studies which have explored restorative care in the community 

setting to date have methodological flaws, and consequently it is difficult to gain conclusive 

evidence. Therefore, this trial is the first of its kind in the world which exhibits a robust 

design (RCT), and aims to determine the effectiveness of long-term restorative home care, 

compared with usual care, within a real world setting; for older people with varying levels of 
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need. In addition, if the intervention is beneficial, this study will endeavour to explore the 

actual components which contribute to a successful restorative home care service. This 

trial will employ the key restorative care elements developed in the study by Parsons et al. 

(2005). Table 2-4 highlights these key elements, followed by discussion regarding the 

evidence behind each of the components.  

 

Table 2-4: Key elements of restorative care 

Restorative care 
element 

Explanation 

Comprehensive 
Geriatric 
Assessment 

Similar to care management, the level of service delivery impacts on the 
assessment system utilised. Older people with high and complex needs 
may require a more comprehensive assessment, as opposed to older 
people with lower needs who may require a less extensive assessment. 

Goal facilitation  A key concept of restorative care is to base a support programme around 
the goals and aspirations of the older person.  

Functional and 
repetitive ADL 
exercises 

Functional exercises involve working on muscle groups used in every-day 
activities. Restorative home support incorporates this approach into all 
programmes and the support worker motivates the older person to 
undertake the exercises.  

Support worker 
training and 
enhanced 
supervision 

Restorative home support relies on support workers to collaborate with 
older people to maximise their independence, which is a shift from the 
current home care model focusing on providing care. Therefore, support 
workers receive experientially based adult training in such restorative care 
techniques. In addition, restorative home support adopts enhanced health 
professional integrated supervision via coordinators. Contact in both a 
team environment and one-on-one in the presence of a client occurs 
regularly. 

Care management Restorative care utilises care management where the intensity varies 
according to the level of service input; specifically, a higher level of care 
management is present when the service focuses on older people at risk 
of residential care. 

Health 
Professional 
training 

The role and competencies of the coordinator changes greatly with the 
evolution of restorative home support. Roles and duties may include: 
delegation and supervision of non-regulated staff; comprehensive 
assessment; care management; goal activity analysis; and grading 
expertise surrounding community integration for older people. Given the 
clinical and academic expectations of these positions, post-graduate 
education is recommended. 

Adapted from (Parsons et al., 2005) 
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Comprehensive geriatric assessment  

Older people require more than routine examinations due to their complex physical, 

psychological and social health care needs. A comprehensive geriatric assessment (CGA) 

allows this by providing a holistic, approach integrating medical, nursing and social support 

(Bien, 2005). Hallberg and Kristensson (2004) declared CGA as essential in their 

exploration of literature on care management interventions for home-based older people. 

 

Stuck et al. (1993) alleged prior individual trials revealed disparity as to the effectiveness of 

CGA. Therefore, they undertook a meta-analysis of 28 controlled trials evaluating CGA. 

Analysis demonstrated survival and function in older people was improved when CGA 

involved geriatric evaluation and robust long-term management. Stuck et al. (1995) 

undertook a RCT of a CGA and follow-up programme (n=215) compared with usual care 

(n=199) for home-based older people (aged 75 years and over) over a three year period. 

Similarly to their meta-analysis, results showed that at three years the CGA intervention 

compared with the control group delayed the development of disability and reduced 

permanent nursing home admissions for home-based older people. More recent trials have 

found comparable results. Community based interventions involving CGA for older people 

have shown reduced functional decline, positive effects on mortality (Stuck, Egger, 

Hammer, Minder, & Beck, 2002), reductions in the number of hospitalisations, fewer days 

in hospital, cost-effectiveness (Landi et al., 2001) and reduced disability (Stott et al., 2006). 

 

Goal facilitation  

A number of studies involving goal setting have revealed positive outcomes for older 

people. A NZ review of goal setting for older people found overall that interventions which 

involved goal setting were successful at improving outcomes when compared with non-

goal setting usual care (Peri & Kerse, 2004). Furthermore, patient involvement in the goal 

setting process improved outcomes. The majority of articles involved older people and 

were community based. The authors recommended goal setting be integrated into 

provision of health care, assessment and rehabilitation for older people in NZ. A RCT 

investigated health related quality of life (HRQoL) for patients with end stage renal disease 

(Callahan, LeSage, & Johnstone, 1999). The intervention comprised goal setting with 

interdisciplinary collaboration and support. The intervention group demonstrated 
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statistically significant improvement for role-physical and role-emotional elements of the 

Short Form 36 Health Survey (SF36), suggesting a positive influence on patient 

perceptions of their health status. In addition, 87 percent of those in the intervention group 

stated progress was made toward achieving their identified goal. Similarly, a RCT of 

patients with knee osteoarthritis involved an eight week supportive patient education and 

supervised fitness programme incorporating goal setting by patients (Allegrante, Kovar, 

MacKenzie, Peterson, & Gutin, 1993; Sullivan, Allegrante, Peterson, Kovar, & MacKenzie, 

1998). The intervention group demonstrated significant functional status improvements 

during the programme, although these benefits were not maintained at one year follow-up. 

In addition, to the many positive health outcomes, Schulman-Green et al. (2006) 

highlighted the importance of goal setting with older people to improve communication 

between the patient and physician, assist with developing individualised support plans, and 

encapsulate patients‘ personal values. 

 

In particular, goal setting is recognised as a central technique for inpatient and community 

rehabilitation, with individualised goal setting often used to measure outcomes (Holliday, 

Antoun, & Playford, 2005; Hurn, Kneebone, & Cropley, 2006; Wade, 1998). Furthermore, 

in the UK, current inpatient rehabilitation guidelines promote collaborative goal setting, with 

patient family / carer involvement (Turner-Stokes, Williams, Abraham, & Duckett, 2000). A 

review of some controlled trials evaluating goal setting in the area of rehabilitation identified 

the significance of patient input when setting goals. It highlighted behavioural change is 

more likely to occur when goal setting with patients, compared with no goal setting (Wade, 

1998). However, a recent survey of inpatient and community rehabilitation found many 

patients received limited information regarding goal setting (Holliday, Antoun, & Playford, 

2005). The authors concluded, in general, potential goals were discussed with patients and 

subsequent goals formulated, although, there is scope for patients to have more 

involvement in the goal setting process.  

 

Despite the positive outcomes of goal setting, some studies report older people are less 

likely to prefer an active role in clinical decision making compared to younger age groups 

(Arora & McHorney, 2000; Levinson, Kao, Kuby, & Thisted, 2005). Nevertheless, provision 

of patient-centred care has been described as the foundation of quality health care 
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(Institute of Medicine, 2001) and patient driven goal setting is recognised as significant 

(Peri & Kerse, 2004), partially due to the complex nature associated with care of older 

people (Schulman-Green, Naik, Bradley, McCorkle, & Bogardus, 2006). A study of older 

people in rehabilitation compared patient derived goals (intervention) with goals set by 

health professionals (control) (Wressle, Eeg-Olofsson, Marcusson, & Henriksson, 2002). 

Compared to the control group, older people in the intervention group perceived 

themselves as able to manage better post completion of rehabilitation. The study 

demonstrated client centred goal formulation improved participation in the rehabilitation 

process with positive results. In addition to the significance of client participation, family 

caregiver involvement is also important for goal attainment. Bogardus et al. (2004) found 

family caregiver agreement with physician recommendations was an independent predictor 

of an older person‘s adherence to recommendations. Furthermore, older people‘s 

adherence to recommendations was a predictor of goal attainment. Therefore, negotiating 

treatment plans with family caregivers was determined to be a crucial element of goal 

achievement for the older person. In NZ, the assessment process for older people 

guidelines (New Zealand Guidelines Group, 2003) recommends older people‘s concerns 

are respected with equality in the decision making process, which encourages 

concordance. Therefore, older people‘s participation in the process of goal setting is 

important and likely to enhance adherence and goal achievement (Peri & Kerse, 2004). 

 

Functional and repetitive activity of daily living exercises  

Reduction of physiological capacities, muscle mass, strength and power occurs with the 

normal ageing process (Pollock et al., 1997; Rejeski & Mihalko, 2001; Singh, 2002). This 

age-related decline of muscle mass and strength has been termed sarcopenia (Rosenberg, 

1989). Furthermore, age-related physical impairments and/or a sedentary lifestyle are 

common factors which contribute to dependency in ADL, falls and fractures (de Bruin & 

Murer, 2007; Guralnik, Ferrucci, Simonsick, Salive, & Wallace, 1995; King, Rejeski, & 

Buchner, 1998; Tinetti, 2003). Numerous studies reveal the positive outcomes of older 

people participating in exercise, such as improved muscle strength, flexibility, aerobic 

capacity, balance, functional performance and quality of life (Keysor & Jette, 2001; King, 

Rejeski, & Buchner, 1998; Rejeski & Mihalko, 2001). 
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Functional exercises involve working on muscle groups used in everyday activities. A 

number of recent trials indicate the benefits of functional exercise interventions including 

superior balance, gait and lower extremity function (de Bruin & Murer, 2007; Rosendahl et 

al., 2006) as well as improved ADL performance (de Vreede, Samson, van Meeteren, 

Duursma, & Verhaar, 2005), enhanced mobility, flexibility, and perceived physical health 

(2005). A NZ RCT of older people in residential care homes compared a functional based 

activity programme (intervention) with usual care (control) (Peri et al., 2008). The authors 

concluded the intervention may improve health status; however, there was evidence of 

significant contamination which may have influenced the chance of observing a strong 

intervention effect.  

 

Support worker training and enhanced supervision  

Many home care agencies employ unskilled support workers due to the significant 

recruitment and high turnover issues. However, in order to achieve a sustainable 

workforce, there needs to be a commitment to quality of care and quality of life for support 

workers (Stone, 2001). Inadequate training has been identified as a significant factor 

contributing to the quality of care delivered and recruitment and retention problems of 

home-based support workers (Stone & Wiener, 2001). A small study interviewing 30 home-

based support workers found inadequate training to be a key factor in recruitment and 

retention (Francis & Netten, 2003). This study revealed several support workers would 

appreciate refresher training courses. Reviews of literature have discovered little analytical 

and empirical research on recruiting and retaining qualified home-based support workers 

(Harris-Kojectin, Lipson, Fielding, Kiefer, & Stone, 2004). Specifically, gaps around 

successful training programmes have been identified. Stone and Wiener (2001) emphasise 

research in the home-based setting is logistically difficult to undertake as it needs to occur 

in individuals‘ homes. The literature points to the need for further research to determine 

whether effective interventions found in one setting are transferable to other settings. For 

example, a NZ study found that an education programme for caregivers positively 

impacted on the quality of care provided to older people in residential care (Smith, Kerse, & 

Parsons, 2005). Such encouraging findings would be useful if transferable to support 

workers in the home-based setting. Havens‘ (1999a; 1999b) international literature review 

on home care prepared for the WHO emphasised current problems with the workforce are 
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principally due to insufficient training. Training is proven as one of the most successful 

ways to improve retention rates of home care support workers and is essential to quality 

care. However, the report outlined training was often insufficient and undertaken 

infrequently. Havens deduced for home care services to remain viable, appropriate training 

of support workers is essential to meet the increasing demand and growing complexity of 

care.  

 

Despite limited robust evidence specifically related to training of home-based support 

workers, numerous articles exemplify its significance. Due to the increasingly complex 

health and social care needs of home-based older people, support workers require 

improved training to equip them with the necessary knowledge and skills. Furthermore, 

provision of quality care is paramount for older people living at home and effective training 

of support workers is imperative to provide the expected level of care (Fleming & Taylor, 

2007). Stone and Wiener (2001) postulate health and Government policies can affect 

training opportunities, although long-term care policy largely focuses on protecting 

consumers rather than the needs of the workforce. Emphasis is often placed on induction 

training programmes, with scarce consideration for continued career advancement. 

Fleming and Taylor (2007) suggest training could be part of a career structure for support 

workers, promoting recruitment of workers who see career opportunities in this line of work. 

Hokenstad (2005) corroborates, claiming effective training is significant for provision of 

quality care and may increase retention rates. Providing career ladders and wage 

incentives for staff that complete additional training are possible strategies to aid retention 

of support workers. 

 

Care management 

As revealed in a review of literature, care management (also termed case management) of 

home-based older people has broad and varied definitions (Hallberg & Kristensson, 2004). 

In general, care management aims to be cost-effective and improve quality outcomes for 

patients and incorporates the goals outlined in Table 2-5 (Bryan, Dickerson, Fleming, 

Gholston, & Thompson, 1994; Crawley, 1994; Hallberg & Kristensson, 2004; Hokenstad, 

2005; Lillis & Mackin, 2001). 
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Table 2-5: Care management goals 

To improve patient quality of life by increasing continuity of care, emphasising a patient-centred 
environment, monitoring care and focusing on quality outcomes 

To coordinate a comprehensive range of services across a continuum, which provide care 
specific to the individual‘s needs 

To educate patients and family about health concerns and available service options; and 

To act as a mediator, encourage collaborative practice and improve satisfaction for the patient, 
family and multi-disciplinary health professionals 

 

Care management for home-based older people is viewed as an important element for 

developing effective and integrated home care services (Challis, Darton, Hughes, Stewart, 

& Weiner, 2001). Furthermore, Crawley (1994) states health care models most likely to be 

successful are ones which incorporate care management. Hokenstad (2005) corroborates, 

claiming cost savings and enhanced care of older people is more likely when provision of 

the extensive home-based services are coordinated by care managers.  

 

A study in England found despite UK reforms to provide home-based care alternatives to 

residential care, there was little evidence of intensive care management in services for 

older people living at home (Challis, Darton, Hughes, Stewart, & Weiner, 2001). The 

authors concluded intensive care management may encourage more effective care for 

vulnerable home-based older people. A number of studies involving care management of 

home-based older people report positive results. A more recent large study involving 11 

European countries investigated home-based older people who received home care 

services (Onder et al., 2007). The retrospective cohort trial included older people who 

received home care with a care management approach (n=1184) versus traditional home 

care (n=2108). Results revealed that care management compared with traditional home 

care significantly reduced the risk of nursing home placement and indicated reduced costs. 

In the US, a recent care management programme has been implemented for older people 

eligible for nursing home care, but who remain home-based (Williamson, 2000). This 

programme provides services via a care management team who continuously assess 

needs and develop and implement personalised support plans for each older person. 

Consequently, this care management programme has resulted in substantial reductions in 

hospitalisation rates. A small RCT examined moderately at risk home-based older people 

(Shapiro & Taylor, 2002). The intervention group received a care management home care 
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(n=40), the comparison group were on a waiting list for home care and received no 

intervention (n=65). Over the 18 month follow-up period the intervention group compared 

with the comparison group demonstrated significantly higher subjective wellbeing and 

reduced probability of entering residential care or death. 

 

Health professional training 

Given the added responsibilities and diverse role of the coordinator, as a result of the 

increased level of acuity of older people with complex needs living at home, specialised 

training appears necessary. Increasingly, nurses are taking on the role of care manager in 

the community (Bryan, Dickerson, Fleming, Gholston, & Thompson, 1994; Crawley, 1994). 

Hallberg and Kristensson (2004) undertook a literature review of care management for 

home-based older people. They emphasised nurses play a central role in care 

management of home-based older people and should ideally receive specific 

gerontological training. Furthermore, a recent trial (Brannon, Barry, Kemper, Schreiner, & 

Vasey, 2007) emphasised the importance of training coordinators to ensure quality 

supervision for support workers, as a significant correlation between quality supervision 

and support worker intent to leave was discovered. 

 

2.30 Systems approach to home care services 

Globally, health care services, including home care, have been described as complex 

adaptive systems (CAS) (Institute of Medicine, 2001; Plsek & Wilson, 2001) defined as: 

“A collection of individual agents with freedom to act in ways that are not 
always totally predictable, and whose actions are interconnected so that one 
agent's actions change the context for other agents” (Plsek & Greenhalgh, 
2001, p. 625). 

 

Health care is viewed as complex due to the numerous interconnections within and 

between various organisations. Furthermore, health care is termed adaptive due to the 

many individuals within the system who have the ability to learn and alter in response to 

experiences (Institute of Medicine, 2001). Ackoff (1999b) a leading author in organisational 

management, describes systems as “a whole that cannot be divided into independent parts 

without loss of its essential properties or functions” (p 8). Historically, when examining an 

organisation, management thinking has viewed the parts in isolation (Plsek & Wilson, 
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2001). CAS thinking proposes within a system the relationships and interactions between 

the parts are more important than actions of the individual elements (Plsek & Wilson, 

2001). Therefore, goals and resources of the organisation are recognised in the context of 

the whole system, as opposed to distributing to individual parts (Ackoff, 1999a; Ackoff & 

Addison, 2007). A CAS approach, in response to the ever-changing and complex nature of 

health care, is one method for improvement within a health care organisation (Plsek & 

Greenhalgh, 2001; Plsek & Wilson, 2001).  

 

Quality improvement within health care requires a systems approach (Ministry of Health, 

2003b; Nelson, Batalden, & Godfrey, 2007). Nelson et al. (2007) explains in essence, the 

health care system is composed of large macrosystems, comprising smaller microsystems. 

To achieve provision of quality care at the macrosystem level, all components must interact 

and work together effectively. Therefore, a systems approach is required to transform all 

levels. Nelson highlights the microsystem as fundamental in this process, defined as “a 

small group of people who work together on a regular basis to provide care to discrete 

subpopulations of patients” (Nelson, Batalden, & Godfrey, 2007, p. 7). Microsystems are 

complex adaptive systems, evolving over time and commonly embedded in larger 

organisations. In order to perfect the overarching macrosystem of health care, 

improvement to optimise individual microsystems is required (Nelson, Batalden, & Godfrey, 

2007). A home care service provider is an example of a microsystem. Quality improvement 

of such a microsystem has potential to transform provision of health care at the frontline of 

service delivery (Nelson, Batalden, & Godfrey, 2007). Figure 2-3 demonstrates current low 

quality home care and the necessary restorative improvements to parts within the system 

to produce high quality home care. This is an original figure, which aims to summarise the 

literature discussed and presented in part four of the current chapter. 
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Low quality home care

Inflexible

Not client centered

High support worker turnover

Decreased continuity of care

Low wages

Inadequate training of support workers

Lack of supervision & support for support workers

Support worker recruitment and retention difficulties

Not sustainable

High quality home care

Flexible

Client centered

Continuity of support workers

Reduced support worker turnover

Regular and reliable home care service provided

Improved supervision of support workers

Improved support worker & older people satisfaction

Improved recruitment and retention of support workers

Improved health outcomes for older people

Overall, improved sustainability

Appoint nurse as care manager 

and provide specialised training

Enhanced supervision and 

support for support workers

Effective training of support 

workers

Increase support worker wages

Guaranteed support worker hours

CGA, goal facilitation & support 

plan development for older 

people

Support workers assist older 

people with goal attainment & 

encourage restorative exercises 

Sufficient funding

 

Figure 2-3: Transition from low to high quality home care from a systems 
perspective 

 

A literature review of approaches to changing medical practice discovered that change 

requires a comprehensive systems approach at many different levels (Grol & Grimshaw, 

2003). Similarly, a recent study in Sweden stated comprehensive strategies are necessary 

for successful improvement in health care (Olsson, Elg, & Lindblad, 2007). In NZ, the 

health and disability support service sector is viewed as a complex adaptive system which 
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continuously adapts to changes. Quality improvement is achieved from the complex 

interactions of all parts within this system (Ministry of Health, 2003b). Using a systems 

approach, a quality improvement model assists with enhancing the components and 

processes of a health care organisation, which in turn affect the system as a whole (Yank, 

1995). 

 

2.31 Quality improvement framework 

Quality improvement may be given various names, with total quality improvement (TQM) 

and CQI commonly employed (McLaughlin & Kaluzny, 2006; Walshe & Freeman, 2002; 

Yank, 1995). In essence, both these terms refer to: 

“a structured organisational process for involving personnel in planning and 
executing a continuous flow of improvements to provide quality health care 
that meets or exceeds expectations” (McLaughlin & Kaluzny, 2006, p. 3).  

 

Fundamentally, TQM largely denotes industry-based programmes while CQI refers to 

programmes in clinical settings (McLaughlin & Kaluzny, 2006). Therefore, the more fitting 

CQI viewpoint has been undertaken for this study. Nash and Goldfarb (2006) ascertain 

leading health care systems in the US have adopted the management style of CQI. The 

underlying philosophy of CQI has been developed by Deming (1986) and involves 

objective measurement, benchmarking and ongoing continuous improvement of work 

processes. The illustrious Plan, Do, Check, Act (PDCA) cycle is attributed to Deming, 

though it has also been credited to statistics pioneer Walter Shewhart. This cycle 

emphasises a holistic and continuous approach to improvement, incorporating a systems 

appreciation (McLaughlin & Kaluzny, 2006; Nash & Goldfarb, 2006). This CQI cycle is 

illustrated in Figure 2-4. 
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Improvement

Data Collection

Improvement

Data 

collection

Data analysis

Data for: 

       - Process 

improvement

       - Customer outcome

Lessons learned

To hold gain

To continue 

improvement

Act Plan

Check Do

 

Figure 2-4: The fundamental continuous quality improvement cycle 

Adapted from (McLaughlin & Kaluzny, 2006; Nash & Goldfarb, 2006) 

 

The framework of the Malcolm Baldridge National Quality Award is viewed as one of the 

best approaches for quality improvement in health care (Neff, 2003; Nelson, Batalden, & 

Godfrey, 2007). This prestigious business award was originally developed in 1987 in 

recognition of US companies which used quality approaches to achieve performance 

excellence of their products and services (Moore, 1997). In 1999, health care and 

education were added to the existing categories of manufacturing, service and small 

businesses (DiConsiglio, 2005). The Baldridge health care criteria for performance 

excellence (Baldridge National Quality Program, 2008) is a framework for quality 

improvement which employs a systems perspective, making assumptions about the 

elements required to reach performance excellence (Neff, 2003; Nelson, Batalden, & 
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Godfrey, 2007). The seven criteria (Baldridge National Quality Program, 2008), which 

interact and are utilised within the organisation to promote continuous improving results at 

a microsystem level (Nelson, Batalden, & Godfrey, 2007) are outlined in Table 2-6.  

 
Table 2-6: Baldridge health care criteria for performance excellence 

Criteria Explanation 

Leadership 
Examines how your organisation‘s senior leaders guide and sustain the 
organisation. Also examines organisation‘s governance and how the 
organisation addresses its ethical, legal, and community responsibilities. 

Strategic 
Planning 

Examines how your organisation develops strategic objectives and action 
plans. Also examines how chosen strategic objectives and action plans are 
deployed and changed if circumstances require, and how progress is 
measured. 

Focus on 
patients, other 
customers and 
markets 

Examines how your organisation determines the requirements, needs, 
expectations and preferences of patients, other customers, and markets. 
Also examines how your organisation builds relationships with patients and 
other customers and determines the key factors that lead to patient and 
other customer acquisition, satisfaction, loyalty, and retention and to health 
care service expansion and sustainability. 

Measurement, 
analysis and 
knowledge 
management 

Examines how your organisation selects, gathers, analyses, manages, and 
improves its data, information and knowledge assets, and how it manages 
its information technology. Also examines how your organisation reviews 
and uses reviews to improve its performance. 

Workforce focus 

Examines how your organisation engages, manages and develops its 
workforce to utilise its full potential in alignment with the organisation‘s 
overall mission, strategy and action plans. Also examines ability to assess 
workforce capability and capacity needs and to build a workforce 
environment conducive to high performance. 

 

Process 
Management 

 

Examines how your organisation determines its core competencies and 
work systems and how it designs, manages and improves its key 
processes for implementing those work systems to deliver value to patients 
and other customers, and to achieve organisational success and 
sustainability. Also examines readiness for emergencies. 

 

Results 

 

Examines your organisation‘s performance and improvement in all key 
areas – health care outcomes, patient and other customer-focused 
outcomes, financial and market outcomes, workforce-focused outcomes, 
process effectiveness outcomes and leadership outcomes. Also, examines 
performance levels relative to those of competitors and other organisations 
providing similar health care services. 

 

2.32 Summary 

Both internationally and within NZ, current provision of home care services is fraught with 

numerous issues, largely due to workforce problems. To ensure viable and sustainable 
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future home care services, a quality improvement approach is vital. While research of 

restorative care in the home-based setting is limited, there is evidence supporting the 

elements identified by a prior study in response to quality issues within the NZ context. 

Home care services have been described as complex adaptive systems, where the 

relationships and interactions between the parts of the system are more important than the 

actions of the individual parts. CQI incorporates a systems perspective while accentuating 

a holistic continuous approach to quality improvement. In addition the Baldridge framework 

integrates a systems viewpoint and is well recognised as one of the best approaches to 

quality improvement. 

 

The aim of this study was to explore the impact of a restorative home care service, in 

relation to improving quality and sustainability, within the NZ context. Specifically, a holistic 

perspective was employed to explore the impact on older people‘s physical, mental, and 

social wellbeing. In addition, the impact on informal carer stress, support worker turnover, 

staff opinions of the service, and costs were investigated. Subsequently, the following 

research questions were formulated. 

 

1. What is the impact of a restorative home care service on older people‘s health 

related quality of life in comparison to usual care? 

2. What is the impact of a restorative home care service on older people‘s functional 

mobility, including activities of daily living and instrumental activities of daily living, 

in comparison to usual care? 

3. What is the impact of a restorative home care service on older people‘s sense of 

control and social support in comparison to usual care? 

4. What is the impact of a restorative home care service on informal carer stress in 

comparison to usual care? 

5. What is the impact of a restorative home care service on support worker turnover, 

training attendance, opinions, and coordinator opinions in comparison to usual 

care? 

6. What is the impact of a restorative home care service on costs in comparison to 

usual care? 
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Chapter 3: Methodology 

 
The only good is knowledge and the only evil is ignorance 

Socrates (469 BC-399 BC) 

3.0 Introduction 

Methods refer to detailed plans and procedures of the research study while methodology is 

the theoretical analysis of the methods. More specifically, methodology is described as the 

fundamental approach of research which is connected to particular philosophical 

frameworks (Creswell & Plano Clark, 2007; Tashakkori & Teddlie, 2003). This chapter will 

depict the different types of research adopted for this study. Mixed methods research, 

comprising quantitative and qualitative components, will be examined. Randomised 

controlled trials, use of cluster randomisation and application in the real world setting will 

be explored. Finally, the significance of research with older people and relevance of pilot 

studies is portrayed.  

 

3.1 Mixed methods research 

Mixed methods research involves collection and analysis of both quantitative and 

qualitative data (Creswell & Plano Clark, 2007). This design involves a mixture of data 

being collected in order to answer the research questions (Tashakkori & Teddlie, 2003). 

Mixed methods research has been defined as “… collecting, analysing, and mixing both 

quantitative and qualitative data in a single study or series of studies” (Creswell & Plano 

Clark, 2007, p. 5). 

 

Use of a mixed methods approach to strengthen study design has widespread support for 

numerous reasons. Over-reliance on a single research method is undesirable as each 

approach demonstrates its own strengths and weaknesses. A mixed methods design 

allows for compensation of the weaknesses while capitalising on the strengths of each 

method (Punch, 2005). Stronger inferences can be made, as mixed methods produce 

different types of data allowing for cross-data validity checks (Patton, 2002; Tashakkori & 

http://www.quotationspage.com/quote/3079.html
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Teddlie, 2003). When compared to a single method, a mixed method design provides 

greater diversity and comprehensive evidence, enhancing understanding of the research 

problems (Creswell & Plano Clark, 2007; Tashakkori & Teddlie, 2003). 

 

Triangulation is a common approach to mixed methods research and is based on the 

principle a single method is unable to sufficiently answer research question(s) (Patton, 

2002). Triangulation uses different, but complementary, data to explore the same 

phenomenon, allowing for greater understanding of the research problem (Creswell & 

Plano Clark, 2007; Tashakkori & Teddlie, 1998). The aim is to reduce bias by converging 

both qualitative and quantitative methods (Creswell & Plano Clark, 2007; Patton, 2002). 

Denzin determined four basic types of triangulation (Patton, 2002; Tashakkori & Teddlie, 

1998): data triangulation uses a variety of data sources in a study; investigator triangulation 

uses several different researchers; theory triangulation uses multiple perspectives to 

interpret the results of a study; and methodological triangulation uses multiple methods to 

study a research problem. To further understand the advantages of a mixed methods 

design, it is necessary to distinguish the differences between quantitative and qualitative 

research.  

 

3.1.1 Quantitative research 

Quantitative research involves deductive testing and verification of theories and 

hypotheses (Punch, 2005; Tashakkori & Teddlie, 2003). Typically, quantitative data are 

measured and described as categorical or numerical data. Data can be collected from 

scores of instruments, checklists or other accessible documents (Creswell & Plano Clark, 

2007; Tashakkori & Teddlie, 2003). Statistical procedures are used for analysis, which 

involves comparison of frequencies or measurements across participants or categories 

(Creswell & Plano Clark, 2007; Tashakkori & Teddlie, 2003). Through analysis, differences 

between groups or correlations between variables are identified (Tashakkori & Teddlie, 

2003). The main intention of quantitative research is to accept or reject the hypothesis to 

establish the theory (Creswell & Plano Clark, 2007). 
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3.1.2 Qualitative research 

Qualitative research entails exploring a topic and inductively generating hypotheses or 

theories (Punch, 2005; Tashakkori & Teddlie, 2003). One intention of qualitative research 

is to investigate participants‘ views about a particular phenomenon in-depth (Creswell & 

Plano Clark, 2007). Qualitative data consists of text or other non-numerical material 

(Tashakkori & Teddlie, 2003). Raw data are typically obtained from participants during 

interviews where open-ended questions are asked (Creswell & Plano Clark, 2007; 

Tashakkori & Teddlie, 2003). Interpretive analysis can be undertaken using a general 

inductive approach. This involves extensive reading of the raw text data to form codes and 

categories. These can be condensed and summarised, with common themes developed 

which may interrelate (Creswell & Plano Clark, 2007; Thomas, 2006).  

 

3.2 Cluster randomised controlled trials 

Randomised controlled trials (RCT) are viewed as the gold standard for evaluating 

interventions because randomisation balances confounding factors between groups 

(Hayes & Bennett, 1999; Torgerson, 2001). A simple RCT involves randomising individual 

participants to two or more groups, which then receive the intervention, alternative 

intervention or a placebo (Eldredge, 2003; Katz, 2006). Randomisation minimises 

confounding and selection bias, increasing the probability of balanced baseline 

characteristics in the different groups (Donner & Klar, 2000; Katz, 2006; Schuster & 

Powers, 2005). Double blind RCT designs are favourable to reduce bias, as neither 

participants nor researchers know which group receives the intervention and which is the 

control group (Eldredge, 2003). However, if the intervention is difficult to disguise, double 

blind studies can be highly impractical to implement (Eldredge, 2003), and a single blind 

study may be undertaken with only the researcher blinded.  

 

A cluster RCT involves randomising a cluster of participants to different treatment groups, 

rather than randomising individuals to treatment groups (Bland, 2004; Donner & Klar, 

2000). Cluster randomisation is commonly undertaken for practical reasons where simple 

randomisation would be unrealistic and to reduce contamination between intervention and 

control participants (Killip, Mahfoud, & Pearce, 2004; Torgerson, 2001). Randomisation at 
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a group level produces a correlation between participants within a cluster. As participant 

responses within a cluster are more similar, this can affect the standard errors of a study, 

leading to the requirement of an increased sample size (Donner & Klar, 2000; Killip, 

Mahfoud, & Pearce, 2004; Torgerson, 2001). Cluster randomisation must also be taken 

into account during data analysis: participants cannot be viewed as independent of each 

other, as this could result in narrow confidence intervals and small P values (Bland, 2004).  

 

3.3 Real world randomised controlled trial 

In health care research, traditional clinical RCT are undertaken in a controlled environment, 

for example drug trials (Eldredge, 2003). This study differs, as it is being undertaken in a 

real world setting, therefore, it may not be possible to control for all external factors during 

the trial period. Furthermore, a conventional RCT explores whether introducing an 

independent variable in an intervention population group will affect outcomes in 

comparison to the absence of the variable or a different variable (Eldredge, 2003; Schuster 

& Powers, 2005). The current trial is to be undertaken in a real world community setting, 

and while measuring participant outcomes is essential, of just as much importance is the 

intervention itself. Figure 3-1 outlines two RCT approaches undertaken in the current 

study. Scenario A demonstrates how the conventional RCT approach focuses on the older 

people population who are randomised to the usual care group or to receive the 

intervention, with subsequent outcomes measured. Scenario B illustrates how the home 

care intervention itself, which involves input of restorative care principles, is investigated in 

terms of quality improvement of the home care service. 
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Figure 3-1: Real world randomised controlled trial 

 

3.4 Older people and research 

Older people are increasingly becoming participants in research studies (Reed, Weiner, & 

Cook, 2004). However, in the past older people‘s views of services have not been sought 

(Mountain, 2003; Reed, Weiner, & Cook, 2004). One of the barriers to including older 

people in research has been ageism, resulting in the assumption older people are unable 

to participate in research because ageing reduces their capacity for involvement 

(McCormack, 2003). Furthermore, it has been thought older people have low expectations 

of services and are too frightened to state dissatisfaction regarding their experiences 

(Barnes & Bennett, 1998). Despite traditionally marginalising older people‘s opinions, 

recent literature demonstrates the need to work in partnership with older people to seek 

their perspectives (Mountain, 2003; Reed, Weiner, & Cook, 2004).  

 

Including older people in research can be viewed as empowering or exploiting. Older 

people may find the research a useful and enjoyable process. Conversely, it could be of 

benefit only to the researcher, while frustrating and time-consuming for the older person 

(Reed, Weiner, & Cook, 2004). However, there is extensive literature to support the use of 

older people in research. Due to their life experiences, older people provide diverse 

perspectives and innovative insights to research. Furthermore, involvement can enhance 



Chapter 3: Methodology 

87 

knowledge, self-worth, confidence and sense of control (Barnes & Bennett, 1998; 

Mountain, 2003; Thornton, 2000). 

 

The older people population are viewed as vulnerable, meaning caution must be 

undertaken when conducting research with this group. Literature suggests older 

participants are less likely to resist pressure and may be easily persuaded to agree or 

provide specific answers. To account for this, quantitative research with structured 

questions can be used. However, when conducting research with older people a qualitative 

approach may be favoured, as this provides participants more freedom to express their 

own views (Bray, Powell, Lovelock, & Philp, 1995). One-to-one interviews at home are a 

popular method when using older people in research, with a pre-arranged appointment 

time made by telephone (Bray, Powell, Lovelock, & Philp, 1995; Thornton, 2000). This 

interview technique allows participants the freedom to talk openly and in-depth about their 

experiences, while guaranteeing anonymity and confidentiality (Warren et al., 2003). 

 

For ethical reasons, researchers conducting studies with older people need to be clear 

about the purpose, what to expect, and outline the role of the investigator (Bray, Powell, 

Lovelock, & Philp, 1995; Thornton, 2000). Misunderstanding may lead participants to 

become disillusioned or find their involvement a burden (Thornton, 2000). Furthermore, it is 

important researchers demonstrate understanding of speech, vision or hearing 

impairments which may impact on the older person‘s participation in the study (Reed, 

Weiner, & Cook, 2004). The length of the interview must also be considered as the 

participant may tire, which could affect the quality of the data being collected (Bray, Powell, 

Lovelock, & Philp, 1995).  

 

3.5 Pilot studies 

A pilot study is undertaken to pre-test a specific questionnaire or as a trial run of the main 

study (van Teijlingen & Hundley, 2002). It is viewed as an essential element of a good 

quality study design, increasing the probability of the full scale study being successful, and 

is frequently undertaken for both quantitative and qualitative research (Nyatanga, 2005; 

van Teijlingen & Hundley, 2002). After completion of a pilot study, the research process is 

revised prior to commencement of the main study (Perry, 2001). 
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Pilot studies are conducted for a number of reasons. They can provide valuable insight 

regarding the appropriateness of the proposed method or questionnaire (Nyatanga, 2005; 

van Teijlingen & Hundley, 2002). In addition, they reveal potential impediments of the main 

study (Perry, 2001; van Teijlingen & Hundley, 2002). Furthermore, pilot studies test the 

feasibility of the research process, such as distributing and collecting questionnaires or 

recruiting participants (Perry, 2001; van Teijlingen & Hundley, 2002). For researchers new 

to the discipline, a pilot study provides an opportunity to build confidence in the data 

collection technique, such as interviewing (Wright, 2003). Pilot studies are also useful to 

convince funding agencies the main research study is feasible and of significant 

importance (Perry, 2001; van Teijlingen & Hundley, 2002). 

 

Questionnaires should be piloted on a purposive sample, whether it is newly designed or 

an existing instrument. During this process, how the participant responds to specific 

questions must be noted as well as whether they need to be further explained or repeated. 

This will test the clarity of the instrument and whether the questions should be rephrased to 

elicit a more apt response (Boynton, 2004; Nyatanga, 2005).  

 

Pilot studies demonstrate readiness for execution of the full scale research (Perry, 2001). 

Outcomes of the pilot study should be examined for their impact when undertaking the 

main study, rather than generalisability of results, as this is what the full scale project aims 

to provide (Perry, 2001). 

 

3.6 Summary 

Varying types of research methods have been described in this chapter. This included 

explanations of mixed methods research, cluster randomised trials, and undertaking a real 

world RCT. When conducting research with older people, factors to be aware of have been 

discussed, and the importance of pilot studies has also been provided. Chapter four will 

further explain how these research methods apply to this particular study. 
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Chapter 4: Methods 

 

See first that the design is wise and just: that ascertained, pursue it resolutely; 
do not for one repulse forgo the purpose that you resolved to effect 

William Shakespeare (1564-1616) 

4.0 Introduction 

This chapter will describe the study design, providing rationale, and process of analysis 

leading to the results demonstrated in Chapters five and six. The following sections have 

been incorporated to facilitate reading of this chapter: ethical approval; pilot study; eligibility 

criteria; study design; the intervention group; the control group; scale measurements; 

statistical methods; and reliability and validity. A mixed methods approach was used for 

this research with both qualitative and quantitative data collected. In order to effectively 

compare usual care with a restorative home care service for older people, a randomised 

controlled trial with cluster design was demonstrated. This trial commenced with a small 

pilot study to test the practicality of administering the older people questionnaire. 

Subsequent face-to-face interviews were undertaken, administering the questionnaire to 

assess older people‘s physical, mental and social wellbeing. In addition, focus groups with 

support workers and one-to-one interviews with coordinators were conducted. The 

elements of the restorative intervention were identified by a prior New Zealand (NZ) study 

(Parsons et al., 2005) as necessary components for quality improvement of home care. 

This trial builds on this previous work, investigating these elements for older people with 

varying levels of need. 

 

4.1 Ethical approval and informed consent 

Ethical approval for this study was granted by The University of Auckland Human 

Participants Ethics Committee (UAHPEC)11, on the 20th of April 2005 (reference number: 

2005/087). In addition, permission was gained from the manager at the home care agency 

in South Auckland. The study was explained to all older people, support workers and 

                                                           
11 The UAHPEC is accredited by The NZ Ministry of Health 

http://www.quotationspage.com/quote/28791.html
http://www.quotationspage.com/quote/28791.html
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coordinator participants; this included the purpose of the assessments and interviews, what 

they entailed, how long they would take, and how many visits would be required. A 

participant information sheet (Appendix 1) describing the study and listing researchers 

contact details was given to all participants. Participants provided informed consent by 

signing the consent form (Appendix 2), which also contained information about the study. 

Informal carers received a participant information sheet explaining the study and supplying 

the researcher‘s contact details. All participants were coded and hard copy questionnaires, 

interview transcripts and participant details were stored in a locked cupboard and on 

password protected computers. This assured confidentiality and anonymity at all times 

throughout the study. 

 

4.2 Pilot study 

The purpose of this pilot study was to test the logistics of conducting interviews with older 

people and assess the feasibility of the proposed questionnaire and interview timeframe. 

Prior to commencement of this study, the home care agency conducted a trial of the 

intervention with approximately 40 older people, selected based on geographical location. 

Inclusion criteria for the pilot study consisted of older people who met the same eligibility 

criteria as stated in section 4.3. From the home care agency trial, five older people were 

randomly selected to participate in the pilot study. One older person refused, resulting in a 

sample of four. The pilot study was explained to all participants and an information sheet 

about the study with the researcher‘s contact details was provided (Appendix 1). All 

participants signed the consent form provided (Appendix 2). 

 

Two independent researchers reviewed the questionnaire prior to the pilot study and 

subsequent changes were made based on their recommendations. The questionnaire was 

administered during face-to-face interviews which took 60 to 90 minutes, with all 

participants in the pilot study. The interviews were conducted at the older person‘s 

residence at a time convenient for them. Written notes were taken on a hard copy of the 

questionnaire, except for the qualitative question, which was audio-taped. All interview 

transcripts and details were stored in a locked cupboard and on password protected 

computers to ensure confidentiality and anonymity. 
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The pilot investigation provided valuable insight into the logistics of conducting the study. A 

number of small changes were made to the questionnaire prior to commencement of the 

main study, including the order in which the scale measurements were administered to 

ease flow during the interview process (see Appendix 3 for final version of the 

questionnaire).  

 

4.2.1 Development of the questionnaire 

Based on the study objectives, the questionnaire for older people was developed with a 

mixture of standardised scale measurements and one qualitative question. The primary 

outcome of this study was change in health related quality of life (HRQoL), hence, the well-

recognised Short Form 36 (SF36) Health Survey and EQ-5D scale measurements were 

chosen. Additional scale measurements were selected based on research in the UK, 

where older people identified five areas of importance: Personal care, social participation 

and involvement, control over daily life, meals and nutrition, and safety (Netten, Forder, & 

Shapiro, 2006; Netten et al., 2002). Table 4-1 details the five areas of importance and 

shows how the selected scale measurements utilised in this study address each of these 

domains. Further detail of all scale measurements, including rationale for their use in the 

current trial, is detailed in section 4.7. 

 

Table 4-1: Development of the questionnaire 

 Scale Measurements 

Areas of importance1 
Mastery 

scale 
Barthel 
Index 

Nottingham 
EADL 

DSSI2 TUG3 
Falls in 
last 3 

months 

Personal care  √ √    

Social participation and 
involvement 

   √   

Control over daily living √    √  

Meals and nutrition  √ √    

Safety      √ 

Notes: 1 Identified by Netten, Forder, & Shapiro, 2006; Netten et al., 2002 
   2 DSSI = Duke Social Support Index 
   3 TUG = Timed Up and Go test 

 



Chapter 4: Methods 

92 

4.3 Eligibility criteria 

All older people who received assistance from the home care agency in South Auckland 

were potentially eligible for this study if they met the following criteria. 

 

4.3.1 Inclusion criteria 

(i) Males and females aged 65 years or greater on the day of the baseline interview; 

(ii) All participants must provide and be capable of providing a declaration of informed 

consent; and 

(iii) All participants must be English-speaking or provide a family member who can act 

as an interpreter. 

 

4.3.2 Exclusion criteria 

(i) Participation in the study will result in considerable risk to the older person or 

family; and 

(ii) Older people who are unable to participate in interviews due to poor health.  

 

Informal carers were defined as: An individual, usually a family member, who looks after a 

person with a disability or health problem and who is unpaid for providing this service 

(Ministry of Health, 2002d). Informal carers of older people participants had to meet the 

definition described and the eligibility criteria outlined below. 

(i) Living with the older person; or 

(ii) Involved with personal care and/or home care. 

 

Many clinical trials involving older people apply exclusion criteria for those with cognitive 

impairment and an abbreviated mental test score (AMTS) of below seven is commonly 

employed. However, the current trial did not exclude participants based on cognitive 

impairment, as this may have resulted in bias and loss of valuable information about this 

population group. This has been highlighted by other research, including in the area of pain 

management, which has traditionally excluded those with cognitive impairment. However, 

more recently this has been criticised, as often such patients are at higher risk of 

experiencing pain and receiving inadequate pain relief (Koh, Fanurik, Harrison, Schmitz, & 

Norvell, 2004). A recent article about dementia and heart disease corroborated, 
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emphasising that often patients with cognitive impairment are excluded from research trials 

(Lipman, 2007). This restricts the evidence base as to how best treat such patients. In this 

trial, in order to obtain meaningful data from participants with cognitive impairment, 

appropriate communication techniques were utilised such as clearly asking questions and 

repeating if necessary. 

 

4.4 Study design 

The current trial was registered with the Australian/NZ Clinical Trials Registry (ANZCTR), 

request number 1417. This study was a randomised controlled trial (RCT) using a cluster 

randomisation method with intervention and comparison groups. The study was 

undertaken within one home care agency with the following catchment areas in South 

Auckland: Howick, Manukau, Manurewa and Papakura. Support workers were 

geographically aligned with older people to form groups, which were then cluster 

randomised. Each group comprised approximately 20 older people, who lived at home and 

received assistance from the home care agency, and around five support workers. These 

groups (clusters) were randomised to the intervention or control arm, where all older 

people and support workers within a cluster received the same treatment. The researcher 

telephoned the older people within these clusters to gain consent for participation in the 

study. 

 

Over a 14 month timeframe, older people were assessed three times; at baseline, four and 

seven months, with structured face-to-face interviews undertaken. Informal carers of the 

older people were administered the self-completion Carer Reaction Assessment (CRA) at 

baseline, four and seven month interviews. Support worker views were determined at focus 

groups undertaken at baseline and 14 months (post older people interviews). Face-to-face 

interviews were held with coordinators at 14 months (post older people interviews). Post 

completion of interviews with older people, data were collected via coordinators and 

examination of payroll reports and older people‘s records, to ascertain further detailed 

information for comparison of the control and intervention groups. A basic comparison of 

costs for the two groups was also undertaken. Costs were classified as: value adding 

“resources consumed in enhancing the value of a good or service” (Business Directory, 

2008b); or non-value adding “time and/or money spent on an activity or task that adds to 

http://www.businessdictionary.com/definition/resource.html
http://www.businessdictionary.com/definition/value.html
http://www.businessdictionary.com/definition/final-good-service.html
http://www.businessdictionary.com/definition/money.html
http://www.businessdictionary.com/definition/activity.html
http://www.businessdictionary.com/definition/task.html
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the total cost, but does not enhance the customer's judgment of the value of a good or 

service” (Business Directory, 2008a). 

 

Within one month post the researcher‘s baseline interview with each older person, the 

intervention would commence implementation. This involved the intervention coordinator 

undertaking an initial in-depth assessment with the older person, which included a specific 

goal facilitation tool (Appendix 4), and initiation of specialised training for support workers 

in the corresponding intervention clusters. Further detail of the intervention is provided in 

section 4.5. 

 

The study design of a RCT using a cluster randomisation method provided an effective 

way to compare usual care with the restorative intervention. Cluster randomisation of older 

people and their support workers was utilised in the current trial to avoid contamination and 

facilitate the support worker experiential training process (training of support workers was 

staggered per cluster). Consideration was given to a simple randomisation allocation 

method, but it was not viable to randomise at an individual level due to feasibility reasons; 

each support worker had several clients which would have led to unrealistic travel 

expectations between older people. In addition, clusters of support workers within a 

relatively close region were required, so that if a support worker was unavailable someone 

from the same cluster could fill in, thus reducing the risk of treatment contamination. 

 

Figure 4-1 describes the study design which outlines the particular data that were collected 

at certain time points, and highlights implementation of the intervention. 

http://www.businessdictionary.com/definition/cost.html
http://www.businessdictionary.com/definition/judgment.html
http://www.businessdictionary.com/definition/value.html
http://www.businessdictionary.com/definition/final-good-service.html
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Baseline
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Month

Four 

Months
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Months

Fourteen 

Months

Interviews comprise:

Demographics

Scale Measurements

Adverse events

Qualitative question

CRA (informal carer)

Interviews comprise:

Scale Measurements

Adverse events

Qualitative question

CRA (informal carer)

Interviews comprise:

Scale Measurements

Adverse events

Qualitative question

CRA (informal carer)

Data collection from home care agency 

via coordinators, examination of payroll 

reports and older peoples‘ records

Support worker focus groups 

undertaken

Coordinator interviews undertaken

Intervention support worker training 

commences

Intervention coordinator commences 

initial older people interview involving 

goal facilitation and development of 

support plans

Baseline support worker focus groups 

undertaken

Baseline older people 

interviews commence

Four month older people 

interviews commence

Seven month older people 

interviews commence

 

Figure 4-1: Study design 
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4.4.1 Sample size calculations  

A total random sample size of 140 older people was required to detect a ten unit difference 

in the primary research question of change in the SF36 Health Survey score between 

groups. This assumed the standard deviation of the difference was 21, based on a 

randomised trial for community dwelling older people where the SF36 Health Survey was 

administered (Barrett & Smerdely, 2002). This total sample size would provide an 80 

percent power at the 0.05 level of significance. 

 

This study incorporated cluster randomisation; therefore, when considering the cluster 

effect, the required sample size of 140 needed to be increased. This research used a 

randomisation allocation at the support worker level where clusters of approximately five 

support workers, each with a client base of approximately four older people, were randomly 

assigned to either the intervention or control group. All support workers and older people 

within each cluster received the same intervention.  

 

Typically, older people and support workers within a cluster are more likely to be influenced 

by the intervention in a similar way compared with those from different clusters (Bland, 

2004). In statistical terms, observations within a cluster are correlated and this lack of 

independence must be taken into account when it comes to analysing the data.  This 

correlate is used to calculate the design effect (DEFF) and will almost always be greater 

than one, indicating an increased number of older people are required to effectively 

achieve the same sample size as from a standard trial which randomises each individual 

older person. The DEFF increases as the within-cluster correlation and the number of 

participants within a cluster increase.  In other words, when compared to a study without 

clustering, a study with a design effect of two has half the effective sample size. The 

sample size required for a cluster randomised study is the sample size for an individual 

randomised study multiplied by the DEFF. The formula for Design Effect is: 

 

DEFF = 1 + (m-1)* ICC     

 

Where ‗m‘ is the cluster size and ‗ICC‘ is Intra-cluster-correlation.  
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Therefore, if the cluster size is large, even a small ICC value can have a significant effect 

on the sample size (Killip, Mahfoud, & Pearce, 2004). 

 

For this study an ICC of 0.1 was used, based on a research study using cluster 

randomisation of older people living in residential homes, with the SF36 score used as an 

endpoint (Peri et al., 2008). The current trial required clusters of approximately 20 older 

people, therefore, assuming an average of four older people per support worker (five 

support workers per cluster) and an ICC of 0.1, the DEFF = 1.4. 

 

1.4 = 1 + (5-1)* 0.1 

 

Therefore, to detect a 10 unit difference in the SF36 score between groups, while taking 

into consideration cluster randomisation (Donner & Klar, 2000), the required total sample 

size was 196 older people, providing 80 percent power at the 0.05 level of significance.  

 

Recruiting community based older people to participate in research has been 

acknowledged as difficult and response rates can decrease with age (Carter, Elward, 

Malmgren, Martin, & Larson, 1991; Herzog & Rodgers, 1988; Williams, Irvine, McGinnis, 

McMurdo, & Crombie, 2007). However, specific recruitment methods can be undertaken to 

increase response rates, such as clearly explaining the study, finding an optimal time to 

see the participant, creating a good first impression, and sound communication skills 

(Harris & Dyson, 2001). A review of three cluster randomised trials on community based 

older people in NZ reported recruitment rates of 64 percent, 66 percent and 84 percent 

(Elley, Kerse, Chondros, & Robinson, 2005). Based on these research studies, in addition 

to employing specific recruitment methods to increase response rates, a refusal rate of 25 

percent was allowed for. Therefore, 262 older people were approached to participate in the 

study.  

 

4.4.2 Sample groups 

Four sample groups were involved in this study; older people, informal carers, support 

workers, and coordinators. A timeframe of seven months was expected to recruit all older 

people participants. Recruitment of each cluster into the trial was staggered, as time 

allowances for the intervention to be implemented was required. Informal carers were 
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identified during all older person interviews, at which time the CRA would be administered. 

Two focus groups with support workers were undertaken at baseline, one for the control 

group and one for the intervention group. Two separate focus groups were also held at 14 

months. It was planned each focus group would contain five to ten participants. One 

coordinator from the intervention and one from the control group were to be interviewed at 

14 months.  

 

4.4.3 Data collection methods  

During the data collection process, ethical guidelines were adhered to, as described in the 

section 4.1 above. All participant details, interview transcripts and questionnaires were 

stored in a locked cupboard and on password protected computers to ensure 

confidentiality and anonymity. Details of actual recruitment numbers for each of the sample 

groups are provided in Chapters five and six. 

 

The older people interview questionnaire encompassed a mixed methods approach 

involving quantitative scale measurements and one qualitative question. In addition, 

questions relating to who the older person lives with, age, ethnicity and former occupation 

were solicited. Data on adverse events, including falls, hospital admissions, emergency 

room visits, and general practitioner (GP) visits, were also obtained from older people 

during interviews. For completeness of information, GP visits have been included here, but 

would not usually be considered an adverse event. The interviews lasted between 45 and 

60 minutes and all were conducted by the same researcher, who was blinded to 

randomisation allocation. It was thought face-to-face interviews would aid with consenting 

to the follow-up assessments, as a bond would be initiated and the older person would feel 

more comfortable being able to see the interviewer. In addition, telephone interviews would 

have been difficult as visual aids were shown to assist with answering some of the 

questions and problems may have arisen for those with hearing impairments. Older people 

were invited to participate in the trial via telephone; informed partaking was not 

compulsory, and that they could withdraw at any time. The names and contacts details of 

participants were obtained through the home care agency. The interviews were conducted 

at the older person‘s residence at a convenient time for them. Written notes were taken on 
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a hard copy of the questionnaire, except for the qualitative questions, which were audio-

taped and later transcribed.  

 

As part of the older person interview, informal carers were identified. If the informal carer 

was present, the researcher provided a verbal description of the study and offered them 

the opportunity to complete the self-administered CRA questionnaire, which measured 

their stress levels. Additionally, the informal carer‘s age, ethnicity, whether they lived with 

the older person, and their relationship to the older person, were obtained via the 

questionnaire. A written information sheet was supplied containing the researcher‘s contact 

details and a stamped addressed envelope was enclosed for return. It was emphasised 

carers were not obliged to complete the questionnaire. If the informal carer was not 

present, then the CRA questionnaire and an information sheet were left with the older 

person to pass on to the informal carer. 

 

Support workers who cared for the older people participants were invited to participate in 

focus groups. Focus groups were undertaken to ascertain support worker views and 

perceptions of the home care service. Semi-structured questions were administered and 

had been reviewed by a senior researcher with ensuing changes made prior to 

commencement. Support workers were alerted to focus group times and dates via the 

home care agency coordinators at fortnightly or monthly meetings. Each focus group was 

undertaken at the home care agency head office in Auckland and lasted approximately 60 

minutes. The researcher provided detailed verbal and written information prior to 

commencement of each focus group. It was clearly explained that attendance was not 

compulsory. Focus groups were audio-taped and written notes were also taken. All 

audiotapes were later transcribed by the researcher. 

 

Coordinator opinions were obtained via face-to-face interviews undertaken at the home 

care agency head office in Auckland and lasted approximately 60 minutes. Coordinator 

participants were identified by the home care agency manager and invited to participate in 

a one-on-one interview. If agreeable, the coordinator was contacted via telephone by the 

researcher and a mutually agreeable time for the interview was decided upon. During 

these face-to-face interviews, written notes were taken in addition to audio-taping which 
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was later transcribed by the researcher. Table 4-2 outlines the data collection schedule for 

all study participants over the baseline, four, seven and fourteen month time points. 

 

Table 4-2: Data collection schedule 

Time (month) T0 T4 T7 T14 

Older people     

Demographics (age, ethnicity, living situation, former 
occupation) 

    

Scale measurements     

    Abbreviated Mental Test Score     

    Short Form 36 Health Survey     

    EQ-5D     

    Mastery scale     

    Barthel Index     

    Nottingham Extended Activities of Daily Living     

    Dukes Social Support Index     

    Timed Up and Go test     

Qualitative question     

Adverse events (GP visits, hospital  admissions, 
emergency room visits) 

    

Informal caregiver     

CRA     

Support workers     

Focus group     

Coordinators     

Face-to-face interview     

Notes: T0, T4, T7, and T14 = Baseline, four, seven, and 14 month time points, respectively. 

 

At the completion of all interviews, additional data were collected from the home care 

agency, via examination of older people participant records, payroll reports or the 

coordinators, to gather more detailed information. Table 4-3 identifies the source and 

specific data collected.  
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Table 4-3: Data collected from the home care agency post completion of older 
people interviews 

Source Data collected 

Older people records Most recent needs assessment 

 Most recent home care agency assessment 

 Start date with home care agency 

 Support plans 

 Initial in-depth assessment 

 Allocated hours of assistance delivered to older people 

 Needs level 

 Co-morbidities 

Payroll reports Actual hours of assistance delivered to older people 

 Kilometres travelled between older people visits 

 Number of older people visits 

Coordinators Older people referred for discharge or reduced hours 

 Support worker training attendance 

 Coordinator salary 

 Support worker wages 

 Support worker advertising costs 

 Ratio of coordinator to older people 

 Travel distance reimbursement 

 
Coordinator follow-up consultations with older people (intervention 
only) 

 
Support worker and coordinator demographics (age, ethnicity, 
gender, start date with home care agency) 

 

As part of the intervention, the coordinator was to undertake three monthly follow-up 

consultations with older people participants. When calculating the time between follow-up 

consultations, a leeway of four weeks either side was allowed, given this trial was not 

undertaken in a strictly controlled environment. Goals identified by the older people 

participants in the intervention group were to be coded using the International 

Classification of Functioning, Disability and Health (ICF); the WHO framework for 

measuring health and disability (World Health Organization, 2001). An independent 

researcher was to review 20 older people goals to ensure similar classification using the 

ICF tool. 
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4.5 The intervention group 

The intervention was based on restorative home care elements identified by a prior NZ 

study (Parsons et al., 2005) as necessary for quality improvement of home care. These 

components incorporated an initial in-depth assessment, goal facilitation, support plan 

incorporating functional and repetitive activities of daily living (ADL) exercises for older 

people; support worker training and enhanced supervision; care management role, and 

specialised training for the coordinator. 

 

4.5.1 Coordinator role 

A new coordinator was appointed to implement the intervention utilising care management 

principles. The coordinator was an experienced registered nurse and received skills-based 

training by working alongside knowledgeable nurses and therapists. In addition, the 

coordinator was financially supported to undertake post-graduate education in gerontology. 

The intervention coordinator‘s role involved enhanced support and input with older people 

participants and support workers. 

 

4.5.2 Older people 

The coordinator would undertake an initial in-depth assessment with the older person, 

leading to the formation of personalised goals. A specific tool, TARGET (Towards 

Achieving Realistic Goals in Elders Tool) (Appendix 4), facilitated this assessment and goal 

setting process. The TARGET instrument was developed by The University of Auckland in 

partnership with the home care agency, and was designed to empower the older person to 

identify their own goals. This tool used standardised assessments to determine the older 

person‘s ADL (Barthel Index), instrumental activities of daily living (IADL) (Nottingham 

Extended Activities of Daily Living), and quality of life (EQ-5D).  

 

The outcomes of TARGET were then converted into an individualised support plan, which 

incorporated an exercise programme for the older person. The older person was 

prescribed functional ADL exercises to support them in reaching their goal (see Appendix 5 

for an example of a support plan). Support worker contact with older people would range 

from daily to fortnightly as a minimum. During this time, support workers would promote 

restoration for the older person through the comprehensive functionally based support 
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plan. Support workers incorporated the prescribed functional exercises into the older 

person‘s ADL, facilitating attainment of their goal. 

 

Following the initial assessment visit with the coordinator, older people were to receive 

subsequent follow-up phone calls or face-to-face consultations every three months and a 

full re-assessment at 12 months. 

 

Through using TARGET, referrals for individual assessments by other members of the 

interdisciplinary team are incorporated. This input from an experienced health professional 

team facilitates identification of over-servicing or unmet needs. In such cases, the Needs 

Assessment Service Coordinator (NASC) would be contacted for further review.  

 

4.5.3 Support workers 

A significant element to the restorative home care intervention model involved changes 

with the support workers. The three main areas of alteration included: 

 

Training 

The support workers undertook two training programmes: Facilitating Independence 

Training Schedule (FITS) 1 and 2. These training packages, developed by The University 

of Auckland, were based on a restorative home care philosophy designed to optimise 

independence in older people. The two programmes used established adult education 

methods, including experiential processes, case-based and problem-based techniques, to 

improve adult learning. 

 

Both programmes consisted of nine modules, and training sessions were delivered by the 

staff trainer fortnightly. Each session had clearly stated objectives and learning aims, which 

formed the competencies for the training programmes. Modules would take between one 

and two hours to teach, depending on the topic, size and dynamic of the group. At the end 

of FITS 1 training the coordinator would perform a competency assessment of the support 

worker‘s ability. The FITS 2 programme commenced post completion of FITS 1 training 

and, in addition to teaching the nine modules, review and competency sessions were 

undertaken. A review session was held for each module and included a multi-choice quiz, 



Chapter 4: Methods 

104 

presentation of case studies and reflection on learning. The competency sessions involved 

assessing whether the support worker‘s knowledge was satisfactory to achieve the 

competencies for each of the nine modules. It would take approximately five weeks to 

complete FITS 1, and 18 weeks to complete FITS 2 training. 

 

Supervision 

The intervention coordinator provided enhanced input, support and guidance for support 

workers. The coordinator undertook two hour fortnightly meetings, during which general 

administration issues would be discussed including any problems with older people, and a 

training session would also be held. Coordinators also assessed the competency of 

support workers after their FITS 1 and 2 training. 

 

Wages 

Support worker salaries increased and were linked to the competencies achieved through 

their training. Table 4-4 outlines pay rates for support workers in the intervention group at 

commencement of the intervention (December 2005) and from February 1, 2007, when 

salaries were raised further. 

 

Table 4-4: Pay rates for support workers in the intervention group  

Intervention support worker pay rates prior to February 2007 

 Rate (per hr) Timeframe Competency 

Rate 

$11.00 Start  

$11.50 3 months from start FITS training completed 

$12.00 9 months form start Competencies signed off 

$12.50 18 months from start  Competencies re-assessed 

Travel  50 cents per km between older people visits (commenced 1st November, 2006) 

Intervention support worker pay rates from 1st February 2007 

 Rate (per hr) Timeframe Competency 

Rate 

$11.60   Start  

$12.25 9 months form start 
FITS training completed & 
competencies achieved 

$12.75 18 months from start  Competencies re-assessed 

Travel 50 cents per km between older people visits 

Note:  Figures are $NZ  
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Figure 4-2 provides a summary of the intervention components which relate to the 

coordinator role, older people and support workers. 

 

 

Coordinator role Older people Support workers

Appointment of an 

experienced RN as 

coordinator

Specialised training

Financial support for post-

graduate education

Care management

Increased support and input 

for older people and support 

workers

Initial assessment and goal 

setting

Development of support plan

Support workers promote 

restoration by encouraging 

functional ADL activities

Review every three months

Full re-assessment at 12 

months

Experiential training based 

on a restorative home care 

philosophy

Enhanced supervision and 

support from coordinator 

Increased wages

Compulsory fortnightly 

meetings

 

Figure 4-2: Intervention components 

 

4.6 The control group 

The control group continued under the home care agency‘s usual care service. The older 

people participants were all existing clients who continued to receive their usual care from 

the home care agency. These older people each had a support guide from when they were 

newly referred to the home care agency. The support guide involved stating what 
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household activities the support worker needed to undertake and whether the older person 

required assistance with their personal cares. See Appendix 6 for an example of a usual 

care support guide. Older people were reviewed annually or earlier if their condition 

changed. 

 

Support worker contact with older people would range from daily to fortnightly as a 

minimum, and consisted of performing household tasks or assisting with personal cares for 

the older person. Non-compulsory two hour monthly meetings would be held for support 

workers. The first hour was assigned to general administration issues, and the second hour 

involved a training session. In addition, a newsletter was mailed monthly with notifications 

including the upcoming training session topic. A range of topics would be covered during 

the training sessions, some compulsory as stated by the sector standards (e.g., infection 

control, Treaty of Waitangi), other topics were requested by support workers (e.g., role 

boundaries, civil defence). Monthly manual handling sessions were held and it was 

compulsory for support workers to attend one of these annually. Other training sessions 

were not compulsory. No meetings were held in December and January due to many 

support workers being away.   

 

The usual care hourly pay rate started at $9.80 with a maximum of $11.00 dependent on 

length of time with the home care agency and attendance at training sessions. When the 

intervention commenced the usual care starting pay rate increased from $9.80 to the 

maximum $11.00 per hour. From February 1, 2007 the start rate was raised to $11.60 per 

hour with no provision for increase; this was because eventually the home care agency 

aimed to phase out usual care and introduce the restorative care intervention to their entire 

service. Usual care support workers were also reimbursed 50 cents per kilometre for travel 

between older people visits. 

 

4.7 Scale measurements 

This section outlines details regarding the standardised scale measurements utilised with 

older people and informal carers in this study. How to score the tools is explained, rationale 

for their use in this investigation is provided, and utilisation of these instruments in other 

studies is also described. This study undertook a holistic perspective of how home care 



Chapter 4: Methods 

107 

services impact on older people; therefore, a variety of scale measurements were utilised 

to assess physical, mental and social wellbeing. Black (2008) highlighted, a holistic 

perspective assessing physical mental and social wellbeing is important for older people 

ageing in place as these factors are inextricably linked. Neville, Keeling, and Milligan 

(2005) emphasised the need for holistic assessment of older people in order to consider all 

elements which influence independence and wellbeing. 

 

4.7.1 Abbreviated Mental Test Score (AMTS) 

In this study, the AMTS (Table 4-5) was utilised to provide an indication of the degree of 

cognitive impairment of participants. Qureshi and Hodkinson (1974) developed the AMTS 

and recommended it as a suitable tool for assessing older people‘s general cognitive 

function and mental impairment (Hodkinson, 1972; Qureshi & Hodkinson, 1974). Scores 

range from 0-10 and a higher number correlates with higher cognitive functioning 

(Hodkinson, 1972). Hodkinson (1972) stated scores below seven indicated abnormal 

cognitive function. A later study found cut-off scores of seven and eight produced higher 

sensitivity and specificity (Jitapunkul, Pillay, & Ebrahim, 1991). The AMTS has been tested 

with home-based older people and found to be a useful tool with this population group 

(Little, Hemsley, Bergmann, Volans, & Levy, 1987). The reliability and validity has been 

tested on older people participants and found acceptable, with good internal consistency 

and high sensitivity demonstrated (Jitapunkul, Pillay, & Ebrahim, 1991). The current study 

has used the AMTS version by Little et al, (1987), as this is modified for home-based, 

rather than hospitalised, older people (Table 4-5). 
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Table 4-5: The Abbreviated Mental Test Score 

Question Explanation 

Age Must be correct 

Time Without looking at timepiece correct to the nearest hour 

Month Exact 

42 Queen St 

 

 

Give the address 

Check registration 

Check memory at end of test 

Year Exact, except in Jan/Feb when previous year is ok 

Name of place 

 

If not in hospital ask type of place or area of town or home 
address 

Date of birth Exact 

Start of WWII Exact 

Name of present Prime       
Minister 

Exact 

 

Count from 20 to 1 backwards 

  

Can prompt with 20-19-18, but no further prompts. Patient 
can hesitate and self correct, but no other errors. 

 

4.7.2 The Short Form 36 (SF36) Health Survey 

The World Health Organization (WHO) defined quality of life as: 

“Individuals‟ perceptions of their position in life in the context of the culture 
and value systems where they lived and in relation to their goals, 
expectations, standards and concerns … coloured by physical health, 
psychological state, level of independence, social relationships, 
environmental factors and personal  beliefs” (World Health Organization 
Quality of Life Group, 1996, p. 354).  

 

HRQoL is considered a sub-division of quality of life and “includes the physical, 

psychological, and social functioning associated with an illness or its treatment” (Revicki, 

1989, p. 377). Due to the global ageing population and associated rise in chronic illness, 

HRQoL is recognised as an increasingly important area for older people (Cleary & Howell, 

2006; Hickey, Barker, McGee, & O'Boyle, 2005). The SF36 (Table 4-6) is a generic 

measurement commonly used for assessment of HRQoL (Sajid, Tonsi, & Baig, 2008). For 

this study the updated and improved SF36 version two was used (Ware, Kosinski, & 

Dewey, 2000). This survey has 36 items, which incorporate two overall summary measures 

(physical health and mental health) and eight health profiles. The SAS scoring syntax will 

be utilised, which reverse scores required questions and undertakes missing data 
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estimations. The overall score, physical and mental components are all calculated on a 

scale from zero to 100 with higher scores indicating better self-reported health. Figure 4-3 

reveals the eight health profiles while demonstrating the relationship between these 

profiles and the two summary measures.  

 

 

Physical 

Component

Mental

Component

Physical Function

Role Physical

General Health

Bodily Pain

Mental Health

Role Emotional

Social Function

Vitality
 

Figure 4-3: SF36 physical and mental components with health profiles  

Adapted from (Ware, Kosinski, & Keller, 1994) 

 

A recent review found the SF36 was the most commonly used measure of HRQoL in the 

older population (Hickey, Barker, McGee, & O'Boyle, 2005). Extensive reliability and 

validity tests have been undertaken for the two summary measures and eight subscales 

(McHorney, Ware, Lu, & Sherbourne, 1994; Ware, Kosinski, & Keller, 1994; Ware, Snow, 

Kosinski, & Gandek, 1993). Research has also been completed within the NZ context. One 

study found the SF36 questionnaire is a reliable and valid measure for the NZ population, 

although low completion rates were reported (Scott, Tobias, Sarfati, & Haslett, 1999). 

Another study conducted on the NZ population found use of the SF36 survey was 

supported for the majority of the NZ population, although disparities for Pacific people and 

Maori over 45 years were discovered (Scott, Sarfati, Tobias, & Haslett, 2000). To assess 

the appropriateness of this scale measurement for the study population, percentiles will be 

explored. This investigation administered the SF36 survey via face-to-face interviews 

rather than as self-completion questionnaires to facilitate complete data collection. A 

licence for use of the SF36 questionnaire was applied for and gained from QualityMetric, 

the Medical Outcomes Trust (MOT), which owns the copyright and trademark for this 

survey.  
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Table 4-6: The Short Form 36 Health Survey 

 Question Scoring 

1 

 

 

 

 

In general, would you say your health is: 

 

 

 

 

Excellent = 1 

Very good = 2 

Good = 3 

Fair = 4 

Poor = 5 

2 

 

 

 

 

Compared to one year ago, how would 
you rate your health in general now? 

 

 

 

Much better now than one year ago = 1 

Somewhat better now than one year ago = 2 

About the same as one year ago = 3 

Somewhat worse now than one year ago = 4 

Much worse now than one year ago = 5 

3 

 

 

 

The following questions are about 
activities you might do during a typical 
day. Does your health now limit you in 
these activities?  If so, how much? 

Yes, limited a lot = 1 

Yes, limited a little = 2  

No, not limited at all = 3 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

3a 

 

 

Vigorous activities such as running, lifting 
heavy objects, participating in strenuous 
sports. 

3b 

 

 

Moderate activities, such as moving a 
table, pushing a vacuum cleaner, 
bowling, or playing golf    

3c Lifting or carrying groceries 

3d Climbing several flights of stairs 

3e Climbing one flight of stairs 

3f Bending, kneeling, or stooping 

3g Walking more than a kilometre 

3h Walking several hundred metres 

3i Walking one hundred metres 

3j Bathing or dressing yourself 

4 

 

 

 

 

During the past 4 weeks, how much of 
the time have you had any of the 
following problems with your work or 
other regular daily activities as a result of 
your physical health?  

All of the time = 1 

Most of the time = 2 

Some of the time = 3 

A little of the time = 4 

None of the time = 5 

 

 

 

 

 

 

 

4a 
Cut down on the amount of time you 
spent on work or other activities 

4b Accomplished less than you would like 

4c 
Were limited in the kind of work or other 
activities 

4d 
Had difficulty performing the work or 
other activities (for example, it took extra 
effort) 
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Table 4-6: The Short Form 36 Health Survey Continued 

 Question Scoring 

5 

 

 

 

 

During the past 4 weeks, how much of the 
time have you had any of the following 
problems with your work or other regular 
daily activities as a result of any emotional 
problems (such as feeling depressed or 
anxious)?  

All of the time = 1 

Most of the time = 2 

Some of the time = 3 

A little of the time = 4 

None of the time = 5 

 

 

 

 

 

 

5a 
Cut down on the amount of time you spent 
on work or other activities 

5b Accomplished less than you would like 

5c 
Did work or other activities less carefully than 
usual 

6 

 

 

 

 

During the past 4 weeks, to what extent has 
your physical health or emotional problems 
interfered with your normal social activities 
with family, friends, neighbours, or groups? 

 

Not at all = 1 

Slightly = 2 

Moderately = 3 

Quite a bit = 4 

Extremely = 5 

7 

 

 

 

 

 

How much bodily pain have you had during 
the past 4 weeks? 

 

 

 

 

None = 1 

Very mild = 2 

Mild = 3 

Moderate = 4 

Severe = 5 

Very Severe = 6 

8 

 

 

 

 

During the past 4 weeks, how much did pain 
interfere with your normal work (including 
both work outside the home and 
housework)? 

 

None = 1 

A little bit = 2 

Moderately = 3 

Quite a bit = 4 

Extremely = 5 

9 

 

 

 

 

 

These questions are about how you feel and 
how things have been with you during the 
past 4 weeks. For each question, please give 
the one answer that comes closest to the 
way you have been feeling. How much of the 
time during the past 4 weeks…  

All of the time = 1 

Most of the time = 2 

Some of the time = 3 

A little of the time = 4 

None of the time = 5 

 

 

 

 

 

 

 

 

 

 

9a Did you feel full of life? 

9b Have you been a very nervous person? 

9c 
Have you felt so down in the dumps that 
nothing could cheer you up? 

9d Have you felt calm and peaceful? 

9e Did you have a lot of energy? 

9f Have you felt downhearted and depressed? 

9g Did you feel worn out? 

 



Chapter 4: Methods 

112 

Table 4-6: The Short Form 36 Health Survey Continued 

 Question Scoring 

9h Have you been happy? 
 

9i Did you feel tired? 

10 

 

 

 

 

During the past 4 weeks, how much of the 
time has your physical health or emotional 
problems interfered with your social 
activities (like visiting with friends, relatives, 
etc.)? 

 

All of the time = 1 

Most of the time = 2 

Some of the time = 3 

A little of the time = 4 

None of the time = 5 

11 
How True or False is each of the following 
statements for you?  

Definitely true = 1 

Mostly true = 2 

Don‘t know = 3 

Mostly false = 4 

Definitely false = 5 

 

 

11a 
I seem to get sick a little easier than other 
people 

11b I am as healthy as anybody I know 

11c I expect my health to get worse 

11d My health is excellent 

 

4.7.3 EQ-5D 

In 1987 the EuroQOL group was established, comprising several European countries, with 

the aim of developing a measurement for HRQoL (Brooks, Jendteg, Lindgren, Persson, & 

Bjork, 1991; Nord, 1991). From this, the EQ-5D was developed (Brooks, Jendteg, 

Lindgren, Persson, & Bjork, 1991; Nord, 1991). The descriptive system originally 

comprised six dimensions, but has since been revised to five (Bjork & Norinder, 1999). 

This study has used the descriptive system and visual analogue scale (VAS) aspects of the 

EQ-5D to ascertain self-reported HRQoL for older people participants. The descriptive 

system (Table 4-7) consists of five dimensions of health, each encompassing three levels 

(no problems, moderate problems, and extreme problems). These scores are totalled with 

a range of 5 to 15. Higher scores indicate lower HRQoL. The VAS (Table 4-8) is a scale, 

scored from zero to ten, where the older person is asked to rate their current health state. 

Higher scores indicate an enhanced health state. To assess the appropriateness of this 

scale measurement for the study population, percentiles will be explored. 

 

The EQ-5D has been shown to have acceptable validity (Hurst et al., 1994) and reliability 

(van Agt, Essink-Bot, Krabbe, & Bonsel, 1994). Validity and reliability of the EQ-5D has 

also been tested on older people against the SF36 and the United Kingdom‘s (UK) Office 

of Population Census and Surveys (OPCS) disability survey with favourable results 
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(Brazier, Walters, Nicholl, & Kohler, 1996). The study revealed high completion rates for 

the EQ-5D, as it was short and quick to undertake, although only female older people were 

recruited. However, females have a longer life expectancy and it is expected this study will 

recruit a higher proportion of female participants. The EQ-5D has also been shown as a 

reliable tool to measure HRQoL in the NZ population (Devlin, Hansen, & Herbison, 2000; 

Devlin & Williams, 1999). 

 

Table 4-7: The EQ-5D descriptive system 

  Activity Scoring 

1 

 

 

Mobility 

 

 

I have no problems walking about = 1 

I have some problems in walking about = 2 

I am confined to bed = 3 

2 

 

 

Self care 

 

 

I have no problems washing or dressing myself = 1 

I have some problems washing or dressing myself = 2 

I am unable to wash or dress myself = 3 

3 

 

 

Usual activities  

(e.g., work, study,  
housework, family, leisure 
activities) 

I have no problems performing my usual activities = 1 

I have some problems performing usual activities = 2 

I am unable to perform my usual activities = 3 

4 

 

 

Pain/Discomfort 

 

 

I have no pain or discomfort = 1 

I have moderate pain or discomfort = 2 

I have extreme pain or discomfort = 3 

5 

 

 

Anxiety/Depression 

 

 

I am not anxious or depressed = 1 

I am moderately anxious or depressed = 2 

I am extremely anxious or depressed = 3 
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Table 4-8: EQ-5D visual analogue scale 

Refer to visual aid below. To help you say how good or bad a health state is, we have drawn a 
scale on which the best state you can imagine is marked 10 and the worst state you can imagine 
is marked by 0. We would like you to indicate on this scale how good or bad your own health is 
today, in your opinion. Please tell me whichever point on the scale best indicates how good or 
bad your health state is. 

 

Best health state imaginable 

 

 

 

 

 

 

 

 

 

 

Worst health state imaginable 

 

  

4.7.4 The Mastery scale 

An individual‘s sense of control over their life and environment is known to be associated 

with physical and emotional wellbeing (Pearlin & Schooler, 1978). Research has shown the 

level of control over daily living and activities is significant for older people and ranked 

highly as an unmet need (Netten, Forder, & Shapiro, 2006; Netten et al., 2002). The 

Mastery scale (Table 4-9) was chosen for this study to measure the extent to which an 

older person rated their sense of personal control. In addition, to assess the 

appropriateness of this scale measurement for the study population, percentiles will be 

explored. There are seven items answered on a five point scale (strongly agree to strongly 

disagree). Scores are totalled and range from seven (low mastery) to 35 (high mastery) 

(Pearlin, Lieberman, Menaghan, & Mullan, 1981; Pearlin & Schooler, 1978). 

 

10 

0 
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Table 4-9: The Mastery scale 

For each of the following statements, how strongly do you agree or disagree? 

(Scale: strongly agree = 1, agree = 2, don‘t know = 3, disagree = 4, strongly disagree = 5) 

 Question 

1 I have little control over the things that happen to me. 

2 There is really no way I can solve some of the problems I have 

3 There is little I can do to change many of the important things in my life 

4 I often feel helpless in dealing with the problems of life 

5 Sometimes I feel that I'm being pushed around in life 

6* What happens to me in the future mostly depends on me 

7* I can do just about anything I really set my mind to 

Notes: *These questions are reverse scored 

 

4.7.5 The modified Barthel Index 

The Barthel Index (BI) (Table 4-11) was originally designed as a simple tool to assess 

independence during the rehabilitation of chronically ill patients (Mahoney & Barthel, 1965). 

Today this tool has widespread use and is considered a valid and reliable measure for 

assessing ADL for older people (Landi et al., 2000).  

 

This index establishes an individual‘s degree of independence, without any physical or 

verbal help, when undertaking ADL. Ten activities are included and each is rated zero to 

two, except for grooming and bathing which are rated zero to one. The scores are totalled, 

with the top score of 20 indicating the lowest level of dependency and zero indicating the 

highest level of dependency, in relation to ADL (Collin, Wade, Davies, & Horne, 1988; 

Mahoney & Barthel, 1965). Barthel scores and corresponding levels of dependency are 

shown in Table 4-10 below. 
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Table 4-10: Barthel Index scores and level of dependency 

Level of dependency Barthel score 

Total 0-4 

Severe 5-8 

Moderate 9-12 

Low 13-16 

Very low 17-20 

 

To check the appropriateness of this scale measurement for the study population, the 

ceiling effect, and percentiles will be investigated, as other trials have shown the BI can 

display ceiling effects (Kwon, Hartzema, Duncan, & Min-Lai, 2004; Wellwood, Dennis, & 

Warlow, 1995). The ceiling effect will be calculated as the percentage of the sample 

achieving the maximum possible score where an effect of 20 percent or higher is 

considered noteworthy (McHorney, Ware, Lu, & Sherbourne, 1994; van der Putten, Hobart, 

Freeman, & Thompson, 1999). Studies have tested the reliability of the BI with acceptable 

results (Collin, Wade, Davies, & Horne, 1988; Wade & Collin, 1988). Furthermore, a review 

of the literature on stroke classifications and scales found the most reliable disability scale 

was the BI (D'Olhaberriague, Litvan, Mitsias, & Mansbach, 1996). The BI has also been 

shown to be appropriate and responsive in relation to the comparable Functional 

Independence Measure (FIM) (van der Putten, Hobart, Freeman, & Thompson, 1999). A 

more recent study with stroke patients compared the BI (10 items) to the FIM and short 

form five item BI. Results confirmed the 10 item BI to be a reliable, valid and responsive 

tool (Hsueh, Lin, Jeng, & Hsieh, 2002). However, this tool has been criticised, as it is 

limited to assessing basic ADL and can be insensitive to change (Young, 1996). Despite 

this, the modified BI was chosen for this study due to its widespread use, particularly with 

the older population. In addition, the Nottingham Extended Activities of Daily Living (EADL) 

questionnaire was used to assess IADL. 
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Table 4-11: The Barthel Index  

 Activities Scoring 

1 

 

 

Bowels 

(preceding 
week) 

Incontinent (or needs to be given enema) = 0 

Occasional accident (once/week) = 1 

Continent (for over seven days) = 2 

2 

 

 

 

 

Bladder 

(Preceding 
week) 

 

 

Incontinent, or catheterised and unable to manage alone = 0 

Occasional accident (max. once per 24hours) = 1 

Continent (for over seven days) = 2 

Occasionally=less than once a day. A catheterised patient who can 
completely manage a catheter alone is registered as „continent.‟ 

 3 

 

 

 

Grooming 

(Preceding 24-
48hrs) 

 

Needs help with personal care = 0 

Independent face/hair/teeth/shaving (implements provided) = 1 

Refers to personal hygiene: doing teeth, fitting dentures, doing hair, 
shaving, washing face. Implements can be provided by helper. 

 4 

 

 

 

 

Toilet use 

 

 

 

 

Dependent = 0 

Needs some help, but can do something alone = 1 

Independent (on and off, dressing, wiping). Should be able to reach 
toilet/commode, undress sufficiently, clean self, dress & leave = 2 

With help = can wipe self, and do some other of above 

 5 

 

 

 

 

Feeding 

 

 

 

 

Unable = 0 

Needs help cutting, spreading butter, etc = 1 

Independent (food provided in reach). Able to eat any normal food (not 
only soft food). Food cooked & served by others, but not cut up = 2 

Help = food cut up, patient feeds self 

 6 

 

 

 

 

 

 

Transfers 

(Bed to chair 
and back) 

 

 

 

 

Unable, no sitting balance = 0 

Major help (one or two people, physical), can sit = 1 

Minor help (verbal or physical) = 2 

Independent = 3 

Dependent = no sitting balance (unable to sit); two people to lift 

Major help = one strong/skilled, or two normal people. Can sit up 

Minor help = one person easily, OR needs any supervision for safety 

 7 

 

 

 

 

 

 

Mobility 

(On level 
surfaces) 

 

 

 

 

Immobile or < 50 yards = 0 

Wheelchair independent, including corners, > 50 yards = 1 

Walks with help of one person (verbal or physical) > 50 yards = 2 

Independent (but may use any aid; e.g., stick) > 50 yards. Refers to 
mobility about the house or ward, indoors. May use aid. If in wheelchair, 
must negotiate corners/doors unaided = 3 

Help = by on, untrained person including supervision/moral support 
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Table 4-11: The Barthel Index continued12 

 Activities Scoring 

8 

 

 

 

 

Dressing 

 

 

 

 

Dependent = 0 

Needs help, but can do about half unaided = 1 

Independent (including buttons, zips, laces, etc). Should be able to 
select and put on clothes, which may be adapted = 2 

Half = help with buttons, zips, etc, can put on some garments alone 

9 

 

 

Stairs 

 

 

Unable = 0 

Needs help (verbal, physical, carrying aid) = 1 

Independent up & down. (Must carry aid used to be independent) = 2 

10 

 

 

 

Bathing 

 

 

 

Dependent = 0 

Independent (or in shower). Usually the most difficult activity. Must get 
in & out unsupervised & wash self = 1 

Independent in shower = ‟independent‟ if unsupervised/unaided 

 

4.7.6 The Nottingham Extended Activities of Daily Living (EADL) 
questionnaire 

The Nottingham EADL (Table 4-12) is used to assess instrumental (also termed extended) 

ADL and was originally developed as an outcome measure in stroke research with good 

reliability reported (Nouri & Lincoln, 1987). The questionnaire comprises 22 items grouped 

into four subscales: mobility (six items), kitchen (five items), domestic (five items) and 

leisure (six items). Each item is scored using one of four levels (3 = independent function, 2 

= alone with difficulty, 1 = with help, 0 = unable). The individual items are summed to 

produce an overall score ranging from zero to 66, where higher scores indicate less 

difficulty in performing IADL (Lincoln & Gladman, 1992; Nouri, Tinson, & Lincoln, 1987). 

Numerous studies have tested the validity and reliability of this tool among a variety of 

populations with favourable results. One study of stroke patients in Taiwan supported the 

                                                           
12   Barthel Index guidelines: 

1. The index should be used as a record of what a patient does, not as a record of what a patient could 
do. 

2. The main aim is to establish degree of independence from any help, physical or verbal, however 
minor and for whatever reason. 

3. The need for supervision renders the patient not independent. 
4. A patient's performance should be established using the best available evidence. Asking the patient, 

friends/relatives and nurses are the usual sources, but direct observation and common sense are 
also important. Direct testing is not needed. 

5. Usually the patient's performance over the preceding 24-48 hours is important, but occasionally 
longer periods will be relevant. 

6. Middle categories imply the patient supplies over 50 per cent of the effort. 
7. Use of aids to be independent is allowed. 
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Nottingham EADL as a valid assessment measure (Hsueh, Huang, Chen, Jush, & Hsieh, 

2000). A recent study on patients with arthritis of the hip found the Nottingham EADL to be 

a valid and reliable measurement (Harwood & Ebrahim, 2002). When tested on patients 

with multiple sclerosis, satisfactory test-retest reliability and high internal consistency was 

demonstrated (Nicholl, Lincoln, & Playford, 2002). To assess the appropriateness of this 

scale measurement for the study population, percentiles will be explored. 

 

The current study used IADL scores (measured by Nottingham EADL) as opposed to ADL 

scores, when determining level of dependency, as it was thought IADL may be a stronger 

measure of dependency. ADL chiefly involves basic bodily maintenance such as dressing 

and eating, while IADL involves more complicated tasks such as cooking, transportation 

and shopping (Guralnik & Simonsick, 1993; Sonn & Asberg, 1991). Assessing IADL has 

been described as a simple and efficient way to determine older people‘s functional 

abilities (Hokoishi et al., 2001) and may be more valuable than measuring ADL when 

assessing disability in older people (Sonn & Asberg, 1991). IADL function has 

demonstrated strong correlations with physical health, mental health and predictability of 

death, and been recommended as an important screening tool for home-based older 

people (Fillenbaum, 1985). 
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Table 4-12: The Nottingham Extended Activities of Daily Living (EADL) 

Activity Scoring* 

Mobility  

1 Do you walk around outside?  

2 Do you climb stairs?  

3 Do you get in and out of the car?  

4 Do you walk over uneven ground?  

5 Do you cross roads?    

6 Do you travel on public transport?    

Kitchen  

7 Do you manage to feed yourself?  

8 Do you manage to make yourself a hot snack?  

9 Do you take hot drinks from one room to another?   

10 Do you do the washing up?  

11 Do you make yourself a hot drink?  

Domestic  

12 Do you manage your own money when you are out?  

13 Do you wash small items of clothing?  

14 Do you do your own housework?  

15 Do you do your own shopping?  

16 Do you do a full clothes wash?  

Social  

17 Do you read newspapers or books?  

18 Do you use the telephone?   

19 Do you write letters?  

20 Do you go out socially?  

21 Do you manage your own garden?  

22 Do you drive a car?  

Notes: * Independent function = 3; With difficulty = 2; With help = 1; Unable = 0 

 

4.7.7 Timed Up and Go (TUG) test 

The TUG measure was used in this study to assess basic functional mobility. The test 

measures the time taken for an individual to stand up, walk three metres, turn around, walk 

back and sit down. Older people who demonstrate a time of less than 20 seconds are 

viewed as independent in transfer tasks involved in ADL. A time of 30 seconds or longer 
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predicts functional dependence among older people (Podsiadlo & Richardson, 1991). The 

TUG measure was tested in a study on older people. Results revealed this to be an easy to 

use, valid and reliable measure in assessing functional mobility, and possibly useful in 

monitoring change over time (Podsiadlo & Richardson, 1991). To assess the 

appropriateness of this scale measurement for the study population, percentiles will be 

explored. 

 

4.7.8 The Duke Social Support Index (DSSI) 

The DSSI (Table 4-13) was used in the current trial as it determines the adequacy of social 

support received and the type and number of social interactions. The DSSI is comprised of 

11 items. The total score ranges from 11-47, with increased values indicating higher levels 

of support (Goodger, Byles, Higganbotham, & Mishra, 1999; Koenig et al., 1993). 

 

The DSSI version used in the current study was abbreviated from the original 35 item 

DSSI, which had widespread use in studies of ageing (Koenig et al., 1993). This latest 

adaptation has been successfully tested for reliability and validity on the Australian older 

adult population (Goodger, Byles, Higganbotham, & Mishra, 1999; Powers, Goodger, & 

Byles, 2004), although one of these investigations (Powers, Goodger, & Byles, 2004) found 

only the first ten items of the DSSI were valid and reliable; item D11 was excluded from 

final analysis due to low communality. To assess the appropriateness of this scale 

measurement for the study population, percentiles will be explored. To determine a 

relationship between social support and other outcomes of this study correlation 

coefficients (r) and associated probabilities (P) were calculated for social support (DSSI) 

and sense of control (the Mastery scale), HRQoL (SF36 and EQ-5D), functional level 

(Nottingham EADL) and service input (mean hours). 
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Table 4-13: The Duke Social Support Index (DSSI) 

 Question Scoring 

1 

 

 

Other than members of your family, how many 
persons in your local area do you feel you can 
depend on or feel very close to? (number of people) 

Zero people = 1 

One or two people = 2                         
Three + people = 3  

2 

 

 

How many times during the past week did you spend 
some time with someone who does not live with you, 
that is, you went to see them or they came to visit 
you, or you went out together?   

None = 1  

One or two = 2                         
Three + times = 3 

3 

 

 

How many times did you talk to someone, friends, 
relatives or others on the telephone in the past week 
(either they called you or you called them)? 

None or one time  = 1  

Two to five times = 2                         
Six + times = 3 

4 

 

 

About how often did you go to meetings of clubs, 
religious meetings or other groups that you belong to 
in the past week? 

 

None or one time  = 1  

Two to five times = 2                         
Six + times = 3 

5 
Does it seem that your family and friends (i.e., people 
who are important to you) understand you? None of the time = 1 

Hardly ever = 2 

Some of the time = 3 

Most of the time = 4 

All of the time = 5 

6 Do you feel useful to your family and friends? 

7 

Do you know what is going on with your family and 
friends? 

 

8 
When you are talking with your family and friends, do 
you feel you are being listened to? 

None of the time = 1 

Hardly ever = 2 

Some of the time = 3 

Most of the time = 4 

All of the time = 5 

9 
Do you feel you have a definite role (place) in your 
family and among your friends? 

10 
Can you talk about your deepest problems with at 
least one of your family and friends? 

11 

 

 

 

 

How satisfied are you with the kinds of relationships 
you have with your family and friends? 

 

 

 

Extremely dissatisfied = 1 

Very dissatisfied = 2 

Somewhat dissatisfied = 3 

Satisfied most of the time = 4 

Satisfied all of the time = 5 

 

4.7.9 Carer Reaction Assessment (CRA) 

The CRA (Table 4-14) is a 24 item assessment designed to measure both positive and 

negative attributes of informal care-giving, providing a more balanced evaluation as many 

instruments focus solely on the negative impacts of care-giving (Given et al., 1992; Nijboer, 

Triemstra, Tempelaar, Sanderman, & van den Bos, 1999; Stommel, Wang, Given, & 

Given, 1992). The assessment consists of five subscales: disrupted schedule (five items), 
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financial problems (three items), lack of family support (five items), health problems (four 

items) and self esteem (seven items). The items are rated on a five point scale (strongly 

agree = 5 to strongly disagree = 1). Table 4-15 outlines each of the subscales and 

corresponding CRA questions. For all subscales, except self esteem, higher scores 

indicate a stronger impact in that area (negative attributes). Higher scores in the self 

esteem attribute indicate positive experiences. The original CRA (Given et al., 1992) was 

designed to identify various dimensions in informal carers‘ lives, therefore, no overall total 

score was calculated. In the case of missing item scores, up to a maximum of three items 

will be allowed. These missing scores will be replaced by the mean score of the remaining 

items for the subscale. CRA questionnaires with more than three missing item scores will 

be excluded from analysis.  

 

A recent article reviewed literature on the CRA when tested on carers of stroke victims. 

Good internal consistency and validity was found, although research regarding reliability 

and responsiveness is necessary for carers of stroke victims (Visser-Meily, Post, 

Riphagen, & Lindeman, 2004). Two other studies utilised the CRA for carers of cancer 

patients, reporting the instrument demonstrated appropriate psychometric properties, and 

was feasible, reliable and valid for assessing the stress and burden of informal care-giving 

(Grov, Fossa, Tonnessen, & Dahl, 2006; Nijboer, Triemstra, Tempelaar, Sanderman, & van 

den Bos, 1999). The CRA was used in this study as it has a dimension for the positive 

impact of care-giving (self esteem domain) and is recognised as a measure of stress levels 

for carers of older people with both physical and cognitive impairments. 
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Table 4-14: Carer Reaction Assessment (CRA) 

When thinking about your feelings regarding care-giving over the past month, please state how 
strongly you agree or disagree with the following statements. Please substitute the spaces (___) 
with the first name of the older person you care for. 

1 I feel privileged to care for ___. 

2 Others have dumped caring for ___ on to me. 

3* My financial resources are adequate to pay for things that are required for care-giving. 

4 My activities are centred around care for ___. 

5 Since caring for ___, it seems like I'm tired all of the time. 

6 It is very difficult to get help from my family in taking care of ___. 

7* I resent having to take care of ___. 

8 I have to stop in the middle of work. 

9 I really want to care for ___. 

10 My health has got worse since I've been caring for ___. 

11 I visit family and friends less since I have been caring for ___. 

12* I will never be able to do enough care-giving to repay ___. 

13* My family works together at caring for ___. 

14 I have eliminated things from my schedule since caring for ___. 

15* I have enough physical strength to care for ___. 

16 Since caring for ___, I feel my family has abandoned me. 

17 Caring for ___ makes me feel good. 

18 The constant interruptions make it difficult to find time for relaxation. 

19* I am healthy enough to care for ___. 

20 Caring for ___ is important to me. 

21 Caring for ___ has put a financial strain on the family. 

22 My family (brothers, sisters, children) left me alone to care for ___. 

23 I enjoy caring for ___. 

24 It's difficult to pay for ___‘s health needs and services. 

Notes: Scoring: strongly agree = 5, agree = 4, neutral = 3, disagree = 2, strongly disagree = 1 
   *These questions are reverse scored  
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Table 4-15: Carer Reaction Assessment subscales 

CRA subscales No. of items Questions 

Disrupted schedule 5 4, 8, 11, 14, 18 

Financial problems 3 3, 21, 24 

Lack of family support 5 2, 6, 13, 16, 22 

Health problems 4 5, 10, 15, 19 

Self esteem 7 1, 7, 9, 12, 17, 20, 23 

 

4.8 Statistical methods 

The data analysis involved examining both the quantitative and qualitative data. 

Quantitative data, obtained from older people, informal carers and examination of 

documents, was initially entered into an Excel spreadsheet (Microsoft  Corporation, 2003). 

These were later transported into the statistical analysis system SAS (SAS Institute Inc. 

Cary NC), where procedures of this software were used for analysis. All statistical tests 

were two-tailed and a five percent significance level maintained throughout the analyses. 

All treatment evaluations were undertaken on the principle of ‗Intention to Treat‘. No 

adjustments for multiplicity were used for the secondary endpoints, adverse events or other 

endpoints. Missing data and outlying observations were identified and investigated with 

sensitivity analysis completed in order to assess the impact of such observations. 

Consultation with a statistician was performed and subsequent data analysis methods 

derived. Data analysis is described in further detail below, categorised under primary 

research question, secondary research questions, qualitative data and statistical 

interpretation.  

 

4.8.1 Primary research question 

The primary outcome for analysis was the HRQoL of older people, measured by a change 

in the SF36 score. A generalised linear mixed model for repeated measures and clustered 

data were used to allow estimation of the treatment effect on the primary outcome. An 

auto-regressive covariance structure was used to model the correlation between 

measurements at different time periods on the same older person participant. The 

randomisation unit (support worker and older people clusters) was included as a random 

effect. Appropriate demographics and clinical variables were included in the model. In 
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order to investigate whether changes over time differed for the intervention and 

comparison groups, the interaction between treatment and time was also assessed in the 

model. Means were adjusted for the other variables in the model with the appropriate 

standard errors presented. 

 

4.8.2 Secondary research questions 

For secondary outcomes with repeated measures and cluster data, a generalised linear 

mixed model was used to allow estimation of the treatment effect. Where the outcome was 

not normally distributed, either the variable was transformed using logarithms to better 

satisfy the assumptions of normality; or the appropriate link for Poisson or binary data was 

used. To allow for correlation between measurements at different time periods on the same 

participant, a covariance structure was modelled. Appropriate demographics and clinical 

variables were included in the model. In order to investigate whether changes over time 

differed for the intervention and comparison groups, the interaction between treatment and 

time was also assessed in the model. If outcomes were not normally distributed, similar 

non-linear mixed models were used.  

 

4.8.3 Qualitative data 

The qualitative data was attained from older people, informal carers, support workers and 

coordinators. Interviews and focus groups which had been audio-recorded were 

transcribed verbatim into Word for Windows (Microsoft  Corporation, 2003), facilitating 

accuracy and eliminating potential bias. This data was transferred into the NVivo software 

package (NVivo 2002, QSR International, Melbourne Australia) for analysis. Using NVivo, 

common codes and categories were identified and grouped into main themes. To aid this 

process a general inductive approach was undertaken, with transcripts systematically read 

several times to facilitate classification of categories and subsequent themes (Patton, 

2002; Thomas, 2006). Ten older people transcripts and one focus group transcript were 

analysed by an independent researcher to ensure comparable codes and categories were 

identified. 
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4.8.4 Statistical interpretation 

The term statistical significance refers to the likelihood an observed difference found 

between groups occurred due to chance alone. Generally, most clinical trials determine a 

result as statistically significant using the level of probability 0.05 or less; expressed as a P 

value (LeFort, 1993; Medical University of South Carolina, 2001). However, researchers 

are now being challenged to re-evaluate how P values are interpreted and presented. As 

illustrated by Lang, Rothman, and Cann (1998), who argue P values are incorrectly utilised 

as a measure of the credibility and importance of study results. Sterne and Smith (2001) 

emphasised the P value simply indicates the strength of evidence against the null 

hypothesis, recommending values be interpreted as shown in Figure 4-4; whereby, the P 

values in the middle area provide some, but not conclusive, evidence against the null 

hypothesis. 

 

 

Weak evidence against the null hypothesis

Increasing evidence against the null 

hypothesis with decreasing P value

Strong evidence against the null hypothesis

1.0

0.1

0.01

0.001

0.0001

P
 v
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                  Suggested interpretation of P values from published medical research 

Figure 4-4: Interpretation of P values  

(Sterne & Smith, 2001, p. 229) 
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Following on from interpretation of P values, Jacobson and Truax (1991) critiqued reliance 

on statistical significance testing alone, as it may have little relevance to clinical 

significance. Clinical significance relates to whether findings are important, or potentially 

important, to the clinical population; whether the intervention makes a real difference 

(Kazdin, 1999). Taking this into account, clinical significance is valuable in trials, such as 

the current study, because it provides information as to whether a particular approach may 

be helpful for a specific population group (LeFort, 1993). However, clinical significance can 

be difficult to delineate, and to date there are no standardised measures of clinical 

significance which can be generalised to the diverse range of study outcomes (Houle & 

Stump, 2008).  

 

This study utilised a variety of well-known scale measurements to assess the physical, 

mental, and social wellbeing of older people. However, determining the clinical significance 

for each of these tools is complex. Ferguson, Robinson, & Splaine (2002) undertook a 

study using the reliable change index (RCI) to establish clinical significance of the SF36. 

The RCI indicates whether a difference in the pre-to-post-treatment score is due to a real 

change or chance variation. RCIs were calculated as norm-based T-score units (mean of 

50, SD of 10) to ease interpretation and comparison of the SF36 sub-scales. Results 

showed an improvement in the SF36 score of 7.47 and 9.7 (T-scores) for the physical and 

mental component, respectively, may indicate clinical significance. However, in agreement 

with prior research (Jacobson, Roberts, Berns, & McGlinchey, 1999), Ferguson and 

colleagues (2002) stated change in the RCI alone does not indicate clinical significance. In 

addition, the post-intervention score must fall within the normal range, which is usually 

agreed on by the investigators prior to outcome assessment. The authors also recommend 

further research using actual clinical samples. Another study aimed to differentiate the 

clinical significance of changes in the summary BI score, although, the researchers were 

unable to complete this due to the ceiling effect of the BI (Kwon, Hartzema, Duncan, & Min-

Lai, 2004). Similar to the SF36 and BI, determining the clinical significance for the 

remaining scale measurements utilised in the current trial (EQ-5D, Mastery scale, 

Nottingham EADL, TUG, and DSSI) has not been clearly established, and more work is 

required in this area. 

 



Chapter 4: Methods 

129 

Bland and Altman (1995) highlight that many trials undertake multiple significance tests, 

therefore, a solitary statistically significant result should be interpreted with caution, as this 

may be the one in 20 result we would expect to find by chance alone. For this reason, 

adjustment for multiple tests has been discussed extensively in literature. The renowned 

Bonferroni method multiplies the observed P value from significance tests by the number of 

tests. This technique is correct when all tests are independent of one another. However, 

this method has been discredited by Bland and Altman (1995), who state multiple outcome 

measurement tests are not independent of one another; rather, they are highly correlated 

and use of the Bonferroni method is inappropriate and may result in failure to find real 

differences. In corroboration, Rothman (1990, p. 43) refuted the use of adjustments for 

multiple tests as it ―mechanises and thereby trivialises the interpretive problem‖. 

Consequently, P values have not been adjusted in the current study. Moreover, this trial 

sought to investigate the impact of the restorative intervention at the traditional five percent 

level of significance, although, P values will be presented in the results of this study to 

allow for readers‘ interpretation of the strength of evidence. In addition, clinical 

interpretation will be explored where appropriate. 

 

4.9 Reliability and validity 

Reliability is defined as consistency, both over time and internally. Consistency over time 

relates to whether the same instrument administered to the same people, but at a different 

time, would produce the same results. Internal consistency indicates the extent to which 

the items within the instrument are consistent with each other (Punch, 2005). Validity is 

defined as the extent to which the instrument administered measures what it is intended to 

measure (Punch, 2005). For this research, a number of measures have been undertaken 

to increase the reliability and validity of the study. 

Firstly, the data collector was a skilful health professional who had previous experience 

conducting research interviews with older people. This study was a single-blinded RCT 

where the researcher was unaware of the treatment assignment; this reduced bias during 

the data collection process (Katz, 2006). The study design incorporated cluster 

randomisation, which involves a group being allocated to treatments rather than 

randomisation of the individual (Bland, 2004). For this study, cluster randomisation was 

used for practical reasons and to minimise treatment contamination between participants in 
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the intervention and comparison groups (Killip, Mahfoud, & Pearce, 2004). Furthermore, a 

number of scale measurements were used to examine the older people participants‘ 

physical, mental and social wellbeing. Repeated measures of these assessments were 

conducted at three time points: baseline, four and seven months. Lastly, ten older people 

qualitative transcripts and one focus group transcript were reviewed by an external 

researcher to ensure similar coding and themes emerged.  

 

4.10 Summary 

Ethical guidelines were adhered to throughout this study, ensuring both confidentiality and 

anonymity were upheld. The pilot study provided valuable insight regarding the 

practicalities of conducting interviews with the older people participants. The main 

investigation demonstrated a mixed methods approach to strengthen the study design, as 

both quantitative and qualitative data was collected and analysed. Different groups of 

participants provided diverse views regarding home care services and the impact of a 

restorative service in comparison to usual care. The scale measurements utilised in this 

study have been described, and reliability and validity methods outlined. 
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Chapter 5: Sample characteristics 

 

Of all the self-fulfilling prophecies in our culture, the assumption that ageing 
means decline and poor health is probably the deadliest 

Marilyn Ferguson (1938-2008) 

5.0 Introduction 

This chapter encompasses three parts. The first presents information around the older 

people. Detailed recruitment of the sample is shown, including withdrawal of participants 

throughout the study. Baseline demographics for older people in both groups are 

compared. The second section pertains to informal carers, with demographics collected at 

baseline conveyed. Lastly, baseline data for support workers and coordinators is offered 

for the control and intervention group. 

 

Part 1: Older people 

5.1 Sample characteristics 

This section will initially outline useful definitions to aid understanding of tables in the 

recruitment section. Recruitment of the older people sample is described, followed by 

reasons for removal from the total sample set. Data regarding recruitment and enrolment 

over all three time points for both groups are also detailed. Finally, older people 

demographics will be presented.  

 

5.1.1 Definitions 

The definitions below relate to Figure 5-1, Table 5-2 and 5-4, which detail the number of 

participants and reasons for removal throughout the study timeframe. 

 

(i) Protocol violation: There are three possible protocol violations for this study. If an 

older person participant was funded by the Accident Compensation Corporation 

(ACC), if they took part in the intervention pilot study run by the home care agency, 

http://www.quotationspage.com/quote/1828.html
http://www.quotationspage.com/quote/1828.html
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or if they were randomised into the intervention group, but did not receive the 

intervention. 

(ii) Excluded: Refers to those participants who did not meet the eligibility criteria 

stated in section 4.3. 

(iii) Refused: Defined as a refusal of consent to participate post-randomisation. The 

older person or informal carer had the right of refusal at any time during the data 

collection period.  

(iv) Unavailable: A number of older people were eligible for the study, but defined as 

unavailable. Due to a variety of reasons, including: the older person was in 

hospital, away overseas, temporarily staying with family, unable to participate due 

to poor health, or there was no answer to their telephone following three attempts 

on different days at varying times. The home care agency was contacted to 

confirm the reason for the older person‘s unavailability. 

(v) Discharged: Defined as those older people participants who were discharged from 

the home care agency during the study period.  

(vi) Lost to follow-up: Participant lost to follow-up is defined as older people 

participants who were alive at their last contact, but become unavailable for further 

contacts. For this study, lost to follow-up occurred when an older person moved to 

another city. 

 

5.1.2 Recruitment 

The recruitment period for older people participants lasted seven months (December 2005 

– July 2006). The number of older people recruited to the study is presented in Table 5-1. 

Due to the unexpectedly high number of ineligible older people, a lower than anticipated 

sample size was achieved. Of note, 187 older people were registered and randomised to 

the trial; one participant was withdrawn due to protocol violation (randomised to the 

intervention group, but did not receive the intervention). 
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Table 5-1: Study recruitment of older people  

 Total 

 n % 

Total sample set from home care agency1 262   

Eligible 242 91.3 

Ineligible 20 8.7 

Registered2 187   

Control group 93 49.7 

Intervention group 94 50.3 

Notes: 1Percentages are calculated based on the total sample set 
   2Percentages are calculated based on the total number registered 

 

Table 5-2 presents further detail of numbers and reasons for removal from the total sample 

set. The table is divided into older people who were eligible and those ineligible. The table 

shows that 20 older people were ineligible and 43 eligible participants declined to be in the 

study.  
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Table 5-2: Reasons for removal from total sample set 

 Total 

 n % 

Ineligible1     

Protocol violations     

     In pilot study 5 25.0 

     ACC, not DHB funded* 1 5.0 

Excluded     

     Poor health 3 15.0 

     Under 65 years 1 5.0 

Residential care 5 25.0 

Participant died 5 25.0 

Total 20 100 

Eligible2     

Refused 43 78.2 

Unavailable     

     Unable to contact 6 10.9 

     On holiday 1 1.8 

     In hospital 5 9.1 

Total 55 100 

Overall Total 75  

Notes: 1Percentages are calculated based on the total number ineligible 
   2Percentages are calculated based on the total number eligible 
   *ACC = Accident Compensation Corporation 
   *DHB = district health board 

 

The numbers of older people recruited at all three time points (baseline, four months and 

seven months) are summarised in Table 5-3; revealing a greater reduction in numbers over 

time for the intervention group. Recruitment of each cluster into the trial was staggered, as 

this was a real life experiment and time allowances for the intervention to be implemented 

were needed. It took eight months to recruit all baseline participants and 14 months to 

complete interviews with the older people. Therefore, a reduction in the numbers of older 

people receiving follow-up interviews was noted. 
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Table 5-3: Recruitment and enrolment over time 

 Control group  Intervention group Total 

Older Person 
Interview 

n %  n %  n %  

Baseline 93 100 93 100 186 100 

4 months follow-up 82 88.2 82 88.2 164 88.2 

7 months follow-up  81 87.1 76 81.7 157 84.4 

 

Table 5-4 demonstrates the reasons for withdrawal throughout the trial. For both groups, 

the main reason for withdrawal from the trial was due to participant refusal. Some 

participants from the intervention group (n=1) and control group (n=3) refused assessment 

at four months, but accepted at the seven month interview.  
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Table 5-4: Reasons for withdrawal over time 

 Control group Intervention group Total 

Older Person 
Interview  

n % n % n % 

4-months follow-up       

Participant died - - 2 9.1 2 9.1 

Unavailable - - - - - - 

  Staying with family - - 1 4.5 1 4.5 

  On holiday 1 4.5 - - 1 4.5 

  Poor health 1 4.5   1 4.5 

Residential care 2 9.1 3 13.6 5 22.7 

Refused 6 27.3 3 13.6 9 40.9 

Discharged 1 4.5 2 9.1 3 13.6 

Total 11 50.0  11 50.0 22 100 

7-months follow-up             

Participant died 2 18.2 1 9.1 3 27.3 

Unavailable - - - - - - 

  In hospital - - 1 9.1 1 9.1 

Lost to follow-up - - - - - - 

  Moved to another city 1 9.1 - - 1 9.1 

Residential care - - 1 9.1 1 9.1 

Refused 1 9.1 4 36.4 5 45.5 

Total 4 36.4 7 63.6 11 100 

Refused at 4mths 
agreed 7mths 

3  1  4  

Overall Total 12 41.4 17 58.6 29 100 

 

Figure 5-1 details the distribution of older people participants throughout the trial. A total of 

21 clusters (10 intervention, 11 control) comprising 262 older people were identified from 

the home care agency database; 75 potential participants were withdrawn for varying 

reasons. The clusters were randomised to the intervention or control group, with a total 

sample of 186 baseline participants (post-randomisation, one participant was withdrawn 

due to a protocol violation of not receiving the intervention). A total of 157 older people 

participants remained at the final seven month data collection (84%).  
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Allocation to intervention (baseline):

Clusters (10)

Older people (93) 

Protocol violation (1)

Total sample set: 

Clusters (21)

Older people (262)

Randomisation:

 Clusters (21)

Older people (187)

Participant died (2)     

Residential care (3)

Unavailable (1)            

Refused (3)          

Discharged (2)

Participant died (0)      

Residential care (2)

Unavailable (2)         

Refused (6)     

Discharged (1)

Withdrawn (75 older people):

Protocol violation (6)    

 Residential care (5)        

Participant died (5)       

Excluded (4)

Refused (43)                  

Unavailable (12)

Four month follow-up:

Older people (82)

Four month follow-up:

Older people (82)

Participant died (1)          

Residential care (1)

Unavailable (1)                

Refused (4)

Participant died (2)                 

Unavailable (0)                 

Refused (1)                 

Lost to follow up (1)          

Seven month follow-up:

Older people (76)

Refused at four month, but accepted seven month 

Older people (1)

Refused at four month, but accepted seven month

Older people (3)

Seven month follow-up:

Older people (81)

Allocation to control (baseline):

Clusters (11)

Older people (93)

 

Figure 5-1: Distribution of participants 
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5.1.3 Baseline older people demographics 

This section presents information gained from the older people at baseline and describes 

the sample within each group. Table 5-5 illustrates comparison of older people participants 

revealed similar years with the home care agency (although, a difference is noted in the 

number of older people known to the agency for more than four years), age, gender, needs 

level, ethnicity and AMTS scores between the two groups. The majority of participants 

reported ‗housewife‘ as their main former occupation. The majority of older people 

participants were female and scored seven or greater on the AMTS. The mean age was 79 

years. There was some discrepancy between groups for participants who lived alone. In 

relation to co-morbidities, some differences were observed with specific conditions; namely 

‗endocrine, nutritional and metabolic diseases‘ and ‗diseases of the circulatory system‘. Co-

morbidity data are presented for completeness, although these data were unreliable as it 

was updated infrequently and obtained by the home care coordinator, who was not a 

trained health professional. Consequentially, no further analysis was undertaken. 

 

Table 5-5: Baseline older people demographics 

 Control group Intervention group 

 n % n % 

Cluster characteristics 11 52.4 10 47.6 

Older people per cluster, mean (SD) 8.5 (2.1)  9.3 (1.9)  

Older person characteristics 93  93  

Years with home care agency, 
mean (SD) 

3.6 (2.7)  4.0 (3.0)  

  0 -1 year 16 17.2 17 18.3 

  1> -2 years 15 16.2 14 15.1 

  2> -3 years 15 16.2 10 10.8 

  3> -4 years 20 21.5 14 15.1 

  4> years 27 29.0 38 40.9 

Age     

  65-69 8 8.6 6 6.5 

  70-74 19 20.4 6 6.5 

  75-79 32 34.4 27 29.0 

  80-84 13 14.0 30 32.3 

  85+ 21 22.6 24 25.8 
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Table 5-5: Baseline older people demographics continued 

 Control group Intervention group 

 n % n % 

Age     

  Mean 78.4  80.5  

  SD 6.5  6.3  

Females 65  69.9 72 77.4 

Males 28 30.1 21 22.6 

Needs level¹, mean (SD) 2.0 (0.8)  1.8 (0.8)  

  1 27 29.0 32 34.4 

  2 37 39.8 41 44.1 

  3 20 21.5 13 14.0 

  4 2 2.2 2 2.2 

  Missing 7 7.5 5 5.4 

AMTS, mean (SD) 9.2 (1.2)  9.0 (1.2)  

  7-10 88 94.6 89 95.7 

  < 7 5 5.4 4 4.3 

Lives alone 47  50.5 63  67.7 

Lives with others 46 49.5 30 32.3 

  Spouse only 37 39.8 24 24.2 

  Spouse and others 1 1.1 1 1.1 

  Child or children 5 5.4 3 3.2 

  Other (not spouse or children) 3 3.2 2 2.2 

Ethnicity     

  NZ European 92  98.9 91  97.8 

  Maori -  1  1.1 

  Pacific peoples 1  1.1 1  1.1 

Former Occupation     

  Armed forces 2 2.2 2 2.2 

  Legislators, administrators, and 
managers 

3 3.2 2 2.2 

  Professionals 10 10.8 8 8.6 

  Technicians and associate   
professionals 

6 6.5 3 3.2 

  Clerks 5 5.4 13 14.0 

  Service and sales workers 3 3.2 7 7.5 

  Agriculture and fishery workers 4 4.3 4 4.3 
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Table 5-5: Baseline older people demographics continued 

Former Occupation continued     

  Trades workers 9 9.7 5 5.4 

  Plant and machine operators and 
assemblers 

7 7.5 0 0 

  Elementary occupations 1 1.1 5 5.4 

  Housewife 43 46.2 44 47.3 

Co-morbidities     

  Neoplasms 1 1.1 4 4.3 

  Diseases of the blood and blood-
forming organs and certain disorders 
involving the immune mechanism 

2 2.2 1 1.1 

  Endocrine, nutritional and metabolic 
diseases 

35 37.6 16 17.2 

  Mental and behavioural disorders 8 8.6 7 7.5 

  Diseases of the nervous system 10 10.8 14 15.1 

  Diseases of the eye and adnexa 13 14.0 16 17.2 

  Diseases of the ear and mastoid 
process 

9 9.7 6 6.5 

  Diseases of the circulatory system 60 64.5 72 77.4 

  Diseases of the respiratory system 21 22.6 19 20.4 

  Diseases of the digestive system 11 11.8 13 14.0 

  Diseases of the skin and 
subcutaneous tissue 

1 1.1 1 1.1 

  Diseases of the musculoskeletal 
system and connective tissue 

58 62.4 66 71.0 

  Diseases of the genitourinary system 11 11.8 6 6.5 

  Injury, poisoning and certain other 
consequences of external causes 

3 3.2 6 6.5 

  Missing 2 2.2 2 2.2 

Notes: SD = Standard Deviation 
   ¹Intervention group n=88; control group n=86  

 

Table 5-6 represents the baseline scale measurements assessing physical, psychological 

and social networks of the older people. The baseline level of psychological disability, 

physical disability and social networks was almost identical for the two groups. Barthel 

index (BI) scores indicate very low levels of dependency; while the Nottingham Extended 

Activities of Daily Living (EADL) scores indicate moderate dependency with instrumental 

activities of daily living (IADL). 
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Table 5-6: Baseline older person demographics – scale measurements 

Scale Measurement Control group Intervention group 

SF36 Overall   

  n 93 93 

  Mean 54.6 52.4 

  SD 12.2 13.4 

  Median 56.4 53.9 

SF36 Physical   

  n 93 93 

  Mean 43.4 42.1 

  SD 12.8 13.1 

  Median 43.8 41.6 

SF36 Psychological   

  n 93 93 

  Mean 62.9 59.7 

  SD 13.1 14.9 

  Median 65.7 61.0 

EQ-5D Descriptive   

  n 93 93 

  Mean 7.4 7.6 

  SD 1.7 1.6 

  Median 7.0 8.0 

EQ-5D VAS   

  n 93 93 

  Mean 6.4 6.2 

  SD 1.6 1.7 

  Median 6.0 6.0 

Mastery Scale   

  n 93 93 

  Mean 22.9 22.6 

  SD 3.8 3.9 

  Median 23.0 22.0 

Barthel Index   

  n 93 93 

  Mean 18.4 18.4 

  SD 2.2 2.0 

  Median 19.0 19.0 
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Table 5-6: Baseline older person demographics – scale measurements continued 

Scale Measurement Control group Intervention group 

Nottingham EADL   

  n 93 93 

  Mean 45.2 44.8 

  SD 10.3 9.0 

  Median 46.0 46.0 

DSSI   

  n 93 93 

  Mean 36.7 36.2 

  SD 4.6 4.3 

  Median 37.0 37.0 

TUG   

  n 90 90 

  Mean 22.1 22.4 

  SD 15.1 11.1 

  Median 18.5 20.0 

Notes:  SF36 =  Short Form 36 Health Survey 
   EQ-5D VAS  =  EQ-5D Visual Analogue Scale 
   Nottingham EADL =  Nottingham Extended Activities of Daily Living 
   DSSI  =  Duke Social Support Index 
   TUG  =  Timed Up & Go test 

 

In summary, the sample size comprised 93 older people in each group; participant 

withdrawal over the study timeframe occurred at 12.9 percent and 18.3 percent for the 

control and intervention group, respectively. The main reason for withdrawal was due to 

participant refusal. The sample appeared relatively independent as reflected by low needs 

level scores, high AMTS, BI and Nottingham EADL scores. In addition, fairly high DSSI 

scores for both groups imply good levels of social support. The majority of participants 

were female, New Zealand (NZ) European, reported housewife as their main former 

occupation, and aged 75 to 84 years. A higher number in the intervention group lived alone 

compared with the control group. Those who did not live alone most commonly lived with 

their spouse. 
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Part 2: Informal carers 

5.2 Sample characteristics 

This section presents the baseline demographics of informal carers in both groups. 

 

5.2.1 Baseline informal carer demographics 

Table 5-7 reveals a higher number of informal carers in the control group compared with 

the intervention group. Comparison of informal carers in both groups showed similar age 

and ethnicity. In both groups the majority of informal carers were the spouse and all lived 

with the older person.  

 
Table 5-7: Informal carer baseline demographics 

 Control group Intervention group 

 n % n % 

n 16  12  

Age     

  50-59 - - 3 25.0 

  60-69 4 25.0 1 8.3 

  70+ 12 75.0 8 66.7 

Ethnicity     

  NZ European 16 100 11 91.7 

  Australian - - 1 8.3 

Lives with older person 16 100 12 100 

Relationship to older 
person 

    

  Spouse 16 100 10 83.3 

  Child - - 1 8.3 

  Child-in-law - - 1 8.3 

 

In summary, a slightly higher number of informal carers were found in the control group, 

compared with the intervention group. The majority of carers were 70+ years old, NZ 

European and the spouse of the older person. All informal carers lived with the older 

person. 
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Part 3: Service findings 

5.3 Sample characteristics 

This section details the number of support workers and coordinators in both groups at 

baseline. Baseline demographics are shown for support workers and coordinators in the 

control and intervention groups. 

 

5.3.1 Baseline support worker and coordinator demographics 

Tables 5-8 and 5-9 present baseline demographics for the support workers and 

coordinators. Compared with the intervention group, the control group comprised a higher 

mean number of support workers per cluster. Similar years with the home care agency, 

age and ethnicity were demonstrated for support workers in both groups. The intervention 

coordinator was employed specifically to implement the new home care service, therefore, 

differences between the two groups were noted. The number of coordinators, years with 

the home care agency and ethnicity differed between the two groups. All coordinators were 

female; age was comparable for both groups with a mean of 52 years. 
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Table 5-8: Baseline support worker demographics  

 Control group Intervention group 

 n % n % 

Cluster characteristics 11 52.4 10 47.6 

Support workers per cluster, mean (SD) 3.6 (1.2)  2.8 (0.4)  

Support worker characteristics 40  28  

Years with the home care agency, 
mean (SD) 

3.9 (4.2)  4.0 (3.6)  

  0 -1 year 11 27.5 6 21.4 

  1> -2 years 8 20.0 4 14.3 

  2> -3 years 4 10.0 6 21.4 

  3> -4 years 4 10.0 1 3.6 

  4> years 12 30.0 11 39.3 

  Missing 1 2.5 - - 

Age       

  Under 20 years 1 2.5 - - 

  20-29 years 1 2.5 - - 

  30-39 years 3 7.5 2 7.1 

  40-49 years 10 25.0 9 32.1 

  50-59 years 17 42.5 11 39.3 

  60-69 years 4 10.0 4 14.3 

  70+ years - - 1 3.6 

  Missing 4 10.0 1 3.6 

Mean 49.9  51.2  

SD 10.2  9.0  

Median 54.0  51.0  

Female 40  100 28 100 

Ethnicity     

  NZ European 29 72.5 19  67.9 

  Maori 5 12.5 5  17.9 

  Pacific peoples 4 10.0 3  10.7 

  Asian 2 5.0 - - 

  Missing - - 1 3.6 
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Table 5-9: Baseline coordinator demographics 

 Control group Intervention group 

 n % n % 

Coordinator characteristics 3  1  

Years with home care 
agency, mean (SD) 

2.1 (2.0)  0.6 (-)  

  ≤1 year 1 33.3 1 100 

  2> -3 years 1 33.3 -  

  4> years 1 33.3 -  

Age      

  50-59 years 2 66.7 1 100 

  Missing 1 33.3   

Female 3 100 1 100 

Ethnicity     

  NZ European 1 33.3 1  100 

  Maori 1 33.3 -  

  Pacific peoples 1  33.3 -  

 

In summary, the control group encompassed a greater number of support workers in 

comparison to the intervention group. For support workers across both groups, the mean 

number of years with the home care agency was four, the mean age was 51 years, all 

were female, and the majority were NZ European. Compared with the intervention group, 

there were more coordinators in the control group, they had been with the home care 

agency for longer and demonstrated greater ethnic diversity. Across both groups the mean 

coordinator age was 52 years and all were female.  
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Chapter 6: Results 

 

Insanity is doing the same thing over and over again and expecting different 
results 

Albert Einstein (1879-1955) 

6.0 Introduction 

This chapter includes four sections. The first presents the primary and secondary results 

for quantitative data arising from the older people participants. Next, results from the 

informal carer‘s questionnaires are reported. The third section initially reports findings 

about the home care service, comparing the intervention and control groups, and then 

results pertaining to the intervention group alone are shown. Lastly, the chapter describes 

qualitative findings from older people interviews, written comments by informal carers, 

focus groups with support workers, and face-to-face interviews with coordinators.  
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Part 1: Older people 

6.1 Primary results 

As shown in Table 6-1, there was some evidence of a difference in the primary outcome 

measure of change in Short Form (SF36) Health Survey score. In particular, this occurred 

within the intervention group in the psychological element (P=0.05). Differences between 

groups were adjusted for age, gender, living alone, baseline Abbreviated Mental Test 

Score (AMTS) and baseline Barthel Index (BI). 

 
Table 6-1: Primary result: Short Form 36 (SF36) Health Survey 

Scale measurement Baseline Four months Seven months P value* 

 Mean (SE) Mean (SE) Mean (SE)  

SF36 Overall    0.05 

  Control 54.6 (1.3) 57.6 (1.5) 57.7 (1.4)  

  Intervention 52.4 (1.4) 57.8 (1.2) 59.5 (1.4)  

SF36 Physical    0.22 

  Control 43.4 (1.3) 45.9 (1.6) 45.4 (1.5)  

  Intervention 42.1 (1.4) 46.3 (1.2) 46.4 (1.5)  

SF36 Psychological    0.05 

  Control 62.9 (1.4) 65.7 (1.5) 66.4 (1.4)  

  Intervention 59.7 (1.5) 65.7 (1.3) 67.7 (1.4)  

Notes: *P value for the difference in change over time from the model including age, gender, living alone, 
baseline AMTS and BI 

   SE  =  Standard Error 
   SF36  =  Short Form 36 Health Survey 

 

Table 6-2 highlights further detailed exploration of the eight health profiles of the SF36. The 

mean scores are highlighted for both groups, over the three time points. The table reveals 

for the intervention group, the role emotional and social functioning profiles of the mental 

component of the SF36 demonstrated the greatest change from baseline to seven months. 

All other profiles revealed minimal change over time. 
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Table 6-2: Health profile scores for the Short Form (SF36) Health Survey 

Scale measurement Baseline Four months Seven months 

 Mean (SE) Mean (SE) Mean (SE) 

SF36 PHYSICAL 
COMPONENT 

   

Physical functioning    

  Control 24.8 (1.9) 27.0 (1.9) 27.8 (2.0) 

  Intervention 22.3 (1.5) 25.5 (1.7) 27.8 (1.8) 

Role physical    

  Control 51.7 (1.9) 54.8 (2.5) 54.3 (2.6) 

  Intervention 50.1 (2.2) 56.8 (2.1) 57.9 (2.3) 

Bodily pain    

  Control 45.7 (2.5) 50.9 (3.0) 47.7 (2.6) 

  Intervention 48.0 (2.7) 51.8 (2.5) 52.0 (2.7) 

General health    

  Control 50.4 (1.8) 51.1 (1.9) 51.7 (2.0) 

  Intervention 50.5 (1.7) 52.7 (1.6) 50.1 (1.8) 

SF36 MENTAL 
COMPONENT 

   

Social functioning    

  Control 68.7 (3.4) 69.4 (3.7) 70.7 (3.7) 

  Intervention 61.8 (3.4) 72.0 (3.4) 77.5 (3.5) 

Role emotional    

  Control 83.9 (2.4) 92.4 (1.6) 93.2 (1.5) 

  Intervention 80.0 (2.6) 90.9 (1.7) 95.7 (1.3) 

Mental health    

  Control 67.2 (1.5) 69.6 (1.5) 70.9 (1.3) 

  Intervention 66.5 (1.4) 68.4 (1.3) 70.9 (1.4) 

Vitality    

  Control 44.6 (1.6) 45.9 (1.7) 45.6 (1.6) 

  Intervention 39.8 (1.5) 44.8 (1.5) 44.4 (1.8) 

 

6.2 Secondary results 

6.2.1 Scale measurements 

Table 6-3 presents scale measurement results for the secondary research questions 

associated with the physical, psychological and social wellbeing of older people. No trends 
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were observed for any of these measurements. Models included age, gender, living alone, 

baseline AMTS and baseline BI. 

 
Table 6-3: Scale measurements 

Scale measurement Baseline Four months Seven months P value* 

 Mean (SE) Mean (SE) Mean (SE)  

EQ-5D Descriptive    0.17 

  Control 7.4 (0.2) 6.6 (0.2) 6.5 (0.2)  

  Intervention 7.6 (0.2) 6.7 (0.2) 6.3 (0.2)  

EQ-5D VAS    0.88 

  Control 6.4 (0.2) 6.4 (0.2) 6.6 (0.2)  

  Intervention 6.2 (0.2) 6.4 (0.2) 6.2 (0.2)  

Mastery Scale    0.58 

  Control 22.9 (0.4) 23.4 (0.4) 23.3 (0.4)  

  Intervention 22.6 (0.4) 22.7 (0.4) 22.5 (0.4)  

Barthel Index    0.24 

  Control 18.4 (0.2) 18.8 (0.2) 18.7 (0.2)  

  Intervention 18.4 (0.2) 18.6 (0.2) 18.9 (0.2)  

Nottingham EADL    0.71 

  Control 45.2 (1.1) 45.0 (1.0) 44.4 (1.1)  

  Intervention 44.8 (0.9) 44.3 (0.9) 44.2 (1.0)  

DSSI¹    0.23 

  Control 36.7 (0.5) 36.8 (0.5) 37.3 (0.5)  

  Intervention 36.2 (0.4) 36.0 (0.6) 36.4 (0.5)  

TUG2    0.98 

  Control 22.1 (1.6) 22.3 (2.0) 22.4 (2.0)  

  Intervention 22.4 (1.2) 22.3 (1.1) 22.6 (1.5)  

Notes: *P value for the difference in change over time from the model including age, gender, living alone, 
baseline AMTS and BI 

     ¹Missing data for intervention group:  Four months n=1 
     2Missing data for intervention group:  Baseline n=3, four months n=4, seven months n=4  
   Missing data for control group:  Baseline n=3, four months n=3, seven months n=4 
 
   SE  =  Standard Error 
   EQ-5D VAS  =  EQ-5D Visual Analogue Scale 
   Nottingham EADL =  Nottingham Extended Activities of Daily Living 
   DSSI  =  Duke Social Support Index 
   TUG  =  Timed Up & Go test 
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6.2.2 Ceiling effect 

Table 6-4 reveals substantial ceiling effects for the BI in both the control and intervention 

groups, across the three time points.  

 

Table 6-4: Barthel Index ceiling effects for the control and intervention group at 
baseline, four and seven months 

Scale measurement (range) Baseline Four months Seven months 

Barthel Index (0-20) n (%) n (%) n (%) 

Control group 44 (47) 43 (52) 39 (48) 

Intervention group 34 (37) 37 (45) 41 (54) 

Note: Ceiling effect refers to the percentage of the sample achieving the maximum possible score 

 

6.2.3 Percentiles 

Table 6-5 shows percentiles for the SF36, indicating greater change in scores over time for 

the intervention group in comparison to the control group. 

 

Table 6-5: Percentiles for the Short Form 36 (SF36) Health Survey, overall scores 

 Percentiles 

 5% 10% 25% 50% 75% 90% 95% 

Control group        

Baseline 29 39 46 56 64 69 73 

Four months 32 39 49 59 67 76 78 

Seven months 40 43 50 56 68 73 77 

Intervention group        

Baseline 24 35 44 54 61 67 72 

Four months 40 45 48 60 65 72 74 

Seven months 35 45 52 60 68 74 76 

Note:  Increased scores indicate higher perceived HRQoL 

 

Tables 6-6, 6-7 and 6-8 display percentiles for the EQ-5D and the Mastery scale, revealing 

minimal changes between groups over time for these scale measurements. 
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Table 6-6: Percentiles for the EQ-5D descriptive system 

 Percentiles 

 5% 10% 25% 50% 75% 90% 95% 

Control group        

Baseline 5 5 6 7 8 10 11 

Four months 5 5 5 6 8 9 10 

Seven months 5 5 5 6 7 8 9 

Intervention group        

Baseline 5 5 6 8 9 10 10 

Four months 5 5 6 6 8 9 9 

Seven months 5 5 5 6 7 8 9 

Note:  Increased scores indicate higher HRQoL 
 

Table 6-7: Percentiles for the EQ-5D visual analogue scale 

 Percentiles 

 5% 10% 25% 50% 75% 90% 95% 

Control group        

Baseline 4 4 5 6 8 8 9 

Four months 3 4 5 7 8 8 9 

Seven months 4 4 5 7 8 9 9 

Intervention group        

Baseline 4 4 5 6 7 8 9 

Four months 4 5 5 6 7 8 9 

Seven months 4 4 5 6 8 8 8 

Note:  Increased scores indicate higher HRQoL 
 

Table 6-8: Percentiles for the Mastery scale 

 Percentiles 

 5% 10% 25% 50% 75% 90% 95% 

Control group        

Baseline 16 17 19 22 24 24 26 

Four months 16 18 19 22 24 26 27 

Seven months 16 18 19 22 23 25 26 

Intervention group        

Baseline 16 16 18 21 23 24 26 

Four months 16 17 18 20 23 24 25 

Seven months 16 16 18 21 23 24 25 

Note:  Increased scores indicate higher sense of control 
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Table 6-9 demonstrates elevated scores for the BI, indicating the total sample exhibits high 

ADL function, substantiated by the fact that older people in the 75th percentile and above 

achieved the maximum score of 20. Scores were comparable for both groups, with no 

changes over time.  

 

Table 6-9: Percentiles for the Barthel Index 

 Percentiles 

 5% 10% 25% 50% 75% 90% 95% 

Control group        

Baseline 14 16 18 19 20 20 20 

Four months 16 16 18 20 20 20 20 

Seven months 16 17 18 19 20 20 20 

Intervention group        

Baseline 15 16 18 19 20 20 20 

Four months 16 17 18 19 20 20 20 

Seven months 16 17 18 20 20 20 20 

Note: Higher scores indicate higher ADL function 

 

Table 6-10 shows minimal changes between groups over time for the TUG scale 

measurement. The median scores (50th percentile) are all between 18 and 21 seconds, 

well below 30 seconds which is indicative of functional dependence. What is more, only ten 

percent of the total sample (90th percentile and above) exhibit a time of 30 seconds of 

longer, revealing the large proportion of older people with high basic functional mobility. 

 

Table 6-10: Percentiles for the Timed Up and Go 

 Percentiles 

 5% 10% 25% 50% 75% 90% 95% 

Control group        

Baseline 11 12 14 19 24 36 40 

Four months 8 10 14 18 26 38 46 

Seven months 11 12 15 19 24 31 39 

Intervention group        

Baseline 11 12 16 20 26 32 36 

Four months 10 12 16 21 29 34 40 

Seven months 11 12 15 19 25 38 47 

Note:  A time of 30 seconds or longer indicates functional dependence  
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Tables 6-11 and 6-12 display exploration of percentiles for the Nottingham EADL and DSSI 

scale measurement, respectively, showing there is little difference between groups over 

time. For the Nottingham EADL, the total sample median (50th percentile) is 46, and 

percentiles illustrate broadly high IADL function. Similarly the DSSI highlights, in the main, 

a socially integrated sample. 

 

Table 6-11: Percentiles for the Nottingham Extended Activities of Daily Living 

 Percentiles 

 5% 10% 25% 50% 75% 90% 95% 

Control group        

Baseline 23 32 42 46 52 56 59 

Four months 30 33 40 47 51 55 56 

Seven months 27 33 40 46 50 54 56 

Intervention group        

Baseline 27 35 40 46 51 56 58 

Four months 32 34 39 45 51 54 55 

Seven months 25 32 39 45 50 54 55 

Note: Higher scores indicate higher IADL function 

 

Table 6-12: Percentiles for the Duke Social Support Index (DSSI) 

 Percentiles 

 5% 10% 25% 50% 75% 90% 95% 

Control group        

Baseline 29 33 35 37 39 42 43 

Four months 27 32 34 38 40 42 44 

Seven months 31 33 35 37 40 42 43 

Intervention group        

Baseline 30 31 34 37 39 41 42 

Four months 26 32 34 36 39 42 42 

Seven months 30 32 34 36 40 41 43 

Note:  Increased values indicate higher levels of social support  

 

9.2.4 Social support and functional levels 

Figure 6-1 portrays the relationship between social support (based on DSSI scores), 

functional level (based on Nottingham EADL scores) and service input (based on mean 
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hours per week) using baseline data for all older people in the trial. The Nottingham EADL 

bands refer to older people‘s scores, with higher scores indicating a higher functional level. 

Similarly, high scores for social support indicate enhanced support. The graph portrays a 

direct, albeit weak, relationship between function and social support, with higher functional 

levels being associated with higher levels of social support. Correlation coefficients (r) and 

associated probabilities (P) in relation to Figure 6-1 revealed a weak statistically significant 

correlation (r=0.3, P=0.0007) between social support and functional level. Mean hours 

revealed no correlation with social support or functional level (r=0.1 P=0.3; r=0.03 P=0.8, 

respectively). 

 

 
        (Higher scores = increased function) 

Figure 6-1: Social support, functional level and service input 

Notes: Missing data for mean hours n=84. 

 

Interestingly, 28 older people (15.1%) exhibited minimal disability; demonstrating both high 

IADL functional levels (Nottingham EADL score 55-66) and high social support (DSSI 

score 35-47). In addition, this group displayed high ADL function (mean BI score 19.1) and 

no cognitive deficit (mean AMTS score of 9.4). What is more, these older people received 

minimal service input of 1.5 mean hours per week. For the purposes of discussion and 

clarity this group will herein be referred to as minimal disability  
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Figures 6-2, 6-3, 6-4 and 6-5 further investigate the four domains within the Nottingham 

EADL questionnaire, comparing functional levels based on mean Nottingham EADL 

scores. The total sample population has been divided into six groups based on total 

Nottingham EADL scores, with each individual question scored using one of four levels; 3 = 

independent function, 2 = alone with difficulty, 1 = with help, 0 = unable. This examination 

has been undertaken to explore areas of deficit, particularly for older people with high IADL 

function (Nottingham EADL scores 55-56). The graphs reveal, those scoring a total of 55-

66 on the Nottingham EADL questionnaire demonstrated high individual scores in all areas 

except housework and managing their own garden. 

 

 

Figure 6-2: Functional level using mean scores for the Nottingham EADL mobility 
item 

Notes: 3 = independent function, 2 = alone with difficulty, 1 = with help, 0 = unable 

 

0

1

2

3

Do you walk 
around 

outside?

Do you 
climb stairs?

Do you get 
in and out of 

the car?

Do you walk 
over uneven 

ground?

Do you cross 
roads?

Do you 
travel on 

public 
transport?

M
e

an
 N

o
tt

in
gh

am
 E

A
D

L 
sc

o
re

 
fo

r 
in

d
iv

id
u

al
 q

u
e

st
io

n
s

Question

Nottingham EADL total score

0 to 10 11 to 21 22 to 32 33 to 43 44 to 54 55 to 66



Chapter 6: Results 

157 

 

Figure 6-3: Functional level using mean scores for the Nottingham EADL kitchen 
item 

Notes: 3 = independent function, 2 = alone with difficulty, 1 = with help, 0 = unable 

 

 

Figure 6-4: Functional level using mean scores for the Nottingham EADL domestic 
item 

Notes: 3 = independent function, 2 = alone with difficulty, 1 = with help, 0 = unable 
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Figure 6-5: Functional level using mean scores for the Nottingham EADL leisure 
item 

Notes: 3 = independent function, 2 = alone with difficulty, 1 = with help, 0 = unable 

 

Correlation coefficients (r) and associated probabilities (P) were calculated to determine 

relationships between social support (DSSI), sense of control (mastery scale) and health 

related quality of life (HRQoL) (SF36 and EQ-5D). Social support demonstrated a weak 

negative correlation with sense of control (r=-0.3 P=<0.0001) (Figure 6-6), a weak positive 

correlation with HRQoL, as measured by SF36 (r=0.4 P=<0.0001) (Figure 6-7) and a very 

weak correlation of no clinical significance with HRQoL, as measured by EQ-5D (r=-0.2 

P=<0.0018) (Figure 6-8). 
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Figure 6-6: Scatter plot of social support and sense of control 

 

 

 

Figure 6-7: Scatter plot of social support and HRQoL (SF36) 
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Figure 6-8: Scatter plot of social support and HRQoL (EQ-5D) 

 

6.3 Adverse events 

Table 6-13 presents adverse event data on falls, general practitioner (GP) visits, hospital 
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the study time period across the two groups. A reduction in fall rate is noted for both 

groups, this may be due to recall bias at the baseline point. The distribution of GP visits 
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Table 6-13: Adverse events: falls, GP visits, hospital admissions and emergency 
room visits 

 Control Group Intervention Group P value* 

 n % n %  

Fall in the last 3 
months 

    0.5 

  Baseline 33 35.5 23 25.7  

  Four months 24 25.8 15 16.1  

  Seven months 23 25.7 17 18.3  

Number of falls in 
the last 3 months 

     

Baseline      

  1 25 75.8 13 56.5  

  2 3 9.1 4 17.4  

  3+ 5 15.2 6 26.1  

Four months      

  1 20 83.3 11 73.3  

  2 3 12.5 3 20.0  

  3+ 1 4.2 1 6.7  

Seven months      

  1 18 78.3 12 70.6  

  2 4 17.4 2 11.8  

  3+ 1 4.3 3 17.6  
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Table 6-13: Adverse events: falls, GP visits, hospital admissions and emergency 
room visits continued 

 Control Group Intervention Group P value 

 n % n %  

Number of GP visits in 
past 3 months 

    0.3 

Baseline      

  0 5 5.4 3 3.2  

  1 31 33.3 30 32.3  

  2 29 31.2 19 20.4  

  3+ 28 30.1 41 44.1  

Four months      

  0 6 7.3 3 3.7  

  1 30 36.6 28 34.1  

  2 24 29.3 17 20.7  

  3+ 22 26.8 34 41.5  

Seven months      

  0 7 8.6 4 5.3  

  1 25 30.9 29 38.2  

  2 22 27.2 20 26.3  

  3+ 27 33.3 23 30.3  
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Table 6-13: Adverse events: falls, GP visits, hospital admissions and emergency 
room visits continued 

 Control Group Intervention Group P value 

 n % n %  

Most recent 
discharge from 
hospital 

     

Baseline      

No hospitalisation in 
the last 3 months 

79 84.9 75 80.6  

Within 1-7 days 1 1.1 - -  

Within 8-14 days - - 1 1.1  

Within 15-30 days 4 4.3 1 1.1  

> 30 days ago 9 9.7 16 17.2  

Four months      

No hospitalisation in 
the last 3 months 

65 79.3 67 81.7  

Within 1-7 days 2 2.4 1 1.2  

Within 8-14 days 2 2.4 - -  

Within 15-30 days 4 4.9 3 3.7  

> 30 days ago 9 11.0 11 13.4  

Four months      

No hospitalisation in 
the last 3 months 

65 79.3 67 81.7  

Within 1-7 days 2 2.4 1 1.2  

Within 8-14 days 2 2.4 - -  

Within 15-30 days 4 4.9 3 3.7  

> 30 days ago 9 11.0 11 13.4  

Seven months      

No hospitalisation in 
the last 3 months 

62 76.5 64 84.2  

Within 1-7 days 1 1.2 - -  

Within 8-14 days - - 1 1.3  

Within 15-30 days 2 2.5 2 2.6  

> 30 days ago 16 20.0 9 11.8  
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Table 6-13: Adverse events: falls, GP visits, hospital admissions and emergency 
room visits continued 

 Control Group Intervention Group P value 

 n % n %  

Number of hospital 
admissions in past 
3 months 

    0.2 

Baseline      

  0 83 89.2 79 84.9  

  1 8 8.6 13 14.0  

  2 2 2.2 1 1.1  

Four months      

  0 66 80.4 68 82.9  

  1 14 17.1 13 15.9  

  2 1 1.2 1 1.2  

  3+ 1 1.2 - -  

Seven months      

  0 66 81.5 67 88.2  

  1 11 13.6 8 10.5  

  2 4 4.9 1 1.3  

Number of 
emergency room 
visits in past 3 
months* 

    0.5 

Baseline      

  0 82 88.2 88 94.6  

  1 11 11.8 4 4.3  

  2 - - - -  

  3+ - - 1 1.1  

Four months      

  0 76 92.7 79 96.3  

  1 5 6.1 2 2.4  

  2 - - 1 1.2  

  3+ 1 1.2 - -  

Seven months      

  0 78 96.3 76 100.0  

  1 3 3.7 - -  

Notes: *Emergency room visits without overnight stay 
   *P value for the difference in change over time 
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In summary, a statistically significant improvement in psychological health (measured by 

the SF36) was found for older people in the intervention group compared with the control 

group. No statistically significant changes were found for other scale measurements of 

physical, psychological and social wellbeing for older people. Weak correlations were 

found when comparing social support with other scale measurements, including functional 

level, sense of control (negative correlation) and health related quality of life. Of the total 

sample, 15 percent demonstrated minimal disability. No evidence of adverse events was 

found throughout the study time period or between the two groups. 
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Part 2: Informal carers 

6.4 Informal carers identified 

Table 6-14 demonstrates the number of informal carers identified at the older people 

interviews. Percentages were calculated based on the number of informal carers identified 

and the total number of older people at each time point. Across all three time points, the 

mean percentage of informal carers identified was 27 percent.  

 
Table 6-14: Informal carers identified at each time point 

 Control group Intervention group Total 

 n %* n %* n %* 

Baseline 30 32.2 24 25.8 54 29.0 

Four months 24 29.3 20 24.4 44 26.8 

Seven months 24 29.6 16 21.1 40 25.5 

Notes: *% calculated based on sample size for the two groups at each time point 

 

6.5 Carer Reaction Assessment response rates 

For both groups Table 6-15 demonstrates the number of informal carers identified, and 

administered the Carer Reaction Assessment (CRA) at the time of the older people 

interviews. The number of returned CRA questionnaires, and the response rate at each 

time point, is shown. A higher number of questionnaires were administered to the control 

group, who also demonstrated greater response rates compared to the intervention group. 

Across the three time points, the mean response rate was 59.9 percent. 
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Table 6-15: Carer Reaction Assessment response rates 

 Control group Intervention group Total 

 n n n 

CRA administered    

Baseline 30 24 54 

Four months 24 22 44 

Seven months 24 16 40 

CRA returned (n)    

Baseline 17 12 29 

Four months 16 12 28 

Seven months 17 8 25 

CRA RR1 (%)    

Baseline 56.7 50.0 53.7 

Four months 66.7 54.5 63.6 

Seven months 70.8 50.0 62.5 

Mean RR1 (%) 64.7 51.5 59.9 

Notes: 1RR = response rate 

 

6.6 Carer Reaction Assessment missing values 

Returned CRA questionnaires with more than three missing item scores were excluded 

from analysis. A maximum of three missing score items were allowed; these scores were 

replaced by the mean score of the remaining items for the subscale. Table 6-16 details 

CRA missing values and reveals the subsequent number of questionnaires included in 

analysis. Of the returned questionnaires at baseline, four and seven months, 75.9, 71.4 

and 68.0 percent, respectively, completed the CRA with no missing items. A small number 

at each time point were excluded from analysis due to more than three questions being 

incomplete. The total number analysed at each time point ranged from 89 to 96 percent of 

returned questionnaires. 
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Table 6-16: Carer Reaction Assessment missing values 

 Control group Intervention group Total 

 n %* n %* n %* 

Complete CRA       

Baseline 11 64.7 11 91.2 22 75.9 

Four months 11 68.8 9 75.0 20 71.4 

Seven months 12 70.6 5 62.5 17 68.0 

Missing data: ≤3 
questions 

      

Baseline 5 29.4 1 8.3 6 20.7 

Four months 2 12.5 3 25.0 5 17.9 

Seven months 4 23.5 3 37.5 7 28.0 

Missing data: 3> 
question 

      

Baseline 1 5.9 - - 1 3.4 

Four months 3 18.8 - - 3 10.7 

Seven months 1 5.9 - - 1 4.0 

Total included in 
analysis 

      

Baseline 16 94.1 12 100 28 96.6 

Four months 13 81.3 12 100 25 89.3 

Seven months 16 94.1 8 100 24 96.0 

Notes: *Percentages were calculated based on the number returned for the two groups at each time point 

 

6.7 CRA results 

The CRA assesses both positive and negative attributes of informal care-giving. 

Descriptive analysis of the CRA questionnaire is outlined in Table 6-17. For all subscales, 

except self esteem, higher scores indicate a stronger impact in that area (negative 

attributes); scores range from 1 to 5. Higher scores in the self esteem subscale indicate 

positive experiences (positive attribute). There appears to be little difference between 

groups at each of the three time points for all the subscales. Overall, scores are low and 

provide little evidence of informal carer stress. The mean item score of the positive 

attribute self esteem was relatively high, implying that many informal carers agreed with a 

positive impact on self esteem. Carers stated least impact on their finances, and disrupted 

schedule generated the highest impact. Due to the relatively low number of CRA 

questionnaires, further detailed analysis was not undertaken. 
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Table 6-17: Carer Reaction Assessment descriptive analysis 

 Baseline Four months Seven months 

 
Control 
group 

Intervention 
group 

Control 
group 

Intervention 
group 

Control 
group 

Interventio
n group 

 Mean (SD) Mean (SD) Mean (SD) Mean (SD) Mean (SD) Mean (SD) 

N 16 12 13 12 16 8 

Disrupted 
schedule 

2.4 (0.7) 2.3 (0.5) 2.3 (0.5) 2.5 (0.4) 2.3 (0.6) 2.2 (0.7) 

Financial 
problems 

1.3 (0.4) 1.1 (0.4) 1.1 (0.4) 1.0 (0.3) 1.1 (0.4) 1.0 (0.2) 

Lack of family 
support 

1.5 (0.6) 1.6 (0.7) 1.5 (0.5) 1.5 (0.5) 1.6 (0.5) 1.8 (0.5) 

Health problems 1.8 (0.5) 1.3 (0.4) 1.5 (0.5) 1.4 (0.3) 1.5 (0.5) 1.5 (0.3) 

Self esteem 3.8 (0.5) 3.9 (0.4) 4.0 (0.4) 3.9 (0.4) 3.8 (0.4) 4.0 (0.5) 

 

Table 6-18 demonstrates the number of informal carers who voluntarily provided written 

qualitative comments in addition to completing the CRA questionnaire. Of the 

questionnaires included in analysis, at all time points, between 42 and 68 percent of 

respondents provided qualitative comments. A slightly higher percentage of respondents in 

the control group provided qualitative comments compared with the intervention group at 

all time points. Analyses of qualitative comments are presented in section four. 

 

Table 6-18: Informal carers who provided written qualitative comments 

 Control group Intervention group Total 

 n %* n %* n %* 

       

Baseline 8 50.0 5 41.7 13 46.4 

Four months 9 69.2 8 66.7 17 68.0 

Seven months 6 37.5 4 50.0 10 41.7 

Notes: *Percentages were calculated based on the number analysed for the two groups at each time point 

 

In summary, across the three time points, a mean of 27 percent of older people in the trial 

were found to have informal carers. The mean response rate for CRA questionnaires was 

60 percent; of these between 89 and 97 percent were included for analysis. CRA 

questionnaire analysis demonstrated relatively low impact on stress levels and positive self 

esteem.  
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Part 3: Service findings 

6.8 Comparative results 

This section relates to findings of the home care service and presents comparative results 

for both the control and intervention groups.  

 

6.8.1 Needs and home care agency assessments 

Table 6-19 presents data from the most recent needs assessment, performed by a Needs 

Assessment Service Coordinator (NASC)13, and the most recent home care agency 

assessment, undertaken by a coordinator, for older people participants. These data were 

collected post completion of interviews with older people participants. The mean most 

recent needs assessment was undertaken 3.1 years prior (data collected at the end of all 

interviews) for both the control and intervention groups. However, the mean most recent 

home care agency assessment differed by two years between groups. The means were 

3.4 and 1.3 years prior for the control and intervention group, respectively. 

 

  

                                                           
13  A Needs Assessment Service Coordinator (NASC) determines access to home care services, identifying 

the needs level and prioritising all aspects of an older person‘s care 
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Table 6-19: Most recent needs and home care agency assessments 

 Control group Intervention group 

 n % n % 

Most recent needs assessment* 90 96.8 93 100 

Mean (SD) 3.1 (1.9)  3.1 (2.1)  

≤1 year 10 10.8 3 3.2 

1> -2 years 15 16.1 29 31.2 

2> -3 years 28 30.1 29 31.2 

3> -4 years 14 15.1  10 10.8 

4> years 23 24.7 22 23.7 

Missing 3 3.2 - - 

Most recent home care agency 
assessment** 

    

Mean (SD) 3.4 (1.8)  1.3 (0.5)  

≤1 year 4 4.3 20 21.5 

1> -2 years 18 19.4 69 74.2 

2> -3 years 25 26.9 2 2.2 

3> -4 years 16 17.2 - - 

4> years 26 28.0 1 1.1 

Missing 4 4.3 1 1.1 

Notes: * Undertaken by NASC 
   ** Undertaken by home care agency coordinator 

 

6.8.2 Support plans 

This section portrays data from support plans for older people in the control and 

intervention groups; these data were collected after completion of interviews with the older 

people participants. Table 6-20 displays definitions relating to Figures 6-9 to 6-13: 

 

Table 6-20: Definitions relating to support plans 

Term Definition 

Replaced activity Support worker undertakes activity for the older person 

Assisted with activity Support worker assists the older person with the activity 

Independent with 
encouragement 

Support worker verbally encourages the older person with the activity 

Supervise Support worker supervises older person undertaking the activity 

Accompany Support worker undertakes the activity with the older person 

Individualised activities Activities identified specifically for the individual older person 
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Figure 6-9 highlights the types of activities identified in support plans; both groups 

demonstrate domestic chores as the highest utilised category (combined mean 96.5%). 

For both groups combined, the mean number who received personal cares was 13.7 

percent. Individualised activities were identified for 76 percent of the intervention group 

compared with nil in the control group. Further examination of support plans, including the 

types of activities and support worker input, is detailed in subsequent graphs. 

 

 

 

Figure 6-9: Support plans: Type of activity 
Notes: Control group n=91, intervention group n=83 
   *Individualised activities are listed in Appendix 7 

 For each activity, percentages were calculated based on the total number of support plans for older 
people in the control or intervention group. 

 

Figures 6-10 and 6-11 reveal of those older people who received assistance with domestic 

chores and personal cares, those in the control group received higher levels of support 

compared with the intervention group. Figure 6-10 shows for all participants in the control 

group, domestic chores were deemed a replaced activity; for the intervention group, the 

majority were assisted. Figure 6-11 demonstrates of those who received assistance with 

personal cares, 34 percent in the intervention group were supervised or verbally 

encouraged, compared with the control group, who were all assisted by the support 

worker. 
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Figure 6-10: Support plans: Domestic chores 

Notes: For each type of support worker input, percentages were calculated based on the total number who 
received assistance with domestic chores per control or intervention group. 

 

 

 

Figure 6-11: Support plans: Personal cares 

Notes: For each type of support worker input, percentages were calculated based on the total number who 
received assistance with personal cares per control or intervention group. 
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Figure 6-12 illustrates for those who received assistance with grocery shopping, the 

majority of older people in both groups were assisted with this activity. Of note, this was not 

a replaced activity for any older people in the intervention group.  

 

 

 

Figure 6-12: Support plans: Shopping 

Notes: For each type of support worker input, percentages were calculated based on the total number who 
received assistance with grocery shopping per control or intervention group. 

 

Figure 6-13 reveals individualised activities were not identified for any older people in the 

control group. Of those in the intervention group, 65 percent were independent, but 

received verbal encouragement from the support worker, and 16 percent of support 

workers accompanied the older person with their personalised activity. 
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Figure 6-13: Support plans: Individualised activities 

Notes: For each type of support worker input, percentages were calculated based on the total number who 
received assistance with individualised activities per control or intervention group. 

 

6.8.3 Reduced hours and discharges from home care agency 

At the end of the data collection period, four older people with potential for discharge and 

18 with potential for reduced support were identified by the intervention group coordinator. 

The control group coordinator identified nil older people. Table 6-21 represents the total 

number of older people whom coordinators referred for reduced hours or discharge at the 

end of the older person interview period. A Fishers Exact Test revealed a statistically 

significant (P<0.001) higher number of older people in the intervention group were referred 

for reduced hours or discharge (29%) compared to the control group. 

 

Table 6-21: The number of older people referred for reduced hours or discharge post 
data collection with older people 

 Older people referred Older people not referred Total 

Control group, n (%) 0 (0) 81 (100) 81 

Intervention group, n (%) 22 (29) 54 (71) 76 

Total, n 22 135 157 

Notes: Calculations based on sample size at the end of data collection with older people 
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6.8.4 Actual and allocated hours 

 

 

Figure 6-14: Comparison of actual and allocated hours for the control and 
intervention group 

Notes: Missing data for actual hours: Control group n=4, intervention group n=14.  
   Missing data for actual hours: 7-20 August 2006 

 

Figure 6-14 is a comparison of the actual and allocated hours for older people in both 

groups over a 30 week period. The table illustrates for both groups median actual hours 

per week were lower than the median allocated hours per week. It was expected older 

people would not receive 100 percent of allocated hours because they may be in hospital 

or away on holiday for a period of time. The intervention was implemented at a mean of 6.8 

weeks +/– 4.7 days. From initiation of the intervention, utilisation of actual hours was 

similar for both groups. 

 

6.8.5 Visits, hours and distance travelled 

Table 6-22 demonstrates the mean visits, hours and kilometres travelled by support 

workers over a one month period pre and post intervention. Mean hours and kilometres 

were reported per older person per visit, while mean visits were calculated per older 

person per month. Analysis of the interaction to see if there was a change in the number of 

visits or mean hours, pre and post intervention and between groups, revealed no evidence 

of a statistically significant change (P=0.4 and P=0.2, respectively). Needs level was 
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associated with the number of visits, but not mean hours. Analysis of the interaction 

between change in mean kilometres pre and post intervention, showed a statistically 

significant reduction for the intervention group and increase for the control group 

(P=<0.01). The distribution of mean visits and mean kilometres was skewed, and therefore, 

the data was logged so the assumptions of normality were not violated. 

 
Table 6-22: Mean visits, hours and kilometres, pre and post intervention 

 Pre intervention Post intervention 

 Mean 
visits1 

Mean hrs* Mean kms* Mean visits1 Mean hrs* 
Mean 
kms* 

Control 6.1 1.4 4.3 6.3 1.4 5.4 

Intervention 4.9 1.5 4.7 5.8 1.5 4.0 

Notes:  1Calculated per older person per month 
   *Calculated per older person per visit 
   Missing data: Pre intervention:  control group n=2, intervention group n=6 
   Missing data: Post intervention: control group n=8, intervention group n=6 
   Missing data: 7-20 August 2006 

 

6.8.6 Turnover 

Of the original support workers, the turnover for the intervention group was five of the total 

28 (17.9%), compared with 17 of the total 40 (42.5%) for the control group. Over the study 

timeframe, turnover was 66 of the total 168 (39.3%) for the local region (Counties Manukau 

in South Auckland). 

 

6.8.7 Support worker training 

Table 6-23 outlines support worker training attendance numbers for the intervention group. 

Details specific to the control group were unattainable due to high staff turnover, therefore, 

comparisons with support workers in the local region (Counties Manukau) was made. Two 

support workers in the intervention group did not complete their training; they resigned 

from the home care agency during the course. The mean number and range of support 

workers who attended usual monthly training sessions over a 12 month period in the local 

region are shown. The mean attendance for support workers in the local region was much 

lower when compared to the mean number who completed training in the intervention 

group. 
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Table 6-23: Support worker training attendance 

 Total 

 n % 

Intervention group 28  

FITS 1 completion 28 100 

FITS 2 completion 24 85.7 

Mean 26 92.9 

Local region 168  

Mean 30 17.9 

Range 20-40  

 

6.8.8 Financial analysis 

Rudimentary financial analysis was undertaken with three scenarios comparing costs of 

this trial and roll out to the entire home care agency (Table 6-26 to 6-28). Roll out costs 

assume increases occur in a linear fashion. The scenarios provide comparisons per annum 

and over four years, as results from this study revealed four years was the mean length of 

time older people spent with the home care agency. The three scenarios are described in 

Table 6-24. With regard to scenario C, any overlaps (between those identified for 

discharge / reduced hours and older people with minimal disability) were accounted for and 

calculations based on the older person being discharged only once. 

 

Table 6-24: Financial analysis three scenarios 

Scenario Explanation 

Scenario A 
Comparison over one year with no discharges or reduced hours for older 
people (i.e., usual care). 

Scenario B 
Comparison over four years with no discharges or reduced hours for older 
people (i.e., usual care). 

Scenario C 
Comparison over four years less the cost of those in the intervention group 
referred for discharge or reduced hours14, combined with the cost of older 
people exhibiting minimal disability. 

 

                                                           
14  Notes: Older people discharged: based on the number of older people identified for discharge in the 
   intervention group of this study.  

 Older people with reduced hours: based on the number of older people identified for reduced 
hours in the intervention group of this study. Reduced hours were calculated using the mean 
number of hours received by older people in this study, reduced by 50 percent. 
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Table 6-25 provides an explanation of the costs which are outlined in Table 6-26, 6-27 and 

6-28. These costs use assumptions based on 2007 data and are presented in New 

Zealand (NZ) dollars. Further details pertaining to calculation of costs and actual values 

utilised are described in Appendix 8 and 9, respectively. 

 

Table 6-25: Financial analysis explanation of costs 

Costs Explanation 

Value adding costs Resources consumed in enhancing the value of a good or service 

Non-value adding 
costs 

Time and/or money spent on an activity or task that adds to the total 
cost, but does not enhance the customer's judgment of the value of a 
good or service 

Coordinator costs 
Based on annual coordinator salary and ratio of older people. The ratio 
of older people to coordinator is based on the capacity of older people 
clients a coordinator could have. 

Support worker costs 
Refers to the mean hours and visits older people received from support 
workers, multiplied by the support worker wages*. Mean values are 
based on post intervention data collected from this trial (Table 6-22).  

Travel costs 

Based on mean distance travelled between older people visits and 
mean number of visits, multiplied by $0.50 (the amount support workers 
are reimbursed per kilometre travelled). Mean values are based on post 
intervention data collected from this trial (Table 6-22). 

Advertising costs 
Based on support worker turnover and an approximate cost for $1200 
multi-listing advertisement in local newspapers. Multi-listing 
advertisements derive approximately five support workers. 

Interview costs 

Refers to the cost of processing and interviewing support worker 
applicants based on time and coordinator hourly pay rate. One multi-
listing advertisement derives approximately six support worker 
applications to process and interview. 

Supernumerary 
Refers to the initial two weeks period when new support workers are 
paid while ‗buddied‘ with another support worker.  

Notes: *Support worker wages include holiday pay and ACC levies, reported in $NZ. 

 

Tables 6-26 and 6-27 demonstrate that the intervention produced cost savings in non-

value adding costs, including travel costs, advertising, interview and supernumerary costs. 

The intervention produced higher value adding costs, associated with coordinator and 

support worker costs, in comparison to usual care. Overall, for scenario A and B the 

intervention resulted in higher costs when compared with usual care for both the current 

trial and roll out to the entire service.  

  

http://www.businessdictionary.com/definition/resource.html
http://www.businessdictionary.com/definition/value.html
http://www.businessdictionary.com/definition/final-good-service.html
http://www.businessdictionary.com/definition/money.html
http://www.businessdictionary.com/definition/activity.html
http://www.businessdictionary.com/definition/task.html
http://www.businessdictionary.com/definition/cost.html
http://www.businessdictionary.com/definition/judgment.html
http://www.businessdictionary.com/definition/value.html
http://www.businessdictionary.com/definition/final-good-service.html
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Table 6:26: Financial analysis: Scenario A cost of this trial versus roll out to the 
home care service 

Scenario A – one years 

 Trial Roll out 

 
Control 
group 

Intervention 
group 

Difference* 
Control 
group 

Intervention 
group 

Difference* 

 n=93 n=93  n=1000 n=1000  

Value adding costs 

Coordinator 
costs 

15,500.00 28,416.67 12,916.67 166,666.67 305,555.56 138,888.89 

Support worker 
costs 

102,860.60 118,937.70 16,077.10 1,106,028.00 1,106,028.00 172,872.00 

Sub-total 118,360.60 147,354.37 28,993.77 1,272,694.67 1,411,583.50 311,760.89 

Non-value adding costs 

Travel costs 18,983.16 12,945.60 -6,037.56 204,120.00 139,200.00 -64,920.00 

Advertising 
costs 

3,600.00 1,200.00 -2,400.00 31,200.00 13,200.00 -18,000.00 

Interview costs 1,406.16 515.70 -890.46 12186.72 5672.70 -6514.02 

Supernumerary 743.70 252.30 -482.41 5,575.12 2,724.84 -2,850.28 

Sub-total 24,724.03 14,913.60 -9,810.43 253,081.84 160,797.54 -92,284.30 

Total 143,084.63 162,267.97 19,183.34 1,525,776.51 1,745,253.10 219,476.59 

Notes: *Intervention group value – control group value 
   Data based on 2007 figures and $NZ 
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Table 6-27: Financial analysis: Scenario B cost of this trial versus roll out to the 
home care service 

Scenario B – four years 

 Trial Roll out 

 
Control 
group 

Intervention 
group 

Difference* 
Control 
group 

Intervention 
group 

Difference* 

 n=93 n=93  n=1000 n=1000  

Value adding costs 

Coordinator 
costs 

62,000.00 113,666.67 51,666.67    666,666.67 1,222,222.22 555,555.56 

Support worker 
costs 

411,442.42 475,750.80 64,308.38 4,424,112.00 5,115,600.00 691,488.00 

Sub-total 473,442.42 589,417.47 115,975.05 5,090,778.67 6,337,822.22 1,247,043.56 

Non-value adding costs 

Travel costs 75,932.64 51,782.40 -24,150.24  816,480.00 556,800.00 -259,680.00 

Advertising 
costs 

14,400.00 4,800.00 -9,600.00 124,800.00 52,800.00 -72,000.00 

Interview costs 5,624.64 2,062.80 -3,561.84 48,746.88 22,690.80 -26,056.08 

Supernumerary 2,938.82 1,009.20 -1,929.62 22,300.49 10,899.36 -11,401.13 

Sub-total 98,896.10 59,654.40 -39,241.70 1,012,327.37 643,190.16 -369,137.21 

Total 572,338.52 64,9071.87 76,733.35 6,103,106.03 6,981,012.38 877,906.35 

Notes: *Intervention group value – control group value 
   Data based on 2007 figures and $NZ 

 

In Table 6-28 the figures illustrate overall cost savings if older people identified as requiring 

fewer hours of input actually received reduced hours, as well as if those identified for 

discharge or exhibiting minimal disability were actually discharged from the service. All 

areas, except value adding coordinator costs, resulted in cost savings for the intervention 

compared to usual care. 
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Table 6-28: Financial analysis: Scenario C cost of this trial versus roll out to the 
home care service 

Scenario C – four years (less the cost for discharged/reduced hours older people and 
older people exhibiting minimal disability) 

 Trial Roll out 

 
Control 
group 

Intervention 
group 

Difference* 
Control 
group 

Intervention 
group 

Difference* 

 n=93 n=93  n=1000 n=1000  

Value adding costs 

Coordinator 
costs 

62,000.00 92,888.89 30,888.89    666,666.67 993,666.67 327,000.00 

Support worker 
costs 

411,442.42 337,629.60 -73,812.82 4,424,112.00 3,619,287.00 -804,825.00 

Sub-total 473,442.42 430,518.49 -42,923.93 5,090,778.67 4,612,953.67 -477,825.00 

Non-value adding costs 

Travel costs 75,932.64 42,316.80 -33,615.84 816,480.00 452,678.40 -363,801.60 

Advertising 
costs 

14,400.00 4,800.00 -9,600.00 124,800.00  52,800.00 -72,000.00 

Interview costs 5,624.64 2,062.80 -3,561.84 48,746.88 22,690.80 -26,056.08 

Supernumerary 2,938.82 1,009.20 -1,929.62 22,300.49 10,899.36 -11,401.13 

Sub-total 98,896.10 50,188.80 -48,707.30 1,012,327.37 539068.56 -473258.81 

Total 572,338.52 480,707.29 -91,631.23 6,103,106.03 5,152,022.23 -951,083.81 

Notes: *Intervention group value – control group value 
   Data based on 2007 figures and $NZ 

 Reduced hours were calculated using the mean number of hours received by older people in this 
study, reduced by 50 percent. 

 

6.9 Intervention group results 

This section details results specific to the intervention group, including data pertaining to 

older people‘s goals and coordinator input. 

 

6.9.1 Implementation of the intervention 

Table 6-29 depicts the number home care days older people in the intervention group 

received. Home care days, were defined as the number of days between the intervention 

coordinator‘s initial assessment and the researcher‘s final visit with the older person. 

Variation in the number of days occurred due to staggered enrolment and drop-offs 

throughout the study. The majority of older people received between 113 to 168 home care 
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days (four to six months). Ten older people received nil home care days, as they left the 

home care agency or refused further interviews post baseline assessment. Three older 

people were seen by the intervention coordinator prior to the baseline assessment being 

undertaken by the researcher. 

 

Table 6-29: Received home care days for the intervention group 

Home care days Number of older people 

0 10 

1 to 56 5 

57 to112 8 

113 to 168 52 

169 to 224 17 

225+ 1 

Total 93 

 

This trial planned for specialised training to be initiated with intervention support workers 

approximately one month after the researcher‘s baseline interview. However, data 

collection commenced in December 2005; the December/January period is a difficult time 

due to heightened short staffing issues and training sessions are not usually undertaken. It 

was not until March 2006 that the intervention support worker training was initiated. 

 

6.9.2 Goal setting and achievement 

A total of 90 older people in the intervention group identified goals in collaboration with the 

coordinator. Within one year of setting their personalised goal, 73 percent achieved goal 

attainment. Figure 6-15 highlights the type of goals identified, coded using the International 

Classification of Functioning, Disability and Health (ICF). To ensure reliability, a researcher 

independent of this study classified 20 older people goals, determining the same 

categories for 100 percent. Recreation and leisure goals were identified by 32 percent of 

older people, followed by moving around in different locations (19 percent) and walking (16 

percent). Appendix 10 provides a full list of the goals identified by older people in the 

intervention group.  
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Figure 6-15: Goal classification for older people in the intervention group 

 

6.9.3 Coordinator follow-up 

The planned three monthly follow-up phone call or visit from the coordinator was received 

by 76.5 percent of older people in the intervention group at three months (n=85), 70.0 

percent at six months (n=80), and 89.2 percent at nine months (n=74); mean 78.6 percent. 

Figure 6-16 portrays a variety of tasks which the coordinator identified post the initial visit 

with older people in the intervention group (n=88; missing data n=5). For 52.3 percent of 

participants in the intervention group no tasks were identified. The most common tasks 

ascertained were referral to a health professional (13.6%) and provision of further 

information (13.6%). 
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Figure 6-16: Tasks identified by coordinator post initial older people visit 

 

The number of older people in the intervention group who had their support worker hours 

increased was 11 (11.8%) The number who had their hours decreased was eight (8.6%). 

 

The following is a summary of the service findings presented in part three of the current 

chapter. Older people in the intervention group received more recent home care agency 

assessments compared with the control group. The majority of participants in both groups 

received assistance with domestic cares. Three quarters of the intervention group had 

individualised activities in their support plans compared with nil in the control group. In 

addition, the intervention group received lower levels of support with activities compared 

with the control group. A statistically significant higher number of older people in the 

intervention group were referred for reduced hours or discharge compared to the control 

group. Mean actual hours demonstrated comparable utilisation for both groups. Kilometres 

travelled pre and post intervention revealed a statistically significant reduction for the 

intervention group and increase for the control group. Support worker turnover was 

drastically lower compared with the control group, and training attendance numbers for the 
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intervention group were considerably greater compared with the local region. The 

intervention produced savings for value adding costs in comparison to usual care. 

Furthermore, if the intervention were to be implemented and older people with minimal 

disability discharged, overall costs would be cheaper in comparison to usual care. Older 

people in the intervention group received between four and six months of the intervention. 

In the intervention group, 73 percent of those who set goals achieved goal attainment 

within one year. Almost one third of goals identified were classified as recreation and 

leisure. Post the initial intervention coordinator assessment, 28 percent of older people 

received provision of further information or referral to a health professional. Over a nine 

month timeframe, planned three monthly follow-up consultations by the intervention 

coordinator occurred for 70 to 89 percent of participants. 
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Part 4: Qualitative findings 

This section presents findings from analysis of the qualitative data collected from older 

people interviews, informal carer questionnaires, support worker focus groups, and face-to-

face interviews with coordinators. A summary will be provided under each of the themes 

derived, supported by quotations. Comparisons will be made between the intervention and 

control group participants and any differences between baseline or follow-up consultations 

outlined. The end of each quotation will state whether the participant was in the 

intervention or control group and at which time point the quote was expressed. To ensure 

reliability of the codes identified, a researcher independent of this study coded ten older 

people transcripts and one focus group transcript, deriving identical or comparable codes. 

 

6.10 Qualitative findings for older people 

Older people were asked what they thought of the home care service they received. 

Analysis revealed minimal differences between the two groups. Two main themes were 

identified; relationship with support worker, and home care service delivery. 

 

Relationship with support worker 

This theme referred to older peoples‘ interactions with support workers, various attributes 

described, or comments of dissatisfaction in regards to support workers. The majority of 

participants for both groups at the two time points commented on numerous positive 

attributes about their support workers. Most commonly these referred to the support worker 

as friendly and nice. In addition, a few participants felt their support worker was reliable 

and trustworthy. Many made positive comments about the relationship they had with their 

support worker, and a number commented they were like friends or family. The vast 

majority reported they were happy or their support worker was good. Several participants 

commented about companionship and being able to talk with their support worker as 

significant.  

I like the companionship … I think it is very essential for those like myself who 
are living on their own to have because I don't have much contact with 
anybody except my family. It is lovely to sit and have a cup of tea after they 
finish their work and have a talk with us. (Control group, seven months) 
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A few older people in both groups at baseline and seven months reported similar 

dissatisfaction with their support workers. Most reported dissatisfaction due to the support 

worker not doing their job properly; some comments related to poor training. The 

restrictions placed on support workers were also a problem. 

In a lot of instances I have called it a lick and a promise, considering the way I 
worked myself. They don't do any more than they can help, anymore than 
they want to. (Intervention group, baseline) 

 

When discussing being taken out, the control group commented only on being taken 

shopping, while a small number in the intervention group, at seven months, discussed the 

benefits of being taken to a wider range of places. 

About three weeks ago we spent all morning out instead of cleaning because 
I had to go for a hearing aid. I have got new hearing aids now. (Intervention 
group, seven months)  

 

Home care service delivery 

This theme related to both positive and negative comments the older people participants 

made about the home care service delivered to them. For both groups at both time points, 

there were some comments providing positive feedback about the home care agency and 

reporting they were thankful for what they received.  

I don't know how I would manage without her, we are very grateful for all their 
help because my husband is not able to do it either. (Intervention group, 
seven months) 

 

However, across both groups a small number of older people reported dissatisfaction. The 

main reason for this was due to communication errors, with the office not returning phone 

calls or messages not being passed on between the support worker and older person. A 

number of complaints also referred to staff shortages and participants not receiving care 

for periods of time.  

She wasn't coming one week, she rang and said she wouldn't be here. She 
asked if I wanted someone else to come and I said yes and she said she 
would arrange it. But nobody turned up. I rang and left a message on the 
answer phone. They never bothered getting back to me for two days, which 
didn't impress me. It is time they did something about it because this isn't 
new. They seem to have the same people there and obviously someone is 
not doing their job properly. (Control group, seven months) 
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Continuity of support workers appeared to be a problem, with a number of participants 

reporting they had many different support workers and found this unsettling. 

I am absolutely disappointed. We have had so many different caregivers it is 
unbelievable in the last three months. We have had four different ones. We 
have had a real run around. (Intervention group, seven months) 

 

Development of themes from reviewing and coding older people‘s qualitative transcripts is 

outlined in Figure 6-17. 
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Codes Categories Themes

Interactions with 

support worker

Home care service 

delivery

Positives about 

home care agency

Support worker 

attributes

Relationship with 

support worker

Dissatisfied with 

support worker

Wonderful 

Trust 

Reliable

Lovely carer 

Kind 

Good attitude 

Friendly 

Cheerful 

Caring 

Nice carer 

Thorough 

Pleasant

Dissatisfied with 

home care agency

Does extra jobs 

Does what I ask 

Feel lucky 

Friends

Good cleaner, good lady 

Like family 

Marvellous carer 

Happy with carer

Had same carer for a long time 

Talk with carer 

Takes me out

Companionship 

Relationship with carer 

Encouraged to exercise

Encouraged to do your own things

Unhappy with carer 

Doesn't clean properly 

Doesn't do what she is supposed to do

Don't do beyond set tasks 

Requested new carer 

Talks too much 

Cultural barriers 

Restrictions 

Training 

Health interferes with work 

Excellent help 

Good service 

Grateful 

No problems or complaints 

Satisfied

Unhappy with service 

No help for a period 

Several carers 

Would like more time

Low wages 
 

Figure 6-17: Codes, categories and themes for older people qualitative data 
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6.11 Qualitative findings for informal carers 

Analysis of the written qualitative comments provided by informal carers revealed no clear 

distinctions between the control and intervention group at baseline or seven months. The 

following three themes were identified; relationship with the older person, support, and 

barriers. 

 

Relationship with older person 

This theme referred to comments describing the informal carer‘s relationship with the older 

person. Most carers wrote positive remarks, expressing their love and some referring to 

more than 50 years of marriage the reason for care-giving. 

[He] is my beloved husband of 58 years and I feel privileged to care for him. 
(Intervention group, baseline) 

 

Support 

Some carers referred positively to the assistance the home care agency provides and 

support they receive from their family. However, many reported their family live in other 

cities or overseas, which limits the support they can provide. 

My family all live in Australia except one daughter who lives 200 kilometres 
away. They all ring me several times a week, but [they] have very young 
families and cannot actively support us due to their own jobs and family 
responsibilities. (Control group, seven months) 

 
Barriers 

This theme referred to informal carer barriers which interfered with living a stress free 

positive quality of life. Such barriers were identified in the form of current problems, their 

own health concerns, and issues with health care services. A number of carers reported 

financial strain and many commented on their own health problems.  

Suffering from my own disability (chronic obstructive pulmonary disease), I 
have endeavoured to provide a level of care to the best of my skills. 
(Intervention group, baseline) 

 

A few carers reported respite services were inadequate. Two carers reported delays with 

NASC assessments and one stated the inconsistency of support workers is difficult. One 

carer felt society expectations and the Government contributed to issues for informal 

carers and older people. 
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Over the past two years, as the primary carer of my husband, I have struggled 
with the expectation within society that I should consider it a privilege to care 
for my husband. I found it increasingly frustrating that there is a significant 
expectation within society and the welfare agencies that I should be able to 
cope with the situation I find myself in. It is my view that the current 
Government takes significant advantage of the emotional relationship 
between an informal caregiver and the person they provide care to, and then 
provides limited infrastructure (state/private), support and funding to assist the 
primary caregiver. If the Government is serious about exploring new 
approaches to home-based services for older people, then they have to be 
committed to providing appropriate infrastructure, support and financial 
resources to enable both the informal carer and their patient to all have a 
quality of life in their later years which enables them to achieve 
independence, dignity and respect. (Control group, baseline) 

 

Identification of themes from reviewing and coding informal carers‘ qualitative transcripts is 

outlined in Figure 6-18. 
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Relationship with 

older person

Barriers

Codes Categories Themes

Long marriage

Love older person

Laughter helps

Older person demanding

Good relationship with each other 

Family

Happy with HBSS

Health problems

Guilt

Managing

Difficult in future

Financial strain

Society expectations

Informal carer health problems

Older person health problems

Safety

Health care services

Problems with NASC

Inconsistent carers

Government takes advantage

Respite inadequate

Support

General issuess

 

Figure 6-18: Codes, categories and themes for informal carer qualitative data 

 

6.12 Qualitative findings for support workers 

The baseline focus groups comprised five support workers in the intervention group and 

four in the control group. At 14 months, both focus groups contained eight participants. A 

number of differences were noted between the intervention and control group. The focus 

groups revealed four themes; relationship with older people, issues with home care service 

delivery, job satisfaction, and pre-intervention. 

 

Relationship with older people 

This theme related to the contact and interactions support workers had with older people. 

Support workers in all focus groups agreed their relationship with the older people was the 
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most rewarding part of the job. A number commented on the older people feeling lonely 

and not having contact with many other people. 

Most of them are very close … that is the most rewarding part of the whole 
job, the bonding. (Intervention group, 14 months) 

 

Several support workers made comments relating to professional boundaries being 

crossed. The majority of participants in both the control and intervention focus groups 

stated they give out their telephone numbers to some of the older people, largely due to 

communication problems with the administration staff. In addition, some support workers 

interact with the older people outside work hours.  

It is up to us as an individual if we want to give out our phone numbers. The 
clients phone me if they won't be home because the message won't get 
through if they phone the office. (Intervention group, 14 months) 

 

A number of differences were noted between support workers in the intervention and 

control group. Many support workers in the intervention group at 14 months made positive 

comments regarding the flexibility of being able to take older people out and the benefit of 

the support plans. They also stated a few of the older people were initially reluctant with 

the changes, such as encouraging their independence. 

You have still got a set amount of hours that you are there for them, but you 
can chop and change what you do for them in that time. Like if you want to go 
to Manukau with them, you forgo the vacuuming for the day or your forgo 
something else. They will tell you what they want you to forgo. It is an outing, 
they like it; before they couldn't get out. (Intervention group, 14 months) 

 

In the control group, a few support workers stated they undertake specialised tasks they 

are not trained for, and many made comments around safety issues. This was usually 

associated with inadequate training or not having enough information about the older 

person. 

There was an instance where I had one couple to go and see and I found out 
later that mental health was involved. I didn't know how to handle him and I 
had no warning whatsoever. I have to say the first couple of weeks were fine, 
then I found the real boy, which was scary. (Control group, baseline) 

 

Issues with home care service delivery 

Support workers in both groups raised some similar concerns, including no guarantee of 

hours and low wages. Despite being reimbursed for travel distance between older people 
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visits, participants in both groups expressed they would like funds for wear and tear of their 

car plus travel time. Support workers in both groups also reported they had thought of 

leaving the home care agency due to their own advancing age. Moreover, many in the 

control group had thought of leaving for additional reasons associated with poor working 

conditions; particularly lack of information about older people. 

There is no guarantee whatsoever of hours. If we turn up to a client and they 
are not there, we don't get paid. We get $5 for petrol and half an hour paid. 
We could turn up for three hours work, no phone call, nothing. That is it, we 
don't get paid. Even if they cancel we don't get paid. It is an issue. 
(Intervention group, 14 months) 

 

A number of additional concerns were raised by the control group alone. The main issue 

expressed by all support workers in the control group was the lack of information provided 

about the older people. They felt this made it more difficult to do their job, and at times led 

to unsafe situations. In addition, they felt there was a lack of support from the home care 

agency. 

I don't feel supported. I think if I had warning about this chap I would have 
been far better equipped to deal with it … it is meant to be give and take, but 
it is all take and no give to us. (Control group, baseline) 

 

Concerns around older people not being re-assessed were raised by the control group. 

Short staffing issues and poor orientation and training were also mentioned. 

I was thrown in the deep end. There was no formal training. (Control group, 
14 months) 

 

Job satisfaction 

This theme emerged from comments made by the intervention group at 14 months, where 

considerably increased job satisfaction was noted, largely due to increased support and 

improved working conditions. Support workers expressed they felt more supported as a 

result of increased contact with their coordinator and compulsory fortnightly meetings.  

Coming here to the fortnightly meetings and meeting everyone, it is a lot 
better. We get together and we get to know one another. You deal with the 
same problems; you have got a greater range of experience to draw from. 
(Intervention group, 14 months) 
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In addition, improved working conditions, such as increased flexibility when taking older 

people out and improved training, contributed to higher job satisfaction. 

I think there is more flexibility with our clients and with us, whereas before it 
was very rigid. Now I think we are more involved with clients as people. It is a 
lot more flexible … we can take them anywhere, as long as we don't build up 
the kilometres too much. I am taking my clients to the doctor, to the library, to 
the bank. (Intervention group, 14 months) 
 
Now having the training courses in smaller groups you do ask questions. You 
have got more confidence to speak up in a smaller group, compared to in a 
bigger group, and so you have got more chance of a question being asked as 
well. This is definitely better. (Intervention group, 14 months) 

 

Pre-intervention 

From the intervention focus group at 14 months, this theme developed as support workers 

made many references to how it was before they received the intervention. In particular, 

they commented on the restrictions around taking older people out and undertaking tasks 

for the older person, rather than encouraging them to be independent. In addition, 

comments of feeling alone, inadequate orientation and training, and poor communication 

with the coordinators and administration staff were noted. 

Under the old way we could take them grocery shopping, but we weren't 
allowed to take them to the bank or the library, and that was ridiculous 
because these people didn't have any other way to get to those places 
anyway. (Intervention group, 14 months) 

 

Identification of themes based on coded transcripts from support worker focus groups are 

shown in Figure 6-19. 
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Pre - intervention

Job satisfaction

Relationship with 

older people

Issues with home care 

service delivery

Codes Categories Themes

Contact with older 

people

Interaction with 

older people

Appreciation

Very close

Rewarding

Older people lonely

Contact with older people

Like family

Safety

Take them out

Outside work hours

Boundaries

Phone numbers 

Older people happy with HBSS

Do work we are not supposed to do

Older people don‘t like to complain

Support plans beneficial

Encouraging independence

Working conditions

Communication & 

support

Available for work

Office communication

Lack of information about older people

Lack of support

No guaranteed hours

Low wages

Mileage reimbursement

Older people not reassessed

Poor orientation & training

Short staffed

Thought of leaving 

Support

Working conditions

Increased support

Coordinator input

Meetings

Pay rise

More flexible

Travel distance

Happy part time  

Training improved

No plans to leave

Orientation/training

Felt alone

Did everything for older people

Poor communication with HBSS

Could not take older people out
 

Figure 6-19: Codes, categories and themes for support worker qualitative data 
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6.13 Qualitative findings for coordinators 

Face-to-face interviews were undertaken with a coordinator from the intervention group 

and the control group at 14 months. From analysis of the interview transcripts some 

differences between the two coordinators were noted, and three distinct themes emerged; 

coordinator role, interactions with older people, and influence on support workers. 

 

Coordinator role 

The coordinator role appeared quite different between the two groups. The control group 

coordinator reported she received no formal training, but felt well supported, while the 

intervention coordinator stated extensive training, including post-graduate university 

papers, which she found beneficial. The coordinator in the control group reported mixed 

feelings about her relationship with NASC workers, expressing some were more supportive 

than others. The intervention coordinator appeared to have a good relationship with the 

NASC team, reporting that the combination of skills benefits older people. 

I had a two week induction time. I was given plenty of time to visit other sites 
and I had ample time to read quality information. I was encouraged to do 
university papers, which really have helped. I am on to my third one now. That 
has given me a really good insight from a clinical perspective. It has been 
very beneficial. I have learnt an awful lot. (Intervention group) 

 

Interactions with older people 

This theme emerged from comments relating to the coordinator‘s interactions with older 

people. Differences between the two groups were noted. The intervention coordinator 

believed that the older people were able to contact her easily, but stated it can be difficult 

for older people in the control group to communicate with the office at times. The control 

group coordinator alleged some support workers take older people out to places other than 

the supermarket. In contrast, the intervention coordinator commented on support workers 

being allowed flexibility to take older people out if they want.  

The support workers know how to use the time well now. They will take 
people for a doctor's appointment when they go shopping. It is about what is 
important for the older person at that time. So it is not a regular thing, but 
sometimes they will take them out and the staff feel they can do that now. 
(Intervention group) 

 

The intervention coordinator observed some older people were initially reluctant with the 

goal setting process. However, over time there was a change of attitude towards their 
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health and wellbeing. This coordinator also thought the regular meetings were beneficial 

for scenarios where the older person was reluctant with the changes, as support was 

provided for the support workers and their interactions with the older people 

The staff can manage 90 percent of their clients, because they are positive 
and want to be involved and be a part of the [intervention] process. We talk 
about that in our meetings and say that is your challenge, to see if you can 
turn that person around. And some of them have had some successes with 
difficult people and are so proud of themselves. They know I will back them 
up if they say “no I am not going to do the dusting, you are quite capable of 
that yourself”. I just say to them [support workers], if there is an issue get 
them [older person] to ring me, so then they feel more that they can deal with 
the difficult people. (Intervention group) 

 

Influence on support workers 

This theme referred to the coordinators‘ perspective of how the home care service 

influenced support workers. Some agreement between coordinator opinions was noted; 

both concurred support worker wages were too low and stated they try to reduce the travel 

distance between older people visits. The two coordinators commented on support worker 

professional boundaries, stating some give out telephone numbers or undertake tasks 

outside of work hours. Both coordinators commented on short staff and turnover issues, 

and the importance of the support worker role to provide a quality service.  

It is awful at the moment for everybody concerned because we are not able to 
deliver the service that we are supposed to be. I think that is really sad 
because overall we give a really good service. Home care is a good concept. 
It is just a shame we don't have enough staff to do it.  Staffing is the most 
valuable thing we can have, without it we are lost. It doesn't matter how good 
we are in here, it just doesn't work without staffing. (Control group) 

 

A number of differences were noted between the two coordinators. The intervention group 

coordinator reported good relationships with support workers, was positive about the 

regular fortnightly meetings, and felt accessible to contact when required. Conversely, the 

control group coordinator admitted to spending little time with support workers, believing it 

would be of benefit to have more time with them. In contrast to older people and support 

worker comments, the control group coordinator felt there was good communication 

between usual care coordinators and the support workers, with no problems contacting the 

office. 
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I personally don't spend a lot of time with carers at this point. Ones I do know I 
have got a fairly good rapport with. It definitely would be better to have more 
time with them. I think people feel more valued, I think it is very important to 
have a lot to do with them so they feel like they are being looked after and 
listened to. (Control group) 

 

Regarding training of support workers, coordinator views appeared to differ. The control 

coordinator commented staff were buddied with another to learn about giving personal 

cares, stating a lot of the work is common sense. In addition, she commented support 

workers can feel isolated. The intervention coordinator discussed the specialised training 

sessions and regular meetings as positive. 

With personal cares for the shower they are all buddied with someone before 
they are allowed to go out on their own. It is a learning curve for everybody, 
as they go along. A lot of it is common sense stuff. With home care I think the 
feeling is that sometimes they are quite isolated. They are out there working 
in people‟s homes. They don't always see other carers unless you have a 
meeting. (Control group) 

 

Identification of themes based on coded transcripts from coordinator interviews are shown 

in Figure 6-20. 
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Influence on support 

workers

Coordinator role

Interactions with older 

people

Codes Categories Themes

Interaction with 

NASC

Coordinator training

Implementing intervention

University papers

Busy and repetitive

Relationship with NASC

NASC referrals 

Communication with NASC

Communication

Dissatisfied

Reluctant to complain

Goal setting

Taking older people out

Support worker relationship with older 

people

Interaction with 

support workers

Wages

Contact with support workers

Relationship with support workers

Communication with support workers

Low wages

Pay for wear and tear on car

Travel between older people

Flexible hours

Training

Lots of work available

Support worker 

issues

Working conditions

Short staffed/turnover

Isolated 

Safety 

Boundaries/outside work hours

Not doing a good job
 

Figure 6-20: Codes, categories and themes for coordinator qualitative data 

 

In summary, a number of clear themes emerged from analysis of the qualitative data. For 

both the older people and informal carers there was little evidence of differences between 

groups over time. Although, older people in the intervention group did comment on the 

improved flexibility, and that they were able to go out to a variety of places. Focus groups 

with support workers highlighted a number of important disparities for the intervention 
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group at seven months in comparison to the control group. In particular, the intervention 

group exhibited increased job satisfaction, which appeared to be related to enhanced 

flexibility and support from the coordinator. The coordinator interviews emphasised a 

number of distinctions between the restorative intervention and usual care. The coordinator 

roles differed in a number of ways, such as their training, relationship with the older people, 

and contact with support workers. 
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Chapter 7: Discussion 

 
It is the mark of an educated mind to be able to entertain a thought without 
accepting it 

Aristotle (384 BC-322 BC) 

7.0 Introduction 

Studies clearly emphasise the importance of home care services for community dwelling 

older people, although there is an abundance of evidence revealing current provision is 

fraught with issues. This is largely due to an unstable workforce which displays exorbitant 

turnover in relation to substantial recruitment and retention issues. Due to the foreseen 

continuation of an ageing population, including rapid ageing of the 85+ age group, there is 

an undeniable necessity to improve the quality of care and create sustainable home care 

services to meet the needs of these older people. A relatively new approach to home care 

incorporates a restorative philosophy of care, which pervades all areas of service delivery; 

although studies of this approach for home-based older people are limited. Prior New 

Zealand (NZ) research identified six elements of restorative care deemed essential for 

improving the quality of home care. This trial has evaluated the impact of a restorative 

home care service that incorporates these elements, and compared it to usual home care 

for older people. The following research questions were derived. 

 

1. What is the impact of a restorative home care service on older people‘s health 

related quality of life in comparison to usual care? 

2. What is the impact of a restorative home care service on older people‘s functional 

mobility, including activities of daily living and instrumental activities of daily living, 

in comparison to usual care? 

3. What is the impact of a restorative home care service on older people‘s sense of 

control and social support in comparison to usual care? 

4. What is the impact of a restorative home care service on informal carer stress in 

comparison to usual care? 

http://www.quotationspage.com/quote/1152.html
http://www.quotationspage.com/quote/1152.html


Chapter 7: Discussion 

204 

5. What is the impact of a restorative home care service on support worker turnover, 

training attendance, opinions, and coordinator opinions in comparison to usual 

care? 

6. What is the impact of a restorative home care service on costs in comparison to 

usual care? 

 

Firstly, this chapter investigates the impact of the restorative care intervention, answering 

the research questions in relation to findings from this study and current literature. 

Secondly, examination of the necessary features to create sustainable home care services 

in light of results from this trial and relevant literature is discussed. Lastly, exploration of the 

limitations of this study and final conclusions are presented, and implications of findings in 

relation to policy and practice as well as opportunities for future research are outlined. 
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Part 1: Impact of the restorative home care service 

7.1 What is the impact of a restorative home care service 
on older people’s health related quality of life in 
comparison to usual care? 

Health related quality of life (HRQoL) is viewed as a subset of quality of life and generally 

refers to an individual‘s subjective perspective of their own physical and mental wellbeing 

(Cleary & Howell, 2006; Fry, 2000; Tajvar, Arab, & Montazeri, 2008). Previous studies 

evaluating services for older people have focused on assessing health problems 

associated with ageing, and often demonstrate use of measurements for various 

disabilities (Brazier, Walters, Nicholl, & Kohler, 1996). More recently, assessment of older 

people‘s HRQoL has been viewed as an important non-disease specific outcome measure 

providing valuable information about health status (Cleary & Howell, 2006; Hickey, Barker, 

McGee, & O'Boyle, 2005; Hurst et al., 1994). This trial utilised the Short Form 36 Health 

Survey (SF36) and EQ-5D to measure HRQoL. The study findings indicated that for those 

participants receiving the intervention compared with usual care, their HRQoL as assessed 

using the SF36 (P=0.05), significantly improved over a period of seven months. When 

analysed in more depth, this change was significant for the mental (P=0.05), but not the 

physical component. No changes were noted for the EQ-5D which was perhaps more of a 

reflection of the preponderance of questions relating to physical function, as opposed to 

the mental health questions in the SF36.  

 

It is of particular interest that the intervention appeared to result in improvements in mental 

wellbeing rather than physical wellbeing, especially in light of research by Tinetti et al. 

(2002), highlighting the value of restorative home care on physical wellbeing. This trial 

undertook further exploration of the eight health profiles comprising the SF36 and revealed 

the greatest change for the intervention group occurred in the social function (SF) and role 

emotional (RE) measures of the mental component. Ware, Kosinski, and Keller, (1994) 

stated the SF, RE, and mental health (MH) profiles correlate most highly with the mental 

component of the SF36 and contribute most to the scoring of this component. Figure 7-1 

emphasises the SF and RE profiles which demonstrated the largest change over time 

compared with minimal change in the other six profiles for the intervention group. The SF 

measure refers to whether there is interference with normal social activities as a result of 
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emotional problems15. The RE measure indicates whether there are problems with work or 

other daily activities as a result of emotional problems16. Clearly, some element of the 

intervention has influenced these specific profiles of the mental health component, and 

which aspect or combination requires exploration. 

 

 

Physical 

Component

Mental

Component

Physical Function

Role Physical

General Health

Bodily Pain

Mental Health

Role Emotional*

Social Function*

Vitality

High change over time for the intervention group

Minimal change over time for the intervention group

 

Figure 7-1: SF36 health profiles for the intervention group 

*Role emotional:  Refers to whether there are problems with work or other daily activities as a result of 
emotional problems 

*Social function:  Refers to whether there is interference with normal social activities as a result of 
emotional problems 

 

It is possible care management by the intervention coordinator contributed to the improved 

mental component of the SF36. Care management is advocated to enhance provision of 

care and quality of life for older people living in the community (Challis, Darton, Hughes, 

Stewart, & Weiner, 2001; Hokenstad, 2005). Although when exploring literature and 

definitions of care management, it is apparent the intervention coordinator was not 

                                                           
15  SF questions:  During the past four weeks, to what extent has your physical health or emotional 

problems interfered with your normal social activities with family, friends, neighbours, or 
groups? 

 During the past four weeks, how much of the time has your physical health or emotional 
problems interfered with your social activities (like visiting with friends, relatives, etc.)? 

16  RE questions: During the past four weeks, how much of the time have you had any of the following 
problems with your work or other regular daily activities as a result of any emotional 
problems (such as feeling depressed or anxious): 

    - Cut down on the amount of time you spent on work or other activities? 
    - Accomplished less than you would like? 
    - Did work or other activities less carefully than usual? 
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performing as a care manager. Care management is defined as improving quality 

outcomes through controlling costs and coordinating and monitoring a comprehensive 

range of services across a continuum, with emphasis on a patient-centred environment 

(Crawley, 1994; Lillis & Mackin, 2001). In this trial, while the intervention coordinator role 

involved referrals to other health professionals, there was no overall coordination of 

services or control of funding. Further, although there was emphasis on a ‗patient-centred 

environment‘ this was not in isolation; a central component to the coordinator role involved 

improving training and supervision of support workers. The coordinator also referred older 

people to the Needs Assessment Service Coordinator (NASC) for discharge or reduced 

hours, as this was not part of their role. 

 

Rather than care management, the intervention coordinator role appeared to be more 

aligned to elements of quality improvement which included enhanced support, a more 

detailed assessment, and regular three monthly follow-up consultations for older people. 

As a result, the intervention group had more recent assessments by the home care 

agency, regular follow-up consultations (79 percent received three monthly follow-up 

consultations), and post the initial assessment, 14 percent received referral to another 

health professional and 14 percent were provided further information. Nevertheless, the 

intervention coordinator only interacted with older people every three months, and it is 

more likely that support workers‘ regular contact (mean 1.5 hours per week) and close 

relationship had more of an impact on older people‘s mental wellbeing. 

 

When considering explanations for improvement in the mental component of the SF36, the 

role of goal setting and formation of support plans with older people cannot be understated, 

and this alone may have contributed to the finding. Goal setting with older people is 

recognised to improve communication with health care professionals, and aid the formation 

of customised support plans which encompass individual values (Schulman-Green, Naik, 

Bradley, McCorkle, & Bogardus, 2006). In the current study, a key feature of the restorative 

care service was collaborative goal setting undertaken with older people in the intervention 

group which led to development of personalised support plans. Although there is a relative 

paucity of research evaluating goal setting with older people, what has been undertaken 

highlights significant findings similar to the current trial. As demonstrated in a study by 
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Callaghan, LeSage, and Johnstone (1999); a goal setting intervention resulted in 

statistically improved HRQoL (both mental and physical components of the SF36). 

Findings in this trial showed nearly all participants in the intervention group partook in 

collaborative goal setting (97%) and a high percentage achieved goal attainment within 

one year (73%). It is important to note these goals were facilitated in collaboration, and 

personalised for each older person. This process involved participation, promoted 

empowerment, and provided the older person with a sense of meaning which is likely to 

have positively influenced the perception of their mental health. More specifically, goal 

setting may have impacted on the RE SF36 profile that refers to emotional problems such 

as anxiety or depression which interfere with work or activities of daily living (ADL). There 

is debate as to whether the prevalence of depression is greater in older people when 

compared with younger age groups. Nevertheless, among older people, depression is the 

most common functional psychiatric disorder (Gatz & Hurwicz, 1990). Although depression 

was not specifically evaluated in this trial, it appears goal setting may have influenced the 

RE profile as enhancing empowerment and a personal sense of meaning is likely to have 

had a positive effect on such emotional problems. 

 

The important features of goal setting were further emphasised with the subsequent 

development of support plans. Three quarters of the intervention group displayed 

personalised activities in their support plans as compared with nil in the control group, and 

thus indicates the goal setting process and formation of personalised support plans may 

have been important to the older people in the intervention group. What is more, this is an 

example of older people directing their own service. The value of a individual‘s own 

perspective has been reinforced as critical when measuring HRQoL as it directly reflects 

what is important to them (Sajid, Tonsi, & Baig, 2008). At the same time, appreciation of 

the importance of an older person‘s emotional wellbeing by both staff and the home care 

agency is seen as vital to creating a flexible person-centred home care service (Patmore & 

McNulty, 2005a). Therefore, it is highly probable developing personalised support plans 

would have positively affected older people‘s mental status. 

 

The relationship between the support worker and older person appeared central to the 

improved mental wellbeing for the intervention group. Many studies have highlighted the 
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significance of the support worker relationship with the older person, and indeed, 

qualitative comments in this trial clearly revealed the importance to job satisfaction for 

support workers and mental wellbeing for older people. Interestingly, for the intervention 

group, this relationship appeared to be strengthened by a number of plausible factors. 

Support workers in this group exhibited markedly increased job satisfaction and reduced 

turnover in comparison to the usual care group. Additionally, as part of the intervention, 

support workers were grouped into clusters based on geographical areas. For these 

reasons, it is likely continuity of support workers improved for older people in the 

intervention group and resulted in more meaningful relationships with support workers. 

Qualitative comments in this study highlighted a lack of continuity was unsettling for many 

older people. Denton, Zeytinoglu, Daies, and Hunter (2005) corroborate, and emphasise a 

break in continuity is difficult for home care clients, causing dissatisfaction as well as 

reducing the quality of care received. What is more, as in other studies (Patmore & 

McNulty, 2005b), older people in this trial emphasised the importance of the 

companionship their support worker provided. Hence, it appears both the RE and SF 

health profiles were influenced by the improved continuity and strengthened relationship. 

 

Qualitative comments in this trial also showed older people in the intervention group were 

happier with the flexibility of support workers who were able to take them out to where they 

wanted or needed to go. In addition, 32 percent of the goals identified by older people were 

related to recreation and leisure activities. Assistance to get out of one‘s home (Patmore & 

McNulty, 2005a) and social participation and involvement (Netten et al., 2002) are 

recognised as important unmet needs for older people living at home. Although there is no 

definite causal relationship, social isolation has shown an association with loneliness and 

depression, with those living alone at greater risk (Victor, Scambler, Bond, & Bowling, 

2000). In this trial, 68 percent of older people in the intervention group lived alone, and 

clearly, many wanted to engage in greater recreation and leisure activities, suggesting 

social isolation was evident. Therefore, increasing the flexibility of the intervention home 

care service to incorporate activities outside of the home, combined with facilitating goals 

related to social activities, is likely to have strongly influenced both the RE and SF aspects 

of the SF36 mental component for the intervention group. 
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7.2 What is the impact of a restorative home care service 
on older people’s functional mobility, including activities of 
daily living and instrumental activities of daily living, in 
comparison to usual care? 

When assessing an older person‘s physical function, a central aspect is functional mobility 

which refers to the basic mobility skills used in everyday life, including ADL and 

instrumental ADL (IADL) function (Guralnik & Simonsick, 1993; Podsiadlo & Richardson, 

1991). This study utilised the Timed Up and Go, Barthel Index (BI) and Nottingham 

extended ADL (EADL) to measure functional mobility. No differences were found in the 

changes in any of these scores between groups over time. While this may denote that the 

intervention had no effect on functional mobility, this is interesting given the overall SF36 

score did demonstrate a significant change. The TUG test revealed baseline mean scores 

for the control and intervention group of 22.9 and 22.6, respectively, which is considerably 

lower than the time of 30 seconds or longer that indicates functional dependence among 

older people (Podsiadlo & Richardson, 1991). Although perhaps more pertinent was 

investigation of percentiles which showed that of the total sample, only ten percent (90th 

percentile and above) exhibited a time of 30 seconds or longer at all three time points, 

revealing the large proportion of older people with high basic functional mobility. As well as 

measuring functional mobility, the TUG is often used to assess falls risk for older people 

(Shumway-Cook, Brauer, & Woollacott, 2000). While not specifically measured in this trial, 

given the high basic functional mobility of the study population, it is probable that 

participants would also exhibit a low falls risk, and therefore, the TUG scale measurement 

was unlikely to demonstrate a significant change over time.  

 

The mean baseline BI score for the intervention and control group was 18.4. Given that the 

maximum BI score is 20; this sample group clearly demonstrates high ADL function. In this 

trial, the BI was essentially used to characterise the study population, particularly as the 

ceiling effect of the BI is well cited. Indeed, 39 percent of the older people in this study 

achieved the maximum score of 20. While a study by van der Putten, Freeman, and 

Thomson (1999) reported small ceiling effects for the BI, research has shown this scale 

measurement often demonstrates notable ceiling effects, whereas the SF36 is minimally 

affected (Anderson, Laubscher, & Burns, 1996; Kelly & Jessop, 1996). Comparable to the 

TUG and BI, the Nottingham EADL median score for the total sample was 46, and 
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exploration of percentiles indicated a broadly high functioning sample group. It appears use 

of these scale measurements to assess change in a high functioning sample population 

may be ineffective, whereas the SF36 seems appropriate with such a sample. Indeed, 

Parker et al. (1994) found the BI was valuable when utilised with inpatient older people; 

however, both the BI and Nottingham EADL were insensitive to clinical change with the 

more able older people attending day hospital. 

 

One is left with several options to explain the apparent lack of change in functional mobility 

despite the shift in the overall SF36 score. One scenario may be related to the inherent 

weakness within the scale measurements themselves. For example, the BI is prone to 

ceiling effects and the Nottingham EADL was predominantly designed for stroke patients 

with low IADL function (Nouri & Lincoln, 1987), whereas the SF36 was designed for use in 

relatively healthy populations. It is possible a null result occurred if the wording of 

questions was interpreted differently to the SF36 questionnaire. Guralnik and Simonsick 

(1993) emphasised that surveys with minor variations in the phrasing of items may produce 

diverse estimates of frailty and disability when used in similar populations. A further 

scenario may be that the changes observed in the mental component of the SF36 were 

simply not assessed by the other scale measurements. The Nottingham EADL has 

demonstrated a weak relationship with the SF36 as illustrated by one study where the 

Nottingham EADL leisure items correlated poorly with the SF36 social scores (Kelly & 

Jessop, 1996). While questions in the two scales may have been interpreted differently, 

closer exploration reveals the Nottingham EADL leisure item questions are quite different 

to social function questions in the SF36. Similar to the study by Kelly and Jessop, a trial of 

patients post hip replacement found responsiveness of the Nottingham EADL in 

comparison to the SF36 was poor; the latter measurement demonstrated a large shift in 

pain and physical function over time while the Nottingham EADL change was very small 

(Harwood & Ebrahim, 2002).  

 

Although scale measurements for functional mobility revealed no statistically significant 

changes over time, investigation of support plans and goal classification indicated 

differences for the intervention group. Examination of support plans showed older people in 

the intervention group received considerably reduced levels of assistance with several 



Chapter 7: Discussion 

212 

activities including domestic chores, personal care, and grocery shopping, when compared 

to the control group. These activities are all associated with functional mobility and may 

reflect the implementation of restorative care as it focuses on a shift from providing care 

which fosters dependency to maximising and restoring functional independence by 

encouraging older people to engage in activities (Baker, Gottschalk, Eng, Weber, & Tinetti, 

2001; Resnick, Rogers, Galik, & Gruber-Baldini, 2007). In addition, older people who 

undertake functional exercises have been shown to demonstrate improved lower extremity 

physical function (de Bruin & Murer, 2007), ADL performance (de Vreede, Samson, van 

Meeteren, Duursma, & Verhaar, 2005), mobility, and balance (Whitehurst, Johnson, 

Parker, Brown, & Ford, 2005). 

 

What is more, when exploring goal classification in more detail, 50 percent of the goals 

referred to mobility: walking, moving around, moving around in different locations, and 

using transportation. This shows a substantial proportion of goals identified by older people 

in the intervention group indicated the desire to be more mobile. Indeed, Gabriel and 

Bowling (2004) found similar results in their trial where a quarter of older people stated 

being able to walk and maintain good mobility was important to them, particularly to retain 

independence. In light of such findings from this study, an improvement in functional 

mobility may have been expected as the intervention group demonstrated higher levels of 

independence with activities, and half the goals related to mobility. Further, research in 

which home care services for older people have incorporated restorative care have been 

shown to improve functional mobility including ADL, self cares and mobility (Parsons et al., 

2005; Tinetti et al., 2002).  

 

Health and disability support services have invariably attempted to target population 

groups with certain characteristics, and home care services are no exception. In NZ, the 

target group for traditional home care has been typically broad with low disability eligibility 

criteria. Interestingly, the results being highlighted in this study may be more reflective of 

inappropriate targeting of scarce resources within home care services. This is emphasised 

by the finding that 15 percent of the total sample exhibited very low disability; for the 
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purposes of discussion and clarity, this group will be referred to as minimal disability17. 

Figure 7-2 highlights this issue, illustrating the actual sample population of older people 

receiving home care services in this trial, who largely demonstrate high functional levels. 

However, given the current issues within home care, the desired target group of older 

people are those who exhibit low functional levels and greater needs (a small proportion of 

participants in this trial). Nevertheless, the SF36 demonstrated a significant shift across the 

whole intervention group and was not restricted to those with low functional levels, 

illustrating the intervention had a positive impact. The question remains as to whether this 

relatively expensive intervention, that albeit increased HRQoL, is appropriate for the 

population group of older people with low needs.  

 

Actual
Relatively low needs

Broadly high functional level

Desired
High needs

Low functional level

 

Figure 7-2: Older people who receive home care services 

 

7.3 What is the impact of a restorative home care service 
on older people’s sense of control and social support in 
comparison to usual care? 

In the current study, there was no significant change in scores between groups over time 

for the Mastery scale (measuring sense of control) or the DSSI (measuring social support). 

Investigation of percentiles also revealed no differences between groups over time, even 

for older people with low mastery and those identified as most socially isolated. Again, the 

question remains as to why the SF36 score improved over time for the intervention group, 

                                                           
17  In this study, minimal disability was defined as older people with high IADL functional levels (Nottingham 

EADL score 55-66), high ADL function (mean BI score 19.1), high social support (DSSI score 35-47) and 
no cognitive deficit (mean AMTS score of 9.4). 
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and yet these scale measurements did not. Although, statistically, no changes were 

evident, both qualitative and quantitative data indicated enhanced sense of control and 

social support for the intervention group. Qualitative comments from older people revealed 

satisfaction with being taken out to a variety of places, which the older person directed, in 

comparison to the restrictions of the usual care group; this improved flexibility is likely to 

have enhanced their sense of control. This is important in light of research which has found 

enhanced sense of control can result in positive health and wellbeing effects, although 

when control of activities is restricted, this can negatively affect health (Rodin, 1986). 

Furthermore, the vast majority of those in the intervention group displayed personalised 

activities in their support plans meaning they were able to convey what was important to 

them while being involved in directing their own service. The significance of older people 

being empowered to express preferences and make decisions about the home care 

services they receive has been emphasised (Benjamin, 2001). The current trial also 

undertook collaborative goal setting with older people in the intervention group; this may 

have increased feelings of control about the care they received, as goals derived in 

partnership with older people enhances participation (Wressle, Eeg-Olofsson, Marcusson, 

& Henriksson, 2002), adherence, and goal achievement (Peri & Kerse, 2004). 

 

Social support revealed a weak correlation with sense of control, suggesting as social 

support levels increased, the older person‘s sense of control increased as well. This may 

be attributed to higher social support enhancing self esteem and a sense of belonging 

which correlates with a raised sense of control. Similar results were found in a study by 

Whelan (1991) who explored whether the obligations imposed by social networks limited 

independence. The author refuted this hypothesis after discovering a positive correlation 

between sense of control and social support, and revealing an increased level of control 

when social support was present. Conversely, Mirowsky and Ross (2003) suggest social 

support and sense of control are substitutes for one another, where the more an individual 

possesses one, the less they require of the other. Hence, the higher ones‘ social support, 

the lower the optimum sense of control, and vice versa.  

 

As discussed prior, 68 percent of older people in the intervention group lived alone, and 

nearly one third of their goals related to recreation and leisure activities, emphasising the 
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need for social contact to prevent social isolation. Studies have found social support is 

positively correlated with HRQoL (Gallicchio, Hoffman, & Helzlsouer, 2007; Powers, 

Goodger, & Byles, 2004) which was supported by this trial, albeit a weak relationship. 

Although perhaps more relevant is that the quality of social contacts demonstrates a 

stronger association with subjective wellbeing than the quantity of social contacts, and 

there is a higher correlation between contact with friends and subjective wellbeing when 

compared to contact with adult children (Pinquart & Sorensen, 2000). Therefore, it is likely 

the positive relationship between social support and HRQoL in this study was due to the 

impact of the support worker‘s relationship with the older person. The vast majority of older 

people in both groups were happy with their support workers, and many commented on the 

importance of their companionship and referred to them as being like friends or family. 

These relationships were clearly significant to the older person‘s quality of life and social 

relations, and it was evident that a number did not have a great deal of contact with other 

people. As in other trials (Patmore & McNulty, 2005a), it appears reducing social isolation 

for older people was largely dependent on the relationship formed with their support 

workers. This finding is particularly pertinent in light of research by Andrews et al. (2003), 

which discovered the longer an older person has been socially isolated, the more difficult it 

is for them to re-integrate and extend their social network. 

 

Research has highlighted an association between reduced physical function and 

decreased social support (Bondevik & Skogstad, 1998; Cree, Carriere, Soskolne, & 

Suarez-Almazor, 2000; Mendes de Leon et al., 1999) which was substantiated in this 

study, although a weak relationship, and suggested those with high functional levels were 

more socially integrated. This relationship between functional mobility and social support 

may have occurred as older people with higher functional levels were able to be more 

independent and partake in social activities. Indeed, closer exploration of the Nottingham 

EADL results for all older people participants reflected this. Older people with high IADL 

function (overall Nottingham EADL scores of 55 to 66) demonstrated a high level of 

independence in their responses to all six mobility item questions as well as the leisure 

item question ‗do you go out socially‘. Conversely, in response to these same questions, 

older people with very low IADL functional levels (overall Nottingham EADL score of 0-10) 

either ‗required help‘ or were ‗unable‘. In corroboration, studies focusing on wellbeing and 
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social support for older people, have highlighted functional dependence impedes 

opportunities for social contact and participation in activities (Dwyer, Gray, & Renwick, 

2000; Thompson & Heller, 1990). 

 

The findings from this study suggest that sense of control and social support for older 

people in the intervention group may have increased, although in a limited way; the 

Mastery scale and DSSI did not detect this change. As with improvement in the SF36 

score, it appeared positive social support was largely related to the older person‘s 

relationship with their support worker, whereas sense of control seemed to be enhanced 

for the intervention group due to increased flexibility and the capacity for older people to 

direct their own service. Social support also appeared to correlate with other factors, albeit 

weak relationships, including sense of control, HRQoL, and physical functional. 

 

7.4 What is the impact of a restorative home care service 
on informal carer stress in comparison to usual care? 

This study found no clear differences in carer sense of burden or stress across the two 

groups over time, as measured by the Carer Reaction Assessment (CRA). There are 

several possible reasons for this, including older participants exhibiting relatively high 

functional levels. It is therefore not surprising that throughout the study, on average, only 

27 percent of older people actively received assistance from an identified informal carer. 

This was a considerably lower number than a United Kingdom (UK) study by Bond et al. 

(1999) which determined 78 percent of older people living at home received support from 

an informal carer, although older people were determined as being frail, and as a result, 

likely to display reduced functional levels in comparison to participants in the current trial. 

 

Aside from any lack of change over time, the critical impact informal carers have in 

facilitating older people to remain living at home cannot be underestimated, and is widely 

acknowledged both internationally and within NZ. Hence, this work provides a useful 

perspective of the role and impact of informal caring in NZ. Closer exploration of the CRA 

indicated positive self esteem and low levels of stress. Again, this finding may be indicative 

of the relatively high functional level of older people in this study, as there is widespread 

evidence informal carers often experience considerable stress (Mastrian, Ritter, & 
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Deimling, 1996; Navaie-Waliser, Spriggs, & Feldman, 2002). The CRA consists of five 

subscales, and further examination revealed carers reported least impact on finances, and 

a low impact on health. This was interesting, as numerous studies have demonstrated 

informal caring can result in substantial negative effects on physical health (Mastrian, 

Ritter, & Deimling, 1996; Navaie-Waliser et al., 2002; Schulz & Beach, 1999).  

 

7.5 What is the impact of a restorative home care service 
on support worker turnover, training attendance, opinions, 
and coordinator opinions in comparison to usual care? 

The intervention had a substantial impact on support worker job satisfaction, supported by 

not only the considerably lower staff turnover, but also the qualitative findings emerging 

from the focus groups. Interpretation of these findings is challenging as identifying 

determinants of satisfaction and dissatisfaction can be difficult (Aharony & Strasser, 1993). 

However, notwithstanding this, the main reasons for the improved job satisfaction 

appeared to arise from a number of factors including the enhanced training of support 

workers in the intervention group. This is reflected in training attendance rates which were 

very high for the intervention group (93%) compared with the local region (17%)18. 

Qualitative comments support this finding, with both support workers and the coordinator in 

the intervention group relaying positive opinions regarding the improved training 

programme and regular meetings; conversely, the control group felt orientation and training 

was insufficient. A plethora of literature has highlighted the widespread inadequacy of 

training for support workers (Fujiwara, Tsukishima, & Kishi, 2003; Havens, 1999a; 

Venables, Reilly, Challis, Hughes, & Abendstern, 2006). Undeniably, there is agreement 

effective training can improve the quality of care delivered and increase retention rates 

(Hokenstad, 2005; Stone & Wiener, 2001).  

 

Increased support and supervision from the coordinator in the intervention group appeared 

to be an important factor contributing to the enhanced job satisfaction for support workers. 

Qualitative comments clearly demonstrated support workers felt more supported and 

benefited from the regular fortnightly meetings, whereas previously they had felt alone. In 

                                                           
18  A direct comparison with the control group was not feasible due to high turnover rates; hence, comparison 

with the local region was undertaken. 
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contrast, the coordinator for the control group commented she did not spend much time 

with support workers and believed they were quite isolated. In corroboration, Canadian and 

UK studies have revealed a key reason for job dissatisfaction or leaving a home care 

agency was lack of organisational support (Denton, Zeytinoglu, Davies, & Hunter, 2005; 

Fleming & Taylor, 2007). Furthermore, support workers in the control group expressed 

concern that they were given insufficient information about the older people they visited; 

this contributed to them feeling unsafe and unsupported. Support workers in both groups 

commented on crossing professional boundaries, largely in relation to giving out their 

personal phone numbers. The main reason for this was due to communication issues with 

office staff at the home care agency, an issue also highlighted by older people. It is 

possible support workers in the intervention group were less likely to cross professional 

boundaries due to the increased contact and support provided by the coordinator.  

 

Support workers in the intervention group also reported improved satisfaction due to the 

increased flexibility in how they utilised their allocated time with the older person. Being 

able to take the older person where they needed or wanted to go was viewed positively. 

Similarly, Patmore (2003) asserted support for such flexible holistic care as opposed to 

restrictions enforced with a ‗task centred‘ approach. Although not specific to the 

intervention group, it is important to recognise that for support workers in both groups, the 

relationship formed with the older people was imperative to job satisfaction, and described 

as the most rewarding part of their job. Home care research in NZ and the UK has also 

highlighted the connection between the support worker and older person as essential to job 

satisfaction and quality care (Parsons, Dixon, Brandt, & Wade, 2004; Patmore & McNulty, 

2005b). 

 

7.6 What is the impact of a restorative home care service 
on costs in comparison to usual care? 

For scenario A and B (comparison over one and four years, respectively) overall costs 

showed the intervention was more expensive compared with usual care. Although closer 

exploration revealed value adding costs19 were higher while non-value adding costs20 were 

                                                           
19  Value adding costs are defined as ―resources consumed in enhancing the value of a good or service‖ 

(Business Directory, 2008b). 

http://www.businessdictionary.com/definition/resource.html
http://www.businessdictionary.com/definition/value.html
http://www.businessdictionary.com/definition/final-good-service.html
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reduced for the intervention in comparison to the control group. Even though value adding 

costs increased, this occurred as a result of crucial enhancements necessary for quality 

improvement. For example, support worker and coordinator costs were greater for the 

intervention group due to increased wages, enhanced training for support workers, and a 

reduced coordinator to older people ratio. However, the resultant effect was improved 

quality of the service; support workers received a higher pay rate because they undertook 

a superior level of training in comparison to those in the usual care group, and 

subsequently provided an enhanced service to the older people. Likewise, the intervention 

coordinator was able to provide increased involvement with older people and support 

workers which appeared to contribute to older people‘s improved HRQoL as well as 

support workers‘ increased job satisfaction and subsequent reduced turnover. An 

abundance of literature emphasises the importance of adequately training support workers 

to improve the quality of service delivery (Havens, 1999a; Stone & Wiener, 2001). While, 

Hokenstad (2005) affirmed, relatively low care manager to client ratios is preferable to 

allow for comprehensive coordination of services to meet the diverse needs of older 

people. Interestingly, since this study was completed, wages across the country for support 

workers have now been raised through legislative changes to the minimum wage, and 

therefore, it is likely that these differences in costs may be mitigated. 

 

Important reductions in non-value adding costs were associated with reduced travel costs 

for the intervention group as a result of geographically aligning older people and support 

workers to minimise travel distance between visits. Comparably, advertising, interview, and 

supernumerary costs, associated with low turnover in the intervention group, resulted in 

reduced expenditure in this area. What is more, there are non-financial benefits of reduced 

turnover, including improved continuity with older people which has been identified by both 

older people and home care agencies as an important quality element (Denton, Zeytinoglu, 

Davies, & Hunter, 2005; Edelbalk, Samuelsson, & Ingvad, 1995; Patmore & McNulty, 

2005b). 

Scenario C revealed overall costs were lower for the intervention when compared with 

usual care. This finding suggests a restorative home care service with improved efficiency 

                                                                                                                                                               
20  Non-value adding costs are defined as ―time and/or money spent on an activity or task that adds to the 

total cost, but does not enhance the customer's judgment of the value of a good or service‖ (Business 
Directory, 2008a). 

http://www.businessdictionary.com/definition/money.html
http://www.businessdictionary.com/definition/activity.html
http://www.businessdictionary.com/definition/task.html
http://www.businessdictionary.com/definition/cost.html
http://www.businessdictionary.com/definition/judgment.html
http://www.businessdictionary.com/definition/value.html
http://www.businessdictionary.com/definition/final-good-service.html


Chapter 7: Discussion 

220 

(i.e., prompt processing of older people identified for discharge or reduced hours) and 

eligibility restrictions (i.e., removing the provision of care for older people with minimal 

disability) may produce cost savings due to enhanced service operation and the targeting 

of older people with higher needs to receive care. 

 

7.7 Summary 

This section has discussed the impact of the restorative home care service in comparison 

to usual care, answering the specified research questions in light of relevant literature. 

Particular aspects of the intervention have clearly resulted in positive outcomes, despite 

the fact that many of the scale measurements did not detect changes over time between 

groups. Table 7.1 highlights these positive findings of the restorative home care 

intervention. In addition, it seems further modifications are necessary to improve home 

care services.  

 

Table 7-1: Positive findings of the restorative home care intervention 

Positive findings of the restorative home care intervention 

Improved HRQoL, specifically mental wellbeing, for older people 

Increased number of older people referred for discharge or reduced hours 

Provision of information and/or referral to other health professionals for older people 

Decreased level of support with activities, fostering functional independence 

High percentage of collaborative goal setting and achievement within one year 

Mobility, and leisure and recreation activities identified via goal setting 

High percentage of personalised activities in support plans 

Regular three month follow-up consultations for older people 

Increased input and support from coordinators for both older people and support workers 

Increased job satisfaction for support workers 

Decreased support worker turnover 

Improved training of support workers 

High training attendance rate 

Decreased travel distance between older people visits 

Decreased non-value adding costs associated with turnover and travel distance 

Increased flexibility and client centred service delivery 
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Part 2: Creating sustainable home care services 

This trial has evaluated two services: the restorative home care intervention, and usual 

home care. A number of issues have been identified with current home care services, both 

in NZ and internationally, these include poor employment conditions (Yamada, 2002), low 

wages (Kaye, Chapman, Newcomer, & Harrington, 2006), inadequate training (Havens, 

1999a), high support worker turnover (Braun, Cheang, & Shigeta, 2005), reduced 

continuity of support workers (Benjamin, 2001), a lack of support worker supervision 

(Fleming & Taylor, 2007), and services which are inflexible and not client centred 

(Patmore, 2002); all features are represented in the usual care group in this study. There is 

a risk that existing home care models, currently delivered in NZ, will be unable to continue 

operating, and there is an obvious need for quality improvement and transition to a 

sustainable sector. Results from this trial have shown certain features of the intervention 

can help create sustainability, although important aspects are missing. This section will 

explore the unique components necessary to create a sustainable home care sector.  

 

7.8 Managing future demand 

Demand for and expenditure on home care services has increased markedly, both 

internationally and within NZ over recent years (Ministry of Health, 2003a; The Information 

Centre, 2007; World Health Organization, 2000). Perhaps more pertinent is that future 

demand for home care services is expected to rise substantially as a result of the ageing 

population, increasingly complex health care needs of older people, limited resources, as 

well as financial constraints (Fleming & Taylor, 2007; Kaye, Chapman, Newcomer, & 

Harrington, 2006; Wittenberg & Pickard, 2001). One possible way to manage this 

increased demand would be to raise the eligibility criteria for home care services. Several 

findings from this study have alluded to this, raising the question of whether home care 

services in NZ are appropriately targeting older people. Baseline characteristics for older 

people revealed a relatively high functioning sample, and post hoc analysis found 15 

percent of the total sample exhibited minimal disability, suggesting this group actually did 

not require home care services at all. Furthermore, for the total sample, service input was 

low at 1.5 mean hours per week; the majority of older people received assistance with 

domestic chores, while only 12 percent received personal care assistance. In response to 
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increasing demand and costs of home care services, Patmore (2003) proposed limiting 

provision of home care to basic survival needs. In fact, in Ontario, eligibility criteria has 

been developed for those requiring long-term home care support; as a result, personal 

cares are provided while provision of practical household tasks has gradually diminished 

(Aronson, 2006). This raises the important question of whether the eligibility threshold for 

home care services in NZ should be increased to combat future demand.  

 

Miller and Weissert (2000) declared part of ensuring cost-effective home care services 

involved establishing strict national eligibility criteria for older people. There is increasing 

evidence from numerous overseas countries including the UK (Challis & Hughes, 2002), 

United States (US) (Kassner, 2006; Miller & Weissert, 2000), Canada (Aronson, 2006), 

Spain, and Sweden (Sundstrom & Tortosa, 1999) that eligibility criteria for home care 

services is rising to a point where home care is being targeted to older people with higher 

needs, such as those at greatest risk for residential care placement, individuals living 

alone, or the oldest old. This has come about as a consequence of an ageing population, 

increased demand for home care services, scarce resources, and stretched budgets. NZ is 

relatively young demographically, and it may be for this reason that stricter requirements 

for eligibility for home care services have not been enforced. However, it is evident that NZ 

is now experiencing similar problems to those internationally, and the threshold needs to 

be raised to ensure the ability to provide quality home care services and achieve 

sustainability as illustrated in Figure 7-3. Therefore, in light of predictions for NZ‘s rapidly 

expanding older population, and the increased demand for home care services, it seems 

elevating this threshold is necessary. 
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Figure 7-3: Comparison, between countries, of eligibility criteria for home care 
services  

 

In addition to raising the eligibility threshold, a focus on restorative care for older people 

may help with managing future demand. This study revealed, at the end of the follow-up 

period, 29 percent of older people in the intervention group were identified as receiving 

unnecessary services and were referred to the assessing agency (NASC) for discharge or 

reduced hours. This highlights that with a focus on restorative care and the attributes this 

philosophy represents, some older people will experience an improvement in their 

functional level, and after they reach a certain level, they can be discharged from the 

service or receive fewer hours. 

 

Notwithstanding these mitigating factors to manage future demand, it is important to 

recognise the impact of raising the eligibility criteria for home care services on both older 

people and informal carers. Rationing of practical household tasks and social support has 

resulted in distress, insecurity, and isolation for home care users (Aronson, 2006), and one 

study found reduction or unavailability of basic cleaning services was a source of 

resentment for older people (Tinker, Askham, Hancock, Mueller, & Stuchbury, 2001). In 

addition, studies have revealed home care services which target older people at greater 

risk can result in unmet need and anxiety elsewhere (Tinker, Askham, Hancock, Mueller, & 



Chapter 7: Discussion 

224 

Stuchbury, 2001), with those who do not meet eligibility criteria entering publicly funded 

residential care, or relying on additional assistance from family members (Sundstrom & 

Tortosa, 1999). However, the assertions made by the latter study can be refuted, as older 

people entering residential care are likely to have demonstrated higher needs than simply 

assistance with basic household tasks. 

 

There is a risk that the impact of raising eligibility criteria may place increased pressure on 

an already overstretched informal carer support structure, resulting in unmet care needs for 

older people (Stone, 2000; Wittenberg & Pickard, 2001). Relatively few informal carers 

were identified by the older participants, possibly due to the fact that most were functioning 

independently. However, in the broader population of older people, specifically those with 

higher levels of need living at home, the availability of informal carers is uncertain. This is 

primarily because the average age is 60 years (Stone, 2000), and therefore, carers are 

ageing themselves as a result of the ageing population (Grundy, 2006). Restricting the 

availability of home care clearly has implications, and should be considered and planned to 

prevent over reliance on the already vulnerable group of informal carers. Interestingly, 

many of the factors that influence informal carers are equally relevant to formal support 

workers as described in the next section. 

 

7.9 Workforce 

Addressing current workforce issues is vital to creating sustainable home care services. In 

NZ, workforce problems encompass safety issues, inadequate training, and high turnover 

and has resulted in the belief that current home care services are not sustainable (Brandt, 

Parsons, Gundersen-Reid, Kilpatrick, & Isbister, 2004). This trial has demonstrated 

encouraging workforce improvements as a result of the restorative intervention. In 

particular, increased job satisfaction, largely due to enhanced support and supervision from 

the coordinator, resulted in greatly reduced support worker turnover for the intervention 

group. Turnover was 18 and 43 percent for the control and intervention groups, 

respectively. Although the structure of the home care industry results in challenges when 

collecting turnover data (Brannon, Barry, Kemper, Schreiner, & Vasey, 2007) national 

(Parsons et al., 2004b) and international (Braun, Cheang, & Shigeta, 2005) studies 

repeatedly highlight staff turnover as being in the region of 40 to 60 percent. The reduced 
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turnover demonstrated by the intervention group was a particularly important finding 

because high turnover is not only expensive for home care agencies, but contributes to 

reduced continuity and quality of care (Denton, Zeytinoglu, Davies, & Hunter, 2005). 

Indeed, this was a factor highlighted qualitatively by the older participants within both the 

intervention and control groups. Participants continually indicated that frequently changing 

support workers left them feeling insecure, unhappy, and frustrated. These findings have 

been reiterated elsewhere (Edelbalk, Samuelsson, & Ingvad, 1995; Havens, 1999a; 

Patmore & McNulty, 2005b). 

 

The enhanced training of support workers also appeared to greatly influence the increased 

job satisfaction and subsequent reduced turnover, while the control group clearly reported 

inadequate orientation and training. Improving the skills and competency of support 

workers has been highlighted as vital to enhance the quality of home care services 

(Fleming & Taylor, 2007). Baseline characteristics of support workers in this trial, while 

limited, revealed all were female and exhibited a mean age of 51 years. This is comparable 

to international research which has found, in general, support workers in the home-based 

setting are female, middle aged, receive minimal training, endure workload pressures, and 

often have multiple jobs due to low wages (Fleming & Taylor, 2007; Kaye, Chapman, 

Newcomer, & Harrington, 2006; Montgomery, Holley, Deichert, & Kosloski, 2005; Yamada, 

2002). Such statistics highlight the vulnerability of this workforce, yet, they are employed in 

an environment with high levels of responsibility which are exacerbated as a result of the 

increasingly complex needs of home-based older people. Of concern, is that in many 

countries, including NZ, this vulnerable group are not protected by professional identity or 

regulations (Brannon, Barry, Kemper, Schreiner, & Vasey, 2007; Kuhlmann, 2008). 

Regulations for long-term care have largely focused on residential care as this area 

receives the bulk of public funding (Applebaum & Phillips, 1990); interestingly, there are 

conflicting views toward the regulation of home care services. Home care has little external 

monitoring (Harrington & Grant, 1990), and introducing regulations is a way to advance the 

quality of care by imposing improvements such as superior staffing and supervision 

standards (Applebaum & Phillips, 1990; Harrington & Grant, 1990). However, this would 

involve substantial expense and could increase the cost of care due to expenditure 

associated with agency certification, expanded record keeping responsibilities, and the 
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establishment of minimum training standards for support workers (Applebaum & Phillips, 

1990). Nevertheless, a lack of self-regulation is clearly resulting in widespread low quality 

services in desperate need of transformation, and the enforcement of regulations may help 

combat the quality issues, largely relating to workforce problems, abundant within home 

care.  

 

Qualitative comments from support workers emphasised specific employment conditions 

requiring improvement in order to further ensure the sustainability of home care services. 

Support workers in both groups stated the need for increased wages, provision of 

guaranteed hours, and reimbursement for travel time. Interestingly, these same three 

areas were identified by support workers in a prior NZ study (Parsons, Dixon, Brandt, & 

Wade, 2004). Furthermore, these issues are not limited to NZ, as many international 

studies have identified support workers receive low wages and are dissatisfied with this, 

particularly given their growing responsibilities due to the increasingly complex needs of 

home-based older people (Denton, Zeytinoglu, Davies, & Hunter, 2005; Fujiwara, 

Tsukishima, & Kishi, 2003; Kaye, Chapman, Newcomer, & Harrington, 2006). Poor 

employment conditions are likely to contribute to high turnover and a reduced quality of 

service provision, as demonstrated by a study of home care in the UK which revealed 

staffing difficulties associated with low wages and no guarantee of hours, that resulted in 

unreliable and irregular visits to home care clients. Interestingly, as a result, some home 

care agencies offered guaranteed hours for certain workers to ensure service provision 

(Patmore, 2003). Similar issues have been highlighted elsewhere (Hokenstad, 2005) as 

support workers are employed on an hourly basis, and depend on frequent visits to attain 

full-time employment; therefore, guaranteeing a minimum number of hours per week may 

help improve the substantial underemployment. The intervention coordinator in this trial 

agreed with further improvements to the employment conditions for support workers; the 

extra supervision they provided contributed to many positive outcomes, as discussed 

further in the next section. 

 

7.10 Coordinator role 

The coordinator role appeared pivotal to important findings within the intervention group; 

one of the reasons for this may have been the higher skill and competency level of the 
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intervention coordinator which produced more in-depth assessments of older people, 

referrals to other health professionals, and provision of additional information. Indeed, the 

value of registered nurses, ideally with specialised gerontological training, in coordinator 

positions for frail home-based older people has been emphasised elsewhere (Hallberg & 

Kristensson, 2004; Marek & Rantz, 2000) as they employ a holistic approach addressing 

both medical problems and psychosocial issues often prevalent in this group. Interestingly, 

in addition to the positive impact on older people, the intervention coordinator appeared to 

have a stronger relationship with support workers in comparison to usual care; this 

positively influenced job satisfaction and turnover. This may have been a reflection of the 

additional support and supervision provided to support workers rather than the actual skill 

or competency level of the coordinator. Nevertheless, the correlation between quality 

coordination and improved support worker retention has been widely cited (Brannon, Barry, 

Kemper, Schreiner, & Vasey, 2007; Denton, Zeytinoglu, Davies, & Hunter, 2005; Fleming & 

Taylor, 2007). 

 

The ratio of older people to coordinator was an essential constituent to achieving the 

positive outcomes in the intervention group. This ratio was markedly reduced for the 

intervention group when compared to usual care; while more expensive, this allowed the 

coordinator extra time for the important additional input and supervision both the older 

people and support workers were given. Accordingly, older people received an in-depth 

initial assessment as well as regular three monthly follow-up consultations; support 

workers benefited from fortnightly meetings with the coordinator. Clearly, the intervention 

coordinator role has contributed to improving the efficiency of service provision, as will be 

discussed in more detail below. 

 

7.11 Efficiency 

A number of positive outcomes reflected improved service efficiency as a result of the 

restorative intervention, although further enhancements are required to ensure sustainable 

home care. Due to the intervention coordinator role, a significantly greater number of older 

people in the intervention group were referred to NASC for discharge or decreased hours 

in comparison to the control group. However, this also highlighted an apparent overlap in 

services as the NASC did not undertake re-assessments within a timely manner and 
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accordingly adjust the allocation of hours, or discharge older people who no longer 

required home care. This emphasises the need for the coordinator role to expand and 

incorporate actual care management elements, including overall coordination of services, 

to eliminate such crossovers, and further improve the efficacy of home care operation. This 

is particularly pertinent in light of studies which reveal care management improves 

outcomes for older people receiving home care — including reduced risk of death or 

residential care admission (Onder et al., 2007; Shapiro & Taylor, 2002), reduced risk of 

hospitalisation (Williamson, 2000), higher subjective wellbeing (Shapiro & Taylor, 2002), 

and improved quality of life (Vetter, Jones, & Victor, 1984). 

 

As a result of improved efficiency, important reductions in non-value adding costs occurred 

for the intervention group in comparison to usual care; these were principally related to 

decreased turnover and significantly shorter travel distances between older people visits. 

Furthermore, it appears that promptly identifying and processing older people for discharge 

or reduced hours, as well as raising eligibility restrictions, will not only improve the 

efficiency of service operation, but may produce overall cost savings in comparison to 

usual care. Interestingly, although cost is often a driver for organisational change, it is not 

necessarily the main reason, and in the current climate more than financial success is 

desired (Dunphy, Griffiths, & Benn, 2007). Other non-financial factors have been identified 

as important drivers for change, such as motivation to change, and staff needs (Olsson, 

Kammerlind, Thor, & Elg, 2003; Zhou, Tse, & Li, 2006). Indeed, in this trial, while key 

reductions in non-value adding costs were achieved, it is clear improving the quality of 

home care services was the main driving force for change. Figure 7-4 summarises the 

elements of usual care and the restorative home care intervention. The additional features 

necessary for sustainable home care services are also presented; how these relate to 

quality improvement and the achievement of sustainability will be explored further in the 

next section.  
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Scenario A 
(usual care)

Inflexible, not client centered

Lack of continuity

Support worker restrictions

Support workers alone, isolated

Support workers lacked information 

about older people

Shortage of staff

No guaranteed hours

Low wages

Inadequate orientation and training

High support worker turnover

Lack of support from coordinators

Communication problems

Scenario C 
(sustainable home care service)

Registered nurse appointed as 

coordinator; provision of training & 

post graduate education

Increased support worker wages

Improved training and enhanced 

support and supervision for support 

workers

Geographical alignment of support 

workers with older people

Initial in-depth assessment of older 

people

Functional and repetitive ADL 

exercises for older people

Goal facilitation and development of 

support plans

Support workers assist older people 

with goal attainment

Enhanced input and support for older 

people

Features not present in the restorative 

home care intervention:

Care management

Some guarantee of hours for support 

workers

Further increase to support worker 

wages

Reimburse support workers for travel 

time

Introduce regulations for the support 

worker workforce

Raise the eligibility criteria for home 

care

Scenario B 
(restorative home care intervention)

Registered nurse appointed as 

coordinator; provision of training & 

post graduate education

Increased support worker wages

Improved training and enhanced 

support and supervision for support 

workers

Geographical alignment of support 

workers with older people

Initial in-depth assessment of older 

people

Functional and repetitive ADL 

exercises for older people

Goal facilitation and development of 

support plans for older people

Support workers assist older people 

with goal attainment

Enhanced input and support for older 

people

 

Figure 7-4: Diagram of the usual care and restorative intervention elements as well 
as the necessary features for sustainable home care services 

 

7.12 Quality improvement 

Despite the burgeoning older population and increased demand for home care, high quality 

services are nevertheless expected (Bos et al., 2007). The need to improve quality and 

transition services from scenario A to C (Figure 7-4) is apparent; however, the vehicle to 

achieve this is very often missing. Utilising a quality improvement framework provides the 

mechanism to enhance home care services and transfer to a sustainable sector. Extensive 

reviews of quality improvement initiatives have demonstrated extremely variable 

effectiveness with no superior model (Grol, Baker, & Moss, 2002; Walshe & Freeman, 

2002). Success appears to be dependent on the context and how the quality improvement 

framework is implemented within an organisation, rather than the actual approach chosen 
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(Walshe & Freeman, 2002). In agreement with Deming (1986), it has been argued that 

successful quality improvement is most likely to occur if health care organisations select an 

approach and persist rather than continually changing models (Walshe & Freeman, 2002). 

In contrast, Grol et al. (2002) purports quality improvement may necessitate implementing 

a selection of features from several approaches.  

 

Figure 7-5 illustrates a quality improvement framework for home care services which 

incorporates the integration of various approaches. A systems approach using the 

Baldridge quality improvement framework (Baldridge National Quality Program, 2008) is 

presented within a continuous quality improvement (CQI) cycle; as health care is a 

complex ever-changing system, a continuous cycle of improvement is necessary. Quality 

improvement elements required to create sustainable home care services are detailed, 

based on the restorative intervention and the necessary extra features discussed 

previously. These elements are the mechanism by which to move from usual care or 

restorative home care, as demonstrated in this trial, to a sustainable sector. When 

implementing these components, a systems approach is fundamental. Each box within the 

framework represents a level within the microsystem, emphasising all components within a 

system must interact and work together effectively to achieve quality improvement. Overall, 

the interactions between the components produce the end result of sustainable home care 

services.  
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Strategic Planning

Identify quality 

improvement elements

Focus on Older People

Goal facilitation

Functional and repetitive ADL exercises

Enhanced coordinator input

Initial in-depth assessment

Development of support plans

Raise eligibility criteria

Measurement, Analysis and Knowledge 

Management

Support worker training attendance rates and 

turnover

Initial in-depth assessment for older people

Development of support plans for older people

Goal facilitation and attainment

Travel distance between older people visits 

Focus on Workforce

Improved skill and competency level due to 

enhanced training, supervision and support

Increased wages

Reimbursement for travel time 

Some guarantee of hours

Introduction of regulations

Process Management

Improved coordinator skill and competency level

Improved skill and competency level of support 

workers due to enhanced training, supervision and 

support

Increased support worker wages

Reimbursement for travel time 

Some guarantee of hours

Introduction of regulations for the support worker 

workforce

Goal facilitation for older people

Functional and repetitive ADL exercises for older 

people

Enhanced coordinator input for older people

Initial in-depth assessment for older people

Development of support plans for older people

Geographical alignment of support workers and 

older people to reduce travel distances

Raise eligibility criteria for home care services

Results

Sustainable home care 

services

Leadership

Improved coordinator skill and competency level

 

Figure 7-5: Quality improvement framework illustrating the elements necessary for 
sustainable home care services 

Adapted from (Baldridge National Quality Program, 2008) 
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7.13 Summary 

This study evaluated two services, highlighting several differences between usual care and 

the restorative intervention. While the intervention produced many positive outcomes, it is 

clear that in order to create sustainable home care services, additional modifications are 

necessary. Various elements within a quality improvement framework have been 

highlighted as the mechanism to transition home care services into a sustainable sector. 
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Part 3: Limitations and conclusions 

7.14 Limitations 

A number of limitations arose from this research and must be considered when interpreting 

results. Due to such limitations, caution is advised when drawing more than tentative 

conclusions. 

 

7.14.1 Cluster randomisation design 

Cluster randomisation was used in this study for practical reasons; to avoid contamination 

between the intervention and control participants, and facilitate the staggered support 

worker experiential training process. A cluster randomisation design has inherent 

limitations which are important to recognise. As randomisation occurs at a group level, 

there is a correlation between participants within a cluster, meaning participant responses 

within a cluster are more similar (Donner & Klar, 2000). In the current trial, this was 

accounted for by increasing the sample size accordingly. Subsequently, cluster 

randomisation must also be taken into account during data analysis, where participants 

cannot be viewed as independent of each other (Bland, 2004). Therefore, in this study, 

analysis involved a linear mixed model and the cluster was added as a random effect. 

 

7.14.2 Real world evaluation 

As previously described, traditional RCT are undertaken in a controlled environment, and 

involve exploration as to whether an independent variable affects outcomes in comparison 

to the absence of the variable, or presence of a different variable (Eldredge, 2003; 

Schuster & Powers, 2005). This study was undertaken in a real world setting as opposed 

to a controlled environment, which involved assessing an intervention population group in 

comparison to a control group. Although of equal importance was investigating the 

intervention itself. Furthermore, certain factors could not be controlled in the real world 

setting and necessitate discussion.  

 

Prior to commencing data collection, the total sample set, comprising clusters of older 

people, was identified. Recruitment of each cluster was staggered as time allowances for 

the intervention to be implemented were needed. Subsequently, the recruitment process 
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took eight months with the latter stages posing difficulties in acquiring the anticipated 

minimum number of older people per cluster. This occurred as the number of potential 

participants within a cluster reduced over time due to reasons such as death or residential 

care admission, reflecting the ever-changing nature of home care, and contributing to a 

reduced sample size.  

 

Time constraints meant that the study needed to be initiated in December. The 

December/January period is notoriously difficult in home care as many support workers are 

on leave and short staff issues are heightened. In addition, the intervention coordinator 

sustained an accidental injury during the recruitment phase, resulting in hospitalisation. As 

a result, commencement of training for support workers in the intervention group was 

delayed. In addition, particularly in the early stages of this trial, the intervention coordinator 

found it difficult to undertake the initial visit with the older person within four weeks of the 

researcher‘s baseline assessment. Consequently, the intervention was implemented at a 

mean of 6.8 weeks (SD +/- 4.7), considerably later than planned. This may have impacted 

on the results, as the intervention had not been in progress for as long as expected when 

undertaking follow-up interviews. To mitigate the effect of this, analysis focussed more on 

the differences between baseline and seven month assessments. 

 

If an intervention support worker was sick, or employment ceased, every effort would be 

made for another intervention replacement. However, it is likely that occasionally a usual 

care support worker would act as a replacement due to the shortage of staff which is 

notorious in the home care industry. Unfortunately, there was no record of exactly how 

often this happened as it was not viable to measure such occurrences. As a result, there 

was a risk of treatment contamination between older people in the control and intervention 

cluster groups due to the fact this trial was not undertaken in a strictly controlled 

environment. 

 

7.14.3 Recruitment 

A smaller than anticipated sample size of older people was generated from the total 

sample set due to unexpectedly high numbers who were ineligible or unavailable. The 

number of informal carers identified was quite low, although this appeared to reflect the 
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large number of high functioning older people in the sample. Additionally, response rates to 

the CRA questionnaire may have been increased if a follow-up phone call had been given 

to remind and encourage the carer to return the questionnaire. 

 

7.14.4 Selection bias 

This may have occurred as older people and support workers were recruited from a single 

home care agency. This reduces the generalisability of findings to all home care agencies. 

Furthermore, older people were given the choice of whether to participate or not, and a 

number refused as they were not in good health at the time. This may have contributed to 

an increased number of high functioning older people. As illustrated by O‘Brien-Cousins 

(1997), who claimed participants who volunteer demonstrate superior health status 

compared with those who choose not to partake in a research study.  

 

Randomisation aims for equal distribution of known and unknown confounding factors 

across groups (Katz, 2006). While the control and intervention groups appeared 

comparable at baseline, small differences were noted. A slightly higher number of older 

people in the intervention group lived alone. This may have resulted in reduced numbers of 

informal carers being identified in the intervention group as all carers identified in this trial 

lived with the older person. Similarly, research by Stone (2000) has shown a large number 

of informal carers are family members and live with the older person. Nevertheless, 

participants were randomly assigned to the control or intervention group, therefore, the 

difference in older people living alone may have presented due to chance.  

 

Overall, a lower number of support workers were identified for the intervention group in 

comparison to usual care. This is likely to have occurred, as part of the intervention 

involved aligning support workers and older people within a geographic area to minimise 

travel distances between visits. A higher number of coordinators were identified in the 

control group; they were also responsible for older people and support workers outside of 

this trial. Whereas, the intervention coordinator was recruited specifically to implement the 

restorative home care intervention and had a reduced coordinator to older people ratio. 
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7.14.5 Withdrawal  

Recruitment of each cluster into the trial was staggered; taking eight months to recruit all 

baseline participants, and 14 months to complete interviews with the older people. 

Consequently, over the course of the data collection period withdrawal of older people 

participants occurred for a variety of reasons including death, residential care admission, 

refusal or relocation to another city. It is unknown whether these older people had differing 

characteristics to those who continued with participation in the trial. 

 

7.14.6 Interviewer and interviewee effects  

The researcher‘s attributes such as age, body language, experience, or profession may 

have impacted on study participants behaviour and responses. In addition, participants 

could have responded to questions in a particular manner due to awareness they were 

participating in a research trial (Hawthorne effect), potentially influencing findings of this 

study. Furthermore, how the older person was feeling on the particular day of interview, 

irrespective of being in the usual care or intervention group, may have had an effect on 

their responses. 

 

7.14.7 Scale measurements 

The SF36 detected a change in scores between groups over time; however, other scale 

measurements utilised in this trial did not. This may be indicative of inherent weaknesses 

within the scales themselves. In particular, it is well cited that the BI is susceptible to ceiling 

effects. Additionally, the Nottingham EADL may be insensitive in a higher functioning 

population group. In studies which have revealed significant increases in the Nottingham 

EADL post intervention, participants have exhibited much lower scores at baseline in 

comparison to this study (Gilbertson, Langhorne, Walker, Allen, & Murray, 2000; Stott et 

al., 2006). Furthermore, Harwood and Ebrahim (2002) reported poor responsiveness for 

the Nottingham EADL in a sample of older people where the baseline mean score was 

considerably higher when compared with this trial. While significant changes were noted, 

the effect size was small, particularly when compared with the SF36. The Nottingham 

EADL was originally designed as an outcome measure for stroke patients, and while 

research has demonstrated statistically significant gains post intervention in this population 

group (Gilbertson, Langhorne, Walker, Allen, & Murray, 2000; Walker, Gladman, Lincoln, 
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Siemonsma, & Whiteley, 1999), it appears relatively large gains are required to detect such 

improvements.  

 

7.15 Conclusions 

The ageing population has resulted in substantial increases in demand and expenditure for 

home care services. Research repeatedly highlights the value of home care, particularly as 

societal reliance on residential care for older people lessens. However, there remains a 

plethora of evidence revealing issues in service provision and quality, casting doubt on the 

ability of home care services internationally to provide adequate and appropriate services 

for consumers now and in the future. Restorative care is a relatively new approach to 

enhance the quality of home care services, and pervades all areas of service delivery, 

although there are limited studies in the context of long-term care for community dwelling 

older people. In NZ, restorative care has been introduced, with key elements identified as 

necessary for improving the quality of home care. This trial has enhanced previous 

research by evaluating the impact of these elements for older people living at home with 

varying levels of need, revealing beneficial findings in favour of the restorative intervention. 

A quality improvement framework has been developed, which illustrates the required 

components to transition current home care services into a sustainable sector within the 

NZ context. 

 

More specifically, the results of this trial indicated positive findings for the intervention 

group when compared with usual care in relation to HRQoL for older people, job 

satisfaction for support workers, turnover, and non-value adding costs. The key aspects of 

the restorative home care service which contributed to these outcomes included: goal 

facilitation and development of support plans as this allowed the older people to direct their 

own service and identify their personal needs; the coordinators enhanced support and 

input for both older people and support workers, although the introduction of actual care 

management features may further improve the efficiency of the service; and enhanced 

training for support workers. Despite these encouraging results, older participants were 

largely high functioning, suggesting the eligibility criteria for home care services in NZ is 

too low. Raising this threshold and enhancing support worker employment conditions may 

further ensure that quality home care services for older people continue to operate in the 
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future. Nevertheless, this study has clearly demonstrated the restorative intervention is 

beneficial at a time where there is an irrefutable need to improve the quality and 

sustainability of home care services, both internationally and within the NZ context. 

 

7.16 Implications for policy and practice 

Home care services are important for older people as they help them to age in place; the 

preferred option for the majority of older people (Jörgensen, 2006; Mattimore et al., 1997), 

this also produces positive health benefits (Chan & Pang, 2007; Marek et al., 2005). 

However, the foreseen substantial rise in the number of older people will place increased 

pressure on home care services. Given the widespread current issues with these services, 

intervention is required to mitigate risks and ensure quality home care services continue to 

operate. The following summarises the implications for policy and practice if the quality 

improvement elements, highlighted in Figure 7-5, are implemented in order to create 

sustainable home care services within the NZ setting. 

 

7.16.1 Restorative care 

In this trial, key features of the restorative home care intervention have contributed to 

exciting findings, indicating implementation within other home care agencies may be 

beneficial. Older people demonstrated improved HRQoL, particularly in relation to their 

mental wellbeing. The UK has highlighted the increasing importance of HRQoL by 

identifying quality of life and health status as key factors when assessing outcomes in the 

older population (Department of Health, 2001). Sajid, Tonsi, and Baig (2008) go so far as 

to claim an intervention is only considered effective if HRQoL improves, even without 

survival benefit. Scale measurements did not detect any changes in scores between 

groups for older people‘s physical functioning; however, descriptive data from goals and 

support plans indicate the desire to be more mobile and suggest the promotion of 

functional independence was occurring. Regular physical activity is important for older 

people as it can prevent chronic conditions, and is a critical factor to avert functional 

decline (Buchner & Wagner, 1992; King, Rejeski, & Buchner, 1998). There was some 

evidence of improvement in social contact due to the restorative intervention, although this 

was not detected by the DSSI scale measurement. The results alluded to a potential need 
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for increased social interaction, not previously being met by the usual care service. This 

has particularly important implications, as older people, especially those living alone, are at 

risk of social isolation which can be associated with negative physical health (Uchino, 

Cacioppo, & Kiecolt-Glaser, 1996) as well as loneliness and depression (Andersson, 1998; 

Victor, Scambler, Bond, & Bowling, 2000). 

 

Findings also revealed the restorative intervention may be more expensive than usual 

care, and in a time of funding rationalisation, this is not preferable. However, there was a 

reduction in important non-value adding costs associated with reduced turnover and 

decreased travel distance between visits to older people. Transformation to improve the 

quality of home care services is clearly required, and it is recognised that cost is not always 

the main driver of organisational change; instead, more than financial success is desired 

(Dunphy, Griffiths, & Benn, 2007). 

 

7.16.2 Eligibility threshold 

Older people participants were relatively high functioning and a number did not seem to 

require home care services at all. This indicated the eligibility criteria for home care is too 

low in NZ, indeed this appeared so in comparison to other countries who have raised the 

threshold to include older people with higher needs (Aronson, 2006; Challis & Hughes, 

2002; Hallberg & Kristensson, 2004; Jacobs & Challis, 2007; Sundstrom & Tortosa, 1999). 

However, increasing the eligibility threshold for home care has important implications. It 

would assist with ensuring older people do not receive services unnecessarily, and result in 

cost benefits and improved utilisation of resources including increasing the number of 

available support workers. Raising the threshold would also enable more older people to 

remain living at home due to service provision for those with high needs. Conversely, the 

resultant affect may cause dissatisfaction and unmet needs for older people requiring basic 

household cleaning. Furthermore, there is likely to be heightened pressure on informal 

carers, who are already recognised as vulnerable, and concern that demand will outstrip 

supply as these carers are often family members and an ageing group themselves (Stone, 

2000). 
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7.16.3 Home care staff 

This study highlighted the value of enhanced coordinator support and supervision as well 

as superior training for support workers which resulted in considerably improved job 

satisfaction. Consequently, improved job satisfaction appeared to contribute to the greatly 

reduced turnover for the intervention group. This was a key result with considerable 

implications given the current recruitment and retention issues prevalent within home care 

services. High turnover is not only expensive for home care agencies, but also reduces 

continuity and quality of care for the older person (Denton, Zeytinoglu, Davies, & Hunter, 

2005). Whereas, high retention rates can improve the quality as agencies are more likely to 

invest time and resources into the workforce resulting in superior delivery of care. 

Comparable with prior research (Brannon, Barry, Kemper, Schreiner, & Vasey, 2007), this 

trial revealed that to further advance recruitment and retention of support workers, 

employment conditions such as wage increases, reimbursement for travel time, and 

guarantee of at least some hours was necessary. While this may result in raised costs, the 

benefit of further enhancing recruitment and retention of support workers is clearly crucial 

to the ongoing operation of home care services. 

 

Investing in coordinators with enhanced skill and competency levels would be a major 

change for many home care agencies, and result in increased expenditure. However, this 

would be a value adding cost, and as demonstrated by this study, the intervention 

coordinator role was crucial; it contributed to remarkably improved input and assessment of 

older people and provision of invaluable support to the workforce. Furthermore, the benefit 

of nurse coordinators and the value of specialised gerontological training when working 

with older people in the community has been emphasised overseas (Hallberg & 

Kristensson, 2004; Marek & Rantz, 2000). 

 

7.17 Future research 

Leading on from the findings of this study, there is capacity for a range of further research 

in the area of home care for older people. Due to the predicted surge of the older 

population, developing efficient and sustainable home care services which provide quality 
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care to meet their needs is crucial. Moreover, exploring the impact on informal carers and 

support workers is essential as well. 

 

This study has discussed the possibility of raising eligibility criteria for home care services; 

however, few studies have explored the impact of such changes, and none in the context 

of a restorative home care service. Furthermore, some authors who have investigated the 

impact of targeting older people with higher needs have cautioned against this. If the 

threshold of eligibility for home care is to be increased, both the intentional and 

unintentional effects on older people would need to be explored. Attention has also been 

drawn to those older people who do not meet eligibility criteria, and the subsequent 

additional reliance on support from family members. Therefore, inclusion of the impact on 

informal carers is necessary, such as potential for increased burden and stress. 

 

It is evident from the literature and this study that sustainability of home care services 

would benefit from further improvements to support worker employment conditions. In 

particular, increased wages, some guarantee of hours, reimbursement for travel time, and 

the introduction of regulations for this workforce may be beneficial. Assessing the 

effectiveness of such changes, particularly in relation to support worker turnover and job 

satisfaction, would be useful.  

 

The current trial undertook a rudimentary financial analysis comparing the intervention and 

control groups. However, there is scope for further high quality cost benefit research as 

previous studies exploring the cost-effectiveness of home care services provide 

inconclusive evidence. This study has demonstrated obvious non-financial benefits as a 

result of the restorative intervention. The addition of robust cost-effectiveness analysis in 

future research would further enhance the strength of evidence. 

 

This study was undertaken during transition of the intervention, and the older people 

principally exhibited a high functional level. Therefore, future research is required to assess 

the impact of a fully integrated restorative home care service which has also applied the 

recommended improvements to achieve sustainability, as outlined in Figure 7-4, for older 

people with varying functional levels.   
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Appendix 1: Participant information sheets 

Pilot study participant information sheet 

 

 

 

Home-based services for older people: exploring a new approach in South Auckland 

Participant Information Sheet for Older People in Pilot Study 

To: An older person who receives input from Presbyterian Support Northern in South Auckland 

Introduction 

The researcher for this study is a PhD student at The School of Nursing, The University of 
Auckland. You are invited to take part in an evaluation of the new restorative home care service 
in South Auckland. Restorative home care aims to be more flexible to the needs of older people 
living at home. The evaluation will have an intervention and comparison group. The restorative 
home care service will be implemented with the intervention group and the comparison group will 
receive standard treatment and continue to work under the current service.  You have been 
randomised to the intervention group.  This study will compare the effectiveness of the 
restorative home care service to current service delivery.  The study wants to find out whether 
these services benefit your wellbeing and we are interested in your perceptions of the services.  

Your participation is entirely voluntary (your choice). You do not have to take part. If you choose 
not to take part any care or treatment that you are currently receiving will not be affected.  If you 
agree to take part, you are free to withdraw from the study at any time, without having to give a 
reason.  Withdrawing at any time will in no way affect your future health care.  You may withdraw 
any information you provide in the interviews up until 01/07/05.  A final report and summary 
report will be written for Presbyterian Support Northern, should you wish to access these a copy 
will be made available at Presbyterian Support Northern in South Auckland. 

What happens if I do decide to take part? 

You will be required to identify your needs and work with the multi-disciplinary team to achieve 
these aspirations.  Anna King, who has been specially trained for this study, will visit you once to 
interview you. The visit will ensure that information is clearly understood prior to giving consent.  
A consent form has been attached to this information sheet.  During the interview some 
questions about the services provided by Presbyterian Support Northern will be asked.  You will 
also be asked questions about yourself and your daily life.  It is expected the visit will take no 
longer than 60 minutes.   

What is the time-span for the study? 

This study is expected to start June 1, 2005 and finish June 1, 2007. 
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Pilot study participant information sheet continued 

Confidentiality 

If the information you provide is reported or published, this will be done in a way that does not 
identify you as its source.  Upon completion of the study consent forms and data will be stored 
separately for six years in secure places at The University of Auckland.  After six years all stored 
data will be shredded.  All computer records will be password protected.   

Ethics 

If you have any concerns of an ethical nature you can contact the Chair of the University of 
Auckland Human Participants Ethics Committee at 373 7599 ext 87830. 

Approval 

Approved by the University of Auckland Human Participants Ethics Committee on 20 April, 2005 
for three years from 01/06/05 to 01/06/07 Reference Number 2005/087.  

Further information 

If you have any questions please contact the researcher: Anna King, Research Fellow – 
Gerontology, School of Nursing, The University of Auckland, Private Bag 92019, Telephone (09) 
3737599 ext 82153, email a.king@auckland.ac.nz. 

Supervisor: Dr. Matthew Parsons, Senior lecturer – Gerontology, School of Nursing, The 
University of Auckland, Private Bag 92019, Telephone: (09) 373 7599 ext 83033. 

Head of department: Associate Professor Judy Kilpatrick, Head of Department - School of 
Nursing, Faculty of Medical and Health Sciences, The University of Auckland, Private Bag 
92019, Telephone (09) 373 7599 ext 82897. 

We would greatly appreciate your assistance in this project and hope that you will agree 
to take part. 
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Participant information sheet for older people 

 

 

 

 

Home-based services for older people: exploring a new approach in South Auckland 

Participant Information Sheet  

To: An older person who receives input from Presbyterian Support Northern in South Auckland 

Introduction 

The researcher for this study is a PhD student at The School of Nursing, The University of 
Auckland.  You are invited to take part in an evaluation of the new restorative home care service 
service in South Auckland.  Restorative home care aims to be more flexible to the needs of older 
people living at home.  The evaluation will have an intervention and comparison group.  The 
restorative home care service will be implemented with the intervention group and the 
comparison group will receive standard treatment and continue to work under the current 
service.  You will be randomised to either the intervention or comparison group.  This study will 
compare the effectiveness of the restorative home care service to current service delivery.  The 
study wants to find out whether these services benefit your wellbeing and we are interested in 
your perceptions of the services. 

Your participation is entirely voluntary (your choice).  You do not have to take part.  If you 
choose not to take part any care or treatment that you are currently receiving will not be affected.  
If you agree to take part, you are free to withdraw from the study at any time, without having to 
give a reason.  Withdrawing at any time will in no way affect your future health care.  You may 
withdraw any information you provide in the interviews up until 01/03/07.  A final report and 
summary report will be written for Presbyterian Support Northern, should you wish to access 
these a copy will be made available at Presbyterian Support Northern in South Auckland. 

What happens if I do decide to take part? 

Participants in the intervention group will be required to identify their needs and work with the 
multi-disciplinary team to achieve these aspirations.  Participants in the comparison group will 
continue to receive standard treatment.  Anna King, who has been specially trained for this 
study, will visit you three times to interview you.  The first visit will ensure that information is 
clearly understood prior to giving consent.  A consent form has been attached to this information 
sheet.  Then, the first interview will take place where some questions about the services 
provided by the home care agency will be asked.  You will also be asked questions about 
yourself and your daily life.  The second and third meetings are follow-up interviews 
approximately three and six months after the first interview, where the same or similar questions 
will be asked.  It is expected each visit will take no longer than 60 minutes.   

What is the time-span for the study? 

This study is expected to start June 1, 2005 and finish June 1, 2007. 
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Participant information sheet for older people continued 

Confidentiality 

If the information you provide is reported or published, this will be done in a way that does not 
identify you as its source.  Upon completion of the study consent forms and data will be stored 
separately for six years in secure places at The University of Auckland.  After six years all stored 
data will be shredded.  All computer records will be password protected.   

Ethics 

If you have any concerns of an ethical nature you can contact the Chair of the University of 
Auckland Human Participants Ethics Committee at 373 7599 ext 87830. 

Approval 

Approved by the University of Auckland Human Participants Ethics Committee on 20 April, 2005 
for three years from 01/06/05 to 01/06/07 Reference Number 2005/087.  

Further information 

If you have any questions please contact the researcher: Anna King, Research Fellow – 
Gerontology, School of Nursing, The University of Auckland, Private Bag 92019, Telephone (09) 
3737599 ext 82153, email a.king@auckland.ac.nz. 

Supervisor: Dr. Matthew Parsons, Senior lecturer – Gerontology, School of Nursing, The 
University of Auckland, Private Bag 92019, Telephone: (09) 373 7599 ext 83033. 

Head of department: Associate Professor Judy Kilpatrick, Head of Department - School of 
Nursing, Faculty of Medical and Health Sciences, The University of Auckland, Private Bag 
92019, Telephone (09) 373 7599 ext 82897. 

We would greatly appreciate your assistance in this project and hope that you will agree 
to take part. 
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Participant information sheet for informal carers 

 

 

 

 

Home-based services for older people: exploring a new approach in South Auckland 

Participant Information Sheet  

To: An informal caregiver 

Introduction 

The researcher for this study is a PhD student at The School of Nursing, The University of 
Auckland.  You are invited to complete a questionnaire for a study researching the new 
restorative home care service service in South Auckland. Restorative home care aims to be 
more flexible to the needs of older people living at home.  This study will compare the 
effectiveness of the restorative home care service to current service delivery.  The study is 
interested in finding out whether the services impact on your stress levels.  Your participation is 
entirely voluntary (your choice).  You do not have to take part.  You may withdraw any 
information you provide up until 01/03/07.  A final report and summary report will be written for 
Presbyterian Support Northern, should you wish to access these a copy will be made available 
at Presbyterian Support Northern in South Auckland. 

What happens if I do decide to take part? 

Anna King, who has been specially trained for this study, will distribute questionnaires with 24 
questions about your stress as an informal caregiver.  The self-administered questionnaire will 
be distributed three times, firstly at the beginning of the study, three and six months later.  The 
questionnaire will be distributed and collected when the researcher visits to interview the older 
person you care for. It is expected each survey will take no longer than 30 minutes to complete.  
Completion of the questionnaire will be taken as consent to take part in the study.   

Consent 

For participants taking part in the focus groups, a consent form has been attached to this 
information sheet.   

What is the time-span for the study? 

This study is expected to start June 1, 2005 and finish June 1, 2007. 

Confidentiality 

If the information you provide is reported or published, this will be done in a way that does not 
identify you as its source.  Upon completion of the study consent forms and data will be stored 
separately for six years in secure places at The University of Auckland.  After six years all stored 
data will be shredded.  All computer records will be password protected. 
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Participant information sheet for informal caregivers continued  

Ethics 

If you have any concerns of an ethical nature you can contact the Chair of the University of 
Auckland Human Participants Ethics Committee at 373 7599 ext 87830. 

Approval 

Approved by the University of Auckland Human Participants Ethics Committee on 20 April, 2005 
for three years from 01/06/05 to 01/06/07 Reference Number 2005/087. 

Further information 

If you have any questions please contact the researcher: Anna King, Research Fellow – 
Gerontology, School of Nursing, The University of Auckland, Private Bag 92019, Telephone (09) 
3737599 ext 82153, email a.king@auckland.ac.nz. 

Supervisor: Dr. Matthew Parsons, Senior lecturer – Gerontology, School of Nursing, The 
University of Auckland, Private Bag 92019, Telephone: (09) 373 7599 ext 83033. 

Head of department: Associate Professor Judy Kilpatrick, Head of Department - School of 
Nursing, Faculty of Medical and Health Sciences, The University of Auckland, Private Bag 
92019, Telephone (09) 373 7599 ext 82897. 

We would greatly appreciate your assistance in this project and hope that you will agree 
to take part. 
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Participant information sheet for support workers 

 

 

 

 

Home-based services for older people: exploring a new approach in South Auckland 

Participant Information Sheet  

To: A support worker employed by Presbyterian Support Northern 

Introduction 

 The researcher for this study is a PhD student at The School of Nursing, The University of 
Auckland.  You are invited to take part in a focus group for a study researching the new 
restorative home care service in South Auckland.  Restorative home care aims to be more 
flexible to the needs of older people living at home.  This study will compare the effectiveness of 
the restorative home care service to current service delivery.  The study is interested in finding 
out whether these services impact on your job satisfaction and what you think of the services.   

Your participation is entirely voluntary (your choice).  You do not have to take part.  If you agree 
to take part, you are free to withdraw at any time, without having to give a reason.  Withdrawing 
at any time will in no way affect your future employment.  If you withdraw during the focus group, 
due to the nature of focus groups it would not be possible to withdraw any information you 
provide.  A final report and summary report will be written for Presbyterian Support Northern, 
should you wish to access these a copy will be made available at Presbyterian Support Northern 
in South Auckland. 

What happens if I do decide to take part? 

Anna King, who has been specially trained for this study will contact approximately 20 support 
workers who will be randomly selected and invited to take part in focus groups. These will be 
held at the beginning of the study and approximately twelve months later.  This will involve Anna 
facilitating discussions between groups of approximately five to ten support workers about the 
services provided by the home care agency.  During the focus group, written notes will be taken 
and with your permission, an audiotape will be used for backup.  You have the right to request 
the audiotape be turned off during focus groups.  It is expected each focus group will take no 
longer than 60 minutes.   

Consent 

For participants taking part in the focus groups, a consent form has been attached to this 
information sheet.   

What is the time-span for the study? 

This study is expected to start June 1, 2005 and finish June 1, 2007. 
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Participant information sheet for support workers continued 

Confidentiality 

If you are taking part in a focus group with other people, confidentiality with respect to your 
identity cannot be guaranteed.  If any information you provide is reported or published, this will 
be done in a way that does not identify you as its source.  Upon completion of the study consent 
forms and data will be stored separately for six years in secure places at The University of 
Auckland.  After six years all stored data will be shredded or destroyed.  All computer records 
will be password protected.   

Ethics 

If you have any concerns of an ethical nature you can contact the Chair of the University of 
Auckland Human Participants Ethics Committee at 373 7599 ext 87830. 

Approval 

Approved by the University of Auckland Human Participants Ethics Committee on 20 April, 2005 
for three years from 01/06/05 to 01/06/07 Reference Number 2005/087. 

Further information 

If you have any questions please contact the researcher: Anna King, Research Fellow – 
Gerontology, School of Nursing, The University of Auckland, Private Bag 92019, Telephone (09) 
3737599 ext 82153, email a.king@auckland.ac.nz. 

Supervisor: Dr. Matthew Parsons, Senior lecturer – Gerontology, School of Nursing, The 
University of Auckland, Private Bag 92019, Telephone: (09) 373 7599 ext 83033. 

Head of department: Associate Professor Judy Kilpatrick, Head of Department - School of 
Nursing, Faculty of Medical and Health Sciences, The University of Auckland, Private Bag 
92019, Telephone (09) 373 7599 ext 82897. 

We would greatly appreciate your assistance in this project and hope that you will agree 
to take part. 
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Participant information sheet for coordinators 

 

 

 

 

Home-based services for older people: exploring a new approach in South Auckland 

Participant Information Sheet  

To: A Coordinator  

Introduction 

The researcher for this study is a PhD student at The School of Nursing, The University of 
Auckland.  You are invited to take part in an interview for a study researching the new restorative 
home care service in South Auckland.  The restorative service aims to be more flexible to the 
needs of older people living at home.  This study will compare the effectiveness of the 
restorative home care service to current service delivery.  The study is interested in finding out 
your perceptions of the services.   

Your participation is entirely voluntary (your choice).  You do not have to take part.  If you agree 
to take part, you are free to withdraw from the study at any time, without having to give a reason.  
You may withdraw any information you provide up until 01/03/07.  A final report and summary 
report will be written for Presbyterian Support Northern, should you wish to access these a copy 
will be made available at Presbyterian Support Northern in South Auckland.  

What happens if I do decide to take part? 

Anna King, who has been specially trained for this study, will ask you some questions about the 
services provided by Presbyterian Support Northern.  During your interview, written notes will be 
taken and with your permission, an audiotape will be used for backup.  You have the right to 
request the audiotape be turned off during the interview.  It is expected that the interview will 
take no longer than 60 minutes.  A consent form has been attached to this information sheet. 

What is the time-span for the study? 

This study is expected to start June 1, 2005 and finish June 1, 2007. 

Confidentiality 

If the information you provide is reported or published, this will be done in a way that does not 
identify you as its source.  Upon completion of the study consent forms and data will be stored 
separately for six years in secure places at The University of Auckland.  After six years all stored 
data will be shredded.  All computer records will be password protected.   
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Participant information sheet for coordinators continued 

Ethics 

If you have any concerns of an ethical nature you can contact the Chair of the University of 
Auckland Human Participants Ethics Committee at 373 7599 ext 87830. 

Approval 

Approved by the University of Auckland Human Participants Ethics Committee on 20 April, 2005 
for three years from 01/06/05 to 01/06/07 Reference Number 2005/087. 

Further information 

If you have any questions please contact the researcher: Anna King, Research Fellow – 
Gerontology, School of Nursing, The University of Auckland, Private Bag 92019, Telephone (09) 
3737599 ext 82153, email a.king@auckland.ac.nz. 

Supervisor: Dr. Matthew Parsons, Senior lecturer – Gerontology, School of Nursing, The 
University of Auckland, Private Bag 92019, Telephone: (09) 373 7599 ext 83033. 

Head of department: Associate Professor Judy Kilpatrick, Head of Department - School of 
Nursing, Faculty of Medical and Health Sciences, The University of Auckland, Private Bag 
92019, Telephone (09) 373 7599 ext 82897. 

We would greatly appreciate your assistance in this project and hope that you will agree 
to take part. 
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Appendix 2: Consent forms 

Pilot study consent form 

 

 

 

 

Home-based services for older people: exploring a new approach in South Auckland 

Participant Consent Form for Older People in Pilot Study 

Upon completion of the study consent forms and data will be stored separately for six years in 
secure places at The University of Auckland.  After six years all stored data will be shredded or 
destroyed.  If the information you provide is reported or published, this will be done in a way that 
does not identify you as its source.  A final report and summary report will be written for 
Presbyterian Support Northern, should you wish to access these a copy will be made available 
at Presbyterian Support Northern in South Auckland. 

I have read and I understand the information sheet dated _________  

I have had the opportunity to discuss this study with the investigator.   

I am satisfied with the answers I have been given. 

I understand that taking part in this study is voluntary (my choice) and that I may withdraw from 
the study at any time and this will in no way affect the care I receive. 

I understand that I have the right to withdraw my information up until 31/12/05. 

I agree/disagree to take part in the evaluation study. 

I _________________________________________________ (print full name)  

hereby consent to take part in the interview. 

Signature of participant giving consent ________________________________  
   

Date _____/_____/_____ 

If you have any questions please contact the researcher: Anna King, Research Fellow – 
Gerontology, School of Nursing, The University of Auckland, Private Bag 92019, Telephone (09) 
3737599 ext 82153, email a.king@auckland.ac.nz. 

Approved by the University of Auckland Human Participants Ethics Committee on 20 April, 2005 
for three years from 01/06/05 to 01/06/07 Reference Number 2005/087. 

 

  



Appendices 

254 

Consent form for older people 

 

 

 

 

Home-based services for older people: exploring a new approach in South Auckland 

Participant Consent Form for Older People  

Upon completion of the study consent forms and data will be stored separately for six years in 
secure places at The University of Auckland.  After six years all stored data will be shredded or 
destroyed.  If the information you provide is reported or published, this will be done in a way that 
does not identify you as its source.  A final report and summary report will be written for 
Presbyterian Support Northern, should you wish to access these a copy will be made available 
at Presbyterian Support Northern in South Auckland. 

I have read and I understand the information sheet dated _________  

I have had the opportunity to discuss this study with the investigator.   

I am satisfied with the answers I have been given. 

I understand that taking part in this study is voluntary (my choice) and that I may withdraw from 
the study at any time and this will in no way affect the care I receive. 

I understand that I have the right to withdraw my information up until 01/03/07. 

I agree/disagree to take part in the evaluation study. 

I _________________________________________________ (print full name)  

hereby consent to take part in the interview. 

Signature of participant giving consent ________________________________  
   

Date _____/_____/_____ 

If you have any questions please contact the researcher: Anna King, Research Fellow – 
Gerontology, School of Nursing, The University of Auckland, Private Bag 92019, Telephone (09) 
3737599 ext 82153, email a.king@auckland.ac.nz. 

Approved by the University of Auckland Human Participants Ethics Committee on 20 April, 2005 
for three years from 01/06/05 to 01/06/07 Reference Number 2005/087. 
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Consent form for support workers 

 

 

 

 

Home-based services for older people: exploring a new approach in South Auckland 

Participant Consent Form for Support Workers taking part in focus groups 

Upon completion of the study consent forms and data will be stored separately for six years in 
secure places at The University of Auckland.  After six years all stored data will be shredded or 
destroyed.  If the information you provide is reported or published, this will be done in a way that 
does not identify you as its source.  A final report and summary report will be written for 
Presbyterian Support Northern, should you wish to access these a copy will be made available 
at Presbyterian Support Northern in South Auckland. 

I have read and I understand the information sheet dated _________  

I have had the opportunity to discuss this study with the investigator.   

I am satisfied with the answers I have been given. 

I understand that taking part in this study is voluntary (my choice) and that I may withdraw from 
the study at any time and this will in no way affect my employment. 

I understand that if I withdraw during the focus group, due to the nature of focus groups it would 
not be possible to withdraw any information I have provided. 

I understand that with permission the focus group will be audio-taped. 

I understand that I can request the audiotape be turned off during the focus group. 

I understand the audiotapes from the focus group will be stored for six years in a secure place at 
The University of Auckland after which they will be destroyed. 

I agree/disagree to take part in the evaluation study. 

I _________________________________________________ (print full name)  

hereby consent to take part in the interview. 

Signature of participant giving consent ________________________________  
   

Date _____/_____/_____ 

If you have any questions please contact the researcher: Anna King, Research Fellow – 
Gerontology, School of Nursing, The University of Auckland, Private Bag 92019, Telephone (09) 
3737599 ext 82153, email a.king@auckland.ac.nz. 

Approved by the University of Auckland Human Participants Ethics Committee on 20 April, 2005 
for three years from 01/06/05 to 01/06/07 Reference Number 2005/087. 
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Consent form for coordinators 

 

 

 

 

Home-based services for older people: exploring a new approach in South Auckland 

Participant Consent Form for Coordinators 

Upon completion of the study consent forms and data will be stored separately for six years in 
secure places at The University of Auckland.  After six years all stored data will be shredded or 
destroyed.  If the information you provide is reported or published, this will be done in a way that 
does not identify you as its source.  A final report and summary report will be written for 
Presbyterian Support Northern, should you wish to access these a copy will be made available 
at Presbyterian Support Northern in South Auckland. 

I have read and I understand the information sheet dated _________  

I have had the opportunity to discuss this study with the investigator.   

I am satisfied with the answers I have been given. 

I understand that taking part in this study is voluntary (my choice) and that I may withdraw from 
the study at any time and this will in no way affect my employment. 

I understand that I have the right to withdraw my information up until 01/03/07. 

I understand that with my permission the interview be audio-taped. 

I understand that I can request the audiotape be turned off during the interview. 

I understand that the audiotapes will be stored for six years in a secure place at The University 
of Auckland after which they will be destroyed. 

I agree/disagree to take part in the evaluation study. 

I _________________________________________________ (print full name)  

hereby consent to take part in the interview. 

Signature of participant giving consent ________________________________  
   

Date _____/_____/_____ 

If you have any questions please contact the researcher: Anna King, Research Fellow – 
Gerontology, School of Nursing, The University of Auckland, Private Bag 92019, Telephone (09) 
3737599 ext 82153, email a.king@auckland.ac.nz. 

Approved by the University of Auckland Human Participants Ethics Committee on 20 April, 2005 
for three years from 01/06/05 to 01/06/07 Reference Number 2005/087. 
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Appendix 3: Older people interview questionnaire 

Older people interview questionnaire 

 

Baseline data 

B1.a  First Name:         

B1.b  Surname:          

Address:  

B2.a  Number & Street Name:        

B2.b  Suburb:          

B3. Telephone:         

B4. Date of birth:  d  m  y 

B5. Age:    

B6. Gender   Female = 1 Male = 2    

B7. Do you live alone?  Yes = 1  No = 2 

B8. If no, who do you live with?  

                                                                    Spouse only    1 

                                                                    Spouse and other(s)   2 

         Child or children   3 

         Other (not spouse or children)  4 

          Group setting with non-relatives  5 

 

B9. What was your main former occupation?      

Note the definition of a fall: “an unexpected event in which the person comes to rest on the 

ground floor or lower level”. 

 

B10.        Have you had a fall in the last 3 months?  Yes = 1  No = 2 
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Older people interview questionnaire continued 

 

Scale Measurement 

Abbreviated Mental Test Score (AMTS) administered (see section 4.7.1) 

 

Adverse events 

C1. How many times have you been to your GP in the past 90 days? 

 

C2. Have you received any private institutional care in the past 90 days? 

 E.g., rest home, private hospital 

 Yes = 1  No = 2  

  

C3. When was your most recent discharge from hospital? 

     No hospitalisation in the last 180 days 1 

     Within 1 to 7 days                 2  

     Within 8 to 14 days   3 

     Within 15 to 30 days   4 

     More than 30 days ago   5 

 

C4. In the last 90 days, how many times have you been admitted to hospital with an 

             overnight stay? 

    

C5. In the last 90 days, how many times have you visited the emergency room, without 

             an overnight stay? 
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Older people interview questionnaire continued 

 

Scale measurements 

Short Form 36 Health Survey (SF36) administered (see section 4.7.2) 

EQ-5D descriptive and visual analogue scale (VAS) administered (see section 4.7.3) 

The Mastery scale administered (see section 4.7.4) 

Barthel Index administered (see section 4.7.5) 

Nottingham Extended Activities of Daily Living (EADL) questionnaire administered (see section 

4.7.6) 

 

Social support 

Note the following definition and eligibility criteria for an informal carer. 

Definition: ―A person, usually a family member, who looks after a person with a disability or 
health problem, and who is unpaid for providing this service‖. 

Eligibility criteria: 

- Living with the older person or  

- Involved with personal care and/or home care 
 
SS1. Do you have an informal carer?   Yes = 1  No=2 

SS2. If yes, do they live with you?   Yes = 1  No=2 

SS3. What is your informal carers‘ relationship to you?   

               Child or child-in-law 1 

 Spouse   2 

             Friend/neighbour            3 

             Other relative  4 

             Not related  5 

Carer Reaction Assessment (CRA) given if required (see section 4.7.9) 

Scale measurements 

Duke Social Support Index (DSSI) administered (see section 4.7.8) 

Timed Up and Go (TUG) administered (see section 4.7.7) 

 

Qualitative question 

Q1. Tell me about the support you receive from the home care agency? 
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Appendix 4: Goal facilitation tool: TARGET 
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PLAN (please integrate exercises and household tasks) 

MARY can wash and dress herself but needs help ONLY 

with buttons. 

MARY can open curtains herself, please stand beside her as 
she opens them. Practice opening and closing them five 
times. 

MARY can vacuum clean herself (Tuesday) and sweep the 
floors (Wednesday), please stand behind her as she does 
this. 

MARY is awaiting an OT assessment, but can not at present 
prepare vegetables. Under her guidance, prepare vegetables 
and place in steamer for her evening meal. 

Whilst in kitchen, place two cans in shopping bag and 
encourage MARY to practice lifting bag from floor to work 
bench as many times as she can before she gets tired 
(record in notes how many times and add on 1 lift every day). 

MARY uses a treadmill daily, but on a fine day, walk with her 
as far as she can manage along road (MARY uses a stick) 
record in notes where she walked to and aim to increase the 
distance the next visit. 

If it is raining outside, practice standing from dining room 
chair a minimum of ten times (record in notes and build on 
from previous visit). 

Every two weeks (see roster) take MARY to Countdown with 
walking stick and whilst in shop, MARY holds onto and 
pushes trolley. She needs to take items off shelves herself. 

MARY may become tired and when she does, she may find it 
harder to talk clearly (give her time and cut down on back 
ground noise as much as possible). 

 

 

Appendix 5: Restorative home care support plan 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

GOAL (Must include 
date to be achieved) 

 

MARY wants to be able 
to shop independently, 
prepare lunch and cook 
lunch independently for 
her Majong group by 
1st August 2005. 

 

For this, MARY needs 
to be able to wash and 
dress independently by 
1st July 

 

MARY needs to be able 
to prepare meals 
independently by 1st 
July. 

 

Aim for discharge on 
1st September and 
commence discharge 
process on 1st August 

 

 

 

 

 

 

 

Name:…………………………………………..  Date … / … / … 

  Current difficulties 

Mary had a stroke in 
April 2004 and has 
been left with left sided 
weakness and when 
she becomes tired can 
find it hard talking and 
letting you know what 
she wants to say. 

To do list: 

 OT assessment for meal preparation 
and dressing 

 Shift bed away from curtains 

 Referral for Tai Chi 

 Information on Fatigue Management 

 Back scrubber 
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Appendix 6: Usual care support guide  

Usual care support guide for domestic chores 

Domestic chores Support Date/Designation 

Vacuum Yes  

Dust/wipe Yes  

Wash floors Yes  

Shopping (for older person) No  

Shopping (with older person) No  

Bathroom/Toilet Yes  

Shower box/room Yes  

Clean laundry No  

Washing No  

Hang out washing Yes – if requested  

Ironing Yes  

Drying clothes No  

Meal preparation No  

Cook lunch/breakfast/dinner No  

Change bed sheets Yes  

Make bed Yes  

Others Clean window sills  

 

Usual care support guide for personal cares 

Personal Cares Support Date/Designation 

Communication Independent  

Mobility Independent with aide  

Nutrition/Hydration Independent  

Personal Hygiene Dependent  

Bladder and Bowel Independent  

Care Procedures Independent  

Behaviour No issue  

Therapy Independent  

Social/Cultural/Religious/Ethnicity Independent  
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Appendix 7: Individualised activities  

 

Tai Chi 

Walk outside 

Drive to park and walk  

Exercise programme at retirement village 

ACC falls prevention programme 

Swimming 

Cut fingernails 

Go for a cup of coffee 

Putting on supportive stockings 

Magic Club 

Walk to the Botanical Gardens 

Climbing Stairs 

Unpacking 

Exercises 

Gardening 

Attend activities at retirement village 

Walk to letterbox 

Attend bowls 

Attend returned and services‘ association (RSA) club 

Go to the library 

Sweep backyard 

Craft activities 
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Appendix 8: Calculation of costs for financial 
analysis 

Calculation of costs for scenario A are described below. Where necessary, values were 

multiplied by four (years) for scenario B calculations. 

Coordinator costs:  

 Coordinator salary p.a. / number of older people = coordinator costs (per older 
person, p.a). 

 Coordinator costs (per older person, p.a). x number of older people = coordinator 
costs for trial/roll out, p.a. 

Hours: 

 Mean hours (per older person, per visit) x mean visits (per older person, per 
month) = mean hours per older person, per month 

 Mean hours (per older person, per month) x 12 months = mean hours (per older 
person, p.a). 

 Mean hours (per older person, p.a.) x support worker hourly rate = mean cost of 
hours (per older person, p.a). 

 Mean cost of hours (per older person, p.a). x number of older people = cost of 
hours for trial/roll out, p.a. 

Travel costs: 

 Mean kms (per older person, per visit) x mean visits (per older person, per month) 
= mean kms (per older person, per month). 

 Mean kms (per older person, per month) x 12 months = mean kms (per older 
person, p.a). 

 Mean kms (per older person, p.a.) x $0.50 (cost per km travelled) = travel costs 
(per older person, p.a). 

 Travel costs (per older person, p.a.) x number of older people = travel costs for 
trial/roll out p.a. 

Advertising costs: 

 Number of support workers x turnover rate p.a. = support worker turnover number 
p.a. 

 Support worker turnover number p.a. / 5 (five support workers derived from one 
multi-listing advertisement) = number of multi-listing advertisements required p.a. 

 Number of advertisements required x $1200 (approximate cost per multi-listing 
advertisement) = advertising costs for trial/roll out p.a. 

Interview costs: 

 Average number of applicants (per multi-listing advertisement) x 3 hours (time 
spent processing and interviewing per applicant = time spent interviewing and 
processing (per multi-listing advertisement) 

 Time spent interviewing and processing (per multi-listing advertisement) x 
coordinator hourly wage = cost of interviewing and processing applications (per 
multi-listing advertisement) 
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 Cost of interviewing and processing applications x number of multi-listing 
advertisements required p.a. = Interview costs for trial/rollout p.a. 

Supernumerary: 

 Mean visits (per older person, per month) / 2 weeks = mean visits (per older 
person, per fortnight) 

 Mean visits (per older person, per fortnight) x mean hours (per older person, per 
visit) = mean hours (per older person, per fortnight) 

 Mean hours (per older person, per fortnight) x support worker turnover number p.a. 
= total turnover hours p.a. 

 Total turnover hours p.a. x support worker base pay rate = supernumerary costs 
for trial/roll out 

 

Scenario C calculations were the same as scenario B, with the following amendments 

which allow for older people who were discharged or had their hours reduced. 

Calculating the number of support workers in the intervention group: 

Trial:  

 Number of support workers in the intervention group = number of support workers 
for trial p.a. 

Roll out:  

 Number of older people in the trial intervention group / number of support workers 
in the trial intervention group = number of older people to one support worker 

 1000 older people / number of older people to one support worker = number of 
support workers for roll out p.a. 

 

Calculating the number of discharged older people: 

Trial: 

Older people referred for discharge: 

 93 (sample size of intervention group) / 76 (sample size of older people referred for 
discharge) = ratio 

 Ratio x number of older people referred for discharge = number of older people 
referred for discharge (per 93 older people) 

Older people with minimal disability: 

 93 (sample size of intervention group) / 186 (sample size of older people with 
minimal disability) = ratio 

 Ratio x number of older people with minimal disability = number of older people 
with minimal disability (per 93 older people) 

Total discharged older people 

 Number of older people referred for discharge + number of older people with 
minimal disability = total number of discharged older people (per 93 older people) 

 
Roll out: 
Older people referred for discharge: 
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 1000 (sample size of roll out) / 76 (sample size of older people referred for 
discharge) = ratio 

 Ratio x number of older people referred for discharge = number of older people 
referred for discharge (per 1000 older people) 

Older people with minimal disability: 

 1000 (sample size of roll out) / 186 (sample size of older people with minimal 
disability) = ratio 

 Ratio x number of older people with minimal disability = number of older people 
with minimal disability (per 1000 older people) 

Total discharged older people  

 Number of older people referred for discharge + number of older people with 
minimal disability = total number of discharged older people (per 1000 older 
people) 

 
Calculating the number of older people referred for reduced hours 

Trial: 

 93 (sample size of intervention group) / 76 (sample size of older people referred for 
reduced hours) = ratio 

 Ratio x number of older people referred for reduced hours = total number of older 
people referred for reduced hours (per 93 older people) 

Roll out 

 1000 (sample size of roll out) / 76 (sample size of older people referred for reduced 
hours) = ratio 

 Ratio x number of older people referred for reduced hours = total number of older 
people referred for reduced hours (per 1000 older people) 

 
Coordinator costs: 

 Coordinator costs (per older person, p.a.) x number of older people discharged = 
coordinator costs of discharged older people p.a. 

 Coordinator costs of discharged older people p.a. x 4 years = coordinator costs of 
discharged older people over 4 years 

 Coordinator costs over 4 years – coordinator costs of discharged older people over 
4 years = coordinator costs over 4 years, less discharged older people for trial/roll 
out. 

Hours: 

 Cost of hours (per older person, p.a.) x number of older people discharged = cost 
of hours for discharged older people p.a. 

 Cost of hours for discharged older people p.a. x 4 years = cost of hours for 
discharged older people over four years. 

 

 Mean hours (per older person, per visit) x 50% = mean reduced hours (per older 
person, per visit) 

 Mean reduced hours (per older person, per visit) x mean visits (per older person 
per month) = mean reduced hours (per older person, per month) 
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 Mean reduced hours (per older person, per month) x 12 months = mean reduced 
hours (per older person, p.a). 

 Mean reduced hours (per older person, p.a.) x support worker hourly rate = mean 
cost of hours (per older person, p.a.) 

 Mean cost of hours (per older person, p.a.) x number of older people with reduced 
hours cost of hours for older people with reduced hours p.a. 

 Cost of hours for older people with reduced hours p.a. x 4 years = cost of hours for 
older people with reduced hours over 4 years. 

 Cost of hours over 4 years – (cost of hours for discharged older people over four 
years + cost of hours for older people with reduced hours over 4 years) = cost of 
hours over 4 years, less older people who are discharged or have reduced hours 
for trial/roll out. 

Travel costs: 

 Travel costs (per older person, p.a.) x number of older people discharged = travel 
costs for discharged older people p.a. 

 Travel costs for discharged older people p.a. x 4 years = travel costs of discharged 
older people over 4 years. 

 Travel costs over 4 years - travel costs of discharged older people over 4 years = 
travel costs for older people over 4 years, less discharged older people for trial/roll 
out. 

 

Appendix 9 refers to the actual values used when undertaking calculations. These values 

were based on findings from this study. 
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Appendix 9: Actual values utilised for financial 
analysis 

 

 Control group Intervention group 

Coordinator salary p.a. ($) 50,000 55,000 

Ratio of coordinator to older people  1:300 1:180 

Number of older people in trial 93 93 

Number of older people in roll out 1000 1000 

Mean hours (per older person, per visit) 1.4 1.5 

Mean kms (per older person, per visit) 5.4 4.0 

Mean visits (per older person, per month) 6.3 5.8 

Number of support workers in trial 40 28 

Number of support workers in roll out 303 303 

Support worker turnover rate 42.5 17.9 

Support worker median hourly pay rate ($) 10.45 12.25 

Support worker base hourly pay rate ($) 9.80 11.60 

Cost reimbursed per km travelled ($) 0.50 0.50 

Cost of advertisement ($) 1200 1200 

Average number of applicants per multi-listing 
advertisement 

6 6 

Time spent processing and interviewing support 
worker applicants (hours) 

3 3 

Coordinator hourly wage ($) 26.04 28.65 

Number of older people referred for discharge in 
trial, n (sample size) 

 4 (76) 

Number of older people with minimal disability in 
trial, n (sample size) 

 25 (186) 

Number of older people referred for reduced hours 
in trial, n (sample size) 

 16 (76) 

Total number of older people discharged (referred 
+ minimal disability) in trial 

- 17 

Total number of older people discharged (referred 
+ minimal disability) in roll out 

- 187 

Total number of older people referred for reduced 
hours in trial 

- 20 

Total number of older people referred for reduced 
hours in roll out 

- 211 

Notes: All values are in $NZ, based on 2007 figures 
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Appendix 10: Goals identified by the intervention 
group 

 

Recreation and leisure 

To attend Tai Chi by 14-5-06 

To try out an activity on offer at Metlife Care by June 30TH 2006 

To start swimming regularly, building up to three sessions a week by 18-4-06 

To get back to painting by 3.6.6 

To write another book within the next 12 months 

To attend swim exercise classes at local swimming pool by 7.6.6 

To go to Tai Chi by 3.6.6 

To return to playing snooker again by 30th June 2006 

To visit Manurewa library with support worker by May 2006 

To complete her exercise and walking programme by the end of June 2006 

To go to senior citizens meetings by 21.6.6 

To attend Tai chi by 24-9-06 

To get back to painting by 2.11.06 

To go to Tai Chi by 4.11.6 

To complete photo scrap books for family members by 25.12.06 

To go to Tai Chi by 21.12.06 

To do strengthening exercises three times a week by 19.12.06 

To go to Tai Chi weekly by 30.11.06 

To participate in ACC falls prevention programme by 11.1.07 

To go to Tai Chi by 20.7.6 

To contact institute for blind and participate in using talking books and transport by 27.1.7 

To do exercises regularly by 20.1.7 

To attend Tai Chi and swimming and walking to improve balance and leg strength 

To go to Tai Chi classes once per week by 16/2/7 

To attend Tai Chi once a week and catch bus to Manukau by 31.3.07 

To return to playing bowls by 10/02/07 

To be regularly playing indoor bowls by December 2006 

To be regularly participating in the Otago exercise falls prevention programme by Dec 2006 

To attend aqua aerobics twice a week by 17.02.07 
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Goals identified by the intervention group continued 

Moving around in different locations 

To walk to the letterbox twice a day by June 30th 06. 

To confidently walk independently down driveway and to the corner of Stirling Rd by 30-4-06 

To continue to walk to the letterbox twice a day (weather permitting) 

To continue to walk each day around the block 

To walk independently to new shops when they open 

To be confident in walking around SDA village independently by 30th June 06 

To walk from my house to the botanical gardens by 30th June 2006 

To walk to the botanical gardens once per week by 4-10-06 

To walk to local dairy independently three times a week by 18.10.06 

To walk independently to the local shopping centre by 4.10.06 

To increase walking by small amounts until able to get to the reception  in retirement village, at 
least three times a week by 27.10.6 

To walk to local shops with support worker by 27.10.06 

To walk independently to Alfriston Rd bridge and back by 27.7.06 

To walk to local shops three times a week by 8.6.7 

To walk to the letterbox six times a day, six days a week by 18.2.7 

To go for a walk around the block every day by December 2006 

To walk to the letterbox and back every day (weather permitting) by Dec 2006 

To go for a walk to Manurewa shops every day (weather permitting) by December 2006 

Walking 

To continue to walk the dog daily increasing distance as able by 15.8.06 

To walk with support worker twice a week for ten minutes by 16.4.06 

To increase walking distance each week (as seen by pedometer) by July 06 

To remain as independent as possible living at home by walking three times a week with wife by 
6.9.6 

To walk with husband three times per week by 30-9-06 

To walk three times a week with wife by 30-9-06 

To walk two kilometres three times a week by 26.10.06 

To go for a short walk each day by 26.10.06 

To return to walking and driving by 2.11.6 

To walk with husband for 30 minutes by 11.1 07 

To be able to walk for 30 minutes by 11.2.07 

To continue to go for a walk every day (weather permitting) by Dec 2006 



Appendices 

277 

 Goals identified by the intervention group continued 

Using transportation 

Plan and go on a trip to Mt Manganui or Wellington by 24-5-06 

To travel to Queensland to spend time with family by 24-5-06 

To arrange travel to Brisbane to see great grandchild by 2.6.6 

To travel to Italy to visit friends from wartime by August 2006 

To travel to Norfolk Island to see family by 31.12.06 

To go on a cruise with Husband by 5.10.06 

To visit my son in Napier three times a year by 1.5.7 

To travel to Korea by 30-5-07 

To go on a trip to Melbourne or a train trip in NZ by 11.7.7 

To return to Denmark by 19.7.7 

To travel with family to Opito Bay for a holiday this summer 

To travel to Norfolk island or Rarotonga by 21.8.07 

Caring for household objects 

To safely get out in my garden once a week by June 2006 

To continue to be independent with personal cares by walking and doing exercises from physio 
by 24.9.6 

To manage my own garden by July 2006 

To be able to spend more time gardening by 31.10.06 

To be able to garden in a raised garden bed by 21-2-07 

Acquisition of goods and services 

To go shopping weekly with support worker by 20.6.6 

To go shopping monthly with support worker and have a cup of coffee by 24.10.06 

To continue to remain independent with shopping and mobility 

To go to shops with support worker by 24.1.7 

Looking after one’s health 

Will remain living in own home for as long as possible 

To continue to remain as independent as possible in own home 

Washing oneself 

To remain independent with personal cares 

Undertaking multiple tasks  

To reduce service hours to only household activities by 16-4-06 

Reading 

To read enlarged newspaper articles to keep up with news 
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Goals identified by the intervention group continued 

Reading 

To read enlarged newspaper articles to keep up with news 

Moving around 

To return to walking in the swimming pool two times a week by 27.1.7 

Intimate relationships 

To continue to visit Husband in rest home regularly  
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