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Abstract

The primary purpose of the study was to assess the impact of a designated goal
facilitation tool on health related quality of life, social support and physical function
among a sample of 205 community dwelling older people referred for home based
support services (HBSS). A comprehensive model was developed to consider the
complex interactions inherent within the healthcare and social system within which
the study occurred. One specific purpose of the model was to determine how the
use of the goal facilitation tool facilitated the implementation of core components of
a ‘restorative model’ of support for older people living in the community.

The participants were cluster randomised to either an intervention or control
assessor (NASC). The intervention arm involved the participant completing the goal
setting tool with a NASC. This established the aims of the rehabilitation episode. The
participants in the control group received a standard assessment of needs. Following
this the clients from both groups were referred to a HBSS organisation for service
delivery. The NASC staff randomised to the intervention and all HBSS coordinators
attended a standardised training programme prior to the start of the trial.

The main finding was a significantly greater change over time in Health Related
Quality of Life (as measured by the two component scores of the Short Form 36
Survey (SF-36)) in the intervention group (p<0.0001 for physical component and
0.001 for mental component). The intervention group also showed significant
improvements in physical function over time, as measured by the Short Physical
Performance Battery (SPPB), compared to the control group (p=0.003). There was
no difference in social support over time between the two groups (p=0.09). The
degree of trust between NASC and HBSS coordinators was measured using
standardised questionnaires and shown to be of crucial importance in optimising
outcomes for the participants and was included in the model of analysis of change in
SPPB and the physical component score of the SF-36 . There was a marked variation
across HBSS providers in terms of the types of services provided to the participants
and there was a difference in the ability of the different intervention group NASC to
facilitate goal directed services.

The study findings contribute to a greater understanding of the factors necessary to
implement improvements in the services provided to older people receiving
assistance in the home and highlight the complex interaction between the client, their
family / whanau, the assessment and setvice delivery organisations and the direction
provided by local and national policies and directives.
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Chapter One: Introduction

Chapter One: Introductions
1.1 Introduction

This thesis investigates the effect of implementation of a goal facilitation tool
(TARGET") on home based support service provision and clinical outcomes among
a sample of community dwelling older people in New Zealand. A comprehensive
model is developed to allow for a consideration of the complex interactions inherent
within the healthcare and social system within which the study occurred.
Traditionally home based support services provided to older people often focus
more on treating disease and ‘taking care’ of the older person than on helping them
to regain functioning and independence. There have been numerous attempts
reported in the literature to develop services that have a focus more on optimising
function rather than fostering dependency '®. In New Zealand, such a model of
service delivery is called ‘restorative support’. One specific purpose of the study is
to determine how the use of TARGET facilitates the implementation of core
components of a ‘restorative model’ of support for older people living in the
community. One of the core components of restorative support explored is the
structuring of services around what the client wants to achieve through the
identification of goals and the implementation of individually tailored activities to
support the attainment of those goals. The second core component that is
considered is regular and coordinated reviews of the client by the health
professionals and organisations involved in supporting the client. Crucial to this
activity is the relationship between these different groups, at both an individual and

at an organisational level and how and when these groups interact.

Chapters One and Two review the literature and integrate this into the coherent and
multi-faceted model that formed the basis for analysis and discussion of the results in
Chapters Four and Five. Chapters Six and Seven present the conclusions from the
study and explore the implications for practice. The thesis concludes in Chapter
Eight with a consideration of the key developments that occurred throughout the

course of the study together with issues that arose during the research that would

1 TARGET (Towards A Realistic Goal in Elders Tool)
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require consideration in future work. The model allows for an examination of the
effect of the inter-related variables on the older person’s quality of life, physical
function and social connectedness. This occurs through the measurement of the
pertinent variables using a combination of validated measures, qualitative interviews

and examination of relevant documents, policies and strategies.

As described above goal facilitation is used in the study as a strategy to implement
components of a restorative model of home based support. It was anticipated that
such cross sectoral improvements in the services provided to older people would
enable them to maximise their functional ability and also remain integrated within
their community. A recommendation of the _Assessment Processes for Older People
Guidelines ° is for the adoption of the process of goal setting when delivering services
to older people within New Zealand. This recommendation reflects the evidence that
goal setting improves older people’s outcomes. In this context goal setting involves
working with the older person and assisting them to take an active role in choosing

and setting the goal.

However, in practice such active involvement of users of support services is often
minimal. This is highlighted by recently published research to determine the views of
people with disabilities using services to support them to remain in their homes in

four major New Zealand centres 10

The study recommended the following
improvements for service delivery: client-centred, flexible services with a back-up
support system; access to quality information; appropriately trained support staff
who would be monitored; funding to secure the quality support required for disabled
and older people to secure lives of their choice in the community ''. The research
uncovered dissatisfaction with the way people receiving the service were treated in
their own homes. People reported that they were insufficiently involved in decision-
making, cultural differences were insufficiently respected and they had little control

over their everyday lives ''. Support services are used mainly by older people and so

. . . . . . . 2
issues relating to involvement by care recipients are relevant to ‘ageing-in-place™.

The New Zecaland Positive Ageing Strategy defines ageing-in-place as an older person’s
option to “make choices in later life about where to live, and receive the support to do

2

SO.
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This necessitates the investigation of the implementation of a service model

congruent with these principles.

This introductory chapter will provide a foundation for the development of the
model and will highlight areas to be explored in depth in the literature review in
Chapter Two. In addition commonly used terms will be defined in this chapter to

facilitate further contextualisation of the study within the available evidence.

1.2 Background

The next twenty years will see significant demographic changes within New Zealand
B Older people utilise up to three times the health care resources of other age
groups and when linked to the real increase in the percentage of people 65 years and
over (65+), it becomes apparent that there is a pressing need to utilise highly skilled
health professionals in a range of different settings including the community sector.
In addition, clinical and contemporary evidence demonstrate that there needs to be
an increased emphasis on the best way to provide health services to those aged over

65 in order to optimise independence for the older person and maximise the cost /

benefit relationship for the service provider.

There is considerable evidence to suggest that remaining at home (or ageing-in-place)
allows the older person to maintain social networks and optimise quality of life, and
to remain integrated within their own community. This is reflected in a marked
increase in the demand for home care within New Zealand and internationally.
Cornwall and Davey suggest that expenditure for disability support services (a
component of which is home care) will increase by 30 per cent from 2011 to 2021 .
Furthermore, although it is widely recognised that older people wish to age-in-place,
it is often difficult to develop and deliver services that appropriately facilitate this
desire. Itis clear that most health care costs occur in the last few years of life, arising
from the strong association between rising disability and increasing age. This creates
a paradox for regional health authorities or District Health Boards (DHBs) and other
healthcare organisations who wish to promote ageing-in-place but have few viable
means to achieve this effectively. Increasingly, there is a growing awareness that

what matters most to older people is not just health in its narrowest interpretation,
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but a concern for choice, independence and community integration. Given that
current service models are often delivered with a traditional bio-medical focus, it is
not surprising that these areas, which are of high importance to the older person, are

omitted.

In addition there has been an increased movement within health towards person-
centred care. Person-centred care (PCC) is a philosophical approach advocated
within a current Western health care culture, and has a range of definitions 1720,
These include components such as: understanding the whole person; finding
common ground regarding management; sharing power and responsibility. It is
suggested that these components are most effectively enabled by client involvement
in the goal setting process. Kane et al. *' reports that the preferences of older people
for home care resemble those of a younger person with a disability, but the two
groups are treated differently. A younger person with a disability will have services
designed to pursue the goal of social integration, whereas safety and efficiency
receive undue emphasis and age-related (and / or ageist) differences prevail in the
way services are provided for older people. Kane et al. suggest that in this case

services are often delivered to ensure that the older person’s house remains clean ',

The aim of PCC is to ensure that the older person is an equal partner with health
professionals in assessing, identifying options for and delivering the most appropriate
package of medical care and rehabilitation for that individual across organisational
boundaries . It involves the provision of full information on all aspects of the older
person’s needs and available services and requires the older person to be treated with
respect, courtesy and dignity at all times. This aims to ensure that the older person is
at the centre of any plans that are made and that any assessment undertaken takes
account of the social needs as well as medical requirements. In addition, the
approach requires that plans for service provision are accessible and easily
understood and reviewed and that the older person is considered as a whole person,

within his/her individual situation, not just in relation to their physical condition *>*.

With these factors in mind, it is imperative that services are targeted appropriately

and aim to optimise the functional ability of older people facing health and or
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disability issues to a point where they can be discharged from services or input

lessened.

1.3 Ageing and the New Zealand context

As in other countries, the older (i.e. 65+) population is increasing. Currently, in New
Zealand this age group accounts for 475,000 (12.1 per cent) of the population and is
expected to number approximately 826,000 (19 per cent) in 2025 and 1.2 million (25
per cent) by 2050 *. Furthermore, the over-80-year-olds are the fastest-growing
cohort (of any age group) and increasing at a rate of around five per cent each year *°.
It is evident the changing structure of the population along with the eventual
doubling in the percentage of the population aged over-65 years is going to have an
unprecedented and significant impact on all aspects of society. This demographic
change will have social and economic consequences for such things as the availability
of resources, community services, pensions, health care and the provision of

alternative housing for older people .

1.3.1 Health expenditure

Since health care expenditure increases with rising age, an ageing population will
therefore place further pressure on health care demand and cost ***. A comparison
of OECD nations examined age profiles of health expenditure and found, on
average, per capita health expenditure for the older age group (65+) was three to five

times than that for the 15 to 64 age group .

New Zealand’s statistics reveal similar
results: data from 2001/02 showed a strong exponential relationship between per
capita health expenditure and age. For the 65-69 age group, spending was almost
double the all-age per capita average, whereas for the 85+ age group it was nearly

eight times the all-age average ".

An ageing population also affects Gross Domestic Product (GDP). This occurs due
to the declining proportion of those at ‘working age’, creating downward pressure on
economic output . In 2001, approximately nine percent of GDP was for overall
health care expenditure in OECD countries; of this forty to fifty percent was for the

65+ age group 1 Between 2005 and 2050, in the average OECD nation, expenditure
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on public health and long term care as a share of GDP is projected to rise from 6-7
percent to approximately 10 percent **. OECD 2003 statistics reveal a positive
relationship between GDP and health expenditure (as a percentage of GDP); the
larger a nation’s GDP per capita, the higher health care expenditure. Comparably,
New Zealand shows a similar pattern of health care expenditure based on its level of
GDP. In 2004, New Zealand spent 8.5 per cent of total GDP on health which was
slightly lower than the OECD weighted average of 8.7% *.

1.3.2 New Zealand Governmental strategy and policy

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 . It has been proposed
that the prevalence of chronic illness, closeness to death, Y health status and ‘non-
demographic’ factors are significant drivers of health care demand and expenditure *»
». As more people live closer to the limits of their natural lifespan there is some
anxiety, particularly at the political level, about the effect this will have on the
economy. This has been addressed in the development of a number of national

strategies within New Zealand. The pertinent strategies will now be discussed to

provide a context within which the current study occurred.

The New Zealand Health Strategy ** (NZHS) sets the platform for the Government’s
action on health. It identifies the Government’s present priority areas and aims to
ensure the health services are directed at those areas that will produce the highest
benefits for the population of New Zealand, focusing in particular on tackling
inequalities in health. The strategy emphasises positive health outcomes for all, with
particular attention to those groups in the lower socio-economic category.
Underlying the strategy are seven fundamental principles that are required to be
reflected across the health and disability sector. Of particular relevance to this study
is that one of these principles states the need for active involvement of consumers, a

central tenet of person centred care.

In particular, the NZHS reflects a move towards decentralising decision-making to

local representative District Health Boards (DHBs) rather than government
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ministries. While the NZHS is a comprehensive policy strategy, the particular needs
of Maori, disabled and older people are recognised in specific strategies of their own.
The New Zealand Disability Strategy * provides a long-term plan for changing New
Zealand from a disabling society where people with disabilities face a range of
barriers to their full participation in the community, to an inclusive society, which
takes account of the impairments other people have. The strategy purports to ensure
that people with disabilities have a meaningful partnership with Government,
communities and support agencies, based on respect and equality. People with
disabilities are to be integrated into community life on their own terms, their abilities
will be valued, their diversity and interdependence will be recognised, and their
human rights will be protected. Beatson ** highlights that a glaring omission from

the NZDS is that no mention is made of disabled people over 65.

The principal goal of the Positive Ageing Strategy >’ is to ensure equitable, timely,
affordable and accessible health services for older people. The strategy establishes a
set of principles as a framework for integrating policies and programmes across the
government sector. The actions stated in the policy to achieve this goal include:
promotion of holistically-based wellness throughout the life cycle and the
development of health service options that allow integrated planning, funding and
delivery of primary, secondary, residential care and community support services. In
addition the strategy seeks to ensure the availability of multi-disciplinary
comprehensive needs assessment throughout New Zealand for people over 65 years

of age.

A further document integral to the development of health services for older people is
‘The Health of Older People Strategy’ "% It identifies the need for significant change
in the way these services are provided. It highlights the need for improved co-
ordination of health and support services around the needs of older people and a
greater emphasis on health promotion and disease prevention to assist older people
to age positively. Of particular relevance to the current study, the strategy states that
more emphasis needs to be placed on community-level health care and support
services to support older people to ‘age-in-place’. To support this increased emphasis

on community level health care it is suggested that an Integrated Continuum of Care
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needs to be developed. This would provide health and support services that are
responsive to older people’s varied and changing needs, enabling older people to
‘access needed services at the right time, in the right place, and from the right provider’.

The Health of Older People Strategy signalled work to assess options for
intermediate-level care to bridge the gap between hospital and home-based care
(action 7.3). The need for a holistic, inclusive and flexible approach in supporting
older people was the fundamental message stated in both the Health of Older People

8

Strategy »* and the Positive Ageing Strategy . This work links closely with the
Guideline for Specialist Health Services for Older People (GSHSOP) ° which
proposes that services require a holistic approach to the treatment and rehabilitation
of older people with complex conditions. It further proposes that enhanced services
need to be available to enable older people to remain at home with a good quality of

life, and entry to residential care increasingly needs to be for high-level care, usually

towards the end of life

In addition the GSHSOP identified service developments necessary to improve the
hospital and community interface for older people. Of particular relevance to this
study is that home-based services need to have a rehabilitation and empowerment
focus that supports specialist health services for older people and collaborative
relationships need to be developed with other health and disability support services

to ensure a co-ordinated approach and continuity of care for clients.

1.3.3 Ageing of Maori and Pacific older people

While ageing processes for Maori and Pacific people may be similar to those in
mainstream New Zealand society, there are issues associated with migration patterns
and cultures that are likely to impact on longevity and health status. The traditional
roles of older people in Maori and Pacific societies may also be undergoing changes

. . . . 3(
in response to changes in family dynamics *

Older Pacific people and Maori are
known to undertake practical roles such as caring for grandchildren and households
whilst parents work. Traditionally, they are acknowledged as the holders of cultural
knowledge and practices and are esteemed and respected within these roles.

Although there is little research available about the health impact and personal and

cultural outcomes of their changing roles there is increasing evidence of neglect,
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social isolation and unhappiness of some Maori and Pacific older people living in
New Zealand *. The Maori Health Strategy * and the Pacific Disability Action Plan *
contend that all Maori and Pacific peoples are entitled to excellent health and

disability services that are coordinated, culturally competent and clinically sound.

The cultural values underpinning the concepts of health and illness vary widely
across the different ethnic groups within New Zealand. Although it is important to
note that not all individuals within a cultural group will share the same views of
health, it can be useful to make some generalisations based on the traditional views
held by that group. Evidence now points to the importance of cultural sensitivity and
knowledge of the participants cultural values in developing and implementing health

. : 42, 4
interventions .

New Zealand FEuropeans are likely to share a similar
understanding of health as people living in other ‘Western’ English-speaking
countries around the world. There is generally an implicit understanding of mental
and physical health as separable entities. However, Maori, Asian and the various
Pacific groups have very different traditional concepts of health and disease. These
concepts include key ideas that are integral to Maori, Asian and Pacific cultures such
as the relation/connectedness between the individual, family, and community; and
the holistic links between the mind, body, environment (social and physical) and
spirituality. In a study of Pacific people’s views on health and the priorities for
improving the health of the community, Davison * found that in answer to the
question ‘what is health?’ Pacific people described the physical aspects of health only

within the context of mental and spiritual health. In addition, the environment and

ecological system was conceptualised as part of the view of health.

One of the models used to describe Maori health is Whare Tapa Wha * | which
outlines four basic concepts: te taha tinana (a bodily or physical health component),
te taha hinengaro (a psychological or mental health component), te taha wairua (a
spiritual component) and te taha whanau (a family or social health component). More
recently, two other elements have been added to this model: te taha tu roa (a
component relating health to the integrity of the environment) and te taha rangitira
(recognising the importance of language to the health of the people) *. The

differentiation of these dimensions of Maori health does not imply separation. Durie
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states that, notions of mind-body dualism are rejected *'. Te taha hinengaro and te
taha tinana are inseparable aspects of growth, development and functioning. Te taha
whanau, in particular, reflects the concept that health is perceived as not so much the

property of the individual, but of the extended family.

1.4 Model development

Figure 1.1 shows the integration of the factors discussed above into a high level
macro view of the potential effects of national and international societal and political

factors on older people living in the community in New Zealand.

PACIFIC DISABILITY
[ SOCIETAL AGEING ) ( ACTION PLAN ]

HEALTH NEW ZEALAND
EXPENDITURE NATIONAL DISABILITY STRATEGY
SOCIO-POLITICAL
MAORI HEALTH
revammorear)  INFLUENCES [ "y

)

STRATEGY

POSITIVE AGEING HEALTH OF OLDER
STRATEGY PEOPLE STRATEGY

Figure 1-1: National socio-political influences on older people living in
the community in New Zealand

This will form the basis of the model to be used to explore the effects of a
designated goal facilitation tool on clinical outcomes for a sample of older people
receiving home based support. The first level of the model is termed ‘national socio-
political influences’” and needs to have a cognisance of the international and national
policy and social imperatives. This includes the relevant New Zealand governmental
polices. This allows for contextualization of the study and is important for
understanding the study from an international perspective. Additional levels will be

added throughout the following chapter.

Page] 10



Chapter One: Introduction

1.5 Definition of terms

Prior to an in-depth examination of the literature relating to older people and further
subsequent development of the model, it is important to define terms that will be

used throughout the thesis.

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” *. Tinker * 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 New Zealand retirement age of 65 years has been used to
define the older person, comparable to the United States (US). Similarly, in the UK,

as of 2009, the State Pension age was 65 years .

Ageing-in-place
Internationally, the concept of ageing-in-place is increasingly used in response to an
ageing population. In 1994, the OECD (pg. 97) health and social policy ministers
stated that:
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
s 51
sense’”".

The concept of ageing-in-place is relatively new in gerontology and has many
definitions. The New Zealand Positive Ageing Strategy defines ageing-in-place as an
older person’s option to “make choices in later life about where to live, and receive

’5 52

the support to do so
Disability support services

In New Zealand, disability support services (DSS) provide a range of support
services for people with disabilities and their families to increase independence and

participation *. 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
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their independence, control and dignity. This includes provision of residential care
and domiciliary services via the public or private sector **. Comparably, the USA
Department of Health and Human Services is the government’s principal agency for
protecting the health of all and providing essential services, especially for those who

are least able to help themselves >,

In order to access DSS in New Zealand, a person with a disability must meet the
Ministry of Health’s definition of disability . A person is assessed as having either a
physical, intellectual, sensory, psychiatric or age-related disability, or a combination of
these, where the disability is 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.

Assessment is undertaken by a Needs Assessment Service Coordinator (NASC) who
determines access to DSS and identifies and prioritises all aspects of a person’s care.
DSS are predominantly community-based and delivered, in most cases by private
not-for-profit providers under contract . In general, DSS for older people can be
categorised into five main service areas:

1. 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 psychogeriatrics care;

2. Assessment, treatment and rehabilitation (AT&R) services: Outreach service,
usually hospital based. Involves assessment of potential for improving both
physical and mental functional ability;

3. Carer support: Supports unpaid informal caregivers, for example, respite care.

4. Environmental support: Equipment, home and vehicle modifications; and

5. Home-based support services (HBSS): Provides personal care and household
management .

Needs Assessment Service Coordination

In New Zealand, support services for older people assessed as having a disability

which will last longer than six months are currently accessed from a Needs

Assessment and Service Co-ordination (NASC) agency. Needs Assessment Service

Coordination is a community-based service which supports older adults with a

disability to enable them to stay at home as safely and as independently as possible.
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NASC also assists younger adults who require support services following illness or

hospitalisation, or as part of a palliative care package.

The current approaches of NASC agencies to assessment are based on professional
opinion regarding good practice. There is no standardised training required to be
employed in a NASC role. The main professional background of NASC remains
social work within New Zealand; however, there are increasing numbers of registered
nurses being employed in the role *™”. Following assessment, services are allocated as
considered appropriate and reviews are undertaken on a regular basis. There have
been numerous reviews of NASC since its inception in 1992. Despite the clear
rationale and guiding principles, there have been significant issues identified around
the relative successes of NASC to provide a case management service for older
people and to coordinate disability support services in a cost-effective and older
person centred manner. In addition there is evidence that there has been a wide

variability in assessment outcomes *’,

MacDonald * in a review of disability support services delivered to older people in
New Zealand interviewed clients, their families and NASC and HBSS staff and found
that almost all provider and client representatives interviewed expressed strong

concerns with the way the NASC system operated.

Home Based Support Services

Home-Based Support Services (HBSS) have traditionally involved home help to meet
domestic needs. However, due to the increasingly complex needs of home-based
older people, services have shifted to providing domestic, personal and health care
services *. The overarching goal of HBSS 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” *. Fundamentally, HBSS is viewed as
having three key objectives:

1. To substitute for acute care hospitalisation;

2. To substitute for long-term care institutionalisation; or

3. To prevent the need for institutionalisation and maintain individuals in their own

home and community *.
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In the UK, HBSS are often referred to as home care or domiciliary care agencies
defined by the UK Care Standards (pg.121) ** 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 United States, HBSS are often referred to as home care or personal assistance
services ©. Globally, HBSS are commonly termed “home care.” A report prepared
for the World Health Organisation (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,  rebabilitative,  long-term
maintenance and palliative care categories” .

In New Zealand, HBSS provide personal care and household management to
promote and maintain the independence of older people living at home . A
systematic review, identifying 26 studies, examined the definition of home care *.
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 older person’s needs and hospital

care is minimised by assisting the individual at their home.

There is considerable variation within New Zealand in the organisational structure of
HBSS providers. There are a number of large providers of services across the
country and there are also smaller providers who deliver services in one or two of the
21 District Health Boards. In addition the providers vary in their organisational
philosophies. Some are not-for-profit (A defining criterion of not-for-profit
organisations is the intention of the organisation not to make profits for private gain.
It is possible that such an organisation will in fact make a profit from time to time,
but that is not the principal purpose for which it is organised and operated. Nor is its
purpose to distribute any portion of any profit for private gain *), whereas others are
for-profit organisations (An organisation that is established or operated with the

intention of making a profit) or community trusts (An organisation funded for
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educational, charitable, or other benevolent purposes in a community ). However, a
common feature of all is the presence of at least three levels of staff: managers,

coordinators and support workers.

Management: The complexity of the ‘frontline’ level of management is dependent
on the size and structure of the organisation. The effect of different management
structures will be explored in this literature review. Particular attention will be paid to

the organisational structures of the HBSS providers utilised in the study.

Coordinator: The second level of staff is the coordinator. These are increasingly
health professionals, the greater proportion being registered nurses. However, there
still exist a large number of HBSS coordinators who do not have health professional
qualifications. This is particularly the case in some of the HBSS organisations
examined in this study. The role of the coordinator is twofold. Firstly, to undertake a
visit to the client once a NASC assessment has occurred. This is necessary to
undertake a health and safety assessment of the client’s home prior to services being
implemented. In addition it is an opportunity to further develop the outcome of the
NASC assessment to ensure that the client’s needs will be adequately addressed by
the services requested by NASC. The coordinator then monitors the client’s progress
and report to NASC as necessary to amend the services provided to the client. The
second role of the coordinator is to manage the support worker resource for the
clients included in their caseload. The scope of this task varies across different
organisations in New Zealand. Some organisations have separate roles for resource
coordinators (who are tasked with staffing and rostering issues) and service
coordinators (who undertake any contact with the client). The management of
support workers encompasses all tasks from recruitment, training, supervision and

performance management.

Support worker: The support worker role is the third level in HBSS organisations.

Support workers are often untrained staff ** 7'

. However, following extensive
development, there is now a New Zealand Qualifications Authority (NZQA)
accredited training programme for support workers to develop the fundamental skills

necessary to deliver services to older people in their homes . Support is usually
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provided on a one to one basis to assist with personal support and household
management. This may mean supporting a person to do the task themselves or doing
the task for them if they are unable to. Personal support includes things like
showering and bathing, dressing and undressing, getting up and going to bed.
Household management (often referred to as home help or domestic help) assists a
person to maintain and organise their home environment. This includes things like

housework, laundry and shopping.

Informal carer: The New Zealand Ministry of Health definition is used for informal
carers in the current study, “a person, usually a family member, who looks after a
person with a disability or health problem, who is unpaid for providing this service”
%, At the time of the 2006 Census approximately 420,000 New Zealanders reported
providing support for an individual with ill health or a disability within the previous
four weeks . Thirty-eight percent of carers in New Zealand are between 45 and 64
years old, with a further 31% between the ages of 30 and 44 years. Twelve percent of
carers are 65 years or older . The most common source of help for those being
supported is from a family member. Help with household tasks, such as heavy
housework and meal preparation, was most commonly given by a spouse or partner,
followed by daughters, sons and parents. Women are more likely to be carers than
men. Around 63% of carers in New Zealand are women. International research
shows women are also more likely to be the main carers and to provide assistance for
more hours . Maori and Pacific peoples are more likely to provide unpaid support
than other ethnic groups ™. The younger average age of Maori and Pacific carers,
together with the higher rates of severe disability among Pacific people and Maori
make it more likely they are caring for more than one person and across more than

-4
one generation .

As stated previously, this thesis will explore the use of TARGET tool within the
context of health service delivery for older people residing in the community. The
following chapter will use contemporary evidence to build a coherent model to
examine this phenomenon. Such a complex view requires many levels of analysis
and investigation and needs to consider concepts and frameworks from a variety of

different paradigms such as healthcare, business, psychology and sociology. This
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allows for the synthesis of perspectives important to an in-depth examination of the
issues surrounding the potential benefits of the use of the TARGET tool. Following
review of contemporary research from these varied areas a framework for analysis
will be developed. To facilitate navigation of the diverse technical terms used

throughout the text there is a glossary of terms in Appendix One.
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Chapter Two: Literature review®
2.1 Introduction

Chapter One provided an understanding of the relevant strategic documents that
provide direction to organisations that provide services to older people with
disabilities in New Zealand together with a description of the basic structure of
service provision. In addition, the macro level of the model for analysis was
described. Although the focus for the current study is New Zealand, it is imperative
that the study findings be placed within an international context. This will be
achieved through the use of major international studies but also studies from within
the New Zealand environment. The chapter is divided into four sections and
throughout these the model of analysis for the study is developed in an iterative
manner. These sections are shown in Figure 2.1 (page 19). Section One will explore
the concepts relating to disability and the factors that moderate disability. It begins
with a description of the fundamental principles of disability. Following this,
disability among older people in New Zealand is considered. The supporting
evidence for factors protective of disability are then reviewed. The section concludes
with the introduction of the concept of ageing-in-place from an international and

national perspective.

Section Two further develops the concepts identified in Section One and reviews the
evidence describing successful ageing. A model of successful ageing is presented and
the effects among older people of the complementary concepts of proactive coping,

self regulation, motivation and engagement are critically reviewed. The section ends

8 Articles in this literature review were obtained via computer searches from a number of business,
medical, nursing, psychology and allied health databases; the majority retrieved from MEDLINE,
CINAHL, ABI/Inform, Ebsco Business Source Premier, EMERALD, PsychINFO and the
Cochrane Library databases from the previous 30 years. The University of Auckland’s General,
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), the Ministry of Health webpage (http://www.moh.govt.nz) and
Depattment of Health webpage (http://www.dh.gov.uk). Keywords in the seatches included
‘aged’, ‘elderly’, ‘older people’, ‘home-based’, ‘community’, ‘home care’ and ‘quality improvement’.
The key inclusion criteria were that the article included ‘aged’, ‘eldetly’ or ‘older people’ and the
older people required long-term support either at home or within residential care. In addition, the
reference and bibliography sections of articles / books retrieved by the above methods wete also
searched for relevant information.
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with a summary of the evidence of the impact of goal facilitation among older people
and the importance of the successful application of the key principles of goal

directed care when delivering services to older people.

Section one - Disability and Ageing

The experience of disability among Factors protective against the
older people progression of disability
- Definition of disability and the disablement - Physical activity
process -Quality of Life
-Disability in the New Zealand context -Social support and networks
-Health service needs of older people with co-
morbidity and disability

Ageing-in-place
- Factors that support ageing-in-place
- Cost of ageing-in-place

Section two — Successful ageing

Selective optimisation with
compensation model
- Proactive coping
- Self regulation, motivation and engagement

Strategies for successful ageing

Goal facilitation
- TARGET tool development

Section three — Community based services for older people
Community services in New Zealand Restorative principles and
- Needs Assessment Service Coordination rehabilitation
- Home Based Support Services - Quality improvement
- The role of NASC and HBSS in a restorative
model
Organisational factors with NASC Inter-organisational relationships in
and HBSS health
- Contingency theory - NASC and HBSS as boundary spanners
- Organisational performance and health - The role of trust in inter-organisational
- Span of control relationships
Role identity and trust Staff-client relationships
Section four — Integration of factors into model for analysis

Figure 2-1: Summary of sections and main themes reviewed in

literature
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Section Three explores the traditional models used both internationally and within
New Zealand to deliver community based services to older people. The available
evidence relating to the effect of implementing restorative models of home based
support services which seek to optimise an older person’s level of independence is
presented. Following this the impact of organisational factors on the delivery of
services to clients are described and the use of contingency theory as a framework
for examining organisational effectiveness is presented. Further evidence reviewing
organisational performance in health is presented before the impact of different
factors existing in the triadic relationship of the client, NASC and HBSS coordinator
on the study outcomes are described. This exploration of the key interpersonal
relationships in the current study focuses on the evidence relating to the impact of

trust among the different actors.

The chapter concludes with the integration of the factors identified throughout the

literature review into a comprehensive model for analysing the study outcomes.
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Section I: Disability and Ageing
2.2 The experience of disability among older people

Numerous studies have presented findings citing causes of disability in older people,

79-83
>

84, 85
>

including age-related chronic conditions hearing impairment visual

85, 86

: : 87, 88 89-91 cl 92, 93

impairment , poor balance "™, poor muscle strength , nutrition =, loss of

94, 95
b

97, 98
b

. . ()6 . . o« .
muscle mass motor impairment , pulmonary impairment cognitive

99, 100 105

problems and socioeconomic factors "', However, Berg and Cassels ' claim
that such data lend continuing support to the fact that ageing, in the minds of many
people, is associated with disability and an inevitable loss of independence. In

addition, Phillipson et al. '

suggests that old age is seen as a process of inevitable
decline with a series of decrements and losses for the individual, to which the older

person themselves and society, need to adapt.

2.2.1 Definition of disability and the disablement process

Disability is a challenging construct to define, as it is a multidimensional concept with
medical, functional and social implications and this is further compounded by the
influence of culture on an individual’s conceptualisation of disability. In addition,
disability is not only determined by the type and severity of impairment, but also in
terms of how the individual perceives a given situation and reacts to it, and how
others define that situation through their reactions and expectations. The
disablement process is the (not inevitable) functional consequence of avoidable
morbidity with physiological changes. After reaching a hypothetical threshold, it can
diminish an older person’s ability to function independently in the community.

The World Health Organization (WHO) ', in International Classification of

Functioning, Disability and Health (hereafter referred to as ICF) state that disability
is an umbrella term that covers the concepts of impairment and activity limitation /
participation restriction. Figure 2.2 shows the important concepts surrounding this
model. The example of George, a 76 year old man who has had a stroke is shown.
Stroke is identified at the health condition level. The effect of the stroke is that the

sensation and motor control in George’s leg is impaired. This is at the body function

/ structure level. The effect of this impaired sensation and reduced motor control in
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the leg is that he is unable to walk outside on rough terrain due to poor balance and
decreased muscle strength. This is defined as an activity limitation. The impact of
this inability to walk outside is that George is not able to attend his weekly pub quiz
night as he cannot access the pub. This is termed a participation restriction in the
model. However, both the environmental and personal factors in the model affect
the body function / structure, activity and patticipation components. In this case
George lives a long distance from the venue; however, he does have extensive social
support and he lives with his daughter who is committed to assisting him to regain
his independence following his stroke. George’s high levels of motivation to return

to participating in the quiz nights provide additional mitigation to the effects of the

stroke.
/
Health Condition (eg Stroke)
.
a N e N a N
Body function
and structure Activities Participation
(decreased (limitations) (restriction)
sensationand @@= (unable to walk |[€=F> (cannot attend local
selective across rough pub to participate in
movement in right ground quiz each week)
leg)

. T / \_ T / \_ T /
a N O N
Environmental Persongl fa_ctors

fact (fear of falling, lives with
i e _ors " daughter, captain of pub
(5= 210 Fiars G quiz team, strong social
from the pub, pub has hiah levels of
rough gravel car park) AUl 11gh 1eVels o
motivation)
\ A /
Figure 2-2: International Classification of Functioning, Disability and Health

(adapted from: WHO, 2001)
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There is an emphasis in the ICF classification on the importance of personal and
environmental factors that influence functioning for the disabled individual. Personal
factors are features of the individual that may have an impact on their experience of
disability '**. The factors include gender, age, other health conditions, fitness, lifestyle,
habits, coping styles, social background, education, past and current experience,
overall behavioural patterns, individual psychological assets and other characteristics.
Environmental factors refer to the physical, social and attitudinal environments in

1% These factors are extrinsic to the

which people live and conduct their lives
individual and have an external impact on body function and structure, activity and
participation. Environmental factors can be modified at the level of the immediate
environment (e.g. Wheel chair access) to the general environment (e.g. National and

Local Government policies) and include diverse influences such as access to and

quality of the health system, societal attitudes, architecture and town planning.

The use of such an all-encompassing and widely accepted model of disability
throughout this thesis will ensure that the study explores the impact of the TARGET
tool and associated service development initiatives within a well validated and

comprehensive framework that is internationally recognised.

2.2.2 Disability in the New Zealand context
The 2001 New Zealand household disability survey and disability surveys of

residential care facilities ' ''°

reports an increase in the prevalence rate of disability
with age, with 69 percent of women and 64 percent of men aged 75 years and over

reporting that they have a disability. The Statistics New Zealand disability household

109 110

and residential care  surveys also reported that severity of disability increases
with age, with 36 percent of people aged 75 years and older experiencing a moderate
disability requiring some assistance (less than daily) or special equipment and 18
percent having a severe disability requiring daily assistance. Twenty per cent of the
New Zealand population report that they live with a disability that results in
functional and / or role limitations. Fifteen per cent of people with disabilities are

severely limited and need daily assistance ''".
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2.2.3 Health service needs of older people with co-morbidity and
disability
As life expectancy advances and the population ages, the proportion of older people
rises, resulting in an increase in the prevalence of chronic conditions and disability '*
"% Chronic illnesses and co-morbidity largely affect older people, with the likelihood
of two or more concurrent conditions increasing with age, and contributing to
disability, reduced quality of life and increased demand and cost for health care "> ',
Wiener & Tilly '™ 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.

A person with disability may require help with personal activities of daily living
(PADL)" and instrumental activities of daily living (IADL)’ inside and outside the
home, may require transportation, meals provided and access to a rehabilitation
programme to either regain function, prevent further decline or to minimise

"%, They may require an increased need for health services,

compromised function
while their ability to navigate the health service to gain access across multiple
providers is diminished. The dectreased activity and/or nutrition arising from the
disability increase the risk of falls and the onset of co-morbidity. Co-morbidity and
disability are synergistic. If both are present, then there is an increased risk of
hospitalisation with an associated increase in the cost of providing health services
and medications due to complex health and social needs """, This emphasises the
importance of case managed and targeted care to prevent further functional decline

and loss of independence for older people at risk of disability, and the need to

prevent or minimise the severity of chronic diseases.

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

4 The activities ordinarily petrformed day by day essential for everyday living (such as eating,
dressing, bathing and other personal care activities).

5 The activities often performed by a person who is living independently in a community setting
during the course of a normal day, such as managing money, shopping, telephone use, travel in
community, housekeeping, preparing meals, and taking medications correctly.
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demand for health care '”. To explore the impact of socioeconomic factors on
disability in older New Zealanders, Barrett ' analysed data from the Living
Standards of Older New Zealanders survey. The survey involved structured
interviews with a sample of 3,060 core economic units (or community dwellings),
comprising 1,618 (52.9%) single-person units and 1,442 (47.1%) partnered units. The
survey results included information about basic demographic characteristics, the
health and disability status of individuals, their mental health status, their level of
social and family support, and their economic living standard. Eight percent of the
participants were classified as disabled. As expected, the prevalence of disability
among those in the sample increased with age, more steeply after 80 years. There
were distinctive patterns of prevalence for Maori and non-Maori. The prevalence of
disability among Maori was higher than for non-Maori. Of the total non-Maori group
in the survey sample, eight percent had high levels of disability compared with 11.5
percent of the Maori group. The prevalence of high levels of disability among Maori
in the 65-70 years of age group was the same as that among non-Maori in the 81-84
years of age group, suggesting a ten to fifteen year difference in the onset among
Maorti of the conditions and functional problems. It suggests a greater proportion of
Maori who survive into their mid-70s and 80s do so with a higher relative number of

health conditions and functional problems.

2.3 Factors protective against the progression of disability

Decisions in relation to providing older people with choices and timely access to
high-quality health care services are imperative for future ageing populations '™ ', Tt
is important that these services are delivered with an awareness of the factors that
have been shown to be linked to optimisation of function among older people.

These include: (1) Physical activity; (i) Quality of Life; and (iii) Social support and

networks.

2.3.1 Physical activity
Cress et al. '*' describes physical function as an integral part of achieving and
maintaining independence in activities of daily living and suggests that it is a major

contributor to overall health status in older people. This recognised pattern of
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declining physical fitness with age is consequent upon a number of age-related

changes '*.

Brach and van Swearingham '** explored four domains of functioning which impact
on an older person’s ability to function independently in the community; mobility /
fall risk, muscle force, co-ordination and general fitness. A total of 83 community-
dwelling older men (mean age=75.5 years) were examined. Measurements of physical
impairment (muscle force production, flexibility, and fitness) and physical disability
(cait speed, stride length, risk for recurrent falls, and physical function) were
recorded. The results indicated that walking speed, fall risk, and muscle force
contributed independently to the characterisation of the activities of daily living of
the community dwelling older men studied. The identification of domains of physical
function may be useful in the development of interventions targeted for physical
impairments and disabilities that contribute to deficits in performance of ADL.
Targeting interventions for physical impairments and disabilities related to function
may improve the effectiveness of interventions to minimise a loss of independence

among community-dwelling older people.

Binder et al. '** suggest that deficits in skeletal muscle strength, gait and balance are
potentially reversible causes of disability. In a study of 115 (mean age 83 years)
sedentary older adults with high levels of disability, Binder examined the effect of
exercise training on progression to disability. The study consisted of a control group
that participated in a nine month low level home exercise programme involving
flexibility exercises, and an intervention group that performed three months of
flexibility, light resistance and balance exercises, then three months of resistance
exercises and finally three months of endurance exercises. The intervention group
showed significant improvements in physical performance and activities of daily

living and a reduction in the associated levels of disability.

The increased prevalence of chronic disease in an ageing population makes it difficult
to know to what extent the loss of physical fitness is an inevitable accompaniment of
healthy ageing . Furthermore, it is becoming increasingly apparent that a loss of

physical fitness (i.e. deconditioning) is in itself an important factor in explaining the
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functional decline with age. Many of the typically reported physiological deficits
associated with the ageing process may largely be due to decreases in physical activity

"% Bortz ' suggests this was slow to be

rather than chronological ageing alone
identified initially due to the protracted period for an individuals ‘redundant
function’, or reserve capacity, to be lost and functional impairment to become
apparent. Consequently, the effects of disuse were originally identified as inevitable

and part of the ‘normal’ ageing process.

Sihvonen et al. '* define physical activity among older people as the quantity of
movement a person performs including leisure activities, work related activities and
housework. Galgali et al. '’ reports that there is little information available regarding
physical activity levels among older New Zealanders. However, the ‘Life in New

130

Zealand Survey ', a population based study, states that all study participants over 65
years had participated in some physical activity in the previous 4 weeks. Galgali et al.
suggest that this could have been due to the low response rates among the
participants. In a study of 910 older people (with an average age of 86 years)
randomly selected from a random sample of all general practitioners in the Auckland
region, Galgali et al. reports that 48.7% did not undertake any leisure time physical

activity and 15.6% did not undertake any physical activity ',

It is unclear whether a decrease in habitual activity is a normal part of the ageing
process. The majority of reports that describe customary levels of physical activity
among older people are cross-sectional surveys, administered to whole populations.
Therefore, it is not possible to distinguish between the true effects of ageing and
possible cohort effects. Furthermore, methods employed to estimate the prevalence
of physical activity generally have not distinguished the age of the subject and
questionnaires appropriate for young adults may not always have elicited an accurate

depiction of the older person’s activity level.

Contemporary evidence suggests that the majority of older people spend much of the
day at very low levels of physical activity. Additionally, vigorous activities tend to be
replaced by longer lasting, less demanding pursuits > . Evidence that is emerging

from surveys concentrating on frequency and duration of activities rather than
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intensity suggests that different age groups are associated with distinct activity
patterns "**. This was confirmed by a large Canadian survey that was administered to
a random sample of households and completed by those aged ten years and over

35 Dallosso et al. '*° used an activity inventory specifically

(approx. 22,000 people)
designed for older people to look at levels of customary physical activity among the
old (65 to 74 years) and the very old (75 + years) living at home. Physical activity
was broken into four categories: outdoors productive activity, indoors-productive
activities, leisure activities and walking. Of the 91% of subjects who reported being
ambulant, indoor physical activities featured most predominantly, preceded by
outdoors and leisure activities such as walking. The level of physical activity intensity
tended to be light and moderate with very low participation rates in high intensity
activities. They concluded that although 46% of the sample had undertaken some

form of leisure pursuit, levels of regular participation in physical activity was not

high.

The well-described phenomenon of a loss in mobility and functional ability in old
age, has already been explored """, WHO define mobility as “the individual’s ability
to move effectively in his surroundings.” Of particular importance is the level of
mobility inside and outside the home environment, Analysis of the literature
supports the notion that mobility outside the home is essential for basic daily and

independent living 140,141

2.3.2 Quality of Life

A further concept that has been linked to progression of disability among older
people is that of Health Related Quality of Life (HRQoL). An international group of
investigators suggests six fundamental dimensions of HRQoL: physical functioning,
psychological functioning, social functioning, role activities, overall life satisfaction,

4

and perceptions of health status '*. Testa and Simonson '* argue that each domain

of health can be measured in objective and subjective dimensions.
Whereas the objective dimension serves to define a person’s degree of health, the

person’s subjective evaluation serves to translate that health status into the actual

QoL experienced. Thus, two people with identical health status may have very

Page| 28



Chapter Two: Literature review

different QoL depending on their subjective experiences, expectations, and
perceptions regarding health. This has been shown to have significant influence on
an individual’s attitude and coping strategies relating to their level of disability they

. 144-146
experience .

47

Borg 'Y suggests that older people who are not able to manage daily life by
themselves may have a different view of their HRQoL and associated life satisfaction
than those with preserved self-care capacity. Borg suggests that the transition from
being independent with ADLs to having to live with reduced self-care capacity alters

the view of aspects contributing to life satisfaction.

Population-based  studies including mixed samples of older people have
demonstrated that several factors contribute to HRQoL and life satisfaction. For
instance, in a study including 105 older people, aged 90 and above, impaired health
was correlated with lower life satisfaction. However, personality was more strongly

related to life satisfaction and to HRQolL ¥,

In another study of 212 persons, aged 80 years and above, including variables such as
social support (contact with children, contact with siblings, contact with friends,
number of close friends and satisfaction with friends), satisfaction with friends
correlated significantly with life satisfaction and health (need of assistance and self-
rated health) and health was found to be strongly related to life satisfaction '*’. In that
study, however, only social network and health were investigated. Other variables
with an impact on life satisfaction that have been reported are financial status, which
was investigated together with physical functioning, psychological and social support
in a sample of 843 men and 714 women, age 70 and above ". The results associated
higher life satisfaction scores with higher social class and educational attainment,
adequate income to meet living expenses, satisfactory living arrangement, good social
support, participation in social activities and functional independence. In addition,
Ho et al. " found physical function and social support to be related to HRQoL.
Although the subjects in the studies described above were not selected on the basis
of having reduced capacity to perform activities of daily living, the analysis showed

reduced physical function to be related to life satisfaction. Furthermore health related
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quality of life and life satisfaction have also been linked to goal attainment and goal

striving 1%,

2.3.3 Social Support and Networks

Social support is viewed as a key component to successful ageing "°''*”. Remaining at
home as a person reaches late-life allows the older person to access and maintain
social networks. These supportive networks may be diminished once an older person
enters residential care. Relationships at a personal level allow intimacy and
attachment with family and friends and at a community level allow attachment to
places (e.g. neighbourhood) and social institutions (e.g. clubs, churches). Perceived
social support is the individual’s subjective perception that they are cared and loved,
esteemed and a member of a social network that is reciprocal ' and this perception
of support appears to be an important characteristic of social support for maintaining
health and well-being in old age '**. This section will review the role of social support
in facilitating health and will discuss the importance of network maintenance despite

disability and morbidity limiting active participation for the older person.

The Association between Social Support and Health Status

The first influential paper showing that people who were less socially integrated had a
higher risk of mortality was by Berkman and Syme in 1979 . A number of studies
have since shown an association between social isolation or diminished social

160, 164-169

network and increased rates of all-cause mortality and cardiovascular disease-

152, 156, 170176 “Shcial isolation or poor social support networks have

specific mortality
been associated with increased mortality in a systematic review of studies with an

odds ratio of 2.0 to 3.0, independent of other cardiovascular risk factors '’

Evidence is beginning to accumulate that suggests the need for a behavioural and/or
a physiological pathway to promote the protective effects of social support on
physical health outcomes especially in regard to cardiovascular function. Social

support has been found to be associated with lower resting blood pressure in older

162,177,178 179, 180

and with lower ambulatory blood pressure

people
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Bisconti et al. * examined the link between social support and health. They suggest
that social support may be important among older people because the negative life
events that often occur (for example, loss of spouse) may limit social connectedness.
George ' describes the buffering effect of social support in preventing the
progression of functional loss and optimising HRQoL. Measures of social support
included quantity of support from family and friends and the perceived satisfaction
with that support. Results indicated that perceived control mediates the support-
outcome relationship in two independent samples, each comprising approximately

250 adults older than 65, primarily Caucasian and functioning independently.

Family support

When considering the impact of more generalised social support it is also important
to consider the more specific support offered by family. It is important to
acknowledge the impact on the family of caring for an older person. Most caregiving
is provided by the spouse. If the spouse has passed away then adult children
especially daughters and daughters-in-law will provide care in terms of personal care
and household chores . There is evidence that having a spousal carer lowers the

: : 160
risk of mortality for an older person compared to non-spousal carers .

Despite
older people having a network of family and friends, most care normally is provided

by one person, who is deemed the primary informal carer.

There is increasing evidence to suggest that there is considerable cultural variability in
the degree to which caregiving for an older person in New Zealand is undertaken by
family members. Two surveys of filial obligations were conducted in New Zealand
involving 100 Chinese and 103 European families respectively. Across the 587
individuals from two generations, a widely shared obligation hierarchy emerged with
social contact and respect on top of all others. Chinese scored higher than
Europeans on obedience and financial support (as predicted), but also on most other

obligations "**'®,

Within Pacific people and Maori the reliance on family members appears to be far

186

more prevalent than among New Zealand Furopeans. Nikora stresses the
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importance of whanau® as carers among disabled Miori. In a study exploring support
options for Maori with disabilities it was found that over 79% of respondents had
family members who lived in the same household as their main carer. This is
supported by data from the New Zealand 2006 census and the findings of a report *’
exploring the differences between Maori and non-Maori informal caregiving. Both of
these sources state that more Maori men and women spend time caring for both
household and non-household members than their non-Maori counterparts .

The concept that caring for a dependent family member is stressful is well supported

188-191

in the literature , regardless of culture. In fact, Informal caregiving is considered

192

to be one of the more stressful social situations Ruppert ' suggests that

caregiving is an extremely demanding task and that the psychological aspects of

caregiving are frequently overlooked. Coleman 189

also reports that the needs of
carers are often overlooked when health professionals focus attention on the needs

of the one requiring the most obvious care.

Characteristics of primary carers: Informal carers are typically unpaid and provide
long-term or end-of-life care for older people at home. They normally are family
members, however, it is estimated that older people receive five to ten percent of

P41 Most older people requiring long

their caregiving from neighbours or friends
term or palliative care wish to remain at home rather than be institutionalised 196-198

and the informal carer is indispensable for palliative care at home to occur 199,

Caregiving can involve providing active or stand-by help in PADL and IADL
activities such as: medication management; transport; housework and navigating the
healthcare system. Older people who receive informal care based on data from the
United States National Long-Term Care Survey (NLTCS) and the Informal
Caregiving Survey are on average 77.9 years old, 68% female, 39% are married and
50% are widowed. Further, in their living arrangements, 38% live alone, 31% live
with a spouse only, and 21% live with a spouse and/or children. Women are more
likely than men to be the primary carer, representing 67% of carers in the NLTCS

00

survey " and women carers are more likely to spend more time caring than men

6 A Mioti term with numerous meanings. In the cutrent study the Families Commission (199
definition of “an extended family group” is used.
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carers " In the NLTCS survey, 53% of care recipients needed help with TADLs
only, 24% with 1-2 ADLs, 10% with 3-4 ADLs, and 13% with 5-6 ADL activity ***.

Depending on the health care system’s ability to deliver care into the home, the
support provided to informal carers may allow older people to remain living at home.
Carers reduce the risk of institutionalisation by providing a level of care that a person
would receive in a residential care facility and they may facilitate access to formal
services that can slow functional deterioration for the older person. However, having
a carer may also increase the risk of institutionalisation, especially if the carer is not
supported. Carer stress has been found to be a contributory factor in the decision to
place an older person into residential care as the coping abilities of the carer are no

. 205-20
longer effective 05-207

Given the risk of the process of caring to the psychological and physical health of
carers and the reliance of family carers to play a critical role in the older person’s
care, it is critical that carer’s needs are assessed and that interventions that support
carers are provided. The New Zealand Guidelines Group (NZGG) recommends in
their evaluation of carer support and assessment that carers have a considerable
number of areas of need. These include: respite, relationship with care recipient,
family relationships, physical health, basic ADLs, emotional support for the care
recipient, co-ordination of services, transportation and relationships with services °.

These issues will be considered further in the context of this study.

An important concept implicated in the adaptation and well-being of older people is
that of perceived control and coping. This is explored in depth in Section 2.8.1.
However, there is increasing evidence of the importance of coping among informal
caregivers. Wallhagen '* highlights the effect of perceived control on a sample of 60
older carers (mean age 69 years). The sample was interviewed to determine the
strategies they used to cope with stress related to caregiving. Perceived control had a

direct relationship with life satisfaction and depression.

2.4 Model development

Figure 2.3 summarises the factors described in Sections 2.2 to 2.3 that relate ageing

and disability to older people living in the community in New Zealand. These
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factors will be integrated with the other components of the model as it is developed

throughout this chapter.

a N
CLIENT / WHANAU

AGE
DISABILITY
SOCIAL SUPPORT
SOCIOECONOMIC FACTORS
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Figure 2-3: Client and whanau factors related to model of analysis

The following section will continue to explore the pertinent issues relating to older

people living in the community and will expand on the concept of ageing-in-place.

2.5 Ageing-in-place

The majority of older people, even those with considerable disability, prefer to stay at
home if they can. In general, the majority of older people prefer to age in place.
Oswald **® undertook interviews with 84 older people (62-92 years), living in
Germany, who were healthy or suffered severe mobility impairment. He found for
both groups the individuals perception of what ‘home’ meant was an important
factor in why older people want to age-in-place. Structured interviews with ten older
people living in their own homes also revealed the valuable familiarity of home *”
among a group of ten participants in a phenomenological study in America. Other
studies have shown older people do not want placement in institutional care and try
to avoid this. A cohort study evaluated the willingness to live permanently in
institutional care of 3262 seriously ill hospitalised adults in US **. Findings showed
67 percent of patients were ‘somewhat unwilling to’, ‘very unwilling to” or would
‘rather die than’ permanently live in a rest home. Furthermore, increasing age was
independently related to lower levels of willingness to live permanently in aged

residential care.
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A recent New Zealand study explored the decision making process and level of
satisfaction among 131 older people when entering residential care. Findings revealed
the substantial majority of older people who moved into residential care were
unhappy with their decision to move, while the vast majority of older people who
remained at home were happy with their decision *''. In addition there is evidence of
a shift away from institutionalisation within New Zealand. Boyd et al. ** describe the
findings of the Older Peoples Activity Level (OPAL) census undertaken within
Auckland. The study sought to determine the rate of institutionalisation of older
people in the three Auckland District Health Board regions over the preceding 20
years and to compare variations in resident demographics, length of stay, and
dependency levels over this time. The authors reported that aged residential care bed
numbers had increased by only three percent, despite a 43 percent increase in the
population over the age of 65 years. In addition the proportion of the population
over the age of 85 years living in aged residential care had declined from 40 percent

to 27 percent and that the median age of residents had risen from 83 to 86 years.

In response to this trend, health policy makers and health services are developing
services to improve the capacity of health systems to prevent, delay or substitute for
temporary or long-term institutional care . The same systems are trying to balance
the health care needs of increasing numbers of older people against service and
resource constraints. Enhanced community-based services — commonly providing a

mix of home-based clinical and social care ***

, often co-ordinated or supervised by
community-based medical practitioners — are becoming increasingly widespread and

important.

Internationally, the concept of ageing-in-place has been the objective in a number of
policies and has undergone shifts in its interpretation during this period. The first
major advance occurred in 1994 when OECD ministers reached a consensus that
people should be able to continue living in their own place of residence in their later
years. In the event that this is no longer possible, the alternative would be for older
people to live in a ‘sheltered and supportive environment which is as close to their

community as possible, in both the social and geographical sense’ *'. Within New
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Zealand, ageing-in-place is defined as the ability of people to “make choices in later

life about where to live, and receive the support to do so” (Dalziel *, pg. 10).
Despite this broad categorisation, ageing-in-place often refers to the ability of older
people to remain dwelling in the community and residential care in the form of either

rest homes or hospitals is specifically excluded.

2.5.1 Factors that support Ageing-in-Place

The challenge to adequately supporting an older person to age-in-place is providing
the health and social assistance from both formal and informal sources. The amount
of choice the individual can have available to them is dependent on personal and
environmental factors. Factors such as income levels, housing, safety and security,
family support, access to community-based support or social services, mobility and
health, and access to appropriate and timely information can influence their

perception and the range of options available to them and their families 215,216

It is suggested that to support the decision-making process, policy must prioritise the
development, implementation and evaluation of supportive community-based health
and social services including access to transport and the development of a variety of
housing options (e.g. home ownership, subsidised living, home modifications,

215, 217, 218
o b that

assistive technology, sheltered housing, shared accommodation)
maximise choice to allow an older person to age-in-place and to avoid or delay
institutionalisation. The key policy documents such as the Positive Ageing Strategy
and the Health of Older People Strategy provide the objectives that enable older
people to remain living at home and state that a key objective of health services must
be the promotion of autonomy, independence and social connectedness of the older
person. It is suggested that this occur through promotion of innovative approaches
to providing integrated continuum of care with a whole-person and a whole-system
response and a focus on maintaining or returning the older person to independence.
Several aspects are seen as key to ageing-in-place. These include: the development of
flexible and integrated funding structures; provider accountability and quality
indicators; informal carer support; a network of independent service providers and

specialist services that deliver cost-effective care *>".
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A study of an ageing-in-place intervention, which involved nurse coordination of a
home based support service, matched 78 community dwelling older people with 78
rest home residents according to ADL performance, cognition, and age *"”. The
ageing-in-place group demonstrated statistically significant improvement in all clinical
outcomes (cognition, depression, ADL function and incontinence) when compared
to the residential care group. Furthermore, all outcome scores deteriorated for the

residential care group but stabilised or improved for the ageing-in-place group.

In most ‘developed’ economies, there is a strong policy stress upon older people
‘staying put’ or ‘ageing-in-place’ for as long as possible. Although often driven by
financial concerns relating to the cost of residential and nursing home provision, this
emphasis has also been supported and promoted through an extensive academic
research literature on the preferences and priorities of older people themselves *"**,

Despite the many benefits of ageing-in-place, a New Zealand study revealed a large
number of older people were unnecessarily being referred for entry into residential
care. The study investigated referrals requesting rest home or private hospital
placement for community dwelling older people, and was undertaken over a three
month period **. Results demonstrated, of the total 158 patients referred for entry
into 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. Further support for this is provided by a
longitudinal study across three New Zealand cities in which Jorgensen et al.
investigated why older people with high levels of disability entered residential care
and who were the major decision makers relating to the entry into care ***. Significant
factors were found, which increased the likelihood of residential care entry for older
people. These included: high scoring dependency on the instrumental activities of
daily living (IADL) scale, and an adult child living some distance away. The evidence
from the study participant groups highlighted contrasting views about who was
important in the decision making about entry to residential care. Older people who
had moved into residential care generally thought that doctors had played a key role,
whereas family members and professionals tended to consider that the move was the

caregiver’s decision. The authors concluded that older people with good levels of
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knowledge about services and support, and good housing, were more likely to

continue to live in the community.

2.5.2 Cost of ageing-in-place

Many countries have gone on to encourage and explore specific housing initiatives
designed to reduce institutional care entry. For example, the Netherlands developed
the “Senior Citizen Label”, which is a quality certificate only awarded to those new
housing developments which meet a large number of different requirements, several
of which are intended to ensure that the older person should not have to leave their

dwelling when disability occurs *.

Davey et al. studied the accommodation options in later life in New Zealand within
a context of the government policy of reducing residential care places *°. The
resultant report focused heavily upon those for whom ageing-in-place is likely to be
most problematic, namely the poor, those who rent, older people from the Maori
and Pacific populations and those with high dependency needs. A key conclusion of
the report was that ageing-in-place is clearly a favoured approach in New Zealand
government policy; however, staying in a long-term family home may not be the best
option in all circumstances. Nevertheless it is likely that the vast majority of older
people in the future will be ‘ageing-in-place’ rather than in institutional care. The
overall international picture is of a strong emphasis on ageing-in-place but a growing
appreciation of the problematic nature of this for some groups and especially those

: : e 227,22
in poor housing conditions **»**.

Literature frequently claims that greater utilisation of HBSS is a more cost effective
alternative to residential or hospital care for older people ageing-in-place **. In
contrast Miller & Weissert  report that HBSS has failed to meet expectations as a
replacement for residential care. One of the reasons for this is due to the additional
costs of HBSS. They state home care is provided to those who are not at risk for
institutionalisation. A failure to intervene to adequately support those older people at
risk of institutionalisation to the community, coupled with individuals at low-risk of
institutionalisation being added to existing HBSS resulted in expanding numbers and

31

creation of additional costs. In contrast, Hollander & Chappell’s #! review of 15
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studies revealed overall ‘fairly solid’ evidence that home care services are a cost
effective alternative to residential care. For 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. However, HBSS as an alternative to hospital care
revealed mixed results in terms of cost-effectiveness. The authors stated that
intuitively one would expect home care to be a cost effective alternative, however,
overall results were inconclusive. A literature review of home care prepared for the
WHO reported nearly all studies found HBSS correlated with a higher quality of life
®. A number of studies reported cost-effectiveness, although unlike Hollander &
Chappell’s review, this was commonly found when HBSS replaced acute care and

was less frequently found with substitution for residential care.

Pande et al. ** claim caring for older people in the home is less costly than
institutional care and expansion of home care programmes which delay
institutionalisation may be an effective alternative to control rising long-term care
expenses. Their large study evaluated a community long term care programme
between 1995 (n=3748) and 2005 (n=9157). Results showed that in 2005, compared
with 1995, older people were significantly more likely to have chronic conditions and
receive specific community services (e.g. physical therapy, dialysis and oxygen). The
authors concluded older people were more disabled and demonstrated greater access
and utilisation of community services in 2005 than in 1995. This reflected successful
efforts to delay institutionalisation and support older people to age in place. Support

2 that

for this within New Zealand is provided by the findings of the OPAL study
showed that despite the increase in the number of older people the rates of aged

residential care useage between 1988 and 2008 had declined.

Furthermore, in light of the positive association between health care costs and rising
age » ageing-in-place may not be a cheaper alternative to residential care. A small
non-randomised New Zealand study examined intensive home-based care for older

#’ Results demonstrated

people assessed as eligible for long term residential care
that overall the cost of home care was significantly less than residential care.
However, this study, as with many others evaluating cost effectiveness, did not take

into consideration indirect costs such as the impact of informal carer burden when
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older people age in place. Furthermore, a New Zealand randomised control trial
(RCT) compared a restorative intervention model with usual care, for 113 home-
based older people with high and complex needs ***. Cost analysis revealed that, the
intervention cost, was on average, $13,843 extra per person, compared with usual

care, over a 12 month period.

2.6 Summary of section one

In this section the concepts introduced in chapter one have been further developed
within the context of ageing and disability. The evidence to date highlights the
complexity of optimising functional ability among older New Zealanders living in the
community. The causes of disability described in the literature have been explored
and the process of disablement has been defined using the WHO ICF model. The
impact of disability and chronic conditions has been described within the context of
New Zealand government strategies. In addition, the evidence supporting factors
that are protective of the progression of disability among older people, such as
maintenance of physical activity, social support and family support have been
considered. These concepts have been integrated within the ‘client / whanau” domain
of the model. The section concluded with an examination of the concept of ageing-
in-place that has been the central tenet of the policies of a number of countries
(including New Zealand) responses to the ageing population. Factors supportive of
ageing-in-place such as innovative approaches to promoting independence and
ensuring integration of services have been elucidated. Finally the evidence examining
the costs of interventions and strategies to enhance an older persons ability to age-in-
place has been reported. Such inquiry is vital when considering the multifarious
nature of ageing and the design of health services for older people. However,
intrapersonal influences are reported in the literature, that either exacerbate or
moderate the effect of the factors described to this point on an older person’s ability
to ‘age successfully’. These include coping mechanisms, motivation and engagement
and strategies that optimise the engagement of older people in health services

provision. Low levels of such psychological resources are associated with functional

235 236

decline and depression among older people . For example, in a study of
instrumental behaviours of daily living in community-dwelling older people, Kempen

et al. #" concluded that older individuals with fewer psychological resources are

Page| 40



Chapter Two: Literature review

particulatly at risk for developing disability. A consideration of these influences will

allow for a deeper understanding of the concepts integral to ‘ageing-in-place’.
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Section Il: Successful ageing

2.7 Strategies for ageing well

Successful, healthy, optimal, active, productive ageing or positive ageing are concepts
that have emerged within the field of ageing and are supported by longitudinal, cross
sectional and quasi-experimental studies. An empirical definition of and a set of
strategies for successful ageing was provided by Rowe and Kahn *** based on the data
from the MacArthur Foundation Study of Successful Aging. Furthermore, Baltes and

Baltes 2

% published “Successful Aging” which took a bio-psychosocial perspective
and described the process of selective optimisation and compensation (SOC) for
ageing with success. Consideration of the SOC model allows for the
conceptualisation that ageing is a changing balance between gains and losses. The
concept of successful ageing refers to the resilience of people who succeed in
achieving a positive balance between gains and losses during ageing. This view is

supported by studies that show that despite the difficult and often inevitable losses

that result from ageing, most older people maintain a subjective feeling of well-being

240-242

2.8 Selective optimisation with compensation model

The SOC model of ageing *” proposes a system of three adaptive processes:
selection, optimization, and compensation. Sekction denotes a restriction of
involvement in activities in response to lost capacity. Optimization refers to efforts to
augment or enrich one’s reserves in order to continue functioning (e.g., physical
activity). Compensation involves efforts to meet goals by new means (e.g., modifying
behaviours, using assistive devices). When considering the strategies employed by an
older person who has an increasing degree of disability it is important to consider
these three processes. Fiksembaum ** suggests that as people age, they have to cope

with regular and frequent failure in attaining the action goals they set for themselves.

In addition the SOC model suggests that with ageing, people experience an increase
in stressful life changes such as loss of a spouse, retirement, or forced relocation'®'.
Additional stressors common among older people include reduced income, illness,

. . . . . . 2.
loss of a driver’s licence, and/or becoming a carer for a family member who is ill **.
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For many older people, stressors steadily accumulate, resulting in significant
frustration in their aspirations to maintain a normal adult lifestyle and increasing their
dependence on others. They may also be unable to engage in desired activities to

obtain gratification in social relationships thereby resulting in dissatisfaction.

The SOC model acknowledges losses as an inevitable part of the ageing process, but
suggests that the older individual is able to continue to generate positive outcomes.
One of the key elements of the model is that people create environments which

make success possible while effectively dealing with losses due to ageing.

To achieve congruence between actual and desired courses of development,
individuals must either try to modify the course of personal development in
accordance with personal goals and aspirations (assimilative mode) or adjust personal
goals to constraints of development (accommodative model). Brandtstadter and

245, 246
Wentura “*

argued that individuals will engage in assimilative activities as long as
they see a reasonable chance that such behaviour will help them achieve their goals.

A further perspective in the discussion about how people cope with changes and
stressful events has been put forward by Aspinwall and Taylor **” who introduced the

concept of proactive coping.

2.8.1 Proactive coping
Schwarzer ** further developed the Proactive Coping Theory. This (pg. 45) suggests
that;

the proactive individual strives for improvement in his or her life and environment
instead of mainly reacting to a past or anticipated adpersity’.

Proactive coping is conceptualised as the promotion of desired future outcomes and

the prevention of undesired changes *.

In this perspective, the participant defines
the meaning of desired and undesired changes. The combination of preventing
(threatening) losses and striving for improvement can provide a useful framework for
promoting successful ageing through a deceleration of the unfavourable proportion
of losses and gains in later phases of the life span.zm Bode *** contends that proactive

coping can promote successful ageing by stimulating people to invest in their future,

focusing on personal growth and the optimisation of life in middle and late
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adulthood. The concept refers to the efforts people may make to prevent potential
losses and other stressors from occurring or to minimize their consequences.
Proactive coping involves setting goals and having efficacious beliefs concerning the

acquisition of these goals.

There have been numerous attempts to increase an individuals proactive coping
strategies through training. Bode *' tested the effectiveness of a brief educational
programme that is based on proactive coping theory. The programme entailed a
four-session group intervention for people aged between 50 and 75 years and was
intended to improve proactive coping competencies. A total of 158 men and women
participated in the study. In a prospective randomized control trial with an
experimental group and a waiting control group, questionnaire data was collected at
three points (baseline, after completion of the programme, and 3 months post-
intervention). The programme improved proactive coping competencies significantly.
Three months after completion of the intervention, results remained stable.
Demographic characteristics of participants did not predict changes in proactive
competencies and participants who formulated personal goals in concrete terms also

profited more from the intervention.

However, there is also considerable evidence to suggest proactive coping is an
inherently stable mechanism that is present throughout life in many individuals and
that individuals vary considerably in the resources they bring to stressful situations.
People with effective levels of proactive coping do not wait for stress to occur; they
actively set about positioning themselves and their resources in an advantageous

situation.

Proactive coping is autonomous and self-determined goal setting and realisation of
goals; it deals with self-regulatory goal attainment processes and explains what
motivates people to strive for ambitious goals ***. This is closely aligned to the

concepts integral to goal striving and attainment discussed in detail below.
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Support for the effect of proactive coping on ageing is growing. Fiksenbaum **’

examined the relationship between coping, social support, functional disability’, and
physical and psychological health status in a sample of 224 community-residing older
adults. Data was collected using a confidential and anonymous questionnaire. Results
of structural equation analyses indicated that proactive coping was inversely related

to levels of social support and functional disability.

2.8.2 Self-regulation, motivation and engagement

Greenglass et al. 252255

proposed that the concepts of proactive coping are consistent
with the SOC model of ageing. A further concept closely related to proactive coping
is that of self-regulation. This refers to those internal processes that enable an
individual to guide his/her goal-directed activities over time and across changing
citcumstances / contexts. Regulation implies modulation of thought, affect,
behaviour, or attention via deliberate or automated use of specific mechanisms and
supportive skills. The processes of self-regulation are initiated when routine activity is

impeded or when goal-directedness is otherwise made salient (e.g. the appearance of

a challenge, the failure of habitual action patterns).

In a similar vein, the basic assumption of motivational theories to well-being in
personal goal research is that the successful pursuit of meaningful goals plays an
important role in the development and maintenance of psychological well-being *.
Personal goals constitute individualised and cognitively elaborated representations of
what a person wants to achieve in his or her current life situation *’. When
individuals are confronted with a chronic illness, personal goals related to various
domains in life, for example, career or family, may be threatened. Moreover, a
chronic illness may also create new goals, for example, remaining free of acute
hospitalisation for exacerbation of a chronic condition. This is especially true for
chronic illnesses with a demanding self-care regimen such as asthma, diabetes and

145

heart failure. Kuijer suggests that the concept of adaptive tasks, such as

maintaining an emotional balance and preserving autonomy, can be seen as

7 Functional disability addtresses the extent to which an individual is able to engage in independent

living and accomplish routine daily activities.
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representations of what people want to achieve with respect to coping with their

illness =%,

Ageing appears to some individuals as an inevitable, immutable process and older
people who attribute deterioration in function solely to ageing practise less effective
self-care and co-operate less with health promoting activities than those who believe
they have some influence over their well-being. Belief that deterioration is
unavoidable and the individual has little control over the process hinders health
maintenance measures in old age. Preventative strategies may well be different for
those who do and those who do not feel they have some control over their future

health and there would be value in knowing factors which characterize those in either

group.

In an initial cross-sectional component of the Mosgiel Longitudinal Study, Campbell
et al. ' investigated factors that might be used to identify older people who feel they
have considerable control over their future health. They hypothesised that those who
felt they had control over health would already have better health practices reflected
in better diet, greater physical activity, less smoking and lower alcohol intake. In
addition they also hypothesised that their health and level of independence would be
better than others in the study, possibly because of the better health practices, but
also because illness and disability would be likely to lead to a feeling of loss of

control.

Variables were added to a logistic regression model using a forward stepwise method
until there was no further significant reduction in the value of the scaled deviance at
the p = 0.05 level. The regression analysis showed that those with a feeling of a great
deal of control over future health, took less alcohol, were more likely to be satisfied
with bowel function and had a lower protein intake. In addition when compared
with the other two groups, those who felt they had a great deal of control were less
disabled on physical self-maintenance score and IADL score, took fewer drugs,
showed less evidence of depression on the Geriatric Depression Rating scale and
used fewer domiciliary services. Different perceptions of control were associated

with significant differences in health practices and health status.
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Riediger *** states that the concept of motivation has great relevance for the older
adult because of the multiple problems that can result in functional limitations. The
ability to overcome and transcend these problems is related to the individual’s
: : : : : : 263-266 : 267
motivation to maintain and/or improve function . Dishman and Ickes
conceptualised motivation as intrinsic to the individual, and defined self-motivation
as a general disposition to persevere. However, rehabilitation professionals have
long known that a person’s motivation plays an important role in determining the

outcome of therapy, despite the lack of a clear definition of the phenomenon **.

Current developmental theories acknowledge the importance of motivational and
volitional processes for understanding human development in general and successful
ageing in particular. These theories share the assumption that people, within limits
given by social, cultural, and biological constraints, actively shape their own

0.
development #2272,

Research on self-regulation, motivation and adaptive human behaviour often
emphasises the role played by goal formation and attainment, along with the
attendant processes and variables that support the attainment of goals, such as

273-275

persistence, self-efficacy, or optimism . Indeed, being optimistic, believing in

one’s own competencies and ongoing persistence have been shown to be related to

subjective well-being and good health 276-280,

2.9 Goal facilitation

21 2% was developed inductively within industrial/organisational

Goal-setting theory
psychology over a 25-year period, based on some 400 laboratory and field studies.
These studies showed that specific, high (hard) goals lead to a higher level of task
performance than do easy goals or vague, abstract goals such as the exhortation to
“do one’s best.” So long as a person is committed to the goal, has the requisite ability
to attain it, and does not have conflicting goals, there is a positive, linear relationship
between goal difficulty and task performance. Goals are defined as “future states that

d” 283

are desired and / or expecte Goal directed activity is a distinctive feature of

human behaviour and occurs across the lifespan.
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Empirical evidence has linked goal setting to improved performance, especially when

22 state that

goals are specific, difficult and challenging ** **, Tocke and Latham
goals affect a person’s actions by focussing and energising effort, influencing
performance and effecting action. Goals are usually hierarchical with broad, higher
order goals at the top (distal goals) and sub-goals represented underneath **. The use
of sub goals (or proximal goals) has been shown to facilitate performance on new,
complex tasks. Bandura **’ suggests this is because proximal goals offer clear markers

of progress and reduce the risk of becoming demoralised when current

accomplishments are viewed against a distal goal.

However, Locke and Latham highlight a number of goal moderators which mediate
performance. These include a person’s commitment to the goal, the feedback
received and the complexity of the task. In health, goal-setting theory is limited,
despite goal setting being heralded as an essential component of person centred care.
Goal setting opportunities are often not exploited ** and when they are, health
professionals view goal setting as a foreign process for clients. This often results in

goals being set by the health professional for the client *** 2% **

which is contrary to
the principles of person-centred care. However, goal setting with older people
requires skill. The increased prevalence of cognitive impairment, communication

difficulties and multiple co-morbidities provide added complexity to the process.

A recommendation of the Assessment Processes for Older Pegple Guidelines ° is for the
adoption of the process of goal-setting. This recommendation reflects the evidence
that goal setting improves older people’s outcomes. In this context goal setting
involves working with the older person and facilitating them to take an active role in
choosing and setting the goal. Key steps in the process include goal identification,
discussion and negotiation; and the articulation of goals that are attainable,
measurable, achievable and time-bound. This all requires focusing on the goals of the
older person rather than simply functional goals that are often the main driver of the
multidisciplinary health teams. To this end, a refocus of current thought and practice
is required, from solving of problems to focusing on the older person and the

attainment of goals.
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1! reports that ‘Goal-orientated approaches have been used by

In contrast, Powel
many professional groups working in a range of health and social care settings for
many years, and are widely seen as valuable in promoting greater involvement of
service users in decision-making’. Central to this process of greater involvement was
the emphasis on goals rather than problems, and the participation of the service user
in the process of goal-setting. To date the literature indicates that goal setting has
typically been driven by health professionals and has rarely involved the participation
of the older client. Bogardus, Bradley, Williams, van Doorn and Inouye found that

agreement between an older person’s, their carer’s and physician’s goals were low

(kappa 0.19-0.28) 2,

In addition, clinical experience highlights the tension between person centred care,
the wishes of the older person’s family / caters and the ability of a service provider
to impact on an older person’s goals. There needs to be increased emphasis on the
best way to provide health services to older people to optimise independence for the
older person and maximise cost benefit for the service provider. More recently, the
use of goal setting with older people in a rehabilitative setting has been argued
persuasively by Rockwood and Stolee *”. Given the multiple problems frequently
encountered in working with older people, a focus on their aspirations and goals can
be a means of attending to the active role older people can take in shaping their own
futures ** *°. Attention has also been drawn to the benefits of goal setting in
providing the means of allowing judgements to be made about the effectiveness of

. .. 293
Service provision .

An RCT investigated health-related quality of life for patients with end-stage renal
disease *°. The intervention comprised goal setting with interdisciplinary
collaboration and support. The intervention group produced statistically significant
improvement for role-physical and role-emotional elements of the Short Form -36
survey tool (SF-36). The SF-36 health survey is a widely used health status
questionnaire comprising 36 items selected from a larger pool of items used in the
Medical Outcomes Study *”. Such a change in component scores of the SF-36
suggests 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
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achieving their identified goal. Similarly, an RCT of patients with knee osteoarthritis
involved an eight week supportive patient education and supervised fitness

programme incorporating goal setting by patients *® *”

. The intervention group
demonstrated significant functional status improvements during the programme;
however, these benefits were not maintained at one-year follow-up. The authors
concluded that the process of goal setting, in which the client was allowed to tell
his/her whole story and the health care professional came to an understanding of the
clients experience, built partnership and demonstrated respect of the client and
his/her viewpoint. All these factors contributed to an increase in client trust of the
professional, which has been shown by Thom to be associated with increased

continuity of care and self-reported adherence to treatment by clients .

The prominence of client/person/whanau-centred care is evident in the Health of
Older Persons strategy °. The WHO (pg. 13) states that that

“oal setting should be one strategy to enconrage active rather than passive decision
making’ .

This WHO statement generally reflects worldwide trends which clearly acknowledge
the importance of using a holistic, person centred approach that promotes wellness
and active participation by clients themselves in decisions made about their care.
Client (or person) centred care is recognised as good practice internationally. In New
Zealand this is further expanded to incorporate the whanau (whanau-centred care)

with Maori clients 302307

Goal-setting is now being recognised as an integral part of rehabilitation and it has
been suggested that clear concise goal setting will lessen the impact and residual
effects of the disability/handicap 3% Rehabilitation is achieved by relearning skills
formerly mastered and by learning new ways to do activities one no longer can
accomplish with previously learned skills. This suggests that the process of
rehabilitation must be an iterative and active problem solving process that focuses on

a client’s disability.

Person-centred care is a philosophical approach advocated within current Western

health care culture, and has a range of definitions. These include such components as
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where the physician tries to enter the patient’s world, to see the illness through the
patient’s eyes, understanding the whole person, finding common ground regarding
management, enhancing the doctor-client relationship *”, being realistic about
personal limitations and availability of time and resources, sharing power and

responsibility, developing a therapeutic alliance '

By definition then, these
components are enabled by client involvement in the goal setting process. As Lewin
et al (pg. 64). conclude in their systematic review:

Within our definition, shared treatment decision making is effectively a sufficient
indicator of patient-centred care’”"".

Whether person centredness has positive effects on client health care behaviours or

health status is, however, unclear, and further research on this is needed *''.

One difficulty with person centred care is that it is the other end of a continuum
from healthcare professional centred care and healthcare staff may believe that they
are using a person centred approach when they are only partway removed from
professional centred care. Wressle et al. found that using a structured model and tool,
such as the Canadian Occupational Performance Measure, enhanced person

308, 312
centredness of care 7.

Bradley ** suggests that the topic of goal-setting has received relatively little attention
in the medical literature, however evidence from the social sciences suggests that the
articulation of goals may be fundamental to planning appropriate medical care and
achieving desired clinical outcomes. This view is supported by a survey of 1020
clients and 400 doctors which found that patients of person-centred doctors were

more satisfied than patients of doctors with more traditional communication styles.

Goal setting may enhance both the process and outcome of clinical care in several
ways. Firstly, goals may help clinicians link recommended plans of care to desired
outcomes *">*'*, Outcomes-based plans of care can help ensure the relevance of both
diagnostic and therapeutic interventions °"°. Secondly, explicit linking of plans of care
with desired outcomes may clarify for patients and family members the purpose of
various recommendations. If patients and family members understand the purpose of

recommendations, they may be more likely to accept and adhere to recommended
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plans for care *'*°". Thirdly, explicit discussion and articulation of goals may help
resolve conflicts among clinicians, family members, and patients about desired
outcomes '*. Conflicts about goals, both among clinicians and between clinicians and
patients or families, may be especially prevalent in cases of chronic illness when
multiple parties are often involved in a patient's care, and the goals of care are not
always obvious since “cure' is not feasible. In such cases, discussions of goals of care
may expedite the identification of sources of disagreement and the negotiation of
shared goals, resulting in improved patient and family satisfaction with care 83 B

promoting outcomes-based plans of care, enhancing acceptance of clinical
recommendations, and facilitating the resolution of conflicting goals, a clear

statement of goals may increase the chances of achieving desired outcomes, a result

valued by clinicians, patients, and families.

Counsell et al. hypothesised that a multi-component intervention, called Acute Care
for Elders (ACE), would improve functional outcomes and the process of care in
hospitalised older patients. ACE included a specially designed environment (with, for
example, carpeting and uncluttered hallways); person-centred care, including care
plans for prevention of disability and rehabilitation; planning for patient discharge to
home; and review of medical care. The study recruited 1,531 community-dwelling
patients, aged 70 or older, admitted to hospital for an acute medical illness. There
were no significant group differences in hospital length of stay and costs, home
healthcare visits, or readmissions. Nursing care plans to promote independent
function were more often implemented in the intervention group (79% vs. 50%; P =
.001), physical therapy consults were obtained more frequently (42% vs. 36%; P =
.027), and restraints were applied to fewer patients (2% vs. 6%; P = 0.001).
Satisfaction with care was higher for the intervention group than the usual care group

among patients, caregivers, physicians, and nurses (P <0.05) **".

Beyond the hypothesised functional benefits resulting from planning individually
meaningful goals (as evaluated by standardised outcome measurement) is a belief that

5B Kyczewski

client autonomy should ultimately direct clinical decision-making
and Fiedler **' wrote that ‘the ultimate value of a proposed treatment (is) a subjective

judgement, based on how they accord with the patients values, goals and preferences’
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(p. 849). Goal planning therefore may have a purpose related to enhancing client
autonomy that is distinct from maximising achievement on a standardised outcome
measure. The belief in the value of goal planning to enhance client autonomy is
reflected in observational studies of levels of client participation in goal planning ***
and experimental studies that evaluated the effect of goal planning approaches on

objective and subjective measures of client participation in rehabilitation planning *'>

324-326

Furthermore, in the UK, current inpatient rehabilitation guidelines promote
collaborative goal setting, with patient family/carer involvement *". A review of
controlled trials evaluating goal setting in the area of rehabilitation identified the
significance of client input when setting goals. It highlighted that behavioural change
is more likely to occur when goal setting with clients, compared with no goal setting
" However, a recent survey of inpatient and community rehabilitation found many
patients received limited information regarding goal setting **. The authors
concluded, in general, during treatment sessions, potential goals were discussed with
patients with subsequent goals formulated but that there is scope for patients to have

more involvement in the goal setting process.

Despite the positive outcomes of goal setting, some studies report that older people
are less likely to prefer an active role in clinical decision making when compared to
younger age groups >, Bastiaens et al. ** explored the views of people aged over
70 years on involvement in their primary health care in 11 different European
countries. Four hundred and six primary care patients aged between 70 and 96 years
were interviewed about their views on patient involvement in a face-to-face
interview. The findings suggested that older people over 70 did want to be involved
in their care but their definition of involvement was more focussed on the ‘caring
relationship’, ‘person-centred approach’ and ‘receiving information’ than on ‘active
participation in decision making’. However, the authors concluded that the desire for
involvement in decision making is highly heterogeneous so an individual approach
for each patient in the ageing population is needed.

McKinstry et al. > determined preferences for a shared or directed style of

consultation in the decision making part of the general practice consultation in 410

Page| 53



Chapter Two: Literature review

adults. Multiple regression analysis showed that patients' preferences were found to
be independently predicted by a number of variables including their age (patients
aged 61 or older were more likely to prefer the directed approach to consultation).

Further support is provided by a population-based survey of 2,765 of English-
speaking adults conducted in US . Respondents expressed preferences ranging
from patient-directed to physician-directed styles on each of 3 aspects of decision
making (seeking information, discussing options, making the final decision). Logistic
regression was used to assess the relationships of demographic variables and health
status to preferences. It was shown that preferences for an active role increased with

age up to 45 years, but then declined.

This observed pattern could be due to cohort effects among the participants. It may
be that the observed behaviour of those over 65 years in relation to goal setting and
patient directed services may be cohort specific. However, Baltes and Mayer *»
report findings from the Berlin Aging Study® that show that older people continue to

have multifaceted and dynamic goals that drive their behaviour in the same way as

when they were younger.

2.9.1 TARGET tool development

As described above, clinical experience highlights the tensions between person
centred care, the wishes of the older person’s family / carers and the ability of a
service provider to impact on an older person's goals. This tension and the increased
prominence of empowerment and participation of clients in their rehabilitation
necessitate the development of a goal facilitation tool for use with older people
within New Zealand. Various attempts have been made to standardise goal setting in
rehabilitation. The commonly used tools utilised with older people are the Goal
Attainment Scale (GAS) and the Canadian Occupational Performance Measure

(COPM).

8 The Betlin Ageing Study is a multidisciplinary investigation of old people aged 70 to over 100
years who live in former West Berlin. In the main study (1990-1993), a core sample of 516
individuals was assessed in relation to mental and physical health, their psychological functioning,
and their social and economic situation. Since then, the study has been continued as a longitudinal
study.
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The GAS is one of the most commonly used scale. It was initially developed for use
in mental health settings but has been applied in many different health care settings

i i Tign g 144, 293, 336-341
including older person’s rehabilitation,'** #% 33

. Use of the GAS involves open
ended exploration of self-identified goals in an interview process. The main strength
of the GAS is its responsiveness to clinically significant changes in goal attainment
** The main limitation of GAS is the difficulty in implementation — intensive
training is required to enable clinicians to select precise treatment goals and to define

realistic and distinct levels of outcome **.

The COPM ** uses an interview process to elicit open ended patient identified goals.
COPM focuses on occupational performance problems in self-care, productivity and
leisure. However, it does not examine which occupations are rewarding to the client

or what support systems are needed for the client to carry out these occupations **.

With these limitations in mind, there was significant potential to develop a new
structured goal facilitation tool that addresses these issues. Towards A Realistic Goal
in Elders Tool (TARGET) ** has been developed by clinicians with an in-depth
knowledge of the above tools and has been used clinically in a number of
organisations within New Zealand to allow services in the community to be
structured around the goals identified by older people >"*. It is a way to ensure that
the principles of PCC are integrated within the delivery of services. To enable a more
developed cognisance of the issues surrounding these services it is important to

consider the factors relating to community services in New Zealand.

2.10 Model development

The factors elucidated above contribute further to a potential model of analysis of
the effect of ageing on older people in the community. These are shown below in
Figure 2.4. Proactive coping, which has been shown to be an important strategy
indicative of successful ageing and components of person centred care such as
engagement and involvement of the client in planning services, will be included in
this phase of the model. These are included as they have been shown to have the

most influence on goal directed behaviour. It is acknowledged that there are a
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considerable number of other client factors that influence clinical outcomes in older

people.
Client factors
- proactive coping
- involvement
- engagement
Figure 2-4: Client factors to be included in a model of analysis of the effect of

TARGET on clinical outcomes among older New Zealanders

2.11 Summary of Section Two

This section has described the evidence relating to factors supportive of successful
ageing. The Selective Optimisation Compensation model of ageing has been
presented together with the concepts of proactive coping, self-regulation, motivation
and engagement in service planning and delivery. The evidence supporting the critical
role of these concepts in successful ageing has been explored. A brief review of goal
theory followed and key aspects of goal facilitation were placed within the paradigm
of person centred care. The section continued with a description of the development
of TARGET within New Zealand before an elaboration of the client factors phase of
the model of analysis utilised in this study. The third section of this review will
continue to contextualise the factors previously explored within health service
provision in general. Following this, research focussing on home based support
service provision will be explored with particular emphasis on factors that are related
to maximising the quality of those services. This will allow for further elaboration of
the role of TARGET in the implementation of the core components of restorative

support services for older people.
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Section lll: Community based services for older
people

2.12 Introduction

The concepts of ageing and disability within New Zealand have been explored and
the moderating effects of physical activity, social support and intrapersonal factors
such as control, self-regulation and coping strategies have been described with
reference to literature exploring models of successful ageing. The importance of goal
directed services for older people has been demonstrated along with the reported
difficulties in implementing such services. The following section will allow for
exploration of the contemporary international and national literature that utilises
these concepts to design effective services for older people in the community that
maximise cost effectiveness and health outcomes. Following this evidence for
organisational that contribute to optimal delivery of services will be discussed. This
will allow for the factors discussed in sections one and two of this review of the
literature to be contextualised. Following this the comprehensive and multivariate
model for analysis of the critical factors necessary for implementing home based

support based on an older person’s goals will be developed further.

2.13 Community services in New Zealand

The evidence relating to the impact of implementing ageing-in-place has been
described previously. A further factor for ensuring that older people can continue to
age in place is that of timely access to quality health services. It is believed this will
enhance health and wellbeing and facilitate improved quality of life; resulting in
reduced overall cost of health care **. Despite the clear benefits of ageing-in-place,
the ageing of New Zealand’s population will inevitably place increased pressure on
HBSS. The effective development and provision of these services has been
inherently difficult both within New Zealand and internationally. It is important to
describe these difficulties to develop an understanding of how the quality of these
services can be maximised. Within New Zealand the current process of HBSS for

people over 65 is shown in Figure 2.5 on page 58.
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Referral for
home based
support services

Needs Assessment Service Coordination
(Employed by DHB) assessment and allocation
of hours of services to be delivered

Home Based Support Services

Assessment by coordinator and
development of support plan

Services delivered by
support worker

~~

Reassessment if needs
change

Figure 2-5: New Zealand model for older people accessing funded home based
support services
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2.13.1 Needs Assessment Service Coordination

It is well-recognised that coordinating services or care packages in response to the
assessed needs of older people and their carers is a core part of delivering integrated,
person-centred care. Care co-ordination is a role or individual position either within a
hospital setting. Good, comprehensive assessment and care planning; undertaken in a
way that properly engages with the older person and their carer and involves them in
decisions about their care plan is crucial in ensuring that the most appropriate
services are provided **.  Co-ordinating these processes and services has the
potential to avoid unnecessary duplication and promote good continuity of care.
Challis states “The impact of services upon well-being is much greater when those

services are planned and co-ordinated in an integrated fashion” **,

In New Zealand, a person’s level of need is determined using a standardised
assessment procedure by the Needs Assessment and Service Co-ordination (NASC)
agency if they are deemed to have a disability that will last greater than 6 months and
result in a reduction in independent function requiring ongoing support **. If
required, NASC can refer them for specialised assessments. The agency also develops
a support plan to co-ordinate the health services such as primary care, specialised
medical care, district-nursing and home based support services required to meet the
identified needs of the older person and their family, and they may allocate resources
from the Disability Support Services funds to contract HBSS providers **. The
current approaches of NASC agencies to assessment are based on professional
opinion regarding good practice **’. However, currently the professional background
of NASC assessors shows considerable variability across New Zealand. In an analysis
of NASC agencies across five district health boards Gunderson-Reid et al. ’ found
that: 24 percent were registered nurses; nine percent were registered occupational
therapists or physiotherapists; 43 percent were social workers and five percent
identified themselves as medically trained. The remaining 19 percent were not health

professionals.
Following assessment, services are allocated as considered appropriate and reviews

are undertaken on a regular basis. For older people, support package allocations are

based on the level of support needs, and are designated as being very low, low,
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medium, high and very high. The level of funding ranges from zero to $50 per week
for a person with low needs to zero to $600 per week for a person with very high
health and social needs **’. At the higher levels of need there is additional flexible

funding available.

There have been numerous reviews of NASC since its inception in 1992. Despite
the clear rationale and guiding principles, there have been significant issues identified
around the relative successes of NASC to provide a case management service for
older people and to coordinate disability support services in a cost-effective and

older person-centred manner.

MacDonald * in a review of disability support services delivered to older people in
New Zealand interviewed clients, their families and NASC and HBSS staff and found
that almost all provider and client representatives interviewed expressed strong
concerns with the way the NASC system operated. The transparency of the NASC
system in practice was questioned by many providers and client advocacy
representatives interviewed. Several felt that the outcomes of needs assessments were
influenced by the availability of resources to meet the need in the area at the time.
Almost all people interviewed expressed a concern at the lack of consistency around
the country for NASC, and reported that this has been informally recognised for
many years. This is supported by subsequent studies that have shown a high

variability in the assessments undertaken by NASC *> ">,

Some people felt that the needs assessment component over-emphasised the focus
on ongoing social support needs of disabled people, overlooking the need for
intervention and attempting reversibility. The focus of NASC was described as entry
assessment, with little provision for follow up assessments, and thus more suited to
the needs of younger disabled people (who were perceived as having more stability in
their needs) than the changing needs of older people (who tended to be more

unstable).
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2.13.2 Home Based Support Services

As shown in Figure 2.5, in New Zealand, following assessment by NASC a client is
then referred to HBSS providers for implementation of the services deemed
appropriate. Terminology and provision of HBSS varies between countries. In most
countries of the European Union (EU), HBSS are provided by government agencies

based on the individual needs of clients **°.

In the UK, HBSS can be provided by government social services or outsourced from
the independent sector. Traditionally, standard long-term HBSS 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 HBSS care ****. In the USA, public funding for
HBSS is provided via Medicare or Medicaid programmes. Medicare is a federal health
insurance programme 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
programme rather than one based on need. Most are automatically eligible when
turning 65 years because the individual or spouse has paid via employment taxes.
Medicaid is a joint federal and state programme 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 . For eligible individuals, Medicaid is the
primary source of public funding for HBSS ® ***. As previously mentioned, in New
Zealand, HBSS are largely provided via government DSS for those meeting eligibility

criteria. A number of private agencies also provide assistance.

An extensive literature review of HBSS found, both internationally and within New
Zealand, similar issues currently exist with regard to the sustainability and
effectiveness of HBSS *”. Arguably, the most significant issue with current HBSS
relates to the workforce. A review of international literature on home care prepared
for the WHO highlighted a number of problems 63,66 including high support worker
turnover rates and use of sick leave and requests for shift changes, claiming these
tindings indicated inadequate or complete absence of support for support workers by

the HBSS organisation. A lack of employment stability was evident, contributing to
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reduced continuity of care which affected both service users and providers. The
report emphasised that current staffing issues are largely related to inadequate

training,.

A recent cross-sectional observational study comprised 4007 randomly selected older

360

people receiving home care services in 11 European countries ™. Quality indicators

for home care were explored. Across Furope, the most common quality problems
identified were “failure to action rehabilitation potential in ADLs”, “no therapies
[occupational therapy and physiotherapy| involved in service delivery” and
“inadequate pain control.” The Czech Republic, Italy and Germany demonstrated
the greatest prevalence of undesirable outcomes. The authors commented on the

issue of “rehabilitation potential”, stating this reflected many European home care

b

agencies which do not provide exercise or physical therapies to clients.

62

Fleming & Taylor ™ state HBSS in the UK are under increased pressure due to
growing numbers of older people combined with limited resources and financial
restraints. Home-based older people have increasingly complex health and care
needs. Fleming & Taylor * suggest that despite the cost implications associated with
changing HBSS, transformation is required to provide a quality service that meets the
needs of older people in a timely manner. National Minimum Standards for home
care were developed in response to government policy objectives in the UK to
support people with complex health and personal care needs to live in their own
home, and rapidly evolving HBSS *'. The standards require HBSS to adhere to
numerous indicators concerning person-centred care, protection of users and
workers and providers operating within defined standards **. Following development
of these standards, a study in North West England investigated the quality of generic
HBSS via postal surveys of providers **. Results showed HBSS 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 HBSS

adopting the National Minimum Standards.
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Patmore & McNulty % undertook a study in England about person-centred flexible
HBSS which comprised three stages:
1. A review of international literature;

2. Telephone interviews with managers of home care providers from independent
agencies and social services providers; and

3. An in-depth study of six home care providers.

The literature review argued the need for client-centred HBSS, as older people differ
considerably in their preferences and values ***. Therefore, HBSS need to be flexible
in order to identify and meet older people’s preferences. Findings from the telephone
interviews 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. Continuity of support workers and the relationship which subsequently
developed between the older person and worker, appeared accepted by many
providers as a key element of high quality HBSS **. 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 to access the community to undertake social activities, and

this need was often unmet **

. As part of their official service some providers would
assist older people to go outside their homes, other providers prohibited or

discouraged this **.

In the USA, HBSS have been criticised 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 **. In addition, Government funded Medicaid HBSS often have
financial caps, eligibility restrictions and limitations on the amount of care provided.
Such strategies limit users’ choice of services and may result in unnecessary

. . . . . 65, 367
institutionalisation or unmet needs >

. An American study found that, compared
with individuals whose needs were met by HBSS, those with unmet needs were more
likely to experience adverse consequences including falls, discomfort, weight loss,

dehydration, burns and dissatisfaction with assistance received **.
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Following a series of focus groups, expert interviews and public consultation, a New
Zealand Discussion Paper of HBSS identified limitations with the responsiveness of
these services within the Auckland region *”. These included: delays in accessing
services and inability to respond to the individually tailored needs of older people;
HBSS were perceived as inflexible, not person centred and overlapping, with older
people having to relay their situation several times before receiving care and the
combined effect of current HBSS delivery was creating dependency and contributing
to reducing the level of independence for older people. This would appear to be
supported by a study undertaken by Hansen et al. *". Using regression analysis on a
set of Danish longitudinal data featuring people aged 67—77 they estimated the effect
of home care while controlling for initial health, including initial ADL ability and
well-being, along with demographic and socioeconomic conditions. They concluded
that traditional models of HBSS either have no effect, or actually have a detrimental
effect, on a person’s functional ability and long term outcome. For women they
found no significant relation between the frequency of home help visits and
subsequent ADL abilities, while for men the results indicated a negative association
between the frequency of home help visits and subsequent ADL ability, especially
when initial ADL ability is low (p< 0.001). However, given the relatively young age

of the sample the applicability within the context of the current study is questionable.

2.14Restorative principles and rehabilitation

Nadesh *"' identifies a further issue that commonly arises when the home based
support services are explored in contemporary literature. There is extensive support
for the view that health services delivered in an older person’s home are often
delivered at a critical juncture in an individual’s functional status. The prevalence of
disability and concurrent chronic diseases among community dwelling older people
has already been explored. Between 25 percent and 50 percent of older people who
are hospitalised lose some of their functional abilities during their hospital stay *’> 7,
Furthermore three months after a hospitalisation, 66 percent have not regained their
previous level of functioning *™*°”. However, Boyd et al. >’ analysed a subset of the
Women’s Health Study in US (n=457) to determine the rates and predictors of

functional decline, the probability and time course of subsequent functional recovery

and predictors of functional recovery. In line with the previously described studies,
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they found that thirty-three percent of hospitalised women experienced functional
decline at the first visit after hospitalisation. However, 50 percent fully recovered
over the subsequent 3 months, with 33 percent recovering within 6 months and an
additional 14 percent over the following 6 months. Boyd concluded that although
most recovery of function occurred by six months after the first visit after a
hospitalisation, a substantial proportion of disabled community-dwelling women

recover over the following two years.

Although home care has the potential to improve this situation, it often focuses more
on treating disease and “taking care” of the client than on helping clients to regain
functioning and independence. In Australia such a model of HBSS is often called the
“Active Service Model”; in UK it is called “Re-ablement”; within New Zealand and

US it is called “Restorative Home Support”.

There is strong evidence that older people have considerable ongoing potential to
recover fitness and therefore services provided to them should invariably integrate
physical activity into the day-to-day delivery of services. As discussed, physical
inactivity and disuse play a major role in the well-reported age-related conditions,
such as diabetes, sarcopaenia (muscle loss) and heart disease. The recognition that
old age is often associated with unnecessary poor fitness and deconditioning forms

the rationale for restorative home support.

Within New Zealand development of restorative home based support has been
informed by the findings of the ASPIRE (Assessment Of Services Promoting
Independence And Recovery In Elders) project **>*'. ASPIRE was set up in 2004 to
evaluate the effectiveness of three of the significant ageing-in-place programmes
within New Zealand: (1) The Coordination of Services for the Elderly (COSE). This
was a community-based needs assessment and service co-ordination initiative. The
aim was to avoid duplication in service provision. A key worker was assigned to
several general practice teams and identified resources within communities. This
offered older people a greater choice of service support and facilitates safely staying
in the community. COSE represented an evolution of the NASC role. (2) The

Promoting Independence Programme (PIP). The programme was for people who
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would not be able to maximise their potential for recovery within the average
hospital stay. Referrals to the programme were made by medical consultants, general
practitioners, NASC and other similar agencies. A key worker was assigned to each
older person and they initiated and co-ordinated the person’s rehabilitation process.
The process also involved a team of healthcare workers including registered nurses,
occupational therapists, physiotherapists and speech therapists. Older people
received up to 8 weeks of facility based rehabilitation or, if able to receive services in
the community, up to one year of rehabilitation from the time of the health event.
Hand over to home care providers occurred after that period. PIP did not replace
NASC; instead it integrated with current practice. (3) Community FIRST (Flexible
Integrated Restorative Support Team). This offered a different approach in the form
of restorative home support, which usually involved the integration of physical
activity into the routine delivery of services. It used a multidisciplinary team
(primarily registered nurse, physiotherapist and occupational therapist) and delivery
was based on several levels of support depending on the needs of the older person. It

offered a replacement for current home care provision.

The objectives of ASPIRE included: assessing the effectiveness of the ageing-in place
initiatives as compared to usual care in preventing (or delaying) the time before a
community-based older person requires permanent residential care; determining the
impact of the ageing-in-place initiatives on an older person’s independence and
health related quality of life compared to similar measures in those receiving usual

care.

The researchers conducted randomised control trials of a sample of older people
using the three ageing-in-place initiatives, compared to the usual care resulting from
NASC assessment. There were 569 participants in the trial. Initial interviews were
conducted before people participated in the trials. Interviews were repeated at three

months, six months and then every six months to an average of 18 months.
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There was a significant effect of a 31 percent relative risk reduction (RR” =0.69, 95%
CI 0.53, 0.91) of improved survival over two years. Furthermore, older people who
used one of the three initiatives experienced a significant 34 percent (95% CI' 0.47,
0.92) risk reduction in residential care placement . Predictive modelling using the
same data set identified a number of factors that increase the likelthood of older
people being hospitalised or entering residential care. Factors associated with
increased risk of residential care included functional decline, social isolation, negative
mood, caregiver stress, inadequate meals or dehydration. Factors associated with
increased risk of hospitalisation included a lack of medication review, negative mood

and previous hospitalisation.

At an international level a number of studies on restorative care in the institutional
setting report positive outcomes for older people and support workers. Such gains
for the older person can include maintaining or improving functional outcomes,

5, 7, 378

psychological gains, improved quality of life and independence Support

workers can demonstrate improvement in outcome expectations, increased

378-381

satisfaction and knowledge of restorative care . Fewer studies have researched

restorative care in the home-based setting.

A large controlled clinical trial in the USA compared a restorative home care model
with usual home care for older people *****. A sample of 1424 community dwelling
older people over 65 who were identified to be at risk of functional decline after
acute illness or hospitalisation were studied. The participants had to have potential to
maintain or improve their function and not have any severe cognitive impairment

that would impede their ability to participate.

Several key components of the restorative model were identified. Firstly, there needs
to be involvement of the older person, their family and home care staff in setting

goals and reaching agreement on the process for reaching the goals. This needs to

9 Relative Risk - is a ratio of the probability of the event occurring in the exposed group versus a
non-exposed group.

10 Confidence Interval - an estimated range of values which is likely to include an unknown
population parametet.
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encompass the use of a self-care progress report to clarify goals, establish a baseline,
standardise the assessment of clients, clarify care responsibility across the multiple
providers, and track clients’ progress toward their goals. Secondly, training needs to
be provided for home care nurses, therapists and support workers in rehabilitation
and in geriatric medicine, and goal attainment was highlighted. In addition there
needs to be a reorientation of the focus of the home care team from primarily
treating disease and ‘taking care’ of clients, to maximising function and comfort and
working as an integrated inter-professional team with shared goals. Finally there
needs to be a comprehensive assessment, diagnosis and development of a
multifaceted treatment plan that included various combinations of exercise;
behavioural changes; environmental adjustments and adaptive equipment;
counselling and support; training and education of the older person, family and

friends.

The results of the study revealed restorative home care was associated with an
increased likelihood of remaining at home (82 percent vs. 71 percent; OR'" 1.99;
95% CI, 1.47-2.69), reduced possibility of visiting an emergency department (10
percent vs. 20 percent; OR, 0.44; 95% CI, 0.32-0.61), improved self care home

management and mobility scores (p=0.05).

A UK RCT compared implementation of a Home Treatment Team (HTT)
incorporating restorative care elements (n=29), with conventional community
services (n=25) for older people at risk of failing to manage at home post acute
medical treatment and rehabilitation °. 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 6 and 12 weeks, higher numbers were
still at home at 6 weeks, 12 weeks and 12 months (p< 0.05). The intervention group
had less days in hospital over the 12 weeks post discharge and more days at home
over 12 months (p< 0.05). Significant changes in functional abilities and mental state

were not found between groups. An Australian study evaluated implementing a

1 Odds Ratio — this shows the strength of association between a predictor and the response of

interest. It can vary from 0 to infinity. If the odds ratio is one, there is no association.
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restorative care model via numerous service providers in the community, reporting

positive results for service providers and older people ***.

Despite limited evidence of trials utilising all elements of restorative care in the
home-based setting, there is evidence to support each of the various components, as
demonstrated below. Nadesh *"' identified key issues in traditional models of HBSS
which should be the focus of restorative models. The first of these was the belief
systems among the various members of the HBSS team. This view is supported by
Baker * who reported that members of the HBSS team can inadvertently work at
cross purposes in their efforts to simultaneously manage disease, provide personal
care, and rehabilitate older adults. Without careful communication, providers can
find themselves giving conflicting advice to older patients. This was identified as a
widespread problem while working with clients in 27 home care agencies in a home-
based rehabilitation clinical trial designed to help participants gain independence in
ADLs through behavioural or environmental changes **. For example, a nurse might
assign a home support worker to bathe and dress an older woman post stroke at the
same time as the rehabilitation therapists are encouraging her to build endurance and

regain independence by performing those self-care tasks. Barnes **

supports this
view and provides a rationale for the crucial role of rehabilitation therapists in HBSS.
Home Based Support Service agencies must consider treatment options that have
traditionally been a part of therapist practice in hospitals, outpatient clinics, and
skilled nursing facilities as well as the use of therapists in the role of case manager. By
maximizing the practice of their therapists, agencies may reduce the cost of providing
care to their clients by reducing unnecessary visits by other disciplines. Thus,
agencies would provide more efficient care to their clients while maximizing their
reimbursement. Traditional intervention, unfortunately, found the occupational
therapists (OT), physiotherapists (PT) at cross-purposes with the support worker.
Whereas the support worker provided ADL services for the client, the OT and PT
were determined to have the client perform these tasks as independently as possible.
The tendency has been for nurses and support workers to be nurturing and to “do
for” the client. This conflicts with the rehabilitation focus of maximizing the client’s

independence. This often led to competition rather than cooperation between the

disciplines, as well as confusion and frustration for the client and family. A
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restorative model of HBSS necessitates collaboration between OTs, PTs, registered
nurses and support workers in all areas of functioning within the home as well as

getting in and out of the home and in home exercise programme follow-through.

In addition, Nadesh *" identified that some clients did not want to perform their
own ADLs for fear of losing their support workers; others stated they would start
learning self-care only when support worker care was ending **’. These attitudes and
behaviours proved counterproductive to effective and efficient rehabilitation. There
was a lack of clear, mutually agreed upon goals for client care. Other barriers
included shared beliefs about limited resources for care: Clients were thought to be
too ill to be cared for within the constraints of the agency, and medication regimens
were seen as beyond clients’ cognitive and financial means. In addition, professional
staff felt they had little information and few resources to rely upon. Individualising
care was seen as too time consuming and there was thought to be too much pressure
to stabilise a client’s medical condition. The support workers within the HBSS
system identified that they did not feel empowered to take the initiative in improving

client function for several reasons:

e They saw their role as helping clients with a list of specified tasks outlined in
the formal care plan and noted that clients, misunderstanding their role, often
asked them to do things unrelated to client care.

e They feared negative evaluations if they did anything inappropriate to their
perceived role.

e They felt they lacked authority to encourage client efforts toward self-care,
and so they ended up “doing for” clients.

Finally, the clients also expressed a lack of understanding of the goal of home care,
often seeing the support worker as a maid. They did not understand that activity was

important to recuperation and were often unwilling to try new ways of performing

ADLs.

Within New Zealand the restorative model is seen as a method to improve the
quality and of HBSS *”. The Assessment Processes for Older People Guidelines ’
reported that a major barrier to the effectiveness of programmes of assessment and

support for older people is the incomplete implementation of the recommendations
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from the assessment by the older people themselves and by health professionals.
The report stated strongly that to be effective, an assessment programme must
operate on the principle of working together, or concordance, where the older
petson being assessed, their family/whanau, their carers and all professionals
involved in their care and support are actively involved. One of the key factors
identified for this mismatch between the recommendations of the treatment or care
programme and implementation was a lack of understanding by the health care
professional and the older person of the difference in their priorities and beliefs
about health care issues. Working together is based on the idea that the work of the
health practitioner and the older person is a negotiation between equals, and that the
aim is a therapeutic alliance between them. The strength of this alliance lies in an

assumption of respect for the older person’s concerns and aims.

As described above, restorative HBSS focuses on restoration and maintenance of
older people’s physical function, aiding compensation for impairments, so that the
highest level of function is achieved. The model integrates principles from medicine,
nursing, goal facilitation and rehabilitation to improve functional outcomes for older
people. It is anticipated that 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 the goals. Thus the crucial role of
TARGET in facilitating the implementation of a restorative model in the current
study can clearly be seen. In order to develop goals that are client-centred, there
needs to be some mutuality between the health professional and client when
identifying goals. Participation of the older person in the goal setting process is
essential to enhance adherence to and achievement of the goal. Client involvement in
goal setting is about consciously adopting the client perspective and including
dimensions such as respecting clients' values and expressed needs. If older people are
the focus and the centre of the decision making process, the sharing of information
is the first step towards participating in the process of goal setting. Empirical
evidence suggests that the client’s preferences for participation in the decisions to set
goals are not always strong. It is important therefore to recognise that the
characteristics of effective decision making for many older people may in fact be

shared interaction. As a part of this process it is important to consider the context
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for the older person, for example a person’s goals may change rapidly from when
they are in an acute hospital setting to when they have been back home for a couple

of weeks.

The aim of restorative HBSS is to change the philosophy from one where delivery of
care may create dependency to provision of care which maximises independence,
improves self-esteem, self-image, quality of life and reduces the level of care required
6 3%, 385,39 Based on the evidence reported above and the developments across a
number of DHBs within New Zealand over the past five years * > >% 35 30,30, 91
Table 2.1 summarises the key elements of restorative care. These elements concur

R
I< 392-395

with the essential elements of the Re-ablement concept in U and the concept

of restorative support in US %",

Table 2-1: Key elements of restorative care

Restorative Explanation

care

element

Goal A key concept of restorative care is to base a support programme
facilitation around the goals and aspirations of the older person.

Functional and  Functional exercises involve working on muscle groups used in

repetitive ADL  every day activities. Restorative home support incorporates this

exercises approach into all programmes and the support worker motivates
the older person to undertake the exercises ****".

Support Restorative home support relies on support workers to collaborate
worker training  with older people to maximise their independence, which is a shift
and enhanced  from the current home care model which focuses on providing
supervision care. In addition, restorative home support adopts enhanced
health professional integrated supervision via coordinators *****

Health The role and competencies of the coordinator change greatly with
Professional the evolution of restorative home support. Roles and duties may
training include: delegation and supervision of non-regulated staff;

comprehensive assessment; care management; goal activity analysis
and grading, expertise surrounding community integration for

1 1
older people "™
Care Restorative care utilises care management where the intensity varies
management according to the level of service input »***>*”, This includes

regular three-monthly reviews to enact required changes to service
delivery '’ and developing management plans with the client *!'

Page| 72




Chapter Two: Literature review

It is important to consider the individual client factors when the elements of a
restorative model of HBSS (as shown above) are implemented. In addition an
understanding of other variables inherent within the organisations that provide HBSS

to older people is necessary. Dansky *?

in a study of referrals to home health
agencies in US (the equivalent of HBSS in New Zealand) states that such a
multivariate analysis of individual client, organisational and environmental factors is

imperative to determine underlying factors for successful outcomes.

It is apparent from the review of the literature regarding HBSS that the
implementation of a restorative model within New Zealand requires improvements
in the quality of the services. As previously described this current study explores the
role of goal facilitation (using TARGET) as a means to implement core components
of restorative HBSS. These components include aspects of all the key elements
shown in Table 2.1 and relate to: structuring of services around what the client wants
to achieve and the implementation of individually tailored activities to support the
client to attain the identified goals; together with the completion of regular and
coordinated reviews of the client by the health professionals and organisations

involved in supporting the client.

The concept of quality improvement in health care has become increasingly
important in recent years. With the burgeoning number of older people and those
with long term conditions it is imperative that health care costs are optimised.
Internationally, in light of current provision, coupled with the predicted continued
rise in demand for home care, future sustainability has been questioned *> **. Tt is
suggested that quality improvement of home care is imperative to transform home
care services > "', Furthermore, quality HBSS services can aid restored function

: : : 1, 4,371,395
and prolonged independence in the community >,

2.14.1 Quality improvement
Quality improvement has often been said to refer to (pg. 17):
“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” .
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Applebaum *'® suggests that in the past a quality assurance model has largely relied on
an inspection paradigm, with an emphasis on identifying and correcting mistakes
after they happen. The inspection model has a long history, both nationally and
internationally. Currently within New Zealand all HBSS providers are audited every
three years against Health and Disability Sector Standards. The origins of these
standards lie in the passing of the Health and Disability Services (Safety) Act in 2001
. The overarching goal of these standards is to bring sector-wide improvement, to
establish consistently safe and reasonable levels of care for consumers and provide a
framework for the continuous development of quality improvement systems across

the health sector.

Critics of the inspection approach argue that it simply has not worked, but perhaps
the biggest flaw with this model in the home-care context is that a proportion of
clients receive care that is below the required standard, even when the inspection
model is working well. The shift to quality improvement requires providers to
develop a strategy in which they use data on a continual basis to constantly modify

and improve the services being delivered **"*'.

Under the quality-improvement model, the search for quality is less adversarial and
more cooperative, involving the major stakeholders in the development and review
of the service *'®. In the case of HBSS, this means that both consumers and the in-

home service provider must be active participants in the quality-improvement model.

2.14.2 The role of NASC and HBSS in a restorative model

From the studies described previously, it can be seen that NASC and HBSS
providers are integral to the implementation of a restorative care approach and an
improvement in the quality of services. One of the NASC roles is to enter into a
partnership with the older person (and their family) to identify the older person’s
concerns and aims, and then to work with them to develop a package of support that
will assist them to feel relaxed about their concerns and achieve their aims. One of
the mechanisms being used by NASC to enable them to achieve a partnership with
the older person is goal facilitation to assist assessors and home based support

providers to have a dialogue with the older person about what they want from the
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rest of their life. From the “goals” established in this dialogue, the NASC then puts
in place a number of therapy and support programmes for the older person.
However, that should not be the end of the NASC role. The ASPIRE study showed
very clearly that coordination of the services an older person receives is very

345
>, Someone needs to take a care

important to stop duplication of services
management role for people who are interacting with a number of health
professionals and service providers, to ensure that the agreed plan is being actioned
efficiently and effectively. NASC may need to take this role, either at the beginning
of the delivery of services or ongoing, unless the role is also shared with other
providers. This interaction between NASC and HBSS providers is pivotal in
successful implementation of a restorative model. This is due to the crucial nature of
enhanced care management and the necessity for increased flexibility in service
provision to allow for individually tailored service delivery. The evidence supporting
this view will be explored with reference to the relationship between NASC and

HBSS providers and the factors considered necessary for this relationship to be

optimally effective.

2.150rganisational factors within NASC and HBSS

To examine the influence of NASC and HBSS on the outcomes for older people
receiving a restorative model of home based support it is essential to first consider
the organisational structures and the anticipated effect of these, based on
contemporary research. These include an exploration of the NASC and HBSS
organisations in light of current theories of management and the interaction of
various inter-related concepts. Patmore *** highlights this in a review of person
centred home care in UK. He identified that a key variable for any home care service
is the respective balance of power between care manager (NASC) and provider

manager (HBSS coordinator) to modify services.

Similar support for this analysis of the organisational processes and structures is

d 422, 423

provided by Schmi who examined the behaviour and function of for-profit
(FPO) and not-for-profit (NPO) HBSS organisations providing home based support
for older people in Israel. This situation is similar to many DHBs in New Zealand

where there is a mix of these organisational types among HBSS providers. In a ten
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year longitudinal study Schmid examined a number of organisational issues with
particular reference to the distinction between organisational type. Schmid surveyed
41 Israeli home care organisations, mostly independent sector agencies of varying
sizes - roughly 80% of their work paid from public funds. Interviews were held with
service users, with management representatives, and with home care staff. For
around a third of the 317 clients interviewed, efforts were made to interview the staff
who actually served them. Questions covered management control and supervision
of staff, adaptation of services to individual clients’ needs, the equity and fairness of
management policies from the viewpoint of both staff and clients, and client

satisfaction. Working conditions and training for staff were also investigated.

Results included the following. Clients were more likely to be satisfied the more they
felt an agency gave them a say in their services and the more they felt it treated them
fairly. Furthermore, staff training seemed to have large positive effects on the
satisfaction of both staff and their clients. However, there was no evidence of any
effect on service quality from the amount of control exercised by management over
staff. On balance there seemed a case that services benefit from clients and staff
being given greater leeway to decide themselves how services should be provided.
Another finding was that clients had clear, strong perceptions concerning the actual
staff who served them but only a hazy image of the organisation which employed
these staff. Of particular interest is that the authors found that the type of
organisation (FPO versus NPO) had little effect on client or staff satisfaction. Of far
greater impact was the way in which services were delivered. The issues reported by

Schmid that are pertinent for the current study are:

e Tinancing of services (the rising costs of providing services to the growing
number of older people);

e Organisational structure (degree of formalisation and centralisation of
authority in the organisation);

e The administrative processes related to service delivery and mechanisms for
supervision and control of service quality; and

e Functioning of the human resources (training of staff, proportion of health
professionals employed and employee turnover).
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These will be explored in depth in the light of current evidence. However, there are
numerous organisational frameworks available in the literature to explore these
concepts and use as a theoretical basis to build an analytical structure. Two
frameworks that appear related to this research are systems theory and contingency

theory.

Yoon ** states that the systems theory has been a useful theoretical framework for
examining the complexities of organisations over the past 50 years. Many studies
have utilised this theory to examine a diverse number of concepts including

2596 trust *', organisational behaviour ** and organisational

organisational culture
change *»*". Systems theory originated from biology, economics and engineering *'.
It explores principles and laws that can be generalised across various systems. It
proposes that a system has subsystems with inter-relationships and interdependence
that constantly move towards equilibrium within the larger system. Research using
the theory as a model investigates components and functions of the system to

24 This concept has been summarised as a knowledge

determine their causes
framework that focuses on structures, relationships and interdependence between

elements *2.

Two major types of systems are applied to organisations: closed and open systems.
However, modern organisations are affected by industry and consumer markets ***.
Therefore, considering an organisation as an open system is a more useful approach
to understanding how it can better obtain resources such as raw materials and
information, transform resources by making use of its social and technological
components, and produce the best results *’. Cummings and Worley further identify
the following key properties of an open system: boundaries between different
components; feedback on the performance of the system; alignment or fit between
the components, the system, and the environment; and the idea that multiple

solutions exist for the same goal.
Studies of organisations often use open systems theory to investigate the repeated

cycles of inputs, transformation and outputs that comprise organisational systems. In

open-systems theory, it is assumed that boundaries between organisations input and
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output are distinct. Accordingly, the goal of transformation is to improve the fit
between the overall organisation design and its external environment. This is an
interesting concept when the HBSS and NASC structures are considered in the light
of the current study. However, current understandings of organisational practices
challenge the notion of constant fit “***. Business environments change too fast for
any organisation to achieve lasting stability without change. In addition, work
practices also defy clear distinctions between the three levels of individuals, groups,
and the whole organisation; individual workers often perform many tasks that are not
articulated in job descriptions and may work across organisational boundaries. This is
definitely the case with NASC and HBSS coordinators and is an issue that will be
explored further. Sometimes, goals and task structures need to be abruptly changed
and adjusted to reflect changing market needs. Differentiating boundaries and
transformation are not always easy when companies have multiple nodes of
interactions and communication lines *’. In other words, when the environment
rapidly changes and tasks and group compositions become intermingled, open-
systems theory does not provide immediate answers to how organisations need to

. . 438
address such complex situations *".

2.15.1 Contingency theory

Contingency theory was developed partly to address this perceived flaw in the open
systems approach *”. Contingency Theory is a branch of systems theory and shares a
common understanding of the organisation as a structural system in which

individuals fulfil functional roles *

¥, A Systems Theory understanding views the
organisation as possessing a relatively simple exchange relationship with the external
environment and that organisational form is determined independently. Contingency
Theory, however rejects this and argues that organisational structure is determined by
the external pressures on the organisation and that the pressures that organisations
face vary depending upon the size of the organisation, its strategy for operation and

the external environment itself **

. Under a Contingency Theory approach, the
successful organisation matches its form and strategy to the contingency pressures
facing it. The model attempts to explain why organisations can differ in basic
characteristics such as centralisation of authority and formalisation of employee

responsibilities **!. Furthermore for Contingency Theory the environment is seen as

Page| 78



Chapter Two: Literature review

the defining force upon the organisation and the organisation is involved in a process
of “...mutual influence and interdependence” (Burrell and Morgan, “* p 168.) In
other words, organisations are shaped by the environment but as the environment is
composed of other organisations, organisations themselves shape the environment

through their actions. Young et al. “3

utilised contingency theory as a conceptual lens
to explore the factors determining integration of health services in US. They placed
an emphasis on the importance of local market conditions as a crucial factor in the
effectiveness of integration of services. Further examples of the use of contingency
theory as a basis for studying health systems are: Zinn et al. ** who examined the
effect of organisational structure on the delivery of primary health care in US; and
Mitchell and Shortell ** who used the theory as a framework for determining the
effectiveness of community health partnerships. It would appear that using a
contingency model as a conceptual framework to examine the influence of various

organisational factors on individual client outcomes is a pragmatic method that is

well supported by evidence.

2.15.2 Organisational performance and health
Organisational researchers have long sought to establish the impact of organisational

structures and managerial processes on outcomes such as profitability

: 447 448 s 1449
effectiveness ', performance ™ and organisational growth and survival

. However,
there has been a development in the understanding of the effect of different
organisational and managerial factors on outcomes for users of health services
focused on the public sector, particularly hospitals, in an effort to link organisational
characteristics to a number of important outcomes for clients and staff ****, There is

increasing evidence **°

for the impact of a number of organisational and
managerial factors that are related to organisational performance in both the public

and private sectors. These are summarised in Table 2.2.
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Table 2-2: Organisational and managerial factors related to organisational
performance (Adapted from Collins and Porras ©¢'?)

Descriptor ‘

Leadership and management skills

Clear organisational objectives and strategies for achieving them

Change management processes

1
2
3. The “fit” between organisational objectives, external environment, and strategy
4
5

An organisational culture that is receptive to change and good working relationships
among key actors

6. Use of performance management, supported by good information systems, to drive
change
7. Recognition that “good performance” is multidimensional and that the components of

performance, such as quality of care and financial success, are not necessarily
competitive

West ** explored the organisational elements that have been shown to influence
quality of services provided to clients within health services. The model developed is

shown in Figure 2.6.
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Independent variables Intervening variables Dependent variables

Organisational
structure (size,
decentralisation of

management)
Staff outcomes (eg job
satisafcation)
Organisational
processes (human
resource management Indicators of quality of
practices, coordination care

of care, interprofessional
relationships)

Organisational
outcomes
(staff turnover)

Relationship to the
environment (quality of
relationships with other

organisations)

Control variables (size of organisation,
staff number and skill mix, and the
volume and case mix of clients, training,
education and experience of staff, tenure in the
case of the top management team)

Figure 2-6: Proposed model of the or%anisational impacts on quality of client
care (Adapted from West “™

A more comprehensive analysis of a number of these factors follows with particular

reference to the inter-organisational relationships and role identity.

2.16 Model development

The concepts explored to this point in this section have examined the potential effect
of organisational factors on the implementation of a restorative model of home
based support. These have been placed alongside the client / whanau factors
described in Figure 2.3 to form the clinical interaction sphere. These are summarised

in Figure 2.7.
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CLINICAL INTERACTION
SPHERE

NASC ORGANISATIONAL BELIEFS AND VALUES
ORGANISATIONAL BELIEFS AND VALUES EXPERIENCE OF STAFF
EXPERIENCE OF NASC STAFF STAFFING LEVELS
MANAGEMENT SUPPORT MANAGEMENT SUPPORT

FINANCIAL SUPPORT

CLIENT / WHANAU

AGE
DISABILITY
SOCIAL SUPPORT
SOCIOECONOMIC FACTORS
CULTURAL FACTORS

Figure 2-7: Clinical interaction sphere of a model of analysis of the effect of the
TARGET tool on clinical outcomes

2.17 Inter-organisational relationships in health

Integration and continuum of care is the overriding key concept put forward within
the Specialist Health Services for Older People guidelines **’. International trends as
well as scientific and policy literature suggest that effective and appropriate treatment
of older people with chronic and complex illness is best provided through integrated
health care and community support, across all settings of care: hospital, community,
home and residential facility. The key objective of integrated care of older people is
to match funding and service systems arrangements. It is also important that service
providers are skilled and committed to providing seamless transitions between
services for their clients. Responsiveness (and the necessary importance of linkages)
are stressed in the World Class Care discussion document for the National Strategy
for an Ageing Population ***. The document explicitly recognises the need for more
effective partnerships and greater communication and coordination between aged
and community care services. Gething *” stresses the need for closer communication
between services, the optimization of the effectiveness of relationships between staff
in the collaborating organisations and integration and removal of boundaries.

Lindemann ** explored the Australian equivalent of the New Zealand HBSS system

and concluded that community care is delivered in an increasingly complex funding
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and programme environment with fragmentation and poor communication
characterising the system *"*? Within Australia good collaboration is hampered due
to structural or funding issues which contribute to a lack of cohesion and integration

: : 463
in the service system ™.

An exploration of research examining relationships between organisations shows that
there is no consolidated body of inter-organisational theory. Huxham (pg. 73) ***
supports this view by stating;

‘A striking characteristic of research on inter-organisational relations is the

astonishing variety of disciplines, research paradigms, theoretical perspectives and
sectoral focuses within which it is researched’

Williams suggests that the evidence from a wide variety of differing organisational
systems shows that a necessary part of inter-organisational working involves building
and sustaining effective personal relationships 463, Relationship building is described

as a process that occurs over time — an interaction that seeks to illuminate the roles,

465 460

styles and values of prospective partners . Lindemann suggests that within
community health service provision, the need for collaboration and cooperative
working relationships is undermined by the (negative) experiences of clients trying to
negotiate a complex and confusing system. Collaboration at this level requires
organisations to negotiate categories and meanings of data, develop practical systems
and protocols, and consider the various ethical and ‘professional boundary’ issues
that inevitably arise **’. Organisations can have significant influence on formalising

collaborative relationships, and varying degrees of commitment to doing so.

Allison and Ewens *° describes the development of collaboration in community
services in the UK. They suggest that an emphasis on inter-professional collaboration
emerged as a direct response to health and social care policy in the late 1980s,
requiring various agencies to work more closely together in providing needs-led
services. They describe a change in the health and social models of service provision
which led to the creation of a more client-led, needs-orientated service, with choice,
user empowerment and working in partnership as central features *’. This

philosophy therefore became the driving force behind the demand for increased
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professional co-operation in care delivery. The general consensus from the policy
makers was that, in order to create this new environment within health and social
services, the different professional groups would need to work together more co-
operatively. The sharing of information between professional groups is an essential
feature of achieving collaborative working. A study examining communication
between doctors and other health professional groups undertaken by Smith et al. **
supports this view. They concentrated on the barriers to effective communications as
experienced and perceived by the groups of health professionals involved", and on
ways to improve morale, performance and client care by overcoming these barriers.
The study found that the issues influencing the relationship were: communication;
organisational issues (such as role identity and blurring of professional boundaries);
trust and power; training and resources. These are issues that are congruent with the
current study and will be explored further to provide increased depth to developing

the model.

2.17.1 Needs Assessment Service Coordination and Home Based
Support Services as boundary spanners

Inter-organisational work, like inter-professional work is characterised by power
relationships that are more contested and dispersed than is often the case in
traditional bureaucracies where power, authority and control over resources are often
exercised by individuals drawing on their position and status in the hierarchy *”.
Individuals who work across organisational boundaries are often referred to by a
variety of terms including Boundary Role Person or Boundary Spanners ‘2. NASC
and HBSS coordinators are classic examples of this concept. The literature on
boundary spanners is by no means extensive or consolidated. But it is possible to
identify themes and perspectives that permeate the research that are available from a
range of different disciplines and traditions. In terms of their relationship with the
external environment, contingency theory suggests that organisations must interact
with this environment in order to secure the resources necessary for continued

operation *” (in this case funds are provided by NASC to HBSS and HBSS provide

NASC with services to clients). These resources are controlled by other organisations

12 Medical doctors, nurses and professions allied to medicine (occupational therapy, physiotherapy,
speech-language therapy, social work, dietician)
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and the prevailing uncertainty regarding the continued stability of supply forms a
major contingency pressure upon the organisation. In order to deal with these
contingencies organisations must develop linkages with other organisations and to do
this they must employ boundary spanning personnel.

464

Huxham and Vangen ™ identify key themes in collaborative practice such as trust,

4

leadership, accountability and power. In addition, Ebers ** identifies three key

themes in optimising the role of boundary spanners. These are:
e Resource flow and activity links;

e Information flows, especially to address issues of complexity and uncertainty.
The role of boundary spanners is considered to be highly influential in shaping
and facilitating effective interactions through the fostering of co-operation and
exchange; and

e Mutual expectations between individuals. The primary component of this is
identified as trust. There is consensus that trust must underpin effective
relationships at both an individual and organisational level.

An analysis of the role of HBSS and NASC in optimising functional ability of older
people receiving a restorative model of home based support needs to consider all of
these factors. The evidence seems to suggest that trust is of particular importance in

5 and attitudes of

determining that inter-organisational relationships are effective
mistrust and suspicion are a primary barrier to co-operation between organisations
and professional boundaries: collaborative behaviour is hardly conceivable where
trusting attitudes are absent *’°. Rowe *”7 conducted a review of the literature of trust
relations in health care that highlighted that most empirical research has addressed
threats to client-provider relationships and trust in health care systems from the
client's perspective. Notwithstanding this, studies in the organisational literature
suggest that trust relations in the workforce, between providers and between
providers and managers, may also influence client-provider relationships and levels

of trust V54,

2.17.2 The role of trust in inter-organisational relationships

Trust has been defined as the reliance of one person, group or firm upon a

voluntarily accepted duty on the part of another person, group or firm to recognize
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and protect the rights and interests of all others engaged in a joint endeavour or

economic exchange *'. Various models of trust implicate the concept with faith,

predictability, goodwill and risk taking . Bachmann ** refers to trust as a
mechanism for coping with uncertainty and complexity, and there are theories that
position trust at both a personal and system level. In addition the formation and
sustaining of trust is of interest when considering inter-organisational relationships.

Vangen and Huxham **

single out expectation forming and risk taking as the main
determinants of a model that envisages a cyclic process because ‘each time partners
act together they take a risk and form expectations about the intended outcome and
the way others will contribute to achieving it. Each time an outcome meets
expectations, trusting attitudes are reinforced. The outcome becomes part of the

history of the relationship, so increasing the chance that partners will have positive

expectations about joint actions in the future’ (Vangen and Huxham **, pg. 8).

Trust between organisations has been said to depend primarily on the interactions
between individuals (Walker & Adam, p.7 489). This, in turn, is influenced both by
the “psychology of individuals” employed within the different agencies, and the
degree of competitiveness of the system of funding in which the organisation is
operating (Walker & Adam, **, p.3). Having “confidence in what others are doing
and the recommendations they make” (in relation to assessment decisions) may be
required to establish trust in the practice of other organisations (National Ageing

0 p.61). Many service system reforms to encourage greater

Research Institute,
collaboration and service system improvement require individuals and organisations
to engage in a learning process, which in turn is reliant on “respect, trust and

openness (to) enable learning to take place” (Helling, *', pg. 98).

Interpersonal trust in work relationships has been consistently shown to positively
relate to a range of productivity related behaviours and outcomes, such as
organisational citizenship behaviours, individual job performance, and group level
performance, as well as work-place attitudes and cognitions, such as job satisfaction,
commitment and acceptance of decisions and goals ** The effect of trust on the
viability of the NASC-HBSS relationship is of vital importance. As described

previously NASC contract HBSS services to deliver services to clients to meet their
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needs. Where levels of trust are low and the relationship is poor there is more chance
of the HBSS provider not being contracted to deliver services to the client. Support
for this view is provided by Mannion *’ who examined the purchasing decisions of
GPs in Scotland. The results of their study showed that GP referral patterns are
largely based on trusting relationships rather than harder performance data and
indicators. Thus, a reputation for trustworthiness may be a source of competitive
advantage for HBSS providers seeking to receive funding from NASC. As an
important strategy, providers may seek various ways to establish a reputation. These
include marketing strategies, but they may also aim to establish a reputation by

delivering high quality services.

Hosmer *” proposes that trust is seen as particularly relevant when several conditions
apply. Firstly, when there is a relationship of interdependence and obligation between
parties and where a party has the freedom not to trust another. A relationship where
an individual has no choice but to enter into a risky relationship (i.e. when no

alternatives are available) is not so much a trusting relationship as one of dependency

494

Secondly, when there is ignorance or uncertainty (and therefore risk) over the
motives and behaviour of others. Here trust is a coping mechanism in response to
“the limits of our foresight” *°. Where trust exists behavioural uncertainty can be
reduced and the likelihood is increased that promises are honoured. Trust assumes
great significance within health and social care where the health and social welfare of
individuals is concerned because many of the characteristics of conventional markets,
such as product failure, and the associated disruption for clients, may be
unacceptable. For example research has shown that local authorities are highly risk
averse regarding the possible abuse of older clients in nursing homes, and so the
previous record of providers, most notably their trustworthiness for providing high

quality care plays a crucial part in determining how contracts are placed ***.

2.18 Role identity and trust

The previous section explored the potential impact of trust on the relative success of

the relationship between individual NASC and HBSS coordinators and the
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subsequent effect this may have on outcomes for individual clients of home based
support services. It is also important to consider other mitigating factors on this
relationship. These factors include the structures, processes, and culture of an
organisation which all shape the behaviour of its members and influence their

: : 496 496
interactions . Perrone ©°

proposes that assessing the trustworthiness of individual
organisational members involves considering the effects of organisational context on
individual behaviour. One way that organisational context affects individual
behaviour is through roles ¥ Since roles constrain behaviour, there is reason to
believe that roles may influence the degree of trust placed in agents performing roles.
The precise effect of roles on trust remains unclear, however. From one perspective,
organisationally defined role constraints may make the behaviour of agents more
consistent and consequently more trustworthy **. From another perspective, role
constraints make it more difficult to ascertain the trustworthiness of organisational
agents because role constraints limit the ability to make attributions about the
motives and intentions of an agent outside of their role *”. For staff in both NASC
and HBSS coordinator roles there is a shift in their responsibilities and the tasks
involved in their roles when moving from a traditional model of home based support
to one that utilises restorative principles. This would suggest that any exploration of
the factors important in delivering restorative home based support should examine
the perception of roles among these agents. An important concept to consider here is

500-502

that of agency theory This theory is directed at the typical business
relationship, in which the principal (NASC) delegates work to another (the agent,
HBSS), who performs that work. Agency theory is concerned with resolving the
problem that arises when (a) the desires or goals of NASC and the HBSS provider
conflict and (b) it is difficult for NASC to verify what the HBSS provider is actually

doing.

However, the perspectives described above are premised on the assumption that

496 argues that roles

agent behaviour is fully dictated by the role. In contrast, Perrone
should be viewed as emergent and malleable. Consequently, it is not possible to
predict trust merely based on formal role definition because organisational agents are
neither completely constrained nor completely free to be trusted. Despite this it

would appear that consideration of the role identity of both NASC and HBSS
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coordinators is necessary in exploring the implementation of a restorative model of

home based support.

2.19 Staff-Client relationships

It is apparent that there is a need to consider factors other than the NASC-HBSS
coordinator relationship in the development of a conceptual framework for analysis.
An examination of the NASC-client and HBSS-client relationship is also imperative.
The crucial effect of trust on relationships has already been explored and it can be
surmised that this effect is as important in the relationship of the client to service

providers as it is between NASC and HBSS coordinators.

Support for the need to examine the staff-client relationship within home based
support is provided by Olsson and Ingvad *”. They conducted a study of perceived
emotional atmospheres in staff-client and staff-staff relationships in home care. This
supplies some noteworthy messages for how services are organised and managed.
Olsson and Ingvad interviewed clients and staff from home care teams which served
people aged over 65 in seven varied home care units in Sweden. Clients and the staff
who served them were separately asked to choose adjectives to describe their
relationship, drawing from a list of supplied adjectives. Staff were also asked to
comment in the same way on the atmosphere within the team where they worked.
The results showed that homecare workers were more likely to describe the climate
in terms of emotions. There was symmetry between the parties in the perception of a
negative climate. The organisational processes, especially the group climate of the
work team, principally influenced the home-care recipients’ perceptions. The
workers’ perceptions were principally influenced by age and gender of the recipients

and the workers’ own age.

Sinclair et al. *** supports the work of Olsson and Ingvad. They studied a sample of
HBSS providers within four English local authorities. A key aim was to identify
differences between services’ performance, as judged by clients and staff, and to then
find explanations for these differences. A combination of postal surveys and

interviews with clients and staff was used. One hundred and three different home
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care organisers, 1,389 other staff and some 750 service users participated in the study

at some level.

Sinclair made two distinctions. First ‘service performance’, which embraces issues
like the suitability of the amount of HBSS time supplied, of the timing of service
delivery, or of the number of different staff who serve an individual. ‘Service
performance’ was appreciably higher in some HBSS organisations than in others and
this seemed to reflect management practices. Second, ‘staff performance’ as a
separate element - that involves the personal qualities which staff show to clients, the
skill with which they perform caring tasks, and their sensitivity to clients’ needs. This
aspect of home care service was generally independent of organisational style and
managers’ practices, being more to do with the personal qualities of certain staff,
rather than being something which managers develop. However, it did require some
conditions which reflect a service’s organisation - adequate time spent with clients,
good communication and teamwork among staff, and systems which allowed staff

enough repeated contact with the same clients to get to know them.

Patmore *** suggests that appreciation of the staff-client relationship is crucial when
examining the organisational aspects of HBSS. The strong perception of personal
qualities of support workers are a major influence on clients’ evaluations of their
services and that this may sometimes outweigh benefits from well-crafted
management systems. Very notably, Sinclair et al. > point out that sometimes such
staff took action in their own, unpaid time to counter what they saw as shortcomings
of their service’s official limits to provision - for instance doing clients’ laundry in
staff members’ home washing machines, contrary to a common rule. The authors
comment: “The more the staff perceived the organisation as not working in the
interests of clients, the more they were prepared to work for them in their own
time””.

Another key issue raised by Sinclair and colleagues *” is whether HBSS staff should
be used for more complex and ambitious purposes than common at present and
their work somewhat modified to fit this. When the study was undertaken HBSS

services in UK were commonly used in what Sinclair calls a “practical/bureaucratic
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model” which focuses on the delivery of practical services like meals and personal
care. This is very similar to the traditional model of HBSS described earlier in this
review. However, Sinclair et al. see evidence that some home care staff are well-
equipped to play a more complex role as key workers for older people, who monitor
all aspects of a client’s well-being, liaise and co-work with health and social services
staff when necessary, and provide emotional support. This reflects their vantage
point of frequent, intimate contacts with older people and their capacity for forging
good relationships with them. Sinclair names such aims for the service a
“professional/integrated model”. He sees it as entailing a generally more professional
role for some home care staff, involving more training, more autonomy of action,
and closer links with occupational therapists, social workers, nurses and doctors - and
more supervision in view of the greater demands of this expanded role. This is

congruent with the development of restorative home based support in New Zealand.

2.20 Model development

The potential effect of the relationship existing between NASC and HBSS staff and
the degree to which trust exists between these two boundary spanning roles is
included in the model of analysis shown in Figure 2.8. As can be seen these have

been combined with the client factors described in Figure 2.4 on page 50.

The interpersonal and service factors encompass some of the core competencies of a
restorative model as they will explore the interaction between the NASC and HBSS
in addition to an analysis of the composition of the services delivered to the client. It
is imperative that the relative contribution of these two factors in changing the
clinical outcome for the clients be determined in addition to the degree to which the
use of TARGET changed the interpersonal and service factors. This will provide
evidence for the effect of TARGET as a driver for implementing these two

components of restorative support.
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Figure 2-8:

Client interaction level of analysis of the effect of TARGET tool on

clinical outcomes
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Section IV: Integration of factors into a model of
analysis

2.21 Summary of evidence

This review has explored the diverse variables reported in the literature that could
influence health related health outcomes for older people who are recipients of
restorative home based support service in New Zealand. These variables (described
in Figures: 1.1 on page 10; 2.7 on page 82 and 2.8 on page 92), have been compiled
into a cohesive and comprehensive model with three inter-related levels, shown in
Figure 2.9 on page 95. It uses a contingency model perspective, which will be
employed to examine the effect of the relative effects of the diverse variables on a

sample of older people accessing HBSS via NASC in South Auckland.

The review has described the evidence relating to disability among older people. The
importance of maintaining quality of life, optimising function and remaining active
within social networks with adequate social support were shown to be protective
against the progression of disability and so they were chosen as the clinical outcomes

to be examined in this study.

The first level of the model explores three factors at an individual client level that
could influence the clinical outcomes for the client receiving services. The first of
these relates to the client factors. These include the level of self-regulation,
motivation and engagement. These concepts were described in the review and the
evidence describing factors related to successful ageing were examined. This allowed
for the introduction of the effect of motivation and engagement on successful
ageing. In the model these will be determined using the SOC model of ageing and
the principles of proactive coping. The impact of the relationship existing between
the client and the NASC/HBSS was also shown to be important and so
consideration of this was considered necessary within the model as client factors.

The service inputs considered in the model formed the second of the factors at a
client level. These were determined from the evidence reviewed concerning effective

community services. These included the level of input provided, the involvement of
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allied health in a coordinated fashion and the content of the services provided. This

allows for consideration of the principles of restorative home based support.

The third of the factors integrated into the model at a client level related to the
relationship between the NASC and HBSS with an emphasis on the level of trust and
the role identity inherent in the relationship. This explores a further key component

of restorative home based support.

The second level of the model explores the effect of other factors relating to the
client, NASC and HBSS. For the NASC and HBSS this includes consideration of the
organisational beliefs and values; experience and background of the staff members;
staffing levels (including an emphasis on span of control); and management support.
The client factors include: gender; age; level of disability; informal social support and

socio-economic and cultural factors.

The final level of the model needs to have cognisance of the international and
national policy and social imperatives and is called the national socio-political
influences. This includes the relevant New Zealand governmental polices discussed
in section one. This allows for contextualization of the study and is important for

understanding the study from an international perspective.

The three levels of the model provide a framework for the subsequent chapters. In
the next chapter the design and methods used within the study are described and the
different layers of influence on the effectiveness of TARGET are elucidated and

rationalised.
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NATIONAL SOCIO-POLITICAL
INFLUENCES

CLINICAL INTERACTION

CLIENT INTERACTION

Interpersonal
factors

Service
factors

Client factors

Improved
clinical
outcomes

Figure 2-9: Conceptual model for exploration of the variables influencing the effect of a goal facilitation tool on clinical
outcomes of older people receiving home based support service
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Chapter Three: Methods
3.1 Introduction

This study was designed with cognisance of the multiple layers of possible
relationships that could impact on the effect of the goal facilitation tool on older
people receiving home based support services. The chapter begins by outlining the
objectives of the study, prior to an elaboration of the methods used for sampling and
randomisation. The model for determining the effect of the tool on clinical outcomes
among the sample of older people, shown in Figure 2.9 (page 95), is used as a
framework to describe the measures used within the study. In addition the measures
utilised to determine the relative effect of each of the components of the model are
described and a critical review of the validity of their use in the population to be
studied is presented. Following this, justification is provided for the selection of
interviews as the empirical method to examine the factors influencing the effect of
the tool, including a description of how interviews and other methods of data
collection were used and how research rigour (trustworthiness) was established. This
is followed by an elaboration of the structure of the study and a rationale is provided
for the various features of the design of the study. The justification for the use of a
mixed methodology is explored and expounded, and the research methodology and

methods used in the study are described.

3.2 Objectives

The evaluation of the TARGET tool (and the associated systemic changes to align
with a restorative model of HBSS) was organised around the following four
objectives. The first two relate to the clinical variables shown in Figure 2.9
(reproduced in Figure 3.3, page 105).

1. Assess the impact of the TARGET tool (a designated goal facilitation tool) on
health related quality of life, social support and physical function among older
people aged over 65 years (Maori / Pacific Islanders over 55 years of age)
referred to NASC for home based support in CMDHB.
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2. Determine the relationship between the following factors and the relative
effectiveness of TARGET:

e interpersonal factors between NASC and HBSS coordinators'’;
e services provided to the client following NASC assessment;

e client factors such as involvement, motivation and engagement; and

e the relationship between the client and HBSS / NASC .

The third objective relates to the clinical interaction sphere shown in Figure 2.8
(reproduced in Figure 3.5 on page 119).

3. Explore the contribution of the following organisational and family variables to
the effectiveness of TARGET:

e Needs Assessment Service Coordination, including: organisational beliefs and
values; experience of NASC staff; staffing levels and management support;

e Home Based Support Services, including organisational beliefs and values;
experience of NASC staff; staffing levels; management support and the
proportion of different types of support workers within the organisation;

e C(lients’ social factors. This includes: age and gender of client; clients level of
functional disability; socioeconomic factors and cultural factors; and

e Explore the contribution of national socio-political variables on the
effectiveness of TARGET. These are reproduced in Figures 3.6 (page 123)
and 3.7 (page 120).

3.3 Participants

Community dwelling people over the age of 65 years (55 years if Maori or Pacific
Islander) were candidates for inclusion in the study if they were new referrals to
Counties Manukau District Health Board (CMDHB) NASC for HBSS. The lower
age criteria for Maori and Pacific people is in line with the recommendations from
the New Zealand Guidelines Group for assessment of older people with complex

O
needs °.

Ethical approval was gained on 20 December 2006 from the Northern Y Regional
Ethics Committee (NTY/06/12/132) and the study was registered with the
Australian New Zealand Clinical Trials Registry (ACTRN12608000027314).

13 A key component of restorative suppott
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The following criteria excluded those who were unlikely to complete the study

intervention and follow-up:

e Severe cognitive impairment that may have compromised adherence to the
intervention, defined as Abbreviated Mental Test score > of less than 7/10.

e Referred to NASC for assessment for admission to a residential facility; carer
support or short term services. In CMDHB these clients would be seen only
once by NASC and would have no involvement with HBSS.

Eligible clients were contacted by telephone by NASC administrative staff. The
purpose of the study was explained and the client was asked whether they would

agree to be contacted by the research team.

The national health identifier (NHI) of all new referrals was recorded together with
whether they agreed to be contacted. At the end of each week this list was collected
by the research team. Those who agreed to be contacted were contacted by phone by
the principal researcher. Following this they were visited at home. At this point the
study was explained to them in greater depth and, where appropriate, consent for
inclusion was obtained. All potential participants had their cognition tested using the
Abbreviated Mental Test Score. Those scoring less than 7/10 were excluded from
the trial. Written consent was obtained from all participants. A copy of the signed

consent was left in the participants care.

The contact details of those clients who gave consent to enter the study were then

provided to the blinded assessors.

The trial process is summarised in Figure 3.1 on page 99.
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Referral to NASC

L

Screening of referrals by NASC administrative staff and vetting according to the TARGET trial inclusion/exclusion criteria

no yes
Phone call to older person by NASC administrative staff acknowledging receipt of
referral and asking for permission to provide name to researcher
-
Standard NASC process and details no yes
recorded in database
N
h 2
Collection of clients details by
research team
¥ B Entered into trial and allocated
by NASC administrative staff to
no yes control or intervention NASC
staff according to
randomisation schedule
Figure 3-1: The process for recruiting clients into a trial exploring the impact the effect of TARGET on clinical outcomes among a

group of older people referred for home based support in CMDHB
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3.4 Interventions

The study was a prospective randomised controlled trial with two arms: The active
arm involved the participant completing the TARGET goal setting tool with a
designated member of the NASC team. This established the aims of the
rehabilitation episode. The participants in the control group received a standard
NASC assessment of needs. This involved the completion of the Support Needs
Assessment form. Following this the clients from both groups were referred to a
Home Based Support Service (HBSS) organisation. The services implemented by the
HBSS were based on the TARGET findings for those participants in the active
group and the standard NASC assessment for those in the control group. The outline
of these services was documented in the HBSS service delivery plan. This plan
formed the basis for all subsequent interactions by the HBSS support worker with

the client.

3.41 TARGET process

The TARGET process is summarised below in Figure 3.2 on page 102. This formed
the basis of the training outlined in Section 3.4.2. The assessment phase incorporated
two outcome tools, namely, Nottingham Extended Activities of Daily Living scale
(NEADL) * and EuroQol’® (EQ-5D) into the standard NASC Support Needs
Assessment Form (SNAF) *”. The NEADL is used to quantify an individual’s level
of functioning and the EQ-5D is a descriptive tool, measuring health status, which
features mental health and pain in the questionnaire. There are three scoring levels of
for each of the five dimensions (mobility, self-care, usual activities, pain/discomfort
and anxiety/depression). The SNAF is a tool developed within New Zealand. It has
traditionally been used by NASC to determine an older person’s level of need and to
direct the required input of HBSS to meet that need. It examines a number of areas
including cognition, informal caregiver stress, safety and nutrition. As previously
stated a number of studies have questioned the use of SNAF in the assessment of

C 60, 350-352

older people referred to NAS

Following this the areas of deficit identified using the SNAF, NEADL and EQ-5D

were listed and areas of importance (ranking) and areas that the participant wished to
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change (change score) were scored on a scale of 1-3 in the ‘issues list’. This allowed
for the development of a distal goal'* that was specific, measurable, attainable,
realistic and time oriented. In the example below this is, “to attend grand-daughters
baptism at St Cuthbert’s church on 22™ January”. Following this the distal goal was
broken into proximal goals" through a process of activity breakdown. This may
include addressing of areas of deficit that would prevent the older person from
attaining their goal (for example: falls risk; decreased muscle strength; difficulty with

showering and other personal cares).

14 Long term ot primary goal

15 Short term goals that need to be attained in order to progress towatds the distal goal
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The TARGET Process

Stage 1: Where the client is now

Assessment

Stage 2: Rationalising of domains

Ranking
(1,2,3...)

Change score
(1,2,3)

“The issues list”

Stage 3: Where the client wants to be

Development of

“to attend grand-daughters
SMART goal

Baptism on the 22" January at
St Cuthbert’s Church”

Stage 4: Reaching for the g

“The goal ladder”

Gouvem )

Distal goal Proximal goals

Stage 5: Goals as outcomes

Three monthly coordinator reviews
Changing package allocation
Discharge

Use of Allied health

Figure 3-1: The TARGET process

The subsequent step was for the goal ladder to be passed from the NASC to the

HBSS organisation. The NASC determined the number of hours of HBSS service to

be provided and the HBSS coordinator then operationalised the process into

concrete instructions to the HBSS support worker in the form of the support plan.

The support plan included the distal goal and goal ladder and a detailed description

of the tasks to be undertaken. This may have included the use of allied health

(occupational therapy, physiotherapy, speech language therapy or dietician) to

provide expert guidance into the tasks required to attain a participants goals.
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Three months after services were implemented to address the issues identified in the
goal ladder the HBSS coordinator reviewed the goal ladder and distal goal with the
client. The results of the review were then provided to the NASC with a
recommendation for either discharge from the service, an increase in hours or
maintenance of the current level of service provision. If services were to continue

then additional goals were identified with the client.

3.4.2 TARGET training

The NASC staff utilising TARGET and all HBSS coordinators attended a
standardised training programme prior to the start of the trial. This consisted of 2 72
days of direct facilitated training. Initially, the sessions explored the contemporary
understanding of the concept of goal facilitation among older people. Following this
there was intensive case study based coaching in the use of TARGET and the
implementation of the goal ladder by HBSS into a service delivery plan. At
completion of the structured training sessions the NASC and HBSS had successfully
completed five TARGET forms with clients. The components of this training are

shown in Appendix 4.

The intervention NASC and the HBSS coordinators then continued to meet monthly
for facilitated peer review sessions. These consisted of the presentation of completed

TARGETS and discussion around the implementation of the service delivery plan.

3.4.3 Control group process

The control group process utilised the SNAF undertaken by the NASC. Following
this the NASC identified with the participant the services that would be provided and
how many hours were required. This information was then passed to the HBSS
provider contracted to deliver services as per standard practice. There was no
identified process for reviewing the services required by the participant. This was due
to the service specifications that describe the anticipated structure of the services
provided to clients of HBSS organisations *"’. These form the basis for traditional
models of HBSS and specify that the client will be reviewed annually. As the duration
of follow up for clients in this study was only six months it was not anticipated that

reviews would be undertaken.
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The decision was made to provide the control group with standard care rather than
attempt to frequency match the anticipated increased interactions with the NASC
and HBSS in the intervention group. This was primarily to ensure that the
intervention was being compared to models of care currently being delivered with
New Zealand and so maximise the opportunities for finding differences between eh
two groups. Previous studies exploring the effect of new models of care on
functional ability of older people have utilised active control groups where the
control group were provided with a frequency matched programme that was
expected to have no effect on the outcomes of the trial >''*"’. However the authors
all acknowledge that the control programme had a positive effect on the study

outcomes.

3.5 Outcomes

The outcomes for the study were aligned to the objectives outlined above. The
model for analysis will be described by considering Figure 3.3 (page 105), 3.4 (page
114) and 3.5 (page 119). As can be seen in Figure 3.3 the interaction between the
TARGET tool and clinical outcomes for individual clients will be considered. In
addition the effect of interpersonal interactions between the NASC and HBSS
coordinators, the services provided to the client and client factors such as
motivation, involvement and their relationship with NASC and HBSS will be

considered.
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Figure 3-2: The potential clinical factors that influence the effect of TARGET on
clinical outcomes among a group of older people referred for Home
Based Support Services in CMDHB

3.5.1 Clinical effectiveness outcomes

Among the sample of older people participating in the trial, the following measures
were used to examine a diverse series of effects of the tool on clinical outcomes;
health related quality of life (HRQoL), physical function and social support. These
clinical outcomes were assessed at a participant’s entry into the study (baseline) and
at six months after entry into the study. The assessments were undertaken by
experienced researchers who were blinded to the participants’ allocation to the

control or intervention groups.

Health related quality of life: The World Health Organization (WHO) defines
quality of life as (pg. 4):

“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 >

Health Related Quality of Life (HRQoL) is considered a sub-division of quality of
life which (pg. 16),
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“includes the physical, psychological, and social functioning associated with an illness
or its treatment” ",

Due to the global ageing population and associated rise in chronic illness, HRQoL is
recognised as an increasingly important area for older people *'® ", In this study
health related quality of life was determined by the Short Form -36 survey tool (SF-
36) (QualityMetric Inc, Lincoln, US, for licence details see Appendix 3). The SF-36
health survey is a widely used health status questionnaire comprising of 36 items
selected from a larger pool of items used in the Medical Outcomes Study (MOS) *”.
The MOS was a large-scale multiyear survey of patients with prevalent and treatable
chronic health conditions in United States. The study employed a variety of
assessment instruments, such as self-administered questionnaires for patients and
clinicians, face-to-face interviews, telephone interviews, clinical reports, and health
examinations. The SF-36 health survey was administered longitudinally to measure
important health and functioning domains. The MOS was the first large-scale study
in which patients with different medical and psychiatric conditions completed the
same self-administered questionnaires. The MOS included both cross-sectional and
longitudinal components. Due to the need to screen a large number of patients to
identify those with the MOS-targeted conditions, a very brief HR-QOL survey was
used in the cross-sectional study. This 20-item short form health survey (SF-20)

consisted of 18 items used in a 1984 US national survey °'* "

plus single items
measuring social functioning and bodily pain *”".

Following this the more robust SF-36 was developed. The SF-36 health survey
explores eight health concepts. It also includes a single item that provides an

indication of perceived change in health. These are shown in Table 3.1.
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Table 3-1: The health domains of the Short Form 36 survey tool with the factor
coefficients used for calculating the two component scores

Descriptor Physical Component Mental Component
Physical functioning 0.42402 -0.22999
Role .11m1tat10ns due to 0.35119 1012329
physical problems

Bodily pain 0.31754 -0.09731
General health 0.24954 -0.01571
petceptions

Vitality 0.02877 0.23534
Social functioning -0.00753 0.26876
Role }1m1tat10ns due to -0.19206 0.43407
emotional problems

Mental health -0.22069 0.48581
Health transition 0 0

Factor analyses of the SF-36 health survey provides strong support for a 2-factor
model of health, with physical health reflected primarily by measures of physical
functioning, pain and role limitations due to physical health problems, and mental
health reflected primarily by measures of emotional well-being and role limitations
caused by emotional problems *****!. Physical (PCS) and mental (MCS) component
summary scales for the SF-36 health survey scales have been derived. The
contribution of the health domains toward determination of these scores are also
shown in Table 3.1. The component scores were calculated using the QualityMetric
scoring software (see Appendix 3 for licensing information). The first step in this
process is to take the raw health domain scores and subtract population normative
values and divide by the standard deviation of the normative value to determine a z-
score. Following this the z-score for each domain score is multiplied by the factor
coefficients shown in Table 3.1. Finally the converted z-scores are summed to

produce the component score.
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Lyons et al. ** determined the construct validity'® of the tool by interviewing a
random sample of 827 adults from Wales. Among the 216 adults aged 65 and over
the data were 98.8% complete. The evidence was satisfactory with the SF-36
distinguishing between those with and without markers of poorer health. They
concluded that the SF-36 is suitable for use with an older population when used in an

interview setting.

Cronbach alpha estimates (a measure of internal consistency reliability) for all of the
SF-36 health survey scales were 0.78 or higher in the MOS . This measure refers to
the ability of the tool to return the same results on different occasions **. Reliability
coefficients ranged from a low of 0.65 to a high of 0.94 in subgroups differing in age,
gender, ethnicity, education, socioeconomic status, diagnosis and disease severity >,
Similar reliability estimates have been achieved in a variety of other samples including

526, 527

older adults **, patients undergoing haemodialysis , patients with osteoarthritis

** and patients who have epilepsy **.

However, in a culturally heterogeneous population such as South Auckland any tool
used to examine quality of life needs to be culturally appropriate. Scott et al. >
explored the validity of the tool within New Zealand. They concluded that the
construct validity of the tool was of a high level. However, questions have been
raised about the appropriateness of using SF-36 in Maori populations **. In Maori
and Pacific models of health, mental and physical dimensions are not generally seen
as separable, or independently functioning . Scott et al. **’ contend that while
Maori and Pacific people’s views of health are diverse, some common themes
emerge. They suggest that health is not differentiated from well-being and it reflects
environmental, social, spiritual, psychological and physical dimensions and that no
separation of mind from body is recognised. Moreover, health is quintessentially a
social phenomenon or state, a property of family or even of community, rather than
of the individual. This raises the possibility that the questionnaire's hypothesised

structural model would not be supported among Maori and Pacific ethnic groups.

Scott ** examined the results of the 1996/97 New Zealand Health Survey and found

16 Construct validity measutes the extent to which a measurement covers all aspects of the topic it
purports to measure.
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a similar factor structure among New Zealand Europeans, and younger Maori (<45
years) to that reported by Ware et al. > °* for Western European countries. Among
Pacific people and older Maori (45 years and over), however, the factor structure did

not clearly differentiate physical and mental health components.

However, the SF-36 has purportedly been successfully applied to Maori populations
> Durie also states that more than any other readily available scale, SF-36 is capable
of reflecting a Maori view of health without being so broad that it is unmanageable
»' With a cognisance of the reported unproven ability of SF36 to capture
wairuatanga'’, the baseline and follow-up assessments of participants identified as
Miori also incorporated the community support portion of 'Hua Oranga™, a tool
developed by Dr Te Kani Kingi and Mason Durie to measure mental health for
Maori. Hua Oranga consists of three sets of 16 questions. One set was answered by
the kaumatua'” or kuia® participants in the study, the second set by their whanau and
the third by the NASC. The questions were administered to the Maori participants;
their whanau and the NASC involved in their care at follow-up assessment and
related the effect of services provided by HBSS to the aspects of the tool these
include whanau ora (health of the whanau) and wairuatanga (spirituality) and mental
well being. The questions are rated on a 5 point scale from -2 (much less able to
participate) to +2 (much more able to participate). The items included are shown
below in Table 3.2. The results obtained from asking the same questions of the three
stakeholders (client, whanau and NASC) are then combined for each participant and
divided by three to obtain an overall score. This is the standard method of scoring
54

Hua Oranga described by Kingi **, it results in a final score for each participant

ranging from -32 to +32.

17 Miori Spirituality

18 Respected tribal elders in a Miori community who have been involved with their whanau for a
number of years

Page| 109



Table 3-2:

more valued as

Components of Hua Oranga

more able to
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more able to

a person set goals by move without communicate
yourself pain or distress with your
whanau
stronger in more able to more more confident
yourself as a think, feel and committed to in your
Maori act in a positive having good relationships
manner physical health with other
people
more content more able to more able to clearer about
within yourself manage understand your
unwelcome how physical relationship
thoughts and health with your
feelings improves whanau
mental
wellbeing
healthier from more able to physically more able to
a spiritual point understand healthier participate in
of view how to deal your
with your community
health problem

Physical function: This was measured using the Short Physical Performance Battery
934 The battery consists of an assessment of standing balance, a timed 2.4 metre
walk test and a timed test of five repetitions of rising from a chair and sitting down.
Timed results from each test were categorised into 5-level variables ranging from 0
(worst performers) to 4 (best performers) according to well-established cut-points.
The cutoff points for the SPPB are based on a series of performance-based
normative data developed from previous community-based population studies **.

The sum of the results from the three categorised tests (ranging from 0 to 12) was

used for the present analyses.
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The scoring system for the three tests is summarised in Table 3.3. Participants unable
to complete the task relating to a particular test were scored 0. Walking speed was
evaluated measuring the participants usual gait speed over a four metre course. The
time needed to complete the task was recorded. To assess the chair stand test,
participants were asked to stand up from a chair with their arms folded across the
chest five times in a row as quickly as possible. Once again, the time needed to
complete the task was recorded. To assess the balance test, participants were asked to
perform three increasingly challenging standing positions: side-by-side position, semi-
tandem position, and tandem position. Participants were asked to hold each position

for 10 seconds.

Table 3-3: Scoring system for Short Physical Performance Battery component
scales
Score 0 1 2 3 4
Walking test Unable to  More than  4.66 to 3.62 to Less than
(time taken to complete  6.53 6.52 4.65 3.62

walk 4 metres
in seconds)

Chair stand test Unableto  More than 13.7 to 13.6 to Less than
(time taken to complete 16.7 16.6 11.2 111

complete five
sit to stands in

seconds)
Balance test Unable to  Able to Able to Able to Able to
(time in complete hold side hold semi- hold hold
seconds they by side tandem for tandem tandem
are able to position more than  position position
maintain each for 10 10 seconds  for 3 to for more
position) seconds but unable  9.99 than 10

but unable  to hold seconds seconds

to hold tandem

semi position

tandem

position

These tools were used due their high levels of wvalidity and reliability in the
assessment of older people reported in the literature >**>*. In addition, they are tools
that are commonly used in studies of functional ability and so will allow direct

comparisons with other studies within New Zealand and internationally. The tasks
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involved are all fundamental to undertaking personal activities of daily living and
have been shown to be appropriate across cultures and diverse socioeconomic

populations >,

Social support: This dimension was measured using the Duke Social Support Index
** The 35-item Duke Social Support Index (DSSI) measures multiple dimensions of
social support and has been used extensively in cross-sectional and longitudinal
studies of ageing 157, 161, 355557 "The DSSI, shown in Table 3.4, comprises 11 items with
two subscale scores. The social interaction subscale has four items (D1-D4) and the
satisfaction subscale has seven items (ID5-D11). The total score ranges from 11-47

with increased values indicating higher levels of support >,

The DSSI version used in the current study was condensed from the original 35 item
DSSI which had widespread use in studies of ageing **. This latest adaptation has
been successfully tested for reliability and wvalidity on the Australian older adult

population 558,560
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Table 3-4: The Duke Social Support Index (DSSI)

Question Scoring

1 | Other than members of your family how many person’s Zero people 1
in your local area do you feel you can depend on or feel One or two people 2
very close to? (number of people) Three + people 3

2 | How many times during the past week did you spend None 1
some time with someone who does not live with you, One or two 2
that is, you went to see them or they came to visit you or Three times + 3
you went out together?

3 | How many times did you talk to someone, friends, None or one time 1
relatives or others on the telephone in the past week Two to five times 2
(either they called you, or you called them)? Six times + 3

5 | Does it seem that your family and friends (i.e. people None of the time 1
who are important to you) understand you? Hardly ever 2

6 | Do you feel useful to your family and friends? Some of the time 3

7 | Do you know what is going on with your family and Most of the time 4
friends? All of the time 5

8 | When you are talking with your family and friends, do
you feel you are being listened to?

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 Extremely 1
have with your family and friends? dissatisfied

Very dissatisfied 2
Somewhat 3
dissatisfied

Satisfied mostof 4
the time

Satisfied all of the g
time

3.5.2 Interpersonal, service and client factors

The exploration of interpersonal factors, service factors and client factors considered
the effect of the interaction between the client, NASC and HBSS coordinators, the
effect of the different level of service provided to clients and the individual client
factors that impact on their willingness to participate in an active rehabilitation
episode. These included motivation, engagement and their relationship with the

NASC and HBSS staft. These are summarised in Figure 3.3 on page 105.
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Interpersonal factors: This explored the relationship existing between individual
NASC and HBSS staff members and also between their respective organisations. A
number of methods were utilised to measure this relationship. These are shown in

Figure 3.4.

SEMI-STRUCTURED INTERVIEWS OF
ALL NASC BEFORE TRAINING OF
INTERVENTION GROUP IN THE USE
OF TARGET

SEMI-STRUCTURED INTERVIEWS OF

ALL NASC AND HBSS RELATIONSHIP QUESTIONNAIRE
COORDINATORS FOLLOWING PROVIDED TO ALL NASC AT
TRAINING OF INTERVENTION GROUP BASELINE

IN USE OF TARGET

NASC COMPLETE MINI-
RELATIONSHIP QUESTIONNAIRE
FOR EACH CLIENT EPISODE

SEMI-STRUCTURED INTERVIEWS OF
ALL NASC AND HBSS
COORDINATORS SIX MONTHS AFTER
START OF TRIAL

Figure 3-3: The methods used to explore the impact of interpersonal factors on
the effect of TARGET on clinical outcomes among a group of older
people referred for home based support in CMDHB

The semi-structured interviews occurred at the NASC (n=14) or HBSS coordinators
(n=19) place of work or at a site decided on by the researcher and interviewee. They
were face to face semi-structured interviews which were used to determine common
themes around their work environment, role, organisational culture, values and
beliefs and relationships with other agencies. The interviews were undertaken by the
principal researcher and sought to explore components of both the second and third
objective. Specifically it focussed on the relationship between NASC and HBSS

coordinators and the factors relating to the NASC and HBSS organisations.
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The relationship questionnaire was adapted from a questionnaire developed by
Currall et al. *™ and was administered at baseline and six months after the
commencement of the trial. This tool assesses trust among the individuals who
provide the linking mechanism across organisational boundaries, namely, boundary
role person’s. Areas of the questionnaire that aligned with the themes arising from
the semi-structured interviews were included in the adapted questionnaire. The

relationship questionnaire is referred to as Trust 4 in Chapter 4.

The mini-relationship questionnaire was completed by NASC at the completion of
their referral of each client to an HBSS organisation. This tool consisted of three
questions. Firstly, a 0-10 rating of the perceived effectiveness of the interaction
between NASC and HBSS coordinator for that client (referred to as Trust 1 in
chapter 4). Following this the NASC rated their responses to the following questions
using the same scale: “I felt confident about asking the HBSS provider to fulfil the
tasks I outlined” (referred to as Trust 2) and “I will keep surveillance over the HBSS
provider after asking them to do something” (referred to as Trust 3). In addition
there was space for any relevant comments relating to that particular clients episode

of care. The items were compiled from the larger adapted questionnaire.

Service products: The analysis of the service factors involved examination of the
number and frequency of the hours of assistance requested by NASC for each client
together with information relating to reviews undertaken of the services provided to
the participants. This included any change in the number of hours of support
provided. In addition the HBSS service delivery plan for each client was analysed to
determine the tasks implemented by the HBSS support worker. Any referrals to allied
health (Occupational Therapy, Physiotherapy, Dietetics or Speech Language
Therapy) made by NASC in relation to a participants service delivery were also
recorded. Finally the goals set by the participants with the intervention group NASC
were analysed and coded using the International Classification of Functioning,
Disability and Health (ICF). The ICF provides a standard language and framework
for the description of health and health-related states. ICF is a multipurpose
classification intended for a wide range of uses in different sectors. It is a

classification of health and health-related domains that help to describe changes in
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body function and structure, what a person with a health condition can do in a
standard environment (their level of capacity), as well as what they actually do in their

usual environment (their level of performance).

These domains are classified from body, individual and societal perspectives by
means of two lists: a list of body functions and structure, and a list of domains of
activity and participation. In ICF, the term functioning refers to all body functions,
activities and participation, while disability is similarly an umbrella term for
impairments, activity limitations and participation restrictions. ICF also lists

environmental factors that interact with all these components.

Client characteristics: The consideration of the client characteristics is vital in
exploring the complexity of the effect of the TARGET tool on clinical outcomes.
The measurement of the impact of the client on the process involved numerous
methods and allowed for examination of the effect of the concepts of motivation
and engagement. In addition the relationship between the client and the NASC,

HBSS coordinator and the HBSS support worker were examined.

Motivation and engagement were determined by the use of the Proactive Coping

253

Inventory =7 (PCI). The PCI has been used extensively in studies examining coping,

243, 56

motivation and engagement of older people 1562 The measure was constructed

to assess different dimensions of a proactive approach to coping and consists of six
subscales:

1. The Proactive Coping Scale. This scale, consisting of 14 items, combines
autonomous goal setting with self-regulatory goal attainment cognitions and
behaviour.

2. The Reflective Coping Scale. This scale, with 11 items, describes simulation and
contemplation about a variety of possible behavioural alternatives by comparing
their imagined effectiveness and includes brainstorming, analysing problems and
resources, and generating hypothetical plans of action.

3. Strategic Planning. This 4-item scale focuses on the process of generating a goal-
oriented schedule of action in which extensive tasks are broken down into
manageable components

4. Instrumental Support Seeking. This scale (8 items) focuses on obtaining advice,
information and feedback from people in one’s social network when dealing with
stressofrs.
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5. Emotional Support Seeking. This 5-item scale is aimed at regulating temporary
emotional distress by disclosing to others feelings, evoking empathy and seeking
companionship from one’s social network.

6. Avoidance Coping. Avoidance Coping, measured by a 3-item scale, eludes action
in a demanding situation by delaying action.

The subscales of the PCI have been shown to have a high internal consistency
(Cronbach alphas from 0.71 to 0.85 for all six scales) and good item-total correlations
and acceptable skewness as an indicator of symmetry around the mean **> #*» %% °%,
The questionnaire was sent by post at baseline to all participants. If the questionnaire
was not returned in the prepaid envelope after a week then the participant was

telephoned by the principal researcher. At this point they were asked whether they

required any assistance in completing and returning the questionnaire.

The clients relationship with NASC, HBSS coordinator and HBSS support workers
was measured using the Home Care Satisfaction Measure (HCSM) ***>®, The HCSM
is a 60-item questionnaire based on consumer-defined notions of satisfaction. It
examines five main services (homemaker, health aide, case management, meal service
and grocery service) and provides a score of 0-100 for each. For the purposes of this
study the health aide and case management scales were used as these aligned most
closely with the services delivered in the area to be studied. Although developed to
measure satisfaction of homecare within the American system the HCSM has been

03 However, the current study is the first

extensively utilised in other countries
time the tool has been used in New Zealand. The wording / terminology were
modified where necessary to suit a New Zealand context. These modifications were
validated by a reference group of older consumers of services within CMDHB

(n=12, mean age=78 years).

The HCSM was administered at three months post randomisation using the same
method as the PCI questionnaire. In addition a sample of older people from the two
arms of the study was interviewed. These interviews were semi-structured and
explored the relationship between the older person and the NASC, HBSS
coordinators and the HBSS support workers. The interview guide was informed by

the available literature. The sub-sample interviewed was determined by randomly
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selecting seven participants recruited to each of the two arms of the study through
the use of numbers randomly generated using Microsoft Excel. The sample was
stratified to ensure that there was representation from clients of each of the NASC.
In addition at the time the HCSM was administered the participants were asked why
they had chosen the HBSS provider. The decision of which HBSS provider will
deliver services to clients is meant to be made solely by the client with no input from

the NASC staff.

Finally, a sub-sample of participants (n=14) were interviewed to ascertain their views
and attitudes towards the process of goal directed services implemented as part of
the trial. In addition, they were asked for their views on the level of quality of the
home based support services they received. The sub-sample was purposive in nature
and were chosen on the basis of NASC assessor, HBSS organisation, age, gender and
ethnicity. The interviews aimed to explore aspects relating to the second study
objective. Specifically they focussed on client factors such as involvement,
motivation and engagement and the relationship between the client and HBSS /

NASC.

3.5.3 Group interaction factors

As stated previously an understanding of the impact of the relationship existing
between individual NASC and HBSS coordinators required consideration of several
systems and processes within these organisations. These systems are summarised in
Figure 3.5 on page 119 and explored the organisational and group influences rather

than individual staff influences.

Page| 118



Chapter Three: Methods

CLINICAL INTERACTION SPHERE

HBSS

NASC ORGANISATIONAL BELIEFS
ORGANISATIONAL BELIEFS AND VALUES
AND VALUES EXPERIENCE OF STAFF
EXPERIENCE OF NASC STAFF STAFFING LEVELS
STAFFING LEVELS MANAGEMENT SUPPORT

FINANCIAL SUPPORT

MANAGEMENT SUPPORT

Interpersonal
factors

Service
factors
Client factors

Improved
clinical
outcomes

TARGET
tool

CLIENT / WHANAU
AGE
DISABILITY
SOCIAL SUPPORT
SOCIOECONOMIC FACTORS

CULTURAL FACTORS

Figure 3-4: The potential group interaction factors that influence the effect of
TARGET on clinical outcomes among a group of older people
referred for home based support in CMDHB

Needs Assessment Service Coordination: Within NASC these influences included
the beliefs and values of Counties Manukau District Health Board (CMDHB) and
also the NASC service. In addition the level of management support for
implementation of the TARGET tool was explored. This was ascertained by several
means.  Firstly during the interviews of individual NASC, (at baseline, after
completion of TARGET training and six months after the start of the trial), there
were questions directed at their individual understanding of their corporate and
organisational beliefs and values. Secondly documentation relating to home based
support services and NASC within CMDHB (such as District Annual Plan and
Strategic Plans) were examined. These three sources of information were analysed
using General Inductive Methodology (GIM) *” and themes and categories were
ascertained. The purpose of using an inductive approach is to: condense raw textual
data into a brief, summary format; establish clear links between the evaluation or

research objectives and the summary findings derived from the raw data; and develop
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a framework of the underlying structure of experiences or processes that are evident
in the raw data. Other factors considered were the experience of the NASC staff and
NASC staffing levels. The experience of the staff was determined by the number of
years they had been working as NASC within CMDHB and also the number of years

working as NASC in other areas.

Home Based Support Services: A similar approach was applied to the HBSS
organisations and their possible effect as wvariables in the study allowed for
exploration of the beliefs and values of each of the organisations. In addition
experience of the staff, management support for the implementation of the tool,
staffing levels and financial support were determined. HBSS coordinators and their
managers were interviewed to determine their understanding of their organisations
beliefs and values. GIM was used to determine themes among the different
organisations. The experience of the HBSS coordinators was obtained at the initial
interview. Details of the financial support provided by CMDHB to HBSS providers
as part of the implementation of TARGET was obtained from interviewing the

Funding and Planning representative and available documentation.

Client / whanau: Characteristics including the age and level of disability of
participants in the trial, together with the level of informal social support and
cultural, socioeconomic and environmental factors were collected. The age and level
of disability were collected at the baseline interview. Informal social support related
to any support provided to the client by family and friends who were not paid for
these services. This was collected as part of the standard NASC assessment.
Information relating to clients cultural, socio-economic and geographical factors was
obtained by recording their ethnicity and also the geographical location of their main
place of residence. This was then rated according to the ‘Atlas of Socioeconomic
Deprivation in New Zealand’” (NZDep) *". The effect of the TARGET tool on
these informal carers was ascertained by the use of the Caregiver Reaction
Assessment (CRA) *". The CRA is a 24-item instrument designed to measure the
reactions of family members to caring for older relatives with a variety of illnesses.
The scale is designed to assess specific aspects of the caregiving situation, including

both negative and positive dimensions of caregiving reactions. In 141 partners of
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patients with colorectal cancer in Netherlands, Nijboer identified five dimensions of

caregiver reactions were identified through exploratory factor analysis **:

e Caregiver’s esteem assesses the value or worth attributed to caregiving as a result
of the experience being rewarding or causing resentment (7 items);

e Lack of family support assesses the carer’s perception of being left with most of
the caregiving responsibility or of family members working together (5 items);

e Impact on finances assesses the adequacy, difficulty, and strain of finances on the
carer and family (3 items);

e Impact on schedule assesses the extent to which caregiving interrupts or
interferes with the carer’s regular activities (5 items); and

e Impact on health assesses the carer’s capability to provide care and health in
relation to caregiving (4 items).

These subscales indicate several of the attributes of caregiving appraisal, including
needs of care receiver placed above needs of caregiver, imbalanced relationship,
observable and perceived costs, chronic or repeated stressors, increased role
expectations, and the transactional process between caregiver and environment. This
instrument has been used in New Zealand, United States, the Netherlands, and
Australia °”. Reliability analyses showed that standardized Cronbach's alpha varied
between 0.62 and 0.83 for the separate subscales, indicating sufficient internal
consistencies .

The scale consists of 24 items ranging from a score of 1 (strongly agree) to 5
(strongly disagree); with obtainable scores ranging from 24-120. Low scores indicate
high levels of carer burden, and high scores indicate low levels of burden.

Table 3.5 on page 122 summarises the methods of data collection for each of the
perspectives and levels explored in determining the effectiveness of the TARGET

tool.
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Table 3-5: The methods used for data collection to examine the influence of
interpersonal, service and client factors on the effect of TARGET on
clinical outcomes among a group of older people referred for Home
Based Support Services in CMDHB

Face to face
with client

Face to face
semi-
structured
interviews
with frontline

Face to face
semi-
structured
interviews
with

Self- Analysis of
completed related
questionnaire documents

Clinical outcomes

staff

ENELTTS

SF-36, SPPB and
DSSI

v

Interpersonal, service

and client factors

NASC / HBSS
coordinator
relationship

v

Service provision

Client motivation and
engagement

Client relationship
with NASC / HBSS
coordinator and
HBSS support worker

Group interactions

NASC

Organisational beliefs
and values

Experience of NASC
staff

Staffing levels

Management support

HBSS

Organisational beliefs
and values

Experience of HBSS
staff

Staffing levels

Management support

Financial support

Proportion of different
types of support
workers within the
organisation

Client / whanau

Age of client

Clients level of
disability,
Socioeconomic
factors, Cultural
factors

Carer stress
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3.5.4 National socio-political factors

SOCIETAL AGEING PACIFIC DISABILITY
ACTION PLAN

NEW ZEALAND DISABILITY
HEALTH EXPENDITURE STRATEGY
MAORI HEALTH STRATEGY
wsworenr | SOCIO-POLITICAL
STRATEGY

INFLUENCES

CMDHB STRATEGIES
INTERNATIONAL TRENDS
IN COMMUNITY CARE
POSITIVE AGEING HEALTH OF OLDER
STRATEGY PEOPLES STRATEGY

Figure 3-5: The potential national socio-political factors that influence the effect
of TARGET on clinical outcomes among a group of older people
referred for Home Based Support Services in CMDHB

For completeness, Figure 3.6 depicts the various national socio-political factors that
could potentially influence the three systems described. These were not measured at
an individual level. However, cognisance of their impact was important to further
conceptualise the findings of the study. Analysis of national policies and CMDHB
specific documents was undertaken using General Inductive Method to determine

themes, categories and meaning.

3.6 Sample size

An objective of this trial was to compare self-reported quality of life between two
groups. Advice from an experienced biostatistician at the School of Population
Health, The University of Auckland estimated that a total sample size using the mean
SF-36 Physical Component score from a similar population of community dwelling

older people ™ for the control group (36.33) and SD of 11.11 and a power of 90%
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and alpha of 5%. A plausible 10% improvement in self-reported quality of life, from
36.33 to 39.93 would need 110 (55 per group) people with 10% dropout if the
participants were randomised individually. However, since the sample was cluster
randomised it was necessary to determine the design effect to ascertain the final

number of participants required.

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
is commonly referred to as a design effect (DEFF) and will almost always be greater
than 1 indicating that more clients are required to effectively achieve the same sample
size as that from the standard trial, which randomises at the client level. As
explained above, the DEFF increases as the within-cluster correlation and the
number of participants within a cluster increase. For example when Design Effect
equal 2, has double the variance and half the effective sample size compared to the

study without clustering.

The formula for Design Effect is:

DEFF = 1 + (m-1)* ICC

where m is the cluster size and ICC is Intra-cluster-

correlation

As can be seen from the formula above if the cluster size is large, even a small value
of ICC can have a large effect on sample size. The sample size required for a cluster-

randomised study is the sample size for individual randomised study times DEFF.

Determination of the ICC for the current study used information from similar cluster
randomised studies undertaken and The University of Auckland with older
community dwelling older people *™ . Analysis of the variance components from
these published models were determined and the ratio of the variance between
subjects over the total variance was calculated to give an ICC of 0.036. In addition,

the average anticipated cluster size (n=14) was determined following analysis of GP
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referrals to NASC (described in Section 3.7). This allowed the determination of a

conservative design effect of 1.5. This gives a sample size of 166 (83 in each group).

3.7 Randomisation

3.7.1 Sequence generation

The five steps in the randomisation process are summarised in Figure 3.7 on page
126. Step one involved collection of all referrals to NASC for HBSS from GP
practices within CMDHB from February to June 2006. Following this the referrals
were separated into the four geographical pods in which the NASC team worked.
Step three involved the allocation of GP practices to blocks within each pod. The
number of blocks within each pod corresponded to the number and full time
equivalent of NASC staff within each pod. The allocation was stratified in an attempt
to ensure that there was parity across the blocks in relation to numbers of referrals
received. In step four the blocks within each pod were randomly assigned as either
control or intervention. This activity was undertaken at a pod level to ensure that
there were equal numbers of each allocation within pods. Step five then involved the
allocation of individual NASC to either study group through the use of a numeric list
randomly generated within Microsoft Excel. Prior to the start of the trial the clusters
were trialled by the NASC team to determine whether the stratification was
successful and that the use of the clusters would not affect operational efficiency
within NASC. The result of this was that individual older people had their
randomisation status pre-assigned according to whether or not they were registered
with a GP allocated to the NASC staff utilising the TARGET tool (active) or a GP
allocated to NASC staff using usual processes for assessing the older person
(control). The participants GP was included in the mixed model of analysis
(described in Section 3.8.1 on page 130). This allowed for consideration of the effect

of the GP on participant outcomes.
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All referrals to NASC from
GP for HBSS Feb 2006 to
June 2006

v

Referrals separated into
Geographical pods

v

Pod 1 — 4 NASC staff

Pod 2 — 3 NASC staff Pod 3 — 5 NASC staff Pod 4 — 2 NASC staff

v

GP referrals allocated to
blocks within each pod

v

‘ BLOCK 1 ‘ ‘ BLOCK 2 ‘ ‘ BLOCK 5 ‘ ‘ BLOCK 11 ‘
‘ BLOCK 4 ‘ ‘ BLOCK 3 ‘ ‘ BLOCK 6 ‘ ‘ BLOCK 12 ‘
‘ BLOCK 7 ‘ ‘ BLOCK 14 ‘ ‘ BLOCK 9 ‘
‘ BLOCK 8 ‘ ‘ BLOCK 10 ‘

‘ BLOCK 13 ‘

4

Blocks in each pod allocated as intervention
or control through numeric list randomly
generated in Microsoft Excel

Y

BLOCK 1 - intervention ‘ ‘

BLOCK 2 - intervention ‘ ‘ BLOCK 5 - control ‘ ‘ BLOCK 11 - intervention ‘

‘ BLOCK 4 - intervention ‘ ‘

BLOCK 3 - control ‘ ‘ BLOCK 6 - intervention ‘ ‘ BLOCK 12 - control ‘

‘ BLOCK 7 - intervention ‘ ‘

BLOCK 14 - control ‘ ‘ BLOCK 9 - control ‘

‘ BLOCK 8 - control ‘

‘ BLOCK 10 - control ‘

‘ BLOCK 13 — intervention ‘

v

Blocks in each pod allocated as intervention
or control through numeric list randomly
generated in Microsoft Excel

v

‘ NASC 1 - intervention ‘ ‘

NASC 2 - intervention ‘ ‘ NASC 5 - control ‘ ‘ NASC 11 - intervention ‘

‘ NASC 4 - intervention ‘ ‘

NASC 6 - intervention

NASC 3 - control ‘ ‘ NASC 12 - control ‘

‘ NASC 7 - intervention ‘ ‘

NASC 14 - control ‘ ‘ NASC 9 - control ‘

‘ NASC 8 - control ‘

‘ NASC 10 - control ‘

‘ NASC 13 — intervention ‘

Figure 3-6:

Process of randomisation utilised in TARGET trial
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3.7.2 Implementation

The cluster randomisation of participants into control or intervention groups
according to the GP surgery to which they were registered reduced the risk of
contamination among NASC staff as it was possible to effectively separate the
operational client contacts undertaken by the intervention and control NASC staff.
During the course of the trial the allocation of participants to the two groups was
undertaken by the NASC administration staff and the allocation was not revealed to
the principal researcher until after consent had been obtained. This reduced the risk

of randomisation bias.

3.8 A mixed methods approach

Social research methodologies are often presented as ecither quantitative or
qualitative, and essentially belonging to one of two opposing paradigms. Quantitative

methodologies generally belong to the positivist paradigm "

(although qualitative
methods are also used by researchers working from positivist standpoints). The
positivist paradigm proposes that to study the impact of an intervention it is
necessary to undertake a study where individuals are selected and allocated to
treatment and control groups; the two or more groups are provided alternative
"treatments" and their progress (or decline) on one or more "dependent variables" is
recorded; finally, a statistical evaluation of the results is conducted aimed at assessing
whether a difference between the results in the two groups may be caused by chance.
Qualitative research encompasses many different methods of inquiry. The one thing
they all have in common is an interpretive, naturalistic approach to subject matter; in
other words that things are studied “in their natural settings, attempting to make

sense of, or interpret phenomena in terms of the meanings people bring to them” >,

The blending of qualitative and quantitative data in a single project, through mixed
method research can be advantageous in developing an evidence base for clinical
practice °”.  Quantitative studies are often strong on generalisability, precision and
control over extraneous variables but the tight controls associated with this approach
and the reduction of human experiences, characteristics and behaviour to numbers is

criticised for ‘failing to capture’ the human context of the situation >”. Qualitative
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studies are flexible and have the potential to explore insights into complex
phenomena but are usually of small, unrepresentative samples and use analytic

9

procedures that rely on subjective judgements °””. Therefore qualitative studies can

be criticised around problems of reliability and generalisability *.

Perhaps most importantly, while quantitative methods often demonstrate that
variables are related to one another they are often unable to explain why there may

be a relationship 379

. Qualitative method data collection may be especially useful in
the evaluation of complex interventions to inform the results of quantitative data by
placing it into real social contexts and enhancing understanding of social processes
' The integration of quantitative and qualitative design can provide insight into
why and how variables are related through the analysis of qualitative material *".
Using both quantitative and qualitative components allows data from one
component to be used to inform findings in other components allowing researchers

to gain multiple insights into complex phenomena **'.

In evaluation of health care
interventions this can inform the research, suggesting reasons why an intervention
was successful or unsuccessful and what the intervention was like in practice for the

participants ',

In this study, the multidimensional nature of exploring the effect of the goal
facilitation tool on clinical outcomes among the participants suggested that an
integrated mixed method study with quantitative and qualitative data collection
would provide insight into the causal processes and relationships that influenced the

services implemented.

3.8.1 Quantitative analysis

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) for analysis. All statistical tests were two-tailed and a five
percent significance level was maintained throughout the analyses. All treatment

evaluations were undertaken on the principle of ‘Intention to Treat’. No adjustments
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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 biostatistician Elizabeth Robinson (School of Population Health,
The University of Auckland) was performed and subsequent data analysis methods

derived.

Wojdyla ** states that when analysing cluster randomised studies it is important to
use sophisticated statistical techniques as application of standard statistical methods
(for example, linear regression) will tend to bias p-values downward, risking a
spurious claim of statistical significance. This is due to a potential lack of

independence among members of the same cluster.

To allow for this the effect of the use of the TARGET tool on the clinical outcomes
(HRQoL, physical function and social support) was examined using a linear mixed
model **. The use of Structural Equation Modelling (SEM) was considered as an
adjunct to the development of a mixed model. However, SEM encourages
confirmatory rather than exploratory modelling; thus, it is suited to theory testing
rather than theory development. With an accepted theory or otherwise confirmed
model, SEM can also be used inductively by specifying the model and using data to
estimate the values of free parameters. Often the initial hypothesis requires
adjustment in light of model evidence, but SEM is rarely used purely for exploration.
Mixed models (also known as hierarchical linear models, generalized linear mixed
models or random-effects models) are statistical models of parameters that vary at
more than one level. These models can be seen as more advanced forms of simple
linear regression and multiple linear regression, although they can also extend non-
linear models. They allow variance in outcome variables to be analysed at multiple
hierarchical levels, whereas in simple linear and multiple linear regression all effects
are modelled to occur at a single level.

% states that mixed models include additional random-effect terms, and are

Fox
often appropriate for representing clustered, and therefore dependent, data — arising,

for example, when data are collected hierarchically, when observations are taken on
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related individuals or when data are gathered over time on the same individuals.
Classical statistical methods assume that observations are independent and identically
distributed. Applied to clustered data, this assumption may lead to false results °*. In
contrast, the mixed effects model treats clustered data adequately and assumes two
sources of variation, within cluster and between clusters. Two types of coefficients
are distinguished in the mixed model: population-averaged and cluster (or subject) -
specific. The former have the same meaning as in classical statistics, but the latter are

random and are estimated as posteriori means.

Study outcomes: The primary outcome for analysis was the physical and mental
health of older people measured by a change in the SF-36 component scores. A
generalised linear mixed model for repeated measures and clustered data was used to
allow estimation of the treatment effect on the primary outcome and also on physical

function and social support.

The linear mixed model is expressed as:

Y=Xf+Zy+¢

Where:
Y is nx1 vector of observations (Y1,Y2....Yy);

< . (i Xin)
is an nxp fixed effects design matrix X . x. )
ni -

and Z is an nxg random effects design matrix(éi:i 2;)
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 were 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
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the model. It is acknowledged that the decision to determine the level of change over
time meant that including the baseline measures as a baseline variable and
concentrating on the final outcome was not performed. This has been reported to
increase the chance of regression to the mean **; a concept explored in Section 5.4.1.
However, residual analysis was performed to assess the impact of this.

The variables considered for use as classification variables and fixed effects are

shown in Table 3.6.

Table 3-6: Variables considered for use as classification variables and fixed
effects in a mixed model analysis of the effect of a designated goal
facilitation tool on clinical outcomes

Classification Fixed effects

variables

Clinical effectiveness outcomes

Client factors

Proactive coping inventory score
Home Care Satisfaction Measure score
Caregiver Reaction Assessment score

Service factors
Hours of HBSS package
Interpersonal factors

NASC trust questionnaires score

Group interaction sphere

Client factors Client factors
Age Socioeconomic status (NZDEP)
Sex NASC
Ethnicity

Level of experience
Staffing levels

HBSS

Level of experience
Coordinator staffing levels
Ratio of coordinators to support workers

Local environmental factors

Other support received by the client from formal and informal
services

The model entered into SAS 9.1 to determine this result is shown in Table 3.7. it was
acknowledged that the determination of the most appropriate model is both an art

and a science *'. To compile the most parsimonious model a multi level approach
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was utilised on the basis of biostatistical advice. Firstly, variables were included that
were shown from the literature to be related to the outcome. Following this variables
were included in a stepwise manner with a cognisance of the F- and p- values. Finally
the goodness of fit measures (BIC and AIC) and the residual variance were

examined.

Table 3-7: Mixed model entered into SAS 9.1 to ascertain the effect of TARGET

on SF-36
Programme Line number ‘
proc mixed data=datafile; 1
Classification variables; 2

Model sf36pcs= fixed effect variables /ddfm = kr 3

residual;
random int / subject =random effect variable 4
repeated ntime / type = ar(1) subject = id*gp; 5
Ismeans i_c*ntime; 6
run; 7

The DDFM=KR option (line 3) performs the degrees-of-freedom calculations

%8 This approximation involves inflating the

detailed by Kenward and Roger
estimated variance-covariance matrix of the fixed and random effects by the method
proposed by Prasad and Rao ** and Harville and Jeske *. Satterthwaite-type degrees
of freedom are then computed based on this adjustment. By default, the observed

information matrix of the covariance parameter estimates is used in the calculations.

For correlation between measurements at different time periods on the same older
person participant, an autoregressive covariance structure was used to model the
correlation. The covariance structure for the model is specified as ar(1) and is shown

on line 5. This refers to first order autoregressive. Cnaan 1

suggests that in cases
where the observations have a clear ordering or structure, some investigators
alternatively assume that correlation among the covariance matrix zs non-zero, and
varies in a systematic way. However the effect of clustering within groups was also

considered using the SAS default variance component option.
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The randomisation unit (NASC clusters) was included as a random effect.
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. Means were adjusted for the other variables in the model with the

appropriate standard errors presented.

An obvious question when examining the results presented above relates to the size
of residual variation within the model. In the commonly used linear univariate model,
the sample squared multiple correlation coefficient, R * measures the maximum
overall linear association of a single-dependent variable with several independent
variables. In the multivariate model, R * corresponds to comparing two models: (1) a
full model that consists of p—1 independent predictors and an intercept; (2) a null
model that has only the intercept. It also measures the overall linear association of
one (dependent) variable Y with several other (independent) variables X1, X2. .. X
p—1, which corresponds to adding p—1 predictors to an intercept-only model. Most
linear regression and ANOVA software packages provide the model (overall) R °.
However, little attention has been given to developing an R * statistic for the linear

mixed model.

The linear mixed model utilised in this study explicitly specifies not only the mean
structure but also the covariance structure. Hence three types of model comparisons
can occur: (i) Compare mean models with the same covariance structure. Nested
mean models are the most common. (if) Compare covariance models with the same
mean structure. Two linear mixed models may be nested or non-nested in the
covariance models. (iii) Compare linear mixed models with different mean and
different covariance structures. Consequently any definition of an R * statistic for the
linear mixed model must account for the distinction between the proportion of
variation in the response explained by the fixed effects (in the mean model) and the
proportion explained by the random effects (in the covariance model). The same
distinction arises in measuring the degree of association between the repeated

outcomes and the fixed effects.
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This necessitates the use of other means to ascertain the size of residual variation
inherent in the model. Residuals are differences between the observed values and the
corresponding values that are predicted by the model and thus they represent the
variance that is not explained by the model. As such, the residuals can be regarded as
the result of drawing random samples from a distribution. The better the fit of the

model, the smaller the values of residuals.

The crucial assumption of regression analysis is that the residual errors, the
deviations of the observed values of the response from their predictions, are
independent and identically distributed with a mean of zero. Studentised residuals
were used rather than raw residual values. These are the quotient resulting from

division of a residual by an estimate of its standard deviation. This is advocated by

92 593

Smythe ** and Bates * as typically the standard deviations of raw residuals in a
sample vary greatly from one data point to another even when the errors all have the
same standard deviation, particularly in regression analysis; thus it does not make

sense to compare residuals at different data points without first Studentising.

The presentation of residuals within the analysis is shown in Table 3.7 as the

‘residual’ statement on line 3. This option provides an estimation of the following:

e Residual-by-predicted plot
A residual-by-predicted plot is commonly used to diagnose nonlinearity or
nonconstant error variance. It is also used to find outliers.

e Residual normal Q-Q plot

The normal quantile of the 7th ordered residual is computed as
1 (i —-0.3 75)
n+ 0.25

-1. . . .. .
Where @~ is the inverse standard cumulative normal distribution.

If the residuals are normally distributed, the points on the residual normal quantile-
quantile plot should lie approximately on a straight line with residual mean as the
intercept and residual standard deviation as the slope.

e Residual histogram

e Residual statistics
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This includes information on the measures of fit statistics and compares the fitted
function value calculated for the model (also called the objective function) with the

values calculated as residuals.

A further method for comparing models explores the goodness of fit of the model.
Measures of goodness of fit typically summarise the discrepancy between observed
values and the values expected under the model in question. This is determined by
calculating the Bayesian information critetion (BIC) and Akaike's information
criterion (AIC). The goodness of fit of a statistical model describes how well it fits a
set of observations. The technique involves comparison of the values generated for
AIC and BIC across models with different covariates included. The model that is

chosen is the one with the smallest values of AIC and BIC.

Statistical interpretation: The current study 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 readet’s
interpretation of the strength of evidence. Additionally, clinical interpretation will be
explored where appropriate. Bland and Altman **** highlight 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 " 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 ** refuted the use of adjustments for multiple tests as it
“mechanizes and thereby trivializes the interpretive problem.” Consequently, it is
most important to recognise that p values have not been adjusted in the current study
so that the results can be interpreted within the context of the number of tests

undertaken.

Page| 135



Chapter Three: Methods

3.8.1 Qualitative analysis
Rationale: Qualitative research is about examining meanings, experiences and

599

practices of people within the social context in which they exist Interpretive

research offers an understanding of roles and relationships, exploring the what, how

600

and why of phenomena While quantitative research seeks to examine causal

relationships between variables it is in qualitative approaches that researchers seek to

601
. Researchers

describe, understand and give meaning to social experiences
recognise the complexity of human behaviour and the social world where the
emphasis is placed upon multiple, interacting realities that can only be studied as a
whole . Qualitative research has developed a variety of theoretical traditions but
all qualitative studies share the goal of describing this complexity of human

*? The process of

experience within its context and learning from informants
qualitative data analysis takes many forms, but is essentially a nonmathematical
analytical procedure that involves the examination of the meaning of people’s words

and actions *.

The use of interviewing and examining relevant documentation
within the current study was integral to exploring the mode of action for the
TARGET tool on the clinical outcomes. Such contextualisation of the data increases
the ability to inform future development of services in environments other than the

one used in the current study.

The interviews and documentary evidence (summarised in Table 3.8) were examined
to determine the effect of the tool on service provision. The interview guides are
shown in Appendix 5. The interview transcripts / documents were analysed using a
general inductive approach as this is a commonly used systematic procedure used for
analysing qualitative data °”. The use of an inductive approach is common in several
types of qualitative data analyses, especially grounded theory °”. It is consistent with
the general patterns of qualitative data analysis described by other authors ** .
Three broad tasks for qualitative data analysis were described by Miles and

606
Huberman *°

(pp. 10-11): data reduction, data display, and conclusion drawing or
verification. Although the general inductive approach is consistent with Miles and

Huberman’s analytic framework, it differs in providing a more detailed set of
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procedures for analysing and reporting qualitative data (data reduction and display)

than is provided in their description.

The process of using this approach began with transcription of the interviews. These
transcripts were analysed for apparent themes by an independent researcher
experienced in general inductive approach. Analysis of the transcripts was performed
and themes were identified by a process of repeated review. The data was then
organised into initial codes. Following this, higher codes were developed that
encompassed these initial codes and provided insight into the identified themes.

Appropriate text segments were then assigned to each category.

Following the development of the categories, the research objectives, categories and
the descriptions of each category were provided to an independent coder together
with a sample of the raw text. The coder was then asked to assign the text to the
categories developed.

Throughout the process there was continuous revision and refinement of the
categories and themes. This was undertaken using constant comparison as advocated
by Pope, Ziebland and Mays " and involved each item being checked and compared

with the rest of the data to establish analytical categories.

Table 3-8: Sources of qualitative data

Source n=
Relevant national and local policies and strategy documents 6
Funding and Planning manager 1
HBSS managers 5
NASC 14
HBSS coordinators 19
Older participants 14

3.9 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
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extent to which the items within the instrument are consistent with each other **.
Validity is defined as the extent to which the instrument administered measures what
it is intended to measure ®®. For this research, a number of measures have been

undertaken to increase the reliability and validity of the study.

Firstly, the two data collectors were highly experienced health professionals who had
extensive previous experience conducting research interviews with older people. This
study was a single-blinded RCT where the assessor (at baseline and follow-up) was
unaware of the treatment assignment; this reduced bias during the data collection
process ”. The study design incorporated cluster randomisation which involves a
group being allocated to treatments rather than randomisation of the individual .
For this study, cluster randomisation was used for practical reasons and to minimise
treatment contamination between participants in the intervention and control groups
" Furthermore, a number of scale measurements were used to examine the

participants’ physical, mental and social wellbeing. Repeated measures of these

assessments were conducted at baseline and at six months after entry into the study.

3.10 Adverse events reporting

The incidence of adverse events was monitored throughout the study. A distinction
was drawn between side effects that are distressing and unpleasant, but not harmful
to the participant, and adverse effects that were potentially harmful to the participant
and required discontinuation of the intervention.

When an event occurred the researcher was alerted to this through consultation with
the relevant HBSS provider and NASC within one week. The date, effect of the
event, any alteration to service provision and details of what had occurred were

recorded.

3.11 Summary

This chapter has illustrated the methods utilised to examine the effect of a designated
goal facilitation tool on clinical outcomes among a sample of older people referred
for home based support services in New Zealand. The model developed to allow for

consideration of the different variables that could potentially affect health related
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quality of life, social support and physical function among the participants has been
described. The rationale for the choice of tools used to assess the various outcomes
of interest has been explained, together with issues relating to methodology and the
preferred techniques to be used to analyse the data arising from the study. The
following chapter will describe the findings. Once more the model developed in

Chapters One and Two will be used as a framework to present the data obtained.
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Chapter Four: Results
4.1 Introduction

This chapter will report the data arising from the examination of the effect of the
TARGET tool on clinical outcomes among a sample of older people referred for
home based support. The degree of alignment of services to incorporate aspects of a
restorative model of HBSS resulting from the use of TARGET is also described. The
hierarchical model developed in the preceding chapters will be utilised to explore the
effects of the different variables on the Health Related Quality of Life (HRQoL),
physical function and social support among the sample. The chapter begins with a
description of the recruitment and randomisation of the sample, followed by an
examination of the potential effect of the ‘national socio-political’ influences. This
data was obtained by analysis of policy documents at both a local DHB and a
national New Zealand wide context. Following this the findings from the clinical
interaction component of the model will be described. Initially the client / whanau
baseline characteristics of the sample will be described. This includes: age; gender,
level of social support; socio-economic factors; ethnicity and environmental factors.
The NASC and HBSS components of the clinical interaction sphere will then be
presented. This includes examination of the level of management support within
each organisation together with the span of control. Available documents relating to
each organisation will be described to further contextualise each HBSS organisations
alignment to the concepts of restorative home based support described in the
literature review. The level of expertise and professional background of the NASC
or HBSS coordinator will also be described. Findings from the interviews undertaken
with NASC, NASC managers, funding and planning staff, HBSS managers and

HBSS coordinators will be presented to complement the data obtained.

The client interaction level will describe the interpersonal, service and client factors
relating to effectiveness of the TARGET tool. The interpersonal factors will allow
for presentation of the level of perceived trust between NASC and HBSS
organisations. In addition themes arising from interviews conducted with NASC and
HBSS coordinators relating to the relationship will be described. Consideration of

the service factors will include description of the level and type of services provided
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to clients by HBSS as a result of NASC assessment. The types of services provided
were classified as described in the previous chapter (Section 3.5.2.2, page 115). The
description of the client factors will consist of analysis of the level of proactive
coping for each participant. In addition the level of satisfaction of the client relating
to the NASC and HBSS organisation will be presented. Themes arising from

interviews with a sample of the clients will be presented.

4.2 Recruitment

The recruitment period for participants lasted eight months (September 2007 — May
2008). The breakdown of older people recruited to the study is presented in Figure
4.1. Of the 4234 clients screened 69.5 % (2944) were previously known to NASC
and so were excluded. A large proportion of new clients referred to NASC were
ineligible. Of the remaining 1290 clients 1027 were ineligible for inclusion in the trial
due to inappropriate referral to NASC, referral for other services or cognitive
impairment. This left 263 clients eligible for inclusion in the study. A total of 47
people declined to enter the trial at initial contact by CMDHB staff and a further 11
declined to enter the trial during the consenting process. Of note, 205 older people
were registered and randomised to the trial; eight participants withdrew from the

study (six from the control group and two from the intervention group).

Page | 141



Chapter Four - Results

2944 (69.5%) referrals
for clients known to
NASC

All referrals to CMD} NASC September 2007 to June 2008
L 2
4234 referrals
screened
1
¥ ¥

1290 (30.5%) new
referrals to NASC

3

Ineligible (n=1027, 79.6%))

duration) (n=499)

out of area) (n=401)

score) (n=23)

Referral to Meals on Wheels service (n=104)
Referral to short term home based service (<6 weeks

Inappropriate referral (re-referred to allied health, social
work, mental health, under 65 NASC, InterNASC transfer,

Cognitvely impaired (<7/10 on abbreviated mental test

h 4

Eligible (n=263,
20.4%)

+

Declined on initial
contact from CMDHB
staff (n=47, 17.9%)

h 4
Agreed to be
contacted by

Research team
(n=216, 82.1%)
|

\ 2

Declined at consent
(n=11, 5.1%)

Consented to
participate and
entered trial (n=205,

94.9%)
A 4
Control (n=97) Intervention (n=108)
1 1
\ 2 L 4 \ 2 L 4
Withdrew from .
study (n=6) B irom Completed
4 died, 2 Completed study (n=2) follow up
declinet,'i to follow up (n=91) 2 declined to (n=106)
have follow-up
have follow-up

Recruitment for a trial exploring the impact the effect of TARGET on
clinical outcomes among a group of older people referred for home
based support in CMDHB

Figure 4-1:

At randomisation, the participants were allocated to one of the seven intervention or
seven control NASC for assessment of their need. Table 4.1 shows the number of
participants randomised to each cluster. The clusters varied in size from ten
participants (cluster 7) to 19 (clusters 11 and 13). Such variation in cluster size was
unexpected and was due to the number of referrals to the GP practices allocated to

each of the NASC.
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Table 4-1: Number of participants in each cluster

Cluster number Intervention/control Number of participants

1 Intervention 15
2 Intervention 15
3 Control 13
4 Intervention 13
5 Control 14
6 Intervention 17
7 Intervention 10
8 Control 15
9 Control 14
10 Control 12
11 Intervention 19
12 Control 13
13 Intervention 19
14 Control 16

4.3 National socio-political influences

This section will present the findings of analysis of the national socio-political
influences. This will include a description of the themes and categories arising from
analysis of policy documents produced by CMDHB in response to the national
policies relating to older people. These national policies are described in chapter one.
The local CMDHB documents were the: CMDHB District Strategic Plan (DSP),
CMDHB District Annual Plan (DAP), the CMDHB Health of Older Peoples Action
Plan (HOPAP) and the Whanau Ora Plan (WOP). The DAP describes the DHBs
intentions to continue to advance the strategic direction described in the DSP
including the DHB resources required and how the DHB will measure progress in
achieving these intentions. The HOPAP describes the planned actions by CMDHB
from 2006 through to 2010 in order to meet the health and disability needs of older
people in Counties Manukau. The WOP describes the strategy within the DHB to
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drive initiatives that improve Maori Health and Disability, including services to older

Maori. The themes and categories are shown in Figure 4.2.

CATEGORIES THEMES

Collaboration

Innovation

Quality improvement

Service development

Population changes

Partnership

Interactions with clients
Values

Cultural appropriateness

Funding and planning
NASC
Roles
HBSS
Client / whanau
Figure 4-2: Categories and themes from analysis of relevant CMDHB policy

documents
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Quality improvement: The theme of quality improvement was apparent across all
the documents examined. Four categories comprised this theme. The first was
collaboration. The DSP and DAP both described this as imperative to the continued

improvement to services provided within the region.

“To work in partnership with our communities to improve the health status of all,

with particular emphasis on Maori and Pacific peoples and other commmnities with
health disparities” (DAP and DSP).

“Achieving success by working together and valuing each other’s skills and
contributions” (DAP).
The DAP continues to describe the need for continued development of

collaboration between services.

“Working alongside and encouraging others in health and related sectors to ensure a
common focus” (DAP).
The HOPAP explores the need for collaboration across sectors to ensure that

services are appropriate for the client.

“Working together to provide an integrated continunm of care so that an older
person is able to access needed services at the right time, in the right place and from
the right provider” (HOPAP).

The second category related to the ongoing need for innovation in service planning

and delivery.

“We will need a more radical approach to quality, one that is very much focussed on
patients; it will require re-thinking and redesigning to ensure that care provided is of

the highest quality and better placed to meet the needs of patients regardless of
cultural background” (DAP).

“IThere is a need to] constantly seeking and striving for new ideas and solutions”

(DSP).
The category of service development was evident across a number of the sources.

“Begun investment in home-based and community services for older people, to
support ‘ageing-in-place” (DAP).

“IWithin HBSS] currently work on the assessment tools, funding models, care
provision models and capacity building is underway” (HOPAP).

“[There is a need to] develop a range of health and disability support services to
provide flexible, coordinated support for older people to age in place” (HOPAP).
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The final category related to population changes within the DHB that were driving

the need to develop more flexible services.

“Our population has high deprivation, is ethnically diverse with high health needs,
and is growing faster than anywhere else in New Zealand” (DSP).

Interactions with clients: The second theme concerned interactions with clients
and their family/whanau. The concept of partnership was advocated strongly across

the data sources.

“Tnvolve older people, and their families/ whanau and carers where appropriate, in
service planning and decisions about their care and support” (HOPAP).

“Working alongside older people as members of families, whanan and the
community” (DSP).

In addition a need for a recognition of client values and cultural beliefs was

reinforced across the documents examined.

“Treating people with respect and dignity: valuing individual and cultural differences
and diversity” (DSP).

“Planning for culturally appropriate services to meet the increasing diversity of older
people” (HOPAP).

Roles: Lastly, the theme of increased definition of roles in the proposed services was
apparent. This related to the Funding and Planning'’ within the DHB, NASC, HBSS

and the client.

“The NASC service has recognised the need for diversity of skills for assessors to

respond to the increasing demand for clinical and social evalnation in the needs

19 Since 2001/02 funding responsibility has been progressively devolved to CMDHB for health and
disability support services within South Auckland. These services include personal health (i.c.
primary, secondary and tertiary care services, Maoti health, Pacific health, primary referred services
and oral health), mental health, and services for older people. The Ministry of Health retains
funding responsibility for the remaining health and disability services including the balance of the
primary maternity services, disability services for those under 65 years of age, (except for those
clinically assessed by CMDHB geriatricians as close in age and interest), public health and national
personal health contracts.

Where services have been devolved to the DHB, the Funding and Planning arm’s responsibilities
encompass: (i) payment of providers; (i) monitoring and audit of provider performance; (iii)
management of relationships with providers; (iv) re-negotiation of service agreements that expire;
and (v) identification of where the agreements fit into the district’s priorities.
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assessment for the older person. A review is underway to explore the future
workforce and skills needs of the NASC agency” (HOPAP).

“The importance of HBSS in supporting ageing-in-place people at home is
recognised by CMDHB. The existing service model has been reviewed” (HOPAP).

This section has allowed for contextualisation of the study within the local CMDHB
environment. The following section will explore the clinical interaction sphere of the

model to be used for analysis.

4.4 Clinical interaction sphere

The client / whanau influences on the effectiveness of the TARGET tool together
with the NASC and HBSS related factors are considered in the next section. These

influences are summarised in Figure 4.3.

CLINICAL INTERACTION
SPHERE

NASC HBSS

ORGANISATIONAL BELIEFS AND VALUES LOET/?;T\SIS:PSR?EI//:};SSHEE;:SS ?gg(\illﬁkzgi
LEVEL OF PREPAREDNESS FOR CHANGE

EXPERIENCE OF NASC STAFF EEERIAE O SIAA?
STAFFING LEVELS
STAFFING LEVELS
MANAGEMENT SUPPORT IO RRORY
FINANCIAL SUPPORT

CLIENT / WHANAU

AGE
DISABILITY
SOCIAL SUPPORT
SOCIOECONOMIC FACTORS
CULTURAL FACTORS
ENVIRONMENTAL FACTORS

Figure 4-3: The clinical interaction component of a model utilised to examine
the effect of the TARGET tool on clinical outcomes

4.4.1 Client/ whanau

This section considers the impact of age, physical performance, living arrangement

and environmental factors together with cultural influences and informal support
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among the participants randomised to the intervention and control groups. Table 4.2
(page 149) shows the demographic information for the participants in the two
groups. Information is shown for gender, ethnicity and the living arrangement of the
participants in the two groups. In addition the percentage of participants classified in
each NZDep rating is listed to describe the socioeconomic status of the sample. The
participants in the intervention group had a greater mean age, with a higher
proportion of females and people of New Zealand European ethnicity. The control
group had a higher number of participants of Asian ethnicity (n=7) than the
intervention group (n=1). There appeared to be little difference between the two
groups in terms of the living arrangement reported at baseline data collection. In
addition the NZDep rating of participants in the two groups did not appear to be

different™.

2 Statistical testing on the level of difference between the two groups in relation to these variables
was not undertaken. The rationale for this is described in Chapter 5.
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Table 4-2: Client / whanau characteristics for participants in intervention and

control groups

Descriptors

Intervention

group (n=108)

Control Group
(n=97)

Age (mean years, [standard 79.08, [6.93] 76.90, [7.61]
deviation])

Gender (%, [n=])

Male 28.7, [31] 39.2, [38]
Female 71.3, [77] 60.8, [59]
Ethnicity (%, [n=])

New Zealand European 81.5, [88] 73.2, [71]
Maori 7.4, 8] 8.3, [8]
Pacific Island 10.2, [11] 11.3, [11]
Asian 0.9, [1] 7.2, [7]
Living arrangement (%, [n=])

lives alone 63.9, [69] 61.9, [60]
lives with partner 15.7, [17] 14.4, [14]
lives with other family 17.6, [19] 19.6, [19]
lives with people other than family 0, [0] 1.0, 1]
lives in retirement village 2.8, [3] 3.1, [3]
NZDep rating (%, [n=])

1 (least deprived) 0.9, [1] 0, [0]

2 17.6, [19] 9.3, [9]

3 1.0, [1] 5.2, 9]

4 6.5, [7] 9.3, [9]

5 0.5, [7] 6.2, [6]

6 15.7, [17] 16.5, [106]
7 0, [0] 0, [0]

8 19.4, [21] 14.4, [14]
9 19.4, |21] 24.7, [24]
10 (most deprived) 12.0, [13] 14.4, [14]

Baseline characteristics: Table 4.3 (page 151) shows the baseline characteristics for

the participants randomised to the control and intervention groups. The mean scores
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for the primary outcome of HRQoL (as determined by the two SF-36 component
scores) are presented. The remainder of the table shows the mean scores for the
physical performance measure (short physical performance battery (SPPB) and the
components comprising that score (chair stand test, gait speed and balance). Lastly
the mean score for the measure of social support (Dukes Social Support Index) is

shown. Standard deviation values are shown for all the variables.

Of particular note are the lower baseline values for the SF-36 MCS and PCS in the
intervention group. This shows that, in comparison to the control group, the
intervention group had lower average estimates of their HRQoL at entry into the
study. The remaining variables are similar across the two groups. The baseline
characteristics are only included as covariates in the statistical analysis presented in
Section 4.6.1 (page 202) if the model of analysis showed a significant relationship

with the dependent variable.
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Table 4-3: Baseline characteristics for intervention and control groups

Control
Group (n=97)

Descriptor Intervention

group (n=108)

Mean SF-36 PCS (score, [sd] , 95% CI) 34.16 (9.50), 36.33 (11.11),
32.34-35.96 34.09-38.57
Mean SF-36 MCS (score, [sd], 95% CI) 51.70 (10.58), 52.34 (9.35),
49.65-53.72 50.46-54.23
Mean SPPB total (score, [sd] , 95% CI)? 6.11, [3.17], 6.36, [3.18],
5.51-6.72 5.72-7.00
Mean SPPB  balance component(score, 2.61, [1.45], 2.72, [1.35],
[sd], 95% CD)# 2.34-2.89 2452.99
Mean SPPB gait speed component (score, 2.24, [1.106], 2.33, [1.28],
[sd] , 95% CD)Z 2.02-2.46 2.07-2.59
Mean time to walk three metres (seconds, 12.09, [7.27], 12.57,[9.28],
[sd] , 95% CI) 10.65-13.53 10.66-14.48
Mean SPPB chair stand test component 1.26, [1.09], 1.27, [1.05],
(score, [sd] , 95% CI)* 1.05-1.47 1.06-1.48
Mean time to complete repeated chair 21.14, [8.80], 19.98, [8.18],
stand test (seconds, [sd] , 95% CI)?® 19.18-23.10 18.07-21.89
Mean Dukes Social Support Index (score, 38.60, [4.21], 38.12, [5.39],
[sd] , 95% CI) 37.80-39.40 37.04-39.21

The next section will describe the distribution and characteristics of informal
caregivers for the participants in the two groups. This will further contextualise the
apparent difference in health related quality of life across the intervention and

control groups.

Informal carers: Table 4.4 (page 152) shows the percentage of participants in the
two study groups who identified a designated informal caregiver. In addition the

living arrangement of the caregiver is presented. Finally the mean values and standard

21 Maximum score =12
2 Maximum score =4
2 Maximum score =4
24 Maximum score =4

% Sit to stand five times
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deviations are shown for the baseline Caregiver Reaction Assessment (CRA) scores
across the intervention and control groups. A total of 33 of the participants (68.98%)
in the intervention group had a designated informal caregiver, as opposed to 41
participants in the control group (57.22%). The proportion of participants with an
identified caregiver who lived alone was higher in the intervention group, whereas a
higher proportion of participants lived with other family members in the control
group. The mean CRA scores showed similar levels of caregiver stress between the

informal caregivers of participants in the two groups (77.76 vs. 78.23).

Table 4-4: Characteristics and baseline caregiver stress levels across
intervention and control groups

Proportion of participants with informal 69.0, [52] 57.2,[32]

caregiver identified (%o, [n=])

Participant living arrangement where informal caregiver identified (%o, [n=])

lives alone 53.0, [27] 41.4, [13]
lives with partner 20.1, [11] 22.5, [7]

lives with other family 25.5, [13] 32.4, [10]
lives with people other than family 0 1.8, [1]

lives in retirement village 1.4, [1] 1.8, [1]
Caregiver Reaction Assessment Scale (mean 77.76, [13.61] 78.23, [16.62]

score, [sd], 95% CI)2

Table 4.5 shows the mean SF-36 PCS and MCS scores for participants with no
informal caregiver identified at baseline. The difference between the intervention and
control groups in the mean SF-36 component scores is similar in the total sample
and this subsample. Similar trends are observed in the component scores. In addition
the physical performance measure (SPPB) is higher in this subsample of the
intervention group than in the control group (7.12 vs. 6.83) showing that the
participants in the intervention group with no informal caregiver had higher levels of

functional ability but had a lower ratings of HRQoL than those in the control group.

% QOut of a total of 120, higher scores indicate greater levels of cater stress
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Table 4-5: Baseline SPPB and SF36 scores in participants with no informal
caregiver identified

Descriptor Intervention Control Group
group (n=33) (n=41)

Mean SPPB total (/12), [sd], 95% CI 7.12,[2.73], 6.83, [ 2.98],
5.82-7.26 4.66-6.57

Mean Baseline SF-36 PCS Score, [sd], 306.38, [8.72], 34.80, [10.84],

95% CI 33.00.3948 31.44-38.28

Mean Baseline SF-36 MCS Score, [sd], 52.02, [9.80], 54.52, [8.01],

95% CI 48.53-55.52 51.99-57.05

Table 4.6 (page 154) shows the HRQoL and physical function at baseline assessment
for participants who had an identified informal caregiver. Of particular interest is the

minimal difference between the sub samples of the two study groups.

An examination of the baseline scores for physical function (as measured by Short
Physical Performance Battery) shows that the participants with no identified informal
carer had a higher functional capacity across both control and intervention groups.
These are shown in Tables 4.6 and 4.7. The potential effect of this discrepancy on
the study outcomes will be explored fully in chapter five. However, a potential reason
for this difference between the two subgroups could be due to the point at which the
need for an informal caregiver arises in the progression of an older person’s level of
disability. In the group where there was no identified informal caregiver it may be
that the participants had a higher functional capacity (evidenced by higher SPPB
scores) and also higher HRQoL. In contrast, in the group of participants where an
informal caregiver was identified it is reasonable to assume that these older people
had reached a point where their level of disability had necessitated the need for an
informal caregiver. Often this would appear to coincide with the participant
collocating with family. This is shown clearly in comparing the proportions of
participants in the general sample who lived with family (17.59% in the intervention
group and 19.59% in the control group, see Table 4.2) with the proportion of those
participants with an identified informal caregiver who reported living with family
(25.50% in the intervention group (4108] = -3.38, p=0.0009) and 32.44% in the
control group (497] = -5.19, p< 0.0001), see Table 4.4).
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Table 4-6: Baseline SF-36 in participants with informal caregiver identified

Descriptor Intervention Control
group (n=75) Group (n=56)

Mean SPPB total (/12), [sd], 95% CI 5.65, [3.26], 6.02, [3.31],
4.89-6.39 5.13-6.90

Mean Baseline SF-36 PCS Score, [sd], 33.18,[9.79], 37.41, [11.29],

95% CI 30.92-35.43 34.39-40.43

Mean Baseline SF-36 MCS Score, [sd], 51.56, [10.94], 50.75, [9.99],

95% CI 49.04-54.08 48.07-53.42

It is important to consider the effect of the study on change in caregiver stress levels.
This was examined using a mixed linear model. This model was developed in the
same way as the model utilised in Section 4.6.1 (page 202). As described above only
131 of the participants had an identified caregiver and so were included in the model.
The model used the following as fixed effect covariates: trust questionnaire 1 scores,
and the strategic planning scale portion of the proactive coping inventory. Table 4.7
(page 155) shows that there was no significant difference observed in the degree of
change between the two groups over time at baseline and follow-up (86.65 vs. 82.54
in the intervention group and 83.55 vs. 81.57 in the control group, p=0.32). This
relates to the interaction between time and the study group. However, the decrease in
caregiver stress levels observed across both groups (1.98 in the control group and
4.01 in the intervention group) is of interest as it would appear to suggest that the
provision of HBSS may alleviate caregiver stress levels. This is discussed more fully

in section 5.5.1.2 (page 270).
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Table 4-7: Results of linear mixed model examining the change in Caregiver
Reaction Assessment at baseline and follow-up

Scale Baseline Follow-up P value
measurement
Least Mean Square  Least Mean Square
(SE), 95% CI (SE)
Control 83.55 (3.59), 81.57 (3.59),
76.45-90.65 74.46-88.67
Intervention 86.65 (3.69), 82.54 (3.69), 0.32
79.35-93.94 75.24-89.84

4.4.2 Needs Assessment Service Coordination

The following section will present the findings relating to the NASC staff. This
component of the clinical interaction sphere includes support from management and
factors relating to the NASC staff themselves, both collectively and at an individual
level. The findings are a combination of quantitative data, arising from
questionnaires, relevant CMDHB documents and structured interviews, and
qualitative data obtained through semi-structured interviews. These interviews were
undertaken with individual NASC staff and with their direct manager. The
experience and professional background of each NASC will be presented. In
addition, the organisational beliefs and values, level of preparedness for change and

level of management support arising from analysis of interviews will be shown.

Tables 4.8 and 4.9 (page 156) show the professional background, ethnicity and years
of experience of the NASC staff randomised to the control and intervention groups.
Of particular interest is the almost universal trend for the intervention group NASC
to be trained social workers, whereas the control group had a far more diverse
professional background. In addition the control group were far more likely to be
New Zealand born (5/7) and had a mean 5.71 years of experience as opposed to the
intervention group where only two of the NASC were New Zealand born and the
mean number of years of experience was considerably higher (9.86 years). However,
the randomisation process (shown in Figure 3.8) by which NASC were assigned to
intervention or control was robust and the mixed model used to analyse the effect of

the intervention on the study outcomes included NASC as a variable when indicated.

Page| 155



Chapter Four - Results

In addition the geographical pod in which each NASC worked is listed. These pods
represent four areas within the CMDHB region. The four pods have markedly
different socioeconomic, environmental and demographic structures. However,
where the effect of these factors is significant they are included within any model of
analysis of the effect of the TARGET tool on the defined clinical outcomes as
described in Section 4.4.2. The HBSS providers described in Section 4.4.3 often

provide services to clients across these areas.

Table 4-8: Demographic information for control group Needs Assessment
Service Coordinators
NASC ID 3 ) 8 9 10 12 14
Professional oT RN RN SW oT RN SW
background
Ethnicity NZE* NZE* NZE* NZE* Asian SA* Maori
Years of experience 1 1 1 15 5 1 10
Geographical pod 2 3 1 3 3 4 2
Table 4-9: Demographic information for intervention group Needs Assessment
Service Coordinators
NASC ID 1 2 4 6 7 1 13
Professional SW SW SW SW SW SW Dr
background
.. Maori  SA* EN* NZE* EN* SA* Asian
Ethnicity
/PI
Years of experience 2 8 15 15 12 15 2
Geographical pod 1 2 1 3 1 4 3

*NZE is New Zealand European, PI is Pacific Islander, SA is South African and EN is English

The relevant information obtained from the coordinators and managers within the
HBSS organisations involved in the study will be presented in the next section. In
addition a short description of each of the six providers is given. These were
obtained through analysis of published material and information collected through

interviewing the manager of the organisation.
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4.4.3 Home Based Support Service providers

As previously stated the potential impact of the HBSS organisation on services
delivered to older people who had been referred for home based support services is
considerable. This section begins with a description of each of the six providers of
home based support services to older people within CMDHB. This provides a
context relating to the size of the organisation and its structure. Following this results
obtained through interviews with the managers of the organisations will be
presented. The demographic information relating to the coordinators will then be
provided together with information relating to their workload and span of control.

This information is summarised in Table 4.10 (page 160).

HBSS provider A

Within the New Zealand context provider A is a medium sized for-profit
organisation that is part of a larger group committed to providing services for older
people across a spectrum of need, from low levels of homecare through daycare
centres to aged residential care within rest homes and private hospitals. They
reported delivering over 111,000 hours of DHB funded home support in 2007-08. It
has a manager who reports to the CEO of the organisation and three coordinators. It
provides services to clients within the geographical region covered by NASC staff in
pod 3. Fifteen percent of the support workers are reported as being trained to level II

on the Careerforce framework.

HBSS provider B

Provider B is a community trust managed by three elected board members. It has
been operating for over 15 years and many of the staff at all levels of the organisation
(board member, coordinator and support worker) have worked there in their current
positions since the trust’s formation. It has three experienced coordinators and
provides services to clients within the geographical regions covered by NASC staff in
pods 1 and 4. In 2007-08 provider B reported delivering over 65,500 hours of DHB
funded home support and thirteen percent of the support workers are trained to

level IT on the Careerforce framework.
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HBSS provider C

Provider C is a provider of home based support services to clients referred to NASC
in pod 4. It is a marae based community trust that is dependant on the support from
local Marae and accountable to them for its performance. Other components of the
trust provide services to meet a wide range of Maori health, social and educational
needs. These include youth justice, Kiwi social services, education and training,
housing and farming activities. The provider has two coordinators who report to an
elected board member. The number of hours delivered in 2007-08 and the
percentage of support workers trained to level II on the Careerforce framework were

not available.

HBSS provider D

Provider D is a component of a community trust within pod two. The trust was set
up in 1981 to provide adult and early childhood educational programmes and youth
counselling to the local community, in addition to home care services. It
predominantly provides services to Pacific People and employs a large number of
Pacific staff at board, coordinator and support worker levels. They predominantly
work with clients within pod 2 but also report clients within the geographical regions
covered by NASC staff in pods one and three. The number of hours delivered in
2007-08 and the percentage of support workers trained to level II on the Careerforce

framework were not available.

HBSS provider E

Provider E is part of a large not-for-profit national organisation that provides health
and social support to people of any age. In 2002 the organisation decided, at a
national level, to brand a new home and community-based support services for older
people and sold their residential aged care facilities, having earlier made the decision
to focus on 'ageing-in-place’ services. The organisation has considerable resources
available and offers in-house New Zealand Qualifications Authority INZQA) level 11
accredited training for all its support workers in place of Careerforce training; eighty
percent were trained at the time of the study. In 2007-08 they delivered over 83,000
hours of DHB funded home based support across the geographical regions covered

by NASC staff in pods 1, 2 and 3.
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HBSS provider F

Provider F is an Incorporated Society, comprising fifteen society members and six
sub-committee members - ‘the working committee’. The administrative staff consists
of a full-time administrator, two co-ordinators and a Manager. The provider is Marae
based and delivered 34,700 hours of DHB funded home based support services in
2007-08. Forty three percent of the support workers are reported as having attained
level two on the Careerforce training framework. They delivered services to clients

within the geographical regions covered by NASC staff in pods 2 and 3.
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Table 4-10: Summary of organisational characteristics for HBSS providers

HBSS Provider ID A B C D E F

Organisational structure ~ For CT CT CT NFP For
Profit Profit

Geographical pods 3 land Tland4 1,2and 1,2 2and 3

covered 4 3 and 3

Number of coordinators 3 3 2 3 6 2

Professional background

Registered Nurse 2 1 5

Entolled Nurse 1 1

Physiotherapist 1

Occupational Therapist

Other 1 1

None 2 2 2

Median average HBSS 18.0 23.5 7.5 5.0 7.5 10.5

coordinator experience

(years)

Median average number 300 375 190 200 200 250

of clients per

coordinator

Proportion of support 15 13 Not Not 80 43

workers trained to level available available

IT on NZQA framework

(o)

Number of intervention 26 36 0 5 39 2

participants referred

(n=108)

Number of control 13 36 0 3 39 6

participants referred
(n=97)

CT — Community Trust, NFP — Not for Profit

Table 4.10 also shows the number of coordinators within each of the six HBSS

organisations. In addition the professional background of the coordinators is shown.

Providers A and E have both adopted a policy of employing only registered health

professionals as coordinators and this is apparent in the results shown. Providers C,

D and F had two coordinators each who identified themselves as support workers
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who had been promoted to their current coordinator positions. The median number
of years of experience working as a coordinator is shown. Finally the median number
of clients per coordinator is listed. This is a measure of both the workload for the
coordinator and also a measure of the span of control (as discussed in section 2.13).
As can be seen there was a wide range of experience across the providers with
provider B have the most experienced staff. Of additional note is the high degree of
variability in the median number of clients per coordinator, with provider B having

almost double the number of provider C.

The number of participants in the control and intervention groups who were referred
to each of the six providers for home based support service provision is shown in
Table 4.10. This is a decision made by the client at the time of assessment by NASC
(as described in Section 3.5.2.3, page 116). The large difference between the numbers
referred to each provider will be discussed in chapter five. However, the HBSS
provider was included as a covariate in the model of analysis if it had a significant
effect on clinical outcome for the participant. This is presented in Section 4.6.1 on

page 202.

4.5 Client interaction level

This section will present the findings relating to the client interaction level. This is
summarised in Figure 4.4 (page 162). It begins with presenting data relating to the
effect of the interaction between NASC and HBSS coordinators. This comprises
questionnaire data examining the perceived level of trust between the two parties and
also themes arising from analysis of semi-structured interviews with the NASC and

coordinators.

Following this, the findings relating to the effect of service factors will be presented.
These comprise consideration of the number of hours of home based support
provided to participants, the content of the activities that the contracted services

provided and a breakdown of the goals for the interaction as defined by the client.
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Finally, the findings relating to the client factors will be presented. This will begin
with a description of the levels of proactive coping of the participants in the two
study groups. Following this, the perceived quality of the relationships existing
between the client and the NASC and between the client and the HBSS, as
determined by the Homecare Satisfaction Measure, will be presented. These findings
will be further developed through the presentation of themes arising from interviews

with a sample of the participants randomised to each of the NASC.
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. factors /
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Figure 4-4: The client interaction component of a model utilised to examine the
effect of the TARGET tool on clinical outcomes

4.5.1 Interpersonal factors: interaction between NASC and HBSS
providers

The level of trust, as perceived by NASC, as existing between themselves and HBSS
coordinators is presented in this section, together with a rating of the interaction in
relation to each client episode. The level of trust was seen as a crucial component of
implementing flexible services aligned to a restorative model. Tables 4.11 to 4.15
show the results obtained from analysis of the mini questionnaires administered to

NASC staff following each participant’s entry into the trial and the NASC interaction
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with the HBSS provider delivering services to that participant. For all the measures
of trust there was a significantly higher score across the providers for the
intervention group when compared to the control group (p< 0.0001). This highlights
the higher level of trust existing between the intervention group NASC and HBSS
providers in comparison to the control group NASC’s interactions. This indicates
that as a group the intervention NASC rated their interactions with HBSS providers
far more positively than their control group colleagues. This highly relevant issue is

described further in Section 4.5.1.1 (page 167).

Table 4.11 (page 164) shows the mean scores for the NASC in the intervention and
control groups when asked to rate the interaction between themselves and the HBSS
provider in relation to each client. The rating was on a one to ten scale, where ‘10
was perfect and ‘1’ was very bad. This question is referred to as the Trust 1
questionnaire. An independent samples T-test was undertaken. The results obtained
are also shown in the table. There was a significant difference in the rating of
providers B and E and in the overall rating (p=0.0001). This indicated that in the
intervention group the NASC rated their interactions with the HBSS provider in a
more positive manner than the control group NASC. There were no statistical
differences between the ratings relating to NASC/HBSS interactions for patticipants
serviced by other providers. For HBSS providers C, D and F no individual statistical
analysis was possible due to the small number of participants in the sub-sample,

however, the data from these providers were included in the ‘all’ analysis.
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Mean score on a 10 point scale in answer to; ‘how would you rate
the interaction between yourself and the HBSS provider in relation
to this client? ‘(Trust 1)

HBSS Mean score Mean Difference T P value
Provider /10 for score /10 (I-1l) mean statistic
ID intervention for (s.d)
group (sd) control
group
(sd)
A 9.00 (1.15) 8.53 (0.86) 0.46 (1.07) 1.8 0.08
B 9.25 (0.84) 7.97 (1.02) 1.28 (0.93)  8.22 0.0001
C n/a n/a n/a n/a n/a
D 7.60 (1.08) 6.67 (1.03) * * *
E 9.13 (0.80) 8.23 (1.06)  0.90 (0.85)  6.62 0.0001
F 7.00 (0.00) 6.83 (0.39) * * *
All 8.85 (1.02) 8.01 (0.99) 050 (1.01)  7.01 0.0001

* analysis by individual provider was not possible due to the small numbers of participants in the
study group being referred to this HBSS provider. However, they were included in the all analysis.

Table 4.12 (page 165) shows the mean score out of ten across the intervention group
and control group NASC staff when asked the second of the three mini
questionnaire items (Trust 2), “I felt confident about asking the HBSS provider to
fulfil the tasks I outlined”. Where ‘10" was extremely likely and ‘1’ was extremely
unlikely. The data reports the responses relating to coordinators from each HBSS
organisation. An independent samples T-test was undertaken. There was a significant
difference in the rating of providers B and E (p=0.0001 and 0.0002 respectively) for
participants in the intervention and control groups and in the ‘all’ analysis
(p=0.0001). This suggests the presence of a high degree of trust between the
intervention NASC and the HBSS providers when compared to the control group.
Interestingly the mean scores across the two groups for provider A were very similar
and showed no statistical difference (p=0.35). This is in contrast to the pattern
described above for this provider in relation to the question “how would you rate the

interaction between yourself and the HBSS provider in relation to this client” (Trust
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1). For HBSS providers C, D and F no statistical analysis was possible due to the
small number of participants in the sub-sample, however, the data from these

providers were included in the ‘all’ analysis.

Table 4-12:

Mean score on a 10 point scale in answer to the question ‘I felt
confident about asking the HBSS provider to fulfil the tasks I
outlined’ (Trust 2)

HBSS Mean score Mean Difference T
Provider /10 for score /10 (I-ll) mean statistic
ID intervention for (s.d)
group (sd) control
group
(sd)
A 8.85 (1.03) 8.62 (1.03) 023 (1.03)  0.93 0.35
B 8.97 (0.73) 7.89 (0.99) 1.08 (0.83)  7.86 0.0001
C n/a n/a n/a n/a n/a
D 7.40 (1.27) 7.00 (1.12)  * * *
E 9.05 (0.88) 8.54 (0.87) 0.51(0.83)  3.84 0.0002
F 6.50 (1.73) 6.83 (0.85) * * *
All 9.03 (1.01) 8.04 (1.02)  0.99 (1.02) 9.86 0.0001

* analysis was not possible by individual provider due to the small numbers of participants in the
study group being referred to this HBSS provider. However, they were included in the all analysis.

Table 4.13 shows the mean rating by NASC on a scale of one to ten for their answer
to the final mini questionnaire item, ‘I will keep surveillance over the HBSS provider
after asking them to do something’ (Trust 3), where one was extremely likely and ten
was extremely unlikely. An independent samples T-test was undertaken. The results
obtained are also shown in the table. Similar patterns were observed for this question
to those described above for Trust 1 and 2. Once again there was a significant
difference observed in the rating of providers B and E (p=0.0001 and 0.002
respectively) for participants in the intervention and control groups and between the
groups in the ‘all’ analysis (p=0.0001). This provides further support for an increased

level of trust between the intervention NASC and the coordinators working for these

Page| 165



Chapter Four - Results

two providers. There was no difference observed between the two groups for HBSS

provider A.

Table 4-13:

Mean score on a 10 point scale in answer to; ‘I will keep
surveillance over the HBSS provider after asking them to do
something ‘(Trust 3)

HBSS Mean score Mean Difference T P value
Provider /10 for score /10 | (I-ll) mean statistic
ID intervention for (s.d)
group (sd) control

group

(sd)
A 9.31 (1.21) 8.85(0.97) 0.46 (1.14)  1.69 0.10
B 9.53 (0.77) 8.86 (1.01)  0.67 (0.90)  4.45 0.0001
C n/a n/a n/a n/a n/a
D 7.60 (1.27) 7.00 (0.00)  * * *
E 9.62 (0.59) 9.21 (0.97) 0.41 (0.90)  3.19 0.002
F 8.50 (1.73) 8.00 (1.04) * * *
All 9.40 (0.98) 8.89 (1.07) 051 (1.02)  5.05 0.0001

* analysis was not possible by individual provider due to the small numbers of participants in the
study group being referred to this HBSS provider. However, they were included in the all analysis.

Table 4.14 shows the mean score obtained when intervention group and control
group NASC completed the trust questionnaire (Trust 4) measuring their perceived
level of trust relating to each of the six providers. Higher scores indicate higher levels
of trust. An independent samples T-test was undertaken. The results obtained are
also shown in the table. There is a significant difference in the rating of providers A,
B and E (p=0.0001, 0.0001, 0.002 and 0.0001 respectively) for participants in the
intervention and control groups and between the groups in the ‘all’ analysis
(p=0.0001). This shows again the higher levels of trust between the intervention

NASC and the HBSS providers.
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Table 4-14: Mean Trust Questionnaire score for intervention and control groups
NASC in relation to HBSS service providers

HBSS Mean score Mean Difference T P value

Provider /100 for score (I-1) mean statistic

ID intervention /100 for  (s.d)

group (sd) control

group
(sd)

A 67.31 (1.18) 59.77 7.54 (1.30) 24.21 0.0001
(1.51)

B 62.64 (2.51) 55.25 7.39 (2.18) 20.35 0.0001
(1.78)

C n/a n/a n/a n/a n/a

D 51.20 (3.80) 46.67 * * *
2.07)

E 64.33 (1.48) 58.56 5.77 (1.58) 22.8 0.0001
(1.67)

F 50.00 (0.00) 48.83 * * *
(2.37)

All 63.04 (4.27) 56.53 7.09 (3.99) 17.94 0.001
4.07)

* analysis was not possible by individual provider due to the small numbers of participants in the
study group being referred to this HBSS provider. However, they were included in the all analysis.

Interviews with NASC

This section will allow for contextualisation of the quantitative data described later in
this chapter through the interpretation of interviews conducted at baseline, post-
training and at six months post commencement of the trial with NASC. The
interviews ascertained their views concerning their role and the any changes that
occurred throughout the duration of the trial. Figure 4.5 shows the codes, themes
and categories resulting from analysis of the transcripts of the interviews. As can be
seen only one theme was apparent and so the interpretation of the results is

organised under the categories.
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CODES CATEGORIES THEMES
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Figure 4-5: Codes categories and themes for NASC qualitative data

Positive and negative role aspects: There were both positive and negative aspects
relating to the role that were apparent. Many of the NASC reported high satisfaction
with their role and felt that the constant changes resulting from both national and

DHB policies were impacting on the complexity of the role.

“A changing role. Older people are changing. Their expectations are changing”.
(NASC 10, control, baseline interview).

“Job itself is changed a lot in lots of ways. Clients a lot older and more complex.

Staying at home a lot longer and need tweaking a lot more”. (NASC 2,
intervention, post-training interview).
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“Carers more stressed and they are busier. More complex and pressured”. (NASC
4, intervention, baseline interview).

Overall the intervention group saw TARGET as a way to move away from the often
routine nature of the role and enable a more innovative and flexible approach to

providing services.

‘With the TARGET tool I can work outside the box. Put in walking and physio
Plans and social interaction. 1 like that. A good direction to go in”. (NASC 1,
intervention, follow-up interview).

However, there were some issues identified with the use of the TARGET tool that

related to a need to develop skills and competency.

“Main issues with TARGET- not all clients would fit in. With practice it got a lot easter.

Feel I have the hang of it”. INASC 6, intervention, follow-up interview).

Finally, there was a conception among one member of the intervention group NASC
staff that the TARGET did not foster person centred care and led to services being
determined without meaningful input from the client.

“T feel I can’t impose my goals on them. 1t is not their goals I am looking at it is

mine. 1t is not client centred. Not how I understand the concept”. (NASC 7,

intervention, post-training interview).
The negative factors relating to the role of NASC were often related to the way the
role was viewed by other health professionals and the often routine nature of the
role. There was often frustration shown over the lack of flexibility available in service
provision.

“People refer to us to tick a box or to get rid of a client”. (NASC 12, control, post-
training interview).

“People do not understand what I do. The GPs don't know and the nurses I used
to work with think 1 am mad to leave nursing and come and do this”. (NASC 8,
control, baseline interview).

“The [HBSS] providers don’t understand what we are about”. (NASC 10,
control, post-training interview).

“The role conld be so much more but often we are just rubber stamping things. Yon
don’t need to be skilled to do that. Sometimes it is like a conveyor belt and all I do
is rubber stamp the same services. 1t is a one size fits all”. (INASC 5, control, post-
training interview).
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Client factors: All the NASC interviewed identified their role as being crucial in
facilitating older people to remain at their optimal level of independence. The role of
being a gatekeeper to services provided by the DHB was also firmly entrenched and
was described on a number of occasions. The effect of the role in empowering older
people to make well reasoned choices with the NASC working as an advocate was

apparent across the interviews undertaken.

The role of NASC was described by all interviewees as being to facilitate
independence for older clients and their families. The major factor in the success or
failure of their ability to undertake this role was seen by all interviewees as being the
quality of their relationship with the HBSS coordinator.

“The relationship between NASC and HBSS is crucial. Where it is bad then it is

not possible to get the best for the client”. (NASC 6, intervention, baseline

interview).
Relationship with HBSS: It was strongly apparent that there was a wide variety in
the quality of the relationship between individual NASC and individual HBSS
coordinators and between the NASC team and HBSS organisations.

“[Provider E and B] are the best and they are more adaptive and feed back more.

[Provider B] and to a certain extent [provider E] feedback and complain a lot but

then go and do it anyway. A lot more difficult to work with the other providers.

Used to be the case with [Provider AJ”. (NASC 4, intervention, post-training
interview).

“Trust with some providers but not so good with others”. (NASC 3, control.
Baseline interview).

“Some agencies have a limited approach. Not all created equal”. (NASC 5,
control, follow-up interview).

“There is definitely a very wide spectrum in the providers”. (NASC 14, control,
baseline interview).

There were many examples of the NASC reporting a lack of trust in the ability of the
HBSS providers to deliver services that met the clients need and comply with the

services requested by the NASC.

“Often at the review 1 find that the requested level has not been provided”. (NASC
7, intervention, follow-up interview).
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“I am often contacted by the client or their family and told that the
care is not to the right level”. (NASC 70, control, baseline interview).

“I don’t think that the providers are ready to be flexible”. (NASC 4,
intervention, baseline interview).

“What I offer the client is totally at the whim of the providers over
whom I have no control”. (INASC 14, control, baseline interview).

The training provided to the intervention group NASC and HBSS providers in the
use of the TARGET was seen as having a very positive effect on the relationship
between the two parties. This was attributed to increased exposure and the
development of a more personal relationship. Once more the theme of trust was
apparent, whereby there was a degree of heightened trust by the intervention NASC
towards the HBSS coordinators following the training.

‘SMART training has had an effect as the HBSS now know who I am. The

edginess is not there. There is more of a chance to come to a resolution than before”.
(NASC 1, intervention, post-training interview).

“More of a trusting relationship after SMART training. More respect
and understanding of what each of our jobs entail. It is about building
rapport”. (NASC 2, intervention. Post-training interview).

“All about that knowing other peoples personality. Gets the job done
quicker and better. Also it improved the relationship and also helps to
get people pulling in the same direction”. (NASC 13, intervention, post-
training interview).

Interviews with HBSS coordinators

To provide further insight and depth regarding the findings from the study
interviews were also conducted with HBSS coordinators at baseline, following
training and six months after commencement of the trial. The following section
describes the themes arising from these interviews. Figure 4.6 (page 172) shows the
codes, categories and themes generated from analysis of the interview transcripts.

The description of the results will be organised under the themes identified.
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CODES CATEGORIES THEMES
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Figure 4-6: Codes categories and themes for HBSS coordinator qualitative data
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Relationship with NASC: The key theme that was apparent on analysis concerned
the relationship with NASC staff. This was divided between recognition of the
pivotal nature of this relationship, the perception of the interactions with an
emphasis on the dynamics and power within the relationship, the success or failure
of communication between the two parties and the level of trust inherent within the
relationship.

The emphasis on the integral nature of the relationship was universal across all the
HBSS coordinators interviewed. However, there was a variation in the perceived
quality of the interactions.

“Relationship with NASC is pivotal. I have worked hard on making it work but
some of them [NASC] put in the effort and that works well”. (Provider B, baseline

interview).

“When the interaction is not good it is down to the individual. The care is entirely
down to the personal relationship with the NASC and provider”. (Provider A,
post-training interview).

“They are crucial really. The interaction with the NASC is heaps better than it
was. Getting to know them at the training bhas helped. You know to put a face to a
name”. (Provider D, post-training interview).

The importance of knowing the boundaries of the two respective roles was seen as
important. However, it was also seen as imperative that there was the ability to work

across such boundaries for both roles.

“When NASC are clear of what the expectations for our service is about at the
start that works well. I know what they do and what they want and I try to respect
that. When 1 want to make a change that is good where they listen to me and trust
me”. (Provider E, follow-up interview).

“We need to be flexible across the board. We need to be able to respond. 1t comes
down to them respecting us and visa versa 1 guess”. (Provider A, post-training
interview).

“People do their job and send onto the next person in the line. We are left to pick
up the pieces. More often it is not ideal and it is a two way thing. 1 get referred a
client and then it stops for them. We are not a team, especially the more complex
ones”. (Provider B, baseline interview).

“We stepped out of the boundaries of what NASC was used to. We spoke to their
manager but other than that the next tier down got upset. It is all political. There
were reactive calls. Are you trying to do my job?” (Provider E, baseline interview).
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There was a consistent theme across the interviews conducted that there was a power
imbalance in the relationship, with the NASC, as the contracting agency, dictating
inputs to a degree to which the HBSS coordinators resented.

It is as if we are second cousins and there is no respect. But that is not the same

across the board. We know the client much better than they do. Sometimes the

NASC don’t want to listen to us whereas the others basically want us to review the
clients onrselves”. (Provider B, post-training interview).

The communication between NASC and HBSS showed similar trends to those
apparent in the NASC interviews. There was a perceived improvement in the

communication with the NASC in the intervention group post-training.

“There is never any rationale given to me for any changes by NASC in services.
There is not good two way feedback. I think the feedback 1 give to NASC is not
as good as it conld be. I think we need to work as a team and we don't do that”.
(Provider A, baseline interview).

“Tust sitting in the same room has made a difference. I think we understand each
other more now and feel we can talk a lot easier to each other”. (Provider A, follow-
up interview).

The final aspect considered integral to the quality of the relationship related to the
perceived trust existing between the two parties. This was often stated as being sub-
optimal and an area that was of concern.

“T think 1 deserve respect. I feel that is not there with a lot of the NASC. They

think I am trying to pull a fast one. They think I am trying to screw the system.

They should appreciate that we know the client better than they do and they should
listen to what we say and believe it”. (Provider F, baseline interview).

Management support: A further aspect that was perceived to impact significantly
on the role of the coordinator was the support provided by the management of the
HBSS organisations. There was a marked variation in the perception of support
provided to the coordinators by leaders within their respective organisations to
implement services that aligned with the principles inherent within the restorative
model of home based support.

“The DHB want to change the ratio for clients to coordinator but the management
are not keen. The [provider] board does not know what goes on. They don’t like
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change. We are beating our heads against a brickwall”. (Provider B, follow-up
interview).

“We have always been lucky here. We have had managers that have been passionate
about improving our services. They have always been supportive and have pushed
things through when we met obstacles”. (Provider E, baseline interview).

“T don’t know how much the management will support us to implement what we
need”. (Provider A, post-training interview).

Changing role: Finally the coordinators universally expressed positive comments
about the proposed direction of services within the DHB. The more experienced
interviewees expressed dissatisfaction around the loss of personal contact with clients
and support workers that had occurred over the previous five years. The model
proposed in the training, which utilised the TARGET tool, was seen as a way to
address that. In addition the closer relationship with NASC that was deemed as
necessary for the model to be operationalised was seen as a beneficial move. The
main area of concern was the potential increase in workload and the need to modify
the high ratio of clients to coordinators. This was often exacerbated by a lack of

support by management.

The following section will examine service factors, the second of the potential

influences on clinical outcomes for individual participants in the trial.

4.5.2 Service factors

This section will describe the content and size of the packages of home based
support implemented for the participants randomised to the control and intervention
arms of the trial. The effect of TARGET in effecting changes in the content of
services to reflect more individually tailored responses to a clients needs will be
explored. It will begin with an examination of the number of hours per week of
services across the two groups, as determined by NASC at initial assessment.
Following this the allied health referrals made as a result of the NASC assessment
will be presented, together with the outcome for clients at six months in regards to
the level of ongoing HBSS input. The number of hours of services across the

fourteen clusters will then be presented and a breakdown of the goals identified by
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the participants at initial assessment by NASC will then be described, using the
World Health Organisation International Classification of Functioning (ICF) as a
framework.  Finally, the results obtained from analysis of the support plans

completed by HBSS coordinators will be described.

Hours of HBSS

Table 4.15 shows the mean number of hours per week of home based support
services allocated by NASC at initial assessment in the intervention and control
groups. An independent samples T-test was undertaken. The results obtained are also
shown in the table. There is a significant difference in the size of the HBSS package
delivered (at a p=0.05 level) with the participants in the intervention group receiving
a higher mean number of hours of HBSS support. However, it is important to view
this finding together with the analysis of the content of the support provided to

participants across the two groups. This is shown in Figure 4.10 on page 187.

Table 4-15: Mean number of hours per week of Home Based Support Services
allocated in control and intervention groups

Descriptor Intervention Control Difference T P
(n=108) (n=97)  (I-I) mean statistic value
mean (s.d.) mean (s.d.)
(s.d.)
Mean number  2.99, [2.02] 2.62, 0.37 (1.93) 1.95 0.05
of hours [1.81]
allocated (hours

per week, [sd])

Allied Health involvement

Figure 4.7 shows the referral rates from the NASC to allied health for both the
intervention and control groups. Allied health referrals are made where the NASC
feels that either occupational therapy or physiotherapy expertise is required to
facilitate a client’s return to an optimal level of function. A total of ten referrals were
made to allied health from the intervention group and only one from the control
group. This data is converted to referral rates per 100 clients as this is a common
method of presenting referral rates and will allow in the next chapter comparison of

the data arising from this study with other published studies.
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As can be seen there was a large variation in the referral rates across the intervention
group. The mean value of 9.26 referrals per 100 clients of HBSS was exceeded by
NASC 1 and 4. NASC 7 and 11 made no referrals to allied health. This impact of
such low rates of referrals to allied health was further investigated. In the
intervention group there was no significant relationship between referral to allied
health and the successful identification of participant goals, y* (1, N = 108) = 1.38, p
=0.24. In addition there were no significant relationships observed between allied
health referral and changes in HRQoL (7 /106] =0.12, p=0.90), and social support (¢
[106] =-1.52, p=0.13). Of particular note is the finding that referral to allied health
did have a significant effect on change in physical function (7 [72] =-2.12, p=0.04)
but the negative t-values show that those participants referred to allied health had
smaller positive changes in physical function. This is counterintuitive as it would be
expected that allied health input would be associated with improvements in physical
function. A possible explanation could be that those participants referred for allied
health input were more functionally disabled and so it would have been less likely
that they would be able to show meaningful changes in functional ability. The small
number of allied health referrals within the current study preclude analysis to

determine the efficacy of this explanation.
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Figure 4-7: Number of allied health referrals by NASC in the intervention group
per 100 clients

Participant Review

Table 4.16 shows the number of reviews undertaken by HBSS providers six months
after service provision commenced. This process is described in chapter 3 and
formed an integral component for reviewing of goals and the required services. Only
one participant in the control group was reviewed by HBSS provider 5 but is not
included in Table 4.16. In addition to the number of reviews undertaken, the table
also shows the number of discharges from HBSS that resulted from the review. As
can be seen there was considerable variation in the number of reviews undertaken by
HBSS providers. The small number of participants referred to providers D and F
negate the formulation of any strong conclusions relating to the high proportion of
reviews undertaken. However, the higher numbers available for providers A, B and E
provide more readily analysable data. The smaller proportion of reviews undertaken
by provider B and the absence of any resultant discharges is obvious. Furthermore
the small number of reviews undertaken by these three providers is of interest given

the importance placed on the process in the training provided to the coordinators.
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The effect of such a small proportion of participants being reviewed will be

described in the next chapter.

Table 4-16: Number of reviews and discharges three months after HBSS
services commenced for participants in the intervention group

HBSS number of Proportion number of

provider reviews of discharges
participants
reviewed (%)

A 26 9 35 2

B 36 4 11 0

C 0 0 0 0

D 5 3 60 0

E 39 13 33 4

F 2 2 100 0

However, the figures presented in Table 4.16 only represent the formal reviews
undertaken by HBSS coordinators with information supplied to NASC. There were a
large number of discharges from HBSS that did not have a corresponding review.
This can be seen in Table 4.17. In the intervention group there were ten participants
who were discharged without a review being provided to NASC by HBSS. Six of the
intervention group participants were assessed by NASC for entry to aged residential
care (two for rest home placement and four for private hospital placement). In the
control group, without a formal review process for HBSS there were five participants
discharged. There were seven participants admitted to aged residential care (one for

private hospital level and six for rest home level of care).

Table 4-17: Participant outcomes at six month follow-up assessment
Descriptor Intervention Control ‘
Continue HBSS 86 83

Discharge from HBSS 16 5

Rest Home 2 6

Private Hospital 4 1

Died 0 2
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The participants in the intervention group discharged from HBSS showed a
significantly greater improvement in HRQoL over time (measured by the SF-36
scores at baseline and six months, (# [100] =2.13, p=0.04) compared to those who
continued with HBSS. Conversely, in the control group, no significant difference was
observed in HRQoL between those discharged and those who continued to receive
services (¢ [86] =0.97, p=0.34). In addition there was a significant improvement
observed in both intervention and control groups in terms of physical function (as
measured by SPPB) in those discharged from HBSS (intervention group (¢ [100]
=6.18, p=0.0001), control group (¢ [86] =3.02, p=0.003). In relation to social
support (measured by DSSI), no differences were observed in either the control or
intervention group among those who were discharged and those who continued to

receive HBSS.

Goal setting

In the intervention group, a total of 90 older people identified goals in collaboration
with the NASC (84%). Figure 4.8 on page 181 shows the proportion of participants
in each of the intervention clusters who did not identify a goal at initial assessment. It
is clear that cluster 2 identified goals in 100% of cases, whereas clusters 6 and 7 were
unable to identify goals in a significant proportion of cases (18% and 30%
respectively). This data, together with other information collected in the study, both
quantitative and qualitative, at both a clinical interaction level (experience of NASC)
and a client interaction level (relationship with HBSS, personal beliefs of NASC
worker) will be interpreted further in the next chapter This allows for further
contextualisation of a NASC workers” influence in maximising successful outcomes

for clients.
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Figure 4-8: Percentage of participants with no goal identified using TARGET

Analysis of the interaction between successful goal identification and referral to allied
health (7 [105] = 0.26, p=0.80) and formal review during the course of the study (¢
[105] = 0.78, p=0.44) showed no significant relationship among participants in the
intervention group. This would suggest that the successful identification of a goal
using TARGET was not associated with these two activities that are important
components of a restorative model and that other factors influence referral to allied
health and review of the client. This view is supported by the other findings of the
study and also by the complexity of the model of analysis that shows the multiple
influences on clinical outcomes. In addition it is of note that the small numbers of
referrals, discharges and reviews among the sample would have had an effect on this

analysis.

Figure 4.9 on page 182 highlights the type of goals identified, coded using the
International Classification of Functioning, Disability and Health (ICF). As described
in chapter 3, the ICF is a classification of health and health-related domains. These
domains are classified from body, individual and societal perspectives by means of

two lists: a list of body functions and structure, and a list of domains of activity and
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participation. To ensure reliability, a blinded researcher independent of this study
classified 20 older people goals, determining the same categories for 100 percent.

Figure 4.9 shows that the goal of ‘looking after ones health’ was the most common
category (24%), this included goals such as ‘to return to living back at my own home
in three months’ (participant 60, cluster 2). The second largest grouping of goals was
‘transportation’ (17%), an example of which was ‘to get on a plane and visit son in
Sydney by May 2008’, (participant 36, cluster 13). Following this were goals aimed at
improving mobility (16%), an example of which was ‘to be able to walk to town in

six months’ (participant 20, cluster 11).

recreation and

work leasure pain
fe?mily ‘ 1% \4% 1%
relationships
9%

look after ones
health
24%

housework
9%

shopping
9%

caring for pets
1%

mobility

caring for others 16%
(o]

1%

gardening
4% transportation

17%

Figure 4-9: Proportion of goals (%) classified according to WHO ICF
classification of functioning for older people in the intervention

group
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However, this large variation of identified goals was not universal across the clusters.
This is shown in Table 4.18 on page 184, where the intervention group participants
are separated according to cluster. Of particular note is the large degree of variation
in the domains used across some of the clusters where goals are classified across six
or seven domains of ICF whereas there is only a small degree of variation in the
goals set in cluster 7 (only two of the 13 domains are used, relating only to
transportation and shopping). Once again it is important to consider this with other
information relating to this cluster. Not only were there a large number of
participants that did not set a goal for their HBSS services, but also those that did set
generic goals with little variation across the participants. In addition it is apparent
that there were a large proportion of mobility and transportation goals set by
participants in cluster 11. This could be due to the location of this cluster in the most
rural area of the study and the resultant need for participants to remain functionally
mobile if they were to remain at home. This is in marked contrast to participants in
cluster 4 who set a smaller proportion of goals that related to transportation and

mobility. This cluster was of a far more urban nature.
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Table 4-18: Proportion of goals (%) classified according to WHO ICF
classification of functioning and the spread of goals across the 13
domains for older people across the seven clusters

ICF domain Cluster

pain 0 0 0 5 0 0 20
sleep 0 0 0 0 0 0 10
look after ones health 25 20 25 42 0 0 0
mobility 0 20 13 16 0 31 20
transportation 38 20 13 5 50 23 20
caring for pets 0 0 13 0 0 0 0
caring for others 0 0 0 0 0 8 0
shopping 0 20 13 11 50 0 10
housework 0 0 13 16 0 0 0
gardening 13 0 0 0 0 8 10
family relationships 13 10 13 5 0 15 10
work 0 0 0 0 0 8 0
recreation and leisure 13 10 0 0 0 8 0

Spread of goals across 13 ICF

domains (n=)

HBSS support plans

Once the participant goals were identified by NASC through the use of TARGET
the participant was referred to HBSS. The first task of HBSS provision was a detailed
description of how the services were to be implemented (called the support plan).

This was undertaken by the HBSS coordinator and formed the basis of all the
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activities performed by the HBSS support worker. This support plan was informed
by the goals described in the TARGET.

Table 4.19 on page 186 shows the percentage of HBSS support plans that included
each of the four main categories of services across the participants in the two study
groups. These were domestic chores (vacuuming, cleaning and dusting); personal
cares (showering assistance, dressing assistance), shopping (including shopping with
and without the older person) and individualised activities (activities identified
specifically for the individual older person). The individualised activities
predominantly focussed on assisting the participant to access the community and so
were often concerned with increasing their function outside of the home. The table
shows how all the providers delivered services that focussed predominantly on
domestic chores. The percentages reported for providers D and I need to be viewed
with caution due to small numbers of participants involved. Provider E showed an
interesting trend in the individualised activities category. They were the only provider
to have a majority of participants receive individualised activities as part of their
services, across both the intervention and control groups. For the remainder of the
providers there were a high number of participants in the intervention arm who
received such services, whereas the control participants did not. Provider C is not

listed as they had no participants enrolled in the trial.
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Table 4-19: Percentage of HBSS support plans including the main categories of
services for intervention and control participants

HBSS
provider

n= 26 13 36 36 5 3 39 39 2 6 107 98
domestic 96 92 92 100 100 100 92 95 100 100 |96 97
chores

personal 15 23 14 19 20 33 15 18 0 17 13 22
cares

Shopping 23 23 17 22 20 33 18 21 50 17 26 23

individualised 69 0 75 3 60 0 77 67 50 0 66 14
activities

Figure 4.10 shows the mean percentages across the five HBSS providers in terms of
the four categories of services delivered to participants in the intervention and
control groups. Once more it is apparent that there was little difference between the
two groups in relation to domestic chores, personal cares or shopping. The main
difference in services related to the individualised activities (7 [205] =334, p< 0.001).
These were often individualised walking or exercise programmes or other activities
related to improving functional ability. This increased use of individualised activities
in the support plans of participants in the intervention group was a major
component in producing the improvements in study outcomes described in Section

4.6 on page 202.
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Figure 4-10: Percentage of HBSS support plans incorporating the four major
categories of services for intervention and control groups

4.5.3 Client factors

The final aspect considered under the client interaction sphere is the client factors.
These relate to the level of coping of the client with everyday stressors. As described
in chapter two this concept of proactive coping has been closely linked to self-
regulation, a strong indicator of goal directed behaviour. This was measured using
the Proactive Coping Inventory. Following this the participants’ perception of their
level of satisfaction with both the NASC and HBSS provider will be presented. This
was measured utilising two scales of the Home Case Satisfaction Measure. In
addition the participants’ rationale for their choice of HBSS organisation and their
views on the goals for their HBSS episode of care are presented. Finally the data
arising from analysis of interviews with a sub-sample of the participants will be

described.

Proactive coping

Table 4.20 shows the mean scores for the Proactive Coping Inventory (PCI),
together with the component scales of the tool. These consist of the Proactive
Coping Scale, (with a maximum score of 56), the Reflective Coping Scale (a
maximum value of 44), the Strategic Planning Scale (maximum of 106), the

Instrumental Support Seeking Scale (a maximum of 32), the Emotional Support
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Seeking Scale (a maximum of 20) and the Avoidance Coping Scale (with a maximum

of 12).

Table 4-20: Mean Proactive Coping Inventory total scores and component
scores for intervention and control groups

Proactive Coping Scale?’ (score, [sd], 33.70, [9.53], 31.61, [8.82],
95% CI) 31.95-35.89 29.82-33.39
Reflective Coping Scale? (score, [sd], 28.19, [7.82], 28.19, [7.87],
95% CI) 26.69-29.68 26.59-29.78
Strategic planning Scale?® (score, [sd], 10.32, [2.73], 10.19, [2.75],
95% CI) 9.80-10.84 9.63-10.74
Instrumental Support Seeking Scale3 20.19, [5.95], 20.53, [5.29],
(score, [sd], 95% CI) 19.06-21.33 19.46-21.59
Emotional Support Secking Scale3! 13.56, [4.20], 13.27, [3.81],
(score, [sd], 95% CI) 12.76-14.37 12.50-14.04
Avoidance Coping Scale®? (score, [sd],  7.76, [2.61], 8.40, [2.44],
95% CI) 7.27-8.27 7.91-8.90
Proactive Coping Inventory (score, [sd], 113.81, [24.4], 112.17, [22.64],
95% CI) 109.13-118.48 107.60-116.75

There were no statistical differences in the mean total scores for the PCI or its
component scores across the two study groups, showing that there were comparable

levels of coping. Further analysis was undertaken to examine the interaction between

27 'This scale, combines autonomous goal setting with self-regulatory goal attainment cognitions and
behaviour

28 This scale, desctibes simulation and contemplation about a variety of possible behavioural
alternatives by comparing their imagined effectiveness and includes brainstorming, analysing
problems and resources, and generating hypothetical plans of action

2 This scale focuses on the process of generating a goal-otiented schedule of action in which
extensive tasks are broken down into manageable components

% This scale focuses on obtaining advice, information and feedback from people in one’s social
network when dealing with stressors

8 This scale is aimed at regulating temporary emotional distress by disclosing to others feelings,
evoking empathy and seeking companionship from one’s social network

% This scale measures avoidance coping, in which an individual eludes action in a demanding
situation by delaying action
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the sub-scales of PCI and the other variables included under the clinical interaction,
client interaction and service factors levels of the model. The proactive coping scale
showed a significant relationship with the homecare satisfaction scores (HCSM) for
both NASC (+=0.30, p< 0.001) and HBSS (+r=0.30, p< 0.001), suggesting that
participants with higher levels of proactive coping perceived their interactions with
both NASC and HBSS in a more positive manner. A higher level of proactive coping
did not show a relationship with the successful identification of a goal by the
participant. Of particular note was that higher levels of strategic planning did have a
significant relationship with goal identification (z=-2.53, p=0.006) using a Wilcoxon-

Mann Whitney test.

Higher scores on the avoidance coping scale were also correlated with a higher level
of satisfaction with both NASC (r=0.148, p=0.001) and HBSS HCSM (+=0.150,
p=0.001) scores. This was investigated further to determine if this varied across the
two study groups. It was important to ascertain if the more proactive approach to
implementing services, that was highlighted by the increased number of
individualised activities in the intervention group, was a related factor in this
observed phenomenon. However, the level of correlations did not differ across the
two groups. None of the variables showed significant relationships with the other

sub-scales of the PCI.

Participant relationship with NASC and HBSS

Another variable relating to the client factors level of the model related to the effect
of the participants’ perception of the quality of their relationship with the NASC and
HBSS involved in the provision of services. This was measured using the Homecare
Satisfaction Measure (HCSM), higher scores on HCSM are indicative of higher levels

of satisfaction for the participant.

Tables 4.21 to 4.23 (page 190) show that the HCSM scores rating the participant’s
relationship with the NASC worker assigned to them. An independent samples T-
Test was performed to determine the level of significance of the difference between

the satisfaction levels perceived by the participants. The results are shown in Table

4.21, as can be seen the result was highly significant (p=0.0002). This indicates
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significantly higher levels of participant satisfaction with the services provided by

NASC in the intervention group.

Table 4-21: Independent T-Test analysis of intervention and control group
NASC Home Care Satisfaction Measure Scores

Descriptor Intervention Control Difference T P
(n=108) (n=97) (I-l) mean statistic value

mean (sd), mean (sd), (sd)
95% CI 95% ClI

Mean NASC  43.72 (11.12),  39.85 (9.99), 3.88 (10.6)  3.70 0.0002
HCSM scote  47.7646.64 39.28-41.61

Tables 4.22 and 4.23 show the mean scores determined by participants in the two
study groups, in relation to the NASC staff allocated to their case. Table 4.23 reports
the scores for NASC in the intervention group. Participants assessed by NASC 7
showed the lowest mean levels of satisfaction (35.40), however, this was not

significantly different from the scores for the other NASC in the intervention group

(p=0.11). There were no significant differences between the scores obtained for the

control group NASC, shown in Table 4.22.

Table 4-22: Mean Home Care Satisfaction Measure scores for control group
NASC

NASC ID 3

Mean HCSM  41.23, 41.71,  36.33, 40.21, 35.75, 42.08, 41.31,

score [sd], [9.406], [10.76], [9.27], [11.04], |[5.75], [11.62], [10.71],

95% C1 37.49-  37.62- 3293~ 36.01- 3337 3748  37.51-

44.98 45.81 39.73 4441 38.13  46.67  45.11

Table 4-23: Mean Home Care Satisfaction Measure scores for intervention
group NASC

NASC ID 1

Mean HCSM 44.00, 43.40, 46.54, 42.94, 35.40, 45.37, 45.26,

score [sd], [10.88], [10.71], [10.49], [13.60], [6.82], [10.48], [11.60],

95% C1 40.01-  3947- 42.39-  3827- 32.29- 41.97-  41.48-

47.99 4733 50.69  47.61 3851 4877  49.04

It is important to also consider the relationship between the participant and HBSS.

The differences in participant satisfaction with HBSS were considered across the two
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study groups. Table 4.24 shows the results of an independent T-test undertaken on
the mean total scores for HCSM scores for HBSS providers across the two study
groups. There are significantly higher HCSM scores (indicating higher satisfaction

with services) among participants randomised to the intervention group (p=0.0007).

Table 4-24: Independent T-Test analysis of intervention and control group
HBSS Home Care Satisfaction Measure Scores

Descriptor Intervention Control Difference T P
(n=108) (n=97) (I-l) mean statistic value
mean (sd), mean )

95% ClI (sd), 95%
Cl
Mean HBSS 44.68 [12.18],  40.76 3.91 3.44 0.0007
HCSM score  42.75-45.98 [10.72],
39.1241.26

Table 4.25 shows the median scores for intervention and control groups obtained for
each of the six providers for the Home Care Satisfaction Measure. Due to the lack of
any participants allocated to Provider C there are no data available for that provider.
In addition the small numbers of participants allocated to providers D (n=8) and F
(n=8) mean that definitive conclusions can not be made regarding these providers.
However, for the remaining providers it is interesting to note the significantly higher
levels of satisfaction for participants with service delivered by provider A (z=2.406,
p=0.007) and provider B (2=2.39, p=0.008) but there was no difference for provider
E. Furthermore the remaining providers (A, B and E) had the same median HCSM
score of 39 for participants in the control group, however, the intervention group
scores varied considerably among participants with services delivered by provider E
remaining constant across the two study groups. It is unlikely that this was due to the
content of the services provided. As described in section 4.5.2.5 (on page 184) the
only major difference in analysis of the service plans for provider E and provider A
and B related to the increased level of individualisation of those in the provider E
control group. The effect of this discrepancy was accounted for in the analysis
undertaken relating to the study outcomes through the inclusion of HBSS as a
covariate if its effect was shown to be significant in the construction of the mixed

model.
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Table 4-25: Median average Home Care Satisfaction Measure scores for HBSS
providers and Wilcoxon-Mann-Whitney Test analysis
HBSS Provider ID A B C D E F
Median HCSM score for 48.5 42.5 n/a 39 39 44

intervention group
participants (score, [sd])

Median HCSM score for 39 39 n/a 36 39 38
control group participants

(score, [sd])
Z statistic 2.46 2.39 n/a -1.29  0.39 0.92
P value 0.007  0.008 n/a 0.10 0.34 0.18

The effect of this increased level of satisfaction among the intervention group
participants on the study outcomes is of interest. However, as stated above the
HCSM scores were only included in the mixed model if they were shown to have a
significant effect. Of greater interest are the potential reasons for the increased levels
of satisfaction. Is it due to the content of the services provided to participants in the
intervention group? The trend observed for the HCSM scores obtained for provider
E, as described above, would suggest not. Alternatively, is it due to the services
implemented by the provider being structured around the participant’s goals? A
further alternative is that the higher level of satisfaction is due to differences between
the groups that have been described previously, such as age, ethnicity or coping
behaviours. To provide further insight into this and other issues arising from the

study interviews were conducted with a sub-sample of participants.

Interviews with participants

The random sub-sample of participants (n=14) were interviewed to ascertain their
views and attitudes towards the process of goal directed services implemented as part
of the trial. In addition, they were asked for their views on the level of quality of the
home based support services they received. A negative change in SPPB, SF-36 or
DSSI shows a detrimental change in that variable over time. The following section
will describe the themes arising from the interviews, with quotes where relevant, to
further contextualise the findings. To allow for a deeper understanding of the sub-
sample interviewed it is useful to develop the information presented in Table 4.26

(page 198) to encompass additional information relating to the participants.
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Intervention group participants: Participant 121 was a 72 year old New Zealand
European woman who lived with her husband. She had just returned home from
hospital following a stroke. She was assessed by NASC 11 and following this
received 1.5 hours per week of HBSS from provider A. She set a goal of “to go for a
walk each day” and the services provided assisted with this. The support workers
visited three times per week to supervise her exercise programme (prescribed by the
community physiotherapist) and to assist her to increase the distance walked. At
follow-up assessment she had a large decrease in HRQol, however, given her
diagnosis of stroke this could be evidence of stroke related depression. Reports of
the prevalence of depression post stroke vary in the literature from sixteen to thirty

612-614 : : : 615, 616
, with women reporting higher rates than men ° " °. There were

eight percent
similar changes in both component scores of the tool. There was no change in
physical function and a small change in social support. She partially attained her goal
and was averaging a walk with the support worker two to three times per week at the

time of the interview.

Participant 170 was a 76 year old woman who lived alone. She presented with
arthritis and a history of falls. She was assessed by NASC 6 and identified that she
wished to “return to playing nine holes of golf in six months time’, which she
achieved. She received two hours of support from HBSS provider B in order to
achieve this. The support consisted of activities to improve her fitness and balance
which were supported by the support worker. She showed high levels of proactive
coping. At follow-up assessment she reported a large improvement in HRQoL.
There was no change in physical function (10/12 on SPPB); however, her social
support, as measured by DSSI had improved slightly. She attained her goal and
returned to playing golf once per week, although she did report that it was harder

than previously and she still was scared of falling.

Participant 198 was a 65 year old woman who lived with her partner. She presented
with a history of osteoarthritis and increasing pain and was assessed by NASC 11.
She identified that she wished to “return to gardening in 6 months”. She received six
hours of assistance per week from provider B to assist with this and also to enable

her to return to undertaking more of the housework herself. At follow-up there were
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improvements in HRQoL, physical function and social support. At the time of the
interview she was able to undertake light gardening tasks but still wanted to improve

further.

Participant 189 was an 88 year old Maori woman who lived with her extended family.
She was reported a history of osteoarthritis, heart disease, pain and increasing
shortness of breath. She assessed by NASC 2 and identified a goal of, “to walk to the
dairy each day” and received six hours of HBSS support each week from provider D.
This consisted of exercises to improve her balance, strength and fitness, together
with personal care assistance twice per week. She scored highly on the proactive
coping scale (44/56) and the reflective coping scale (33/44), suggesting that she was
a goal driven person. At follow-up she showed a large improvement in HRQoL
which was driven by a large change (20.6) in the physical component score.
However, there was a decrease in the Hua Oranga score, this was driven by a
perceived decrease in the score by her whanau (see Table 4.29). There were
improvements in both social support and physical function at follow-up. She attained
her goal and at the time of the interview she was walking to the dairy with a family

member each day.

Participant 155 was a 78 year old Maori woman who also lived with her extended
family. She was recently discharged home from hospital following a stroke. This had
left her unable to mobilise outside of her home. She was assessed by NASC 1 and
received 11 hours per week of support from provider E. She identified that she
wanted to “To be able to get in and out of car and walk to club each week”. The
services provided involved activities to assist with attainment of this goal (balance,
strengthening, and fitness) and also assistance with personal cares with a view to her
regaining independence with these activities. At follow-up assessment she showed a
large change in HRQoL (SF-36 and Hua Oranga), physical function (SPPB) and
social support (DSSI). At the time of the interview she was independent transferring

in and out of the car and was able to walk with a walking frame to the club.

Participant 8 was a 66 year old woman with chronic pain who lived alone. She was

assessed by NASC 7 and received 3.5 hours per week of assistance. She identified a
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goal (to return to shopping independently) and the services delivered by HBSS
provider F attempted to facilitate attainment of this goal through assistance to
manage her housework (within the limits of her pain) and to improve her fitness and
her confidence with her walking. She had low levels of proactive coping and at
follow-up assessment she had a large decrease in her HRQoL and decreases in both
physical function and social support. She did not reach her goal due to an increase in

the level of her pain and an associated reduction in her mobility.

Participant 154 was an 86 year old man who lived alone and reported an increased
number of falls over the past twelve months. He was assessed by NASC 4 and
identified that he wished to “be able to remain independent”. He received three
hours per week of HBSS from provider F. At follow-up assessment he had a small
increase in SF-36 component scores and social support and a small decrease in his
physical function. Due to the non-specific nature of the goal it was hard to determine
whether the goal had been attained. His mobility had improved and he felt less prone

to falling.

Control group: Participant 168 was a 75 year old New Zealand European man who
lived with his wife. He had a history of arthritis and diabetes. He was assessed by
NASC 12 and following assessment received two hours of HBSS, which was
delivered by HBSS A. No goals were recorded for this episode of service provision
and the services were structured around shopping assistance and housework. He
showed a high degree of proactive coping (124 out of a maximum of 180). At follow-
up assessment he showed a decline in HRQoL. measured on the SF-36 with no

change in social support or physical function.

Participant 162 was a 75 year old New Zealand European woman who presented
with a history of increasing pain due to arthritis in her hips and knees. She lived in
an annex on her daughter’s property. She was assessed by NASC 10 and following
this HBSS provider B delivered two hours per week of HBSS services. Once again
there was no identified goal for these services which also involved housework and
shopping assistance. Her proactive coping inventory score was low (79/180). She

showed a small decline in HRQoL at follow-up assessment and a small decline in
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social support and a small increase in physical function. This related to small

improvements in balance and gait speed.

Participant 185 was a 94 year old male who lived alone and reported an increase in
his falls over the previous six months. He was assessed by NASC 3 and referred to
HBSS provider B. He received two hours per week of HBSS, consisting of assistance
with housework and shopping. He showed a very small improvement in HRQoL at
follow-up assessment and in social support. There was no change in physical

function. He showed very high levels of proactive coping (160/180).

Participant 188 was a 66 year old New Zealand European man who lived alone in a
small local council owned flat. He had mild respiratory disease and diet controlled
diabetes and was assessed by NASC 9. He received two hours of HBSS from
provider B to assist with shopping and housework. He scored 101 out of a maximum
180 in PCI. At follow-up assessment there was a slight decrease in HRQoL, with no
change in physical function and a large decrease in social support. This change was
predominantly due to a decrease in the domains of the DSSI relating to
communication he had with family members and also the perceived role that these

family members had in supporting him.

Participant 187 was an 80 year old woman who lived alone. However, she had strong
social support at initial assessment. She described increased levels of pain due to
severe arthritis in her hips and knees. She was assessed by NASC 5 and following this
received two hours of HBSS from provider E for assistance with housework. She
reported an improvement in HRQoL at follow-up with no change in physical
function. The decline in social support was due to small detrimental changes in all

items of the DSSI.

Participant 94 was a 91 year old man who lived with his nephew and niece. His
mobility was very poor and he reported that this was primarily due to his chronic
obstructive respiratory disease. He was assessed by NASC 8 and received two hours
of home based support from provider F. This involved assistance with personal

cares. He had high levels of proactive coping and at follow-up assessment reported a
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large improvement in HRQoL. This was primarily driven by the physical component
score. The small increase in physical function was driven by improvements in gait
speed and chair stand. The large improvement in social support was due to changes

across all items of the tool.

Participant 191 was an 82 year old Tongan woman who lived with her extended
family. She received two hours of assistance from HBSS provider F following
assessment by NASC 14. On assessment she reported severe pain and a diagnosis of
diabetes. This was to assist her with shopping. At follow-up assessment she had a
large improvement in HRQoL and in physical function. The decrease in social

support was due to a small change across many of the items of the DSSI.
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Table 4-26: Characteristics of the sub-sample of participants interviewed
Study Age Gender LA* NASC HBSS* Change Change Change Change PCI
ID

ID in SF- in Hua ] in DSSI score
36 Oranga SPPB

72 Female With NZE 13 B 1.5 -25.7 0 149

partner

170 76 Female Alone 2 NZE 6 B 1 2 +29.7 - 0 +2 133

198 65 Female With 6 NZE 11 B 1 6 +9.8 - +2 +5 118
pattner

189 88 Female With other 8 Maiori 2 D 1 6 +21.8 -1.7 +2 +4 139
family

155 78 Female With other 8 Maori 1 E 1 11 +38.7 25.0 +4 +4 126
family

8 66 Female Alone 8 NZE 7 F 1 3.5 -15.5 - -2 -2 76

154 86 Male Alone 8 NZE 4 F 1 3 +06.7 - -1 +1 126

168 75 Male With 6 NZE 12 A C 2 -16.8 - 0 0 124
partner

162 75 Female With other 4 NZE 10 B C 2 -4.8 - +2 -1 79
family

185 94 Male Alone 4 NZE 3 B C 2 +2.1 - 0 +1 160

188 66 Male Alone 10 NZE 9 B C 2 -4.9 - 0 -10 101

187 80 Female Alone 8 NZE 5 E C 2 +15.5 - 0 -6 94

94 91 Male With other 6 NZE 8 F C 2 +26.5 - +2 +13 101
family

191 82 Female With other 9 PI 14 F C 2 +10.75 - +3 -6 105
family

*LA =living arrangement, Eth = ethnicity, HBSS = HBSS provider, I/C = study group. + scotes for SF-36, SPPB and DSSI show

improvements over time for those outcomes
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Development of themes from reviewing and coding older people’s qualitative

transcripts is outlined in Figure 4.11.

‘ CODES

/ Made a real impact
Planned the services
What | wanted
Motivation
Made a change

Y4

Not what | wanted
No goal set
Imposed on me
Ticking the boxes

Y4

No real relationship
Maintenance
Monitoring

hYE

No real relationship
Maintenance
Monitoring

Y

Does extra jobs
Does what | ask
Encouraged to exercise
Friends
Companionship
Good cleaner, good lady
Like family
Talk with carer
Takes me out
Relationship with carer
Encouraged to do your own things

-

Excellent help
Good service
Grateful
No problems or complaints
Satisfied

Unhappy with service
No help for a period

\

CATEGORIES

Goal integral in
services

Goal had no impact

Relationship with
NASC

Relationship with
coordinator

Relationship with
support worker

Satisfied with services

Dissatisfied with
services

THEMES

Goal directed
services

Relationships

HBSS services

Figure 4-11:  Codes categories and themes for older people qualitative data
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Goal directed services: There was a marked difference between the participants
randomised to the two study groups in relation to this question. The majority of
participants in the intervention group were able to identify the goal they set with the
NASC and many actively pursued this through the assistance of the HBSS services.

“T have been in hospital a lot this year and hate sitting around. To have a goal to
get walking again and help to do it was good for me” (155).

“T am walking a lot more now than 1 was and 1 think without the help from the
home help that wonld not have happened. They have really helped me along” (008).

Furthermore, the control group participants were not able to identify goals as bearing

any relation to the services implemented.

“T had no goals set other than the ones the hospital set for me and that doesn’t really
matter to me. 1 just want to stay here with my whanau” (168).

However, some of the intervention group participants did express an opinion that
their goal was imposed on them.

“It was not my goal really. I just agreed to it to get the services” (170).

Relationships: This theme summarised the participant’s relationship with the
NASC, HBSS coordinator and the support worker. The majority of participants
identified positive experiences with both the support worker allocated to them and
the coordinator. Often it was stated that the support worker had exceeded their

expectations.
“They go above and beyond the call of duty and do so much for me” (094).

“Lizzie [the coordinator] seems to keep a close eye on me which helps, the girl who
comes in [the support worker] always lets her know how I am doing each day. That
is good” (168).

Most commonly the participants 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
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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.

“T like the companionship...I think it is very essential for those like myself who are

living on their own to have becanse I don't have much contact with anybody except

my family. 1t is lovely to sit and have a cup of tea after they finish their work and
have a talk with us” (154).

The relationship with NASC was often identified as confusing and in most cases had

little impact on their experiences with the home based support services.

“They came to see me and asked me all these questions. 1 just needed some help in
the house and they asked me about going to the toilet. I don't know why they had to
ask me all that” (185).

However, some of the participants saw the role of NASC very clearly and felt that it

was integral to the improvements they had seen in themselves.

“They came to see me and it went well after that. We talked about what I was to do
and how to do it and then they took it from there” (198).

“They talked to me and my family and did that well. 1 think the way things have

been put into my house has really helped me right for that first time she came to see
me” (121).

HBSS services: This theme related to both positive and negative comments the
older people participants made about the home based support service delivered to
them. For all participants there were some comments providing positive feedback

about the home care agency and reporting they were thankful for what they received.

“T 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” (191).

However, across both groups a small number of older people reported
dissatisfaction. The main reason for this was due to a lack of consistency in staffing.
A number of complaints also referred to staff shortages and participants not

receiving care for periods of time.
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“T feel it is not as reliable as it should be. Often I get a different one each week.
They are irregular when they come and sometimes no-one will come for a week if one

of them is sick” (187).

4.6 Clinical outcomes

The final section presents the data obtained for the clinical outcomes collected at
baseline and follow-up. These outcomes were Health Related Quality of Life (SF-
36™), physical function (SPPB*) and Social Support (DSSI®). In addition the
Caregiver Reaction Assessment scores obtained at the two data collection points will
be presented. The variables used in the mixed model of analysis to determine the

variance between the two study groups over time are described.

4.6.1 Health Related Quality of life

SF-36 component scales

Prior to presenting the results obtained from the mixed modelling of the data it is
important to determine the simple summaries of the two component scales of SF-36.
These are shown in Table 4.27. As can be seen there was an apparent improvement
in the mean component scores in the intervention group over time with a mean
decrease in the control group over the same period. However, no significance can be
attached to this observation and so Table 4.28 shows the results obtained from

modelling of the data.

3 Short Form 36 Health Survey
3 Short Physical Performance Battery

% Dukes Social Support Index
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Table 4-27: Summary statistics for SF36 component scores for baseline and follow-

up
Scale Baseline Follow-up
measurement
Mean average (SD), Mean average (SD),
95% CI 95% CI
SF36 Physical
36.33 (11.11), 33.25 (10.07),
Control 34.09-38.57 33.22-35.28
ltervention 34.16 (9.56), 41.19 (9.97),
32.34-35.96 39.2943.09
SF36 Mental
52.34 (9.35), 51.37 (9.36),
Control 50.46-54.23 49.48-53.25
Intervention 51.70 (10.58), 57.36 (9.51),
49.65-53.72 55.45-59.18

The model of analysis for determining the variance in the SF-36 component scores
across the two study groups was built in a stepwise manner and only those variables

that showed a significant effect were included as fixed effects.

Analysis of the residuals in the linear mixed model showed that outliers in the model
had minimal effect on the least mean square values generated. In addition the
residual statistics generated by the model were analysed in relation to the fitted
(objective) function values described in chapter three. Finally, the model chosen
utilised the lowest Akaike Information Criterion and Bayesian Information Criterion

values.

Table 4.28 on page 205 shows the baseline and follow up least mean square values
for the two component scales of the SF-36, namely the physical and mental scales.
The modelling for the physical scale included: strategic coping scale (F=6.42,
p=0.01), age (F=12.47, p=0.0005), living arrangement (F=3.24, p=0.01) and the
perceived relationship between NASC and HBSS (F=4.97, p=0.01). As can be seen
there was a significant difference in the change in SF-36 physical component scores
in the intervention group compared to the control group (34.01 to 41.04 in the
intervention group vs. 36.50 to 33.42 in the control group, p<0.0001). This would

suggest that the intervention group showed an improvement in the physical

Page | 203




Chapter Four - Results

components of the HRQoL scale whereas the control group actually deteriorated in

this scale.

The fixed effects used in constructing the model for analysis of the mental
component of the SF-36 were: perceived relationship between NASC and HBSS,
age, gender, ethnicity, living arrangement, the strategic planning scale scores and the
number of hours of home support allocated to the client. The model showed a
significant difference in the change observed over time between the two groups
(p=0.001) with the control group showing a decrease in the mental HRQoL and the
intervention group showing an improvement (50.67 to 50.85 in the control group vs.
51.11 to 56.57 in the intervention group). Classification factors included in both of
the models were: gender, NZDep rating, living arrangement, HBSS provider and

ethnicity.
Table 4.29 shows the least mean squares values, standard error and 95% confidence

intervals for an unadjusted model to determine change over time in the two SF36

cornponent SCofres.
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Table 4-28: Results of linear mixed model examining the change in Physical
and Mental components of the Short Form (SF36) Health Survey at
baseline and follow-up adjusted for co-variates

Scale
measurement

Baseline Follow-up Pvalue

Adjusted Least Mean Adjusted Least Mean

Square (SE), 95% CI Square (SE), 95% CI

SF36 Physical™
Conteol 36.50 (1.03), 33.42 (1.03),
34.48-38.53 31.39-35.44 <0.0001
Intervention 34.01 (0.97), 41.04 (0.97),
32.09-35.92 39.12-42.96
SF36 Mental”’
50.67 (1.03 50.85 (1.09),
Control 52, 70-22.87) 48. 82-(52.87) 0.001
Imtervention 51.11 (1.01), 56.57 (1.05),
49.11-53.10 54.58-58.57
SE Standard Error

SF36 Short Form 36 Health Survey

Table 4-29: Results of undajusted linear mixed model examining the change in
Physical and Mental Components of the Short Form (SF36) Health
Survey at baseline and follow-up

Scale Baseline Follow-up Pvalue
measurement

Unadjusted Least Mean Unadjusted Least Mean

Square (SE), 95% CI Square (SE), 95% CI
SF36 Physical
Control 36.33 (1.03), 34.16 (0.98),

34.30-38.37 32.23-36.09 <0.0001
Intervention 33.25 (1.03), 41.19 (0.98),

31.21-35.28 39.2643.12
SF36 Mental
Control 51.04 (0.99), 51.21 (0.99),

49.08-53.00 49.25-53.17 0.001
Intervention 50.82 (0.97), 56.29 (0.99),

48.91-52.73 54.38-58.20

36 Modelling included strategic coping scale (F=6.42, p=0.01), age (F=12.47, p=0.0005), living
arrangement (F=3.24, p=0.01) and the perceived relationship between NASC and HBSS (F=4.97,
p=0.01)

37 Modelling included perceived relationship between NASC and HBSS, age, gender, ethnicity, living
arrangement, the strategic planning scale scores and the number of hours of home support allocated
to the client.
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This section has described the statistically significant improvement in HRQoL,
measured by the two SF-36 component scales, observed in the intervention group
compared to the control group across the sample of 210 participants. The potential
modes of action for such a change have been described over the course of this
chapter. However, the reported issues relating to the validity of SF-36 as a measure
of HRQoL in Maori have previously been described. To counter this effect the Hua

Oranga tool was administered to the Maori participants.

Hua Oranga

The data obtained from the sixteen participants who identified as Maori (nine control
and seven intervention) to whom the Hua Oranga tool were administered was
analysed. In addition the data arising from their whanau and NASC were collated.
The separate scores are shown below in Table 4.30. The possible scores for the tool
ranged from -48 indicating the maximum deterioration in HRQoL to +48 indicating
a maximum improvement in HRQoL. The client scores range from -8 for participant
59, showing a slight deterioration in HRQoL to +32 in participant 148. With the
small numbers of participants statistical analysis to determine if there is any
difference in Hua Oranga scores between the two study groups is questionable.
However, a t-test did show that the intervention group had significantly higher scores
than the control (p=0.002), indicating higher rating of quality of life. Figure 4.14 on
page 208 shows the mean and standard deviations for Hua Oranga scores across the
two study groups. The larger mean change in HRQoL can be seen in the intervention
group. In addition it is interesting to note the difference in the scores obtained from
the participant, their whanau (family members) and the NASC involved in the
provision of HBSS services in Table 4.30 and that the pattern observed with lower
scores by whanau members in comparison to the participant scores is similar across
the intervention and control groups, as shown in Figure 4.14 on page 208. The trend
towards the NASC scores and participant scores being more closely aligned in the
intervention group in comparison to the control group is also of interest. A potential
explanation could be the higher levels of satisfaction among the intervention group
participants in relation to the NASC worker assigned to them and the concomitant
better relationship. However, as stated the small numbers involved preclude any

definitive conclusions concerning this observed trend.
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Table 4-30: Client, whanau, NASC and total scores obtained for Hua Oranga tool

Client Whanau Total

score score score
32 C 5 2 9 5.33
42 C 27 23 23 24.33
49 1 13 0 16 9.67
54 C 18 11 16 15.00
59 C -8 -4 -9 -7.00
88 1 23 17 20 20.00
97 1 9 10 7 8.67
107 C 16 0 20 12.00
123 1 16 16 26 19.33
141 C 16 0 9 8.33
148 1 32 22 22 25.33
155 1 26 23 26 25.00
156 1 9 16 12 12.33
157 C 9 3 -10 0.67
189 1 1 -6 0 -1.67
203 C -6 -5 -7 -6.00
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30.00 -

25.00 -

20.00 -

15.00 - M Individual score

H Whanau score

10.00 -

i NASC score

M Total score

5.00 -

0.00 -

Average change in Hua Oranga items

Intervention
-5.00 - 1

-10.00 -

Figure 4-12: Individual, whanau, NASC and total mean Hua Oranga scores
across intervention and control groups

4.6.2 Other measures
The following section will present the results from analysis of data arising from the

Short Physical Performance Battery and Dukes Social Support Index.

Physical function
In addition to HRQoL the study also sought to determine the effect of the
intervention on physical function. Table 4.31 shows the simple summary statistics at

baseline and follow-up for the Short Physical Performance Battery (SPPB).

Table 4.33 shows the results of unadjusted models exploring the changes over time

observed in SPBB total and component scores.
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Table 4-31: Summary statistics for SPPB scores for baseline and follow-up

Scale

Baseline Follow-up

measurement

Mean average (SD), Mean average (SD),

95% CI 95% CI
SPPB
Control 0.36 (3.18), 5.71-7.00 5.98 (3.27), 5.32-6.64
Intervention 6.11 (3.17), 5.51-6.72 6.76 (3.02), 6.18-7.34
SPPB Balance
Test
Control 2.72 (1.35), 2.44-2.99 2.48 (1.42), 2.19-2.77
Intervention 2.61 (1.45), 2.34-2.89 2.73 (1.32), 2.48-2.98
SPPB Gait Speed
Test
Control 2.32 (1.28), 2.07-2.58 2.24 (1.31), 1.97-2.50
Intervention 2.24 (1.15), 2.02-2.46 2.57 (1.14) 2.36-2.79
SPPB Chair
Stand Test
Control 1.27 (1.04), 1.06-1.48 1.24 (0.95), 1.04-1.43
Intervention 1.26 (1.09), 1.05-1.47 1.42 (1.06), 1.21-1.62
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Table 4-32: Results of adjusted linear mixed model examining the change in
Short Physical Performance Battery total scores and component
scores at baseline and follow-up

Scale Baseline Follow-up P value

measurement
Least Mean Square Least Mean Square
(SE), 95% ClI (SE), 95% ClI

SPPB™

Control 6.48 (0.52), 6.14 (0.52),
545-7.18 5.60-7.33

Intervention 6.00 (0.44), 6.68 (0.44), 0.003
5.26-6.29 6.36-7.69

SPPB Balance Test

Control 2.06 (0.37), 1.82 (0.37),
1.30-2.86 0.98-2.54

Intervention 2.05 (0.40), 2.22 (0.40), 0.03
1.33-2.70 1.80-3.06

SPPB  Gait speed

Test

Control 2.42 (0.13), 2.35 (0.13),
2.18-2.68 2.26-2.76

Intervention 2.18 (0.12), 2.52 (0.12), 0.002
1.93-242 2.09-2.58

SPPB Chair Stand

Test

Control 1.18 (0.106), 1.19 (0.16),
0.78-1.35 0.94-1.50

Intervention 1.06 (0.14), 1.22 (0.14), 0.25
0.88-1.49 0.85-1.46

SE = Standard Error
SPPB = Short Physical Performance Battery

The model of analysis included variables as fixed effects if they had a significant
influence on the model. These were: ethnicity, perceived relationship between NASC
and HBSS, emotional support seeking scale (a component of the Proactive Coping
Inventory) and the number of hours of home based support allocated by NASC.

Table 4.32 shows the results obtained for the adjusted model.

38 Modelling included ethnicity, perceived relationship between NASC and HBSS, emotional support
secking scale (a component of the Proactive Coping Inventory) and the number of hours of home
based support allocated by NASC.

Page| 210



Chapter Four - Results

In the adjusted model there were significant differences in the overall change in
SPPB score between the two groups (F=8.30, p=0.003) and in the gait speed
component of the SPPB (F=3.74, p=0.002). In addition there was a significant
difference between the two groups in relation to the balance component (F=9.74,
p=0.03). There was no difference between the two groups in the chair stand test
component (F=2.10, p=0.25). This suggests that the use of TARGET and the
associated change in the model of HBSS provision significantly improved physical
function among the intervention group participants. However, these improvements
were observed in walking (gait) speed and in balance. There was no significant
difference between the two groups in the change over time in the ability of the
participants to stand from a chair repeatedly. This latter component of the SPPB is
an excellent measure of functional ability and fitness among older people and so it is
interesting to note that there was no significant change across the two groups.
Possible reasons for this will be discussed further in the next chapter. However,
examination of the correlation between the SPPB and its component scales (balance,
gait speed and chair stand) and the variables forming the client and clinical
interaction levels of the model for analysis may inform any formulation of the

rationale for explaining this finding.
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Table 4-33: Results of unadjusted linear mixed model examining the change in
Short Physical Performance Battery total scores and component
scores at baseline and follow-up

Scale Baseline
measurement

Follow-up P value

Least Mean Square Least Mean Square
(SE), 95% ClI (SE), 95% ClI

SPPB

Control 6.36 (0.32), 5.97 (0.32),
5.72-6.99 5.34-6.61

Intervention 6.10 (0.31), 6.75 (0.31), 0.004
5.49-6.72 6.14-7.37

SPPB Balance Test

Control 2.72 (0.14), 2.49 (0.14),
2.44-3.00 2.21-2.76

Intervention 2.61 (0.13), 2.73 (0.13), 0.05
2.35-2.87 2.47-2.99

SPPB  Gait

Test

Control 2.33 (0.13), 2.23 (0.13),
2.07-2.57 1.99-2.48

Intervention 2.23 (0.12), 2.57 (0.12), 0.02
1.99-247 2.33-2.81

SPPB Chair

Test

Control 1.27 (0.11), 1.24 (.011),
1.06-1.48 1.03-1.45

Intervention 1.26 (0.10), 1.41 (0.10), 0.14
1.05-1.46 1.21-1.62

At the clinical interaction level both socioeconomic status (as defined by New

Zealand Dep rating) (F=2.18, p=0.03) and age (F=1.58, p=0.04) had significant

relationships with a change in total SPPB score. The data shows that those with

lower NZDep ratings, and so from less socially deprived areas and younger

participants, showed greater changes in physical function.

At a client interaction level there were significant correlations between change in

SPPB total score and trust 1 (F=3.79, p=0.05) and hours per week of HBSS

% How would you rate the interaction between yourself and the HBSS provider in relation to this

client?
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services (F=4.79, p=0.03). This suggests that a more highly rated and trusting
relationship between NASC and HBSS was important in improving a participant’s
physical function. Due to the negative correlation observed between the hours per
week of HBSS and physical function (r=-0.14, p=0.01) it was important to explore
further as this appeared counterintuitive. This was undertaken by determining the
correlations between hours of HBSS and physical function for the two study groups
separately. It was anticipated that providing more hours of support that encouraged
dependency on HBSS through the provision of a traditional model of HBSS may
have negatively influenced physical function. However, the converse was true. The
intervention group showed higher levels of negative correlation with changes in
physical function as determined by SPPB total scores (r=-0.26, p=0.01). There were
no accompanying correlations observed in participants randomised to the control
group in relation to these wvariables. This would suggest that although the
intervention did improve physical function among the sample it was those
participants who received less hours of individualised HBSS that benefitted most and
showed greater changes in physical function. A potential explaination for this finding
is that participants who received less hours of support may also have been less
functionally impaired and so had the potential to improve their physical function.
Conversely those who received more hours of support may have been more
functionally impaired and so may have had less potential to reverse their level of

disability.

Social support
The final outcome to be presented is that of social support, as determined by Dukes
Social Support Index. Table 4.34 shows the summary statistics for the scale at

baseline and follow-up for the intervention and control groups.
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Table 4-34: Summary statistics for Dukes Social Support Index at Baseline and

Follow-up
Scale Baseline Follow-up
measurement
Mean average (SD), Mean average (SD),
95% CI 95% CI
Control 38.12 (5.39), 37.04-39.21 37.56 (5.38), 36.47-38.64
Intervention 38.60 (4.20), 37.80-39.40 38.99 (5.39), 38.17-39.82

Table 4.35 shows the baseline and follow-up least mean square values across the
intervention and control groups for the Dukes Social Support Index. The model of
analysis included the following as fixed effect factors: living arrangement, HBSS
provider and the avoidance coping scale (a component of the Proactive Coping
Inventory). With the improvements in physical function and HRQoL observed in the
intervention group when compared to the control group it would be expected that
such a pattern would be reflected in the social support measure. However, there was

no significant difference over time between the two groups (p=0.09).

Table 4-35: Results of adjusted linear mixed model examining the change in
Dukes Social Support scores at baseline and follow-up®’
Scale measurement Baseline Follow-u P value
Least Mean Least Mean
Square (SE), Square (SE),
95% CI 95% ClI
Control 36.64 (1.10), 36.05 (1.10),
34.47-38.79 33.90-38.23
Intervention 36.93 (1.14), 37.35(1.14), 0.09
34.65-39.14 35.04-39.53
SE = Standard Error

40 Adjusted for living arrangement, HBSS provider and the avoidance coping scale
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Table 4-36: Results of unadjusted linear mixed model examining the change in
Dukes Social Support scores at baseline and follow-up

Scale measurement Baseline Follow-up Pvalue

Least Mean Least Mean
Square (SE), Square (SE),
95% ClI 95% ClI

Control 38.15 (0.50), 37.58 (0.50),
37.17-39.13 36.60-38.56

Intervention 38.56 (0.48), 38.95 (0.48), 0.11
37.61-39.52 38.00-39.90

Closer examination of the correlation between the variables in the model of analysis
and the social support measure showed that the only significant correlation (p<
0.001) related to which HBSS provider was used (r=-0.42). This suggests that having
provider A had the greatest effect on improving social support, whereas having

provider F had the least beneficial effect.

4.7 Summary

This chapter has reported the findings of a study investigating the effect of a goal
facilitation tool on clinical outcomes among a sample of older people referred for
home based support in South Auckland. Utilising a predetermined model of analysis
which was informed by contemporary evidence the potential variables that could
influence the effect of the tool have been described. A more detailed description of
these results will be presented in Chapter Five. Notwithstanding, some key findings

are summarised in Table 4.37.
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Table 4-37: Key study findings

Level of
model
Clinical
outcome

Variable

SF-36

Finding

Change over time in SF-36 was significantly greater in the
intervention group for the PCS (p<0.0001) and MCS (p=0.001)

Hua Oranga

Significantly higher scores in intervention group (p=0.002)

SPPB

Change over time in physical function was significantly greater in
the intervention group (p=0.003)

No statistical difference in change over time in chair stand
component of SPPB

DSSI

No statistical difference in change over time between the two
eroups (p=0.09)

Client
interaction
level

Relationship
between
NASC-HBSS

Level of trust had a significant effect on change in physical function
over time

Role aspects, client factors and relationship with HBSS were seen as
pivotal by NASC in optimising outcomes for clients

Relationship with NASC, management support and changing roles
were seen as important for HBSS providers in optimising client
outcomes

Proactive
Coping

Inventory

SPS scores had a significant effect on change in HRQoL over time
ESSS scores had a significant effect on change in physical function
over time

ACS scores had a significant effect on change in social support over
time

PCI scores had a significant effect on Caregiver Reaction
Assessment scores

Interaction
between
participants
and NASC /
HBSS

Significantly higher HCSM scores for NASC in intervention group
when compared to control (p=0.0002)

No significant difference in intra-group HCSM scores across NASC
for control or intervention

Significantly higher HCSM scores for HBSS in intervention group
when compared to control (p=0.0002)

Significantly higher HCSM scores for participants in the
intervention group receiving services from provider A (p=0.007)
and provider B (p=0.008)

Goal directed services, relationships with HBSS support worker,
coordinator and NASC and issues relating to HBSS provision were
identified by participants as important in optimising service delivery

Level of
service input

Significantly higher number of hours of services in intervention
group (p=0.05)

Hours of service provision had a significant effect on change in
physical function over time

Very low rates of allied health referral and formal reviews
undertaken across both study groups

A high level of variation in rates of successful goal identification
across the intervention NASC

Higher rates of individualised activities incorporated into participant
support plans in intervention group (73.2%) compatred to control
group (27.8%) (p=< 0.0001)

Clinical
interaction
sphere

HBSS
provider

Had a significant effect on change in social support over time

Client /

whanau

Age and living arrangement had a significant effect on change in
HRQoL over time

Age and socioeconomic status had a significant effect on change in
physical function over time

Living arrangement had no significant effect on change in social
support over time

NOTE - Qualitative findings shown in italics; Quantitative findings in plain text.
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4.7.1 Clinical outcomes

The main findings were that the statistical differences observed between the two
study groups in relation to change in Health Related Quality of Life over time. The
change in the two component scales of the SF-36 scale, physical component scale
(p<0.0001) and mental component scale (p=0.001) were both significantly different
across the two groups. Age, living arrangement and the perceived relationship
between NASC and HBSS were included in the linear mixed model for PCS. Age,
gender, ethnicity, living arrangement, the strategic planning scale scores and the
number of hours of home support allocated to the client were included in the linear

mixed model for MCS.

The intervention group also showed significant improvements in physical function
over time, measured by the Short Physical Performance Battery, compared to the
control group (p=0.003) and in the gait speed component of the SPPB (p=0.002). In
addition there was a significant difference between the two groups in relation to the
balance component (p=0.03). There was no difference between the two groups in

the chair stand test component (p=0.25).

4.7.2 Client interaction level

At the client interaction level, the effect of the interpersonal relationship between
NASC and HBSS coordinators has been reported and the degree of trust existing
between these two parties was a significant fixed effect in the model of analysis of
physical performance as measured by SPPB and the physical component score of the
SF36. It did not appear to have a significant effect on the total SF36 score or the
mental component score of the SF36 or social support. The themes arising from the
interviews conducted with HBSS and NASC show that the intervention would

appear to have positively impacted on the relationship between the two groups.

The client factors of proactive coping and the relationship with the NASC and HBSS
organisations were described. The participant’s level of proactive coping was shown
to be a significant fixed effect in the model examining the effect of the study

intervention on caregiver stress. In addition, elements of proactive coping were
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included in the mixed model examining HRQoL, physical function and social

support.

The perceived relationship between the participant and the NASC and HBSS as
measured by the HCSM was not included in the models examining the study
outcomes as it was not a significant effect. The interviews undertaken with a sub-
sample of the participants highlighted a number of themes that will allow for

continued contextualisation of the study findings in the subsequent chapters.

The service factors included in the analysis consisted of the number of hours of
support provided to the participant, the goal determined for the episode of HBSS
provision, the number of referrals to allied health made, the number of discharges

and reviews and an analysis of the type of services provided.

The number of hours of support was a fixed effect in the model examining the effect
of the intervention on the physical component score of the SF36. It was not included
in any of the other models. There was a marked variation across HBSS providers in
terms of the types of services provided to the participants and there was a difference
in the ability of the different intervention group NASC to facilitate goal directed

services. Further discussion of the service factors will continue in the next chapter.

4.7.3 Clinical interaction level

The effect of the HBSS organisation on clinical outcomes was a significant fixed
effect in the mixed model of analysis for the mental component score of the SF36
and for social support. The different organisational described will be elaborated on in

the next chapter to explore their relative effects.

At the client / whanau level the effect of age, informal carer support, living
arrangement, ethnicity, gender and socioeconomic status have all been described and
it was apparent that these were often of crucial importance to the relative success of
the intervention. These factors were included in the mixed models examining the

effect of the intervention on the study outcomes where appropriate.
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4.7.4 National socio-political influences
The impact of national strategies, international trends and local policy were all
considered and the imperative of HBSS quality improvement, innovation,

collaboration and improving interactions with clients were seen as imperative.
The influence of these different factors comprising the model of analysis on the

three clinical outcomes will further developed in the following chapter within the

context of national and international evidence to further synthesise the findings.
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Chapter Five: Discussion
5.1 Introduction

The current study sought to explore the effect of an innovative approach to home
based support service for older people within a defined region of New Zealand. This
discussion centres on relating the impact of the implementation of a designated goal
facilitation tool on health related quality of life, physical function and social support
among a sample of older New Zealanders referred for home based support services.
The study determined the relative effects of different inter-related factors on these
outcomes and whether the use of TARGET had an effect on the implementation of
core components of a restorative model of HBSS. The model developed through the
course of this thesis describes these factors in terms of client, clinical interaction and
socio-political influences. The previous chapter presented the findings in relation to
this model and also the resultant significant improvements in HRQolL and some
aspects of physical function and social support. This chapter will conceptualise the
study findings within the available contemporary literature and will discuss this

evidence within the framework developed and utilised within the study to date.

5.2 Interpreting the findings

The results of the intervention are best explored by dividing the current chapter into
three sections. The discussion will relate the findings concerning the research
questions to the different levels of the model of analysis with reference to the study
findings as shown in Figure 5.1. The issues explored in this study are, by their very
nature are complex and are often difficult to interpret. Many of the variables
explored within the current study are inter-related and the relationships require
consideration and debate. With this in mind, links between the variables will be

highlighted throughout the following chapter.

Section I focuses on the first of the research questions posed in Chapter Three and
examines any identified changes in the clinical outcomes within the intervention and
control groups. Section II interprets the findings relating to the client interaction

sphere of the model within the context of the contemporary literature. This
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considers the second of the research questions. Sections III of this chapter completes
the elucidation of the study findings in order to answer the research questions
relating to the clinical interaction. Discussion relating to the national socio-political

spheres of the model will occur throughout the three sections.

NATIONAL SOCIO-POLITICAL
INFLUENCES

CLINICAL INTERACTION

SPHERE
(Section IlI)

(Section Il)

Interpersonal
factors
Improved
TARGET . clinical
Service factors

tool outcomes
(Section )

L[ Client factors j—J

Figure 5-1: Conceptual model for exploration of the variables influencing the
effect of a goal facilitation tool on clinical outcomes of older people
receiving home based support service
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Section | - Study outcomes

5.3 Introduction

The variables that were entered into the mixed model of analysis examining each of
the clinical outcomes are summarised in Table 5.1 on page 223. The following
section will consider the interaction of these components in relation to the clinical
outcomes and describe the evidence supporting the inclusion and exclusion of these
components in the mixed models used. The first outcome to be considered is that of

health related quality of life.

Prior to consideration of the study findings it is important to discuss the rationale for
statistical testing of baseline characteristics not being undertaken within the current
study. In Tables 4.2 to 4.6 (pages 149 to 154) there are differences between the two
study groups in terms of client / whanau characteristics, caregiver stress levels,
physical function, HRQoL and physical function at baseline. Indeed if statistical
testing of these baseline characteristics is undertaken the p-values would have shown
a difference between the mean age of the two groups (p=0.03), the gender (p=0.02)
and the ethnicity (p=0.009). However, statistical testing of baseline variables to assess
the effect of imbalance, although common, has been criticised *"*”. Berger *
reports that  ‘ignificance tests are pointless in a conventional randomized trial that has an
effective randomization procedure’. Pocock ' provides further support for this view and
states that all baseline differences are due to chance, unless there has been a failure of

. . 22
randomisation. Altman °

and Senn ¢ report that this is the reason p-values for
baseline differences do not serve a useful purpose, since they are not testing a useful
scientific hypothesis. It is acknowledged that there may well be differences in
baseline characteristics, however, the randomisation for this study was robust and the
only potential bias identified in the randomisation was the cluster effect of

participants from the same GP practices. This is described in Section 3.7.1 (page 125)

and was controlled for in the analysis.
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Table 5-1: Potential effects considered in a mixed model analysis of the effect
of a designated goal facilitation tool on clinical outcomes

Fixed effects ‘

Clinical effectiveness outcomes

Client factors Service factors
Proactive coping inventory Hours of HBSS package
score Interpersonal factors

Home Care Satisfaction
Measutre score

Caregiver Reaction Assessment
score

NASC trust questionnaires score

Group interaction sphere

Client factors NASC
Age Level of experience
Sex Staffing levels
Ethnicity HBSS

Socioeconomic status (NZDep) Level of experience

Coordinator staffing levels
Ratio of coordinators to support
workers

5.4 Health related Quality of Life

This trial utilised the Short Form 36 Health Survey (SF-36) measure HRQoL. A
review of literature revealed the SF-36 was the most commonly used measurement
for HRQoL in the older population °". However, with the potential for a large
proportion of the study participants to be Maori and the potential for a decrease in
the validity of the SF-36 among this group, a Maori specific HRQol. measure (Hua
Oranga) was utilised for Maori participants in conjunction with SF-36. The findings
relating to SF-36 will be considered first, before the Hua Oranga data is discussed in

relation to the available evidence.

5.4.1 Short Form 36 Health Survey

This study revealed HRQoL, as measured by the SF36 mental component score

(MCS) and physical component scores (PCS).
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SF-36 Physical Component Score
The SF-36 PCS component scores for participants in the intervention group showed
a significantly larger change over time in comparison to the control group. The

24-62.
624628 and the

findings of numerous studies support this observed relationship
physical component should demonstrate improvement as a result of the anticipated
increased physical activity resulting from the intervention. A key element of the
restorative care intervention in the current study was to encourage older people to
undertake functional and repetitive activities of daily living (ADL) exercises and
therefore an improvement in this area was expected. As previously outlined, the
ageing process is associated with a decline in physical function, due to reduced
muscle mass, strength and power > . In addition, a sedentary lifestyle contributes

631

to poor physical function ™ whereas regular physical activity reduces age related

declines in physical functioning and promotes health in older people “*** In
addition, earlier research has demonstrated restorative home care can improve the

physical function of older people living in the community >,

Further evidence for the effect of increased physical activity on quality of life among
older community dwelling older people is provided by Okomoto et al. “*. They
investigated the effects of a home-based walking programme on quality of life among
community based older people. The 200 participants were randomised into an
exercise group (who were instructed to increase the number of steps a day that they
walked and to perform aerobic walking at a target heart rate for 20 minutes or more
daily, 2 or more days a week) and a control group who were told to continue their
normal level of activity. On the SF-36, the scores in the intervention group for
vitality and mental health increased significantly.

In contrast, De Vreede 7

suggests that data regarding the effect of exercise
programmes on older adults' HRQOL and habitual physical activity are inconsistent.
In a study of 98 older women the effect of a functional tasks exercise programme
(function group), a resistance exercise programme (resistance group), or normal
activity group (control group) on physical function and HRQoL were explored.

Participants attended exercise classes three times a week for 12 weeks. He concluded

that exercise has a limited effect on the HRQOL and self-reported physical activity
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of community-living older women, although the small sample size used in the study

precludes definitive conclusions.

The linear mixed model constructed to determine the effect of the intervention on
SF-36 PCS used age, living arrangement, the strategic planning scale and the
perceived relationship between NASC and HBSS as fixed effects. The inclusion of
age is expected as there are strong relationships between increasing age and

decreased levels of physical functioning "> >#> @42,

Within the current study the differences in the mean age across the two groups and
the established links between age and HRQoL reported in the literature indicate that
the potential impact of age on HRQoL. needs clarification. Walters et al. ° described
a marked decrease in SF-36 scores across a sample of over 10,000 people in UK
analysed in 5 year age cohorts from 16 to 85+. It was apparent that PCS scores fell
with age whereas the as MCS remained relatively constant across the age groups. In
the current study such a pattern is not observed as both PCS and MCS remain
constant across the age groups when a similar age cohort structure is used. Trief et al.
% showed a similar trend in the stability of SF-36 scores among older diabetics.
They found that when 30-64 year old and those over 65 were compared the physical
and mental summary scores did not differ. However, older participants reported
greater role limitations due to physical problems, and better social function. Wedding

645

et al supports this view and states that normative samples report an age-

dependent decrease of different scales of HRQoL in the general population

645-647
compared to younger ones °°

. However, none of the reports on normative
samples included an assessment of age-associated changes to learn whether the

changes are related to age alone or to age-associated changes.

The second of the fixed effects included in the mixed model was that of the
participants living arrangement. The findings show that participants who lived alone
were more likely to have higher HRQoL, (z [210] =3.12, p=0.002) than those who
lived with family or friends. The available evidence in the literature would appear to
suggest that the increased social support available to participants who lived with

family or friends leads to increased HRQoL *** ¥, However, it was evident that those
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who lived alone tended to be more functionally able (as determined by SPPB, t [210]
=2.76, p=0.006) and there is considerable evidence to show that poor functional
ability is related to lower perceptions of HRQoL. For example, Iwarsson et al. **
explored the interrelationships among HRQoL, dependence in activities of daily
living (ADL) in a random sample of 133 subjects aged 75-84. Significant correlations
were shown between poor ADL performance and lower HRQoL. It would appear
that in the current study the higher functional ability in the group of those living
alone had more of an effect on HRQoL than the reportedly higher levels of social
support in the group who lived with friends or family. However, this can not be

confirmed as the reasons why participants lived with family members in the current

study was not ascertained.

The third variable included in the mixed model was the strategic planning scale. High
scores on this scale were significantly correlated with increased levels of change in
SF-36 PCS scores at follow-up assessment. As described previously this 4-item scale
focuses on the process of generating a goal-orientated schedule of action in which
extensive tasks are broken down into manageable components. The effect of this
may have been complemented by the goal directed services provided to participants
in the intervention group. Goal setting with older people is recognised to improve
communication with health care professionals and aid the formation of customised

1 As demonstrated in the current

care plans which encompass individual values
study, a main factor of the restorative care service was collaborative goal setting
undertaken with older people in the intervention group which incorporated the

development of personalised care plans.

The findings of the current study showed significantly higher levels of trust in the
relationship between NASC and HBSS coordinators providing serves to participants
in the intervention group when compared to the control group. This is supported by
the themes arising from the interviews undertaken. The impact of this positive
relationship between the HBSS coordinator and NASC on PCS requires further
discussion. The evidence suggests that there are at least two possible reasons for this
correlation with the study outcome. Firstly, it may be that the increased level of care

management that developed through the implementation of the intervention
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(increased monitoring of participants through the process of review and increased
communication between NASC and HBSS) may have had an effect. Care
management encompasses coordinating and monitoring a comprehensive range of
services across a continuum with emphasis on a person-centred environment **>**,
The central aim of care management is to improve quality of life and it is believed
providing the necessary and desired core services to home-based older people will
achieve this. A small RCT (n=40) ** discovered older people who received home
care services with an emphasis on care management exhibited significantly higher
subjective wellbeing. This suggests that care management improved participants’
perceptions of their health status and quality of life. A larger RCT (n=522) of high
risk older people (70+ years) living at home revealed the intervention group, who
received care management, reported higher satisfaction scores compared with
recipients of usual care (p< 0.001) *. There is also further evidence to suggest that
care management enhances provision of care and quality of life for older people

living in the community ***”,

These studies suggest that care management may have a larger impact on MCS rather
than PCS and so a possible further reason for the correlation merits discussion. It is
possible that an improvement in the communication and levels of trust existing
between the two parties may have led to more strenuous and sustained levels of
physical activity among the participants due to the HBSS being more directed to
tasks that were functionally based and individual to the participant. Exercise
programmes utilising such tasks have been shown to have higher rates of compliance
3765 and, as described were an integral part of the restorative model. This would
suggest that the observed correlation is in fact due to the improved relationship

observed between the intervention group NASC and HBSS coordinators rather than

the effect of increased case management.

SF-36 Mental Component Score

The variables included in the mixed model of analysis for MCS included: the
perceived relationship between NASC and HBSS, the strategic planning scale, age,
gender, ethnicity, living arrangement and the number of hours of home support. The

study findings showed that increasing age, being male and of Asian or Pacific Island
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ethnicity was associated with smaller improvements in MCS over time. The inclusion
of gender and ethnicity are important as ethnic and gender differences in the
psychological constructs of life satisfaction and wellbeing, two integral components
of MCS, are reported in the literature. In a study of quality of life for patients with
chronic heart disease, Emery et al. ® found that women indicated significantly lower
quality of life than men with cardiac disease over the course of a 12-month
longitudinal follow-up (n=410, mean age=60 years). In addition, Pettersen et al. **°
compared HRQoL between sexes in 408 Norwegian patients following myocardial
infarct (mean age =70 years). Multiple linear regression analysis was used to explore
the association of scores on PCS and MCS component summary scales with clinical

and socio-demographic variables. Women were shown to have significantly lower

MCS scores.

The interaction of the number of hours of HBSS provided and the change in MCS is
also of note. The question is whether it was the number of hours of face to face
interaction with the support worker that produced this correlation or the actual
content of the activities undertaken by the support worker? It has been shown that
the activities undertaken by support workers in the intervention group were more
individualised when compared to those of the control group. Examination of the
literature describing the changes in HRQoL resulting from restorative models of
HBSS may provide insight into this. However, the majority of intervention studies
involving a restorative approach have focused on improvement of basic functional
status and measurement of ongoing use of services, rather than on the broader
effects of interventions on clients’ lives, including their well-being and psychosocial
status. Only a few studies, albeit with generally positive findings, have directly
investigated the impact of programmes utilising restorative approaches directly on
clients’ quality of life. Little or no research has examined carer outcomes or
perspectives in relation to restorative programmes. One study that did explore this

6

concept was the Western Australian Silver Chain programme °. This specifically
measured a factor that can be directly related to quality of life — ‘geriatric morale’ (i.e.
clients’ morale). Clients who received the programme demonstrated significantly
higher scores on the Philadelphia Geriatric Morale Scale than non-participants. There

is also some qualitative evidence from evaluations undertaken in the UK that
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multidisciplinary restorative programmes are generally well-accepted and seen to

have positive outcomes from the clients’ perspective **.

Regression to the mean

An issue that requires consideration relates to the level of clinical change in HRQoL.
The high levels of statistical significance in the current study have been described.
However, an increasing number of studies have questioned the reliance on statistical
significance of change in HRQoL for testing the impact of interventions. For

659

example, Crosby et al. ™ reports that an issue of relevance in defining clinically

660, 661

meaningful change is whether the level of HRQOL impairment or baseline

health status %%

is relevant in determining clinically meaningful change. This is
particularly relevant to the current study, where the baseline SF-36 scores for the
intervention group were considerably lower than those of the control group. Crosby
et al. suggest that individuals with more severe impairments may require a greater
change in HRQOL to be considered clinically meaningful than those with less severe
impairments. For example in a study of patients diagnosed with low back pain,
Stratford et al. ® found that patients with more severe initial pain required greater
change in HRQoL to be deemed clinically important than those with less severe

initial pain. Kolotkin et al. *

report that HRQOL improvements are greater for
individuals who have more severe HRQOL scores at baseline, a pattern observed in

the current study.

Furthermore, the above discussion of baseline severity assumes that the requirement
of greater change for the more severely impaired is entirely a clinical phenomenon.
However, this requirement may be influenced in part by a statistical phenomenon:
regression to the mean (RTM). RTM is an error based artefact describing the
statistical tendency of extreme scores to become less extreme at follow-up *’. Thus,
individuals with the greatest impairments in HRQOL at baseline have the greatest
opportunity to change (improve) than individuals with less extreme scores. RTM has
implications for establishing clinically meaningful change because individuals with
extreme scores improve, on average, more than individuals with less extreme scores.
Consequently, RTM suggests that individuals with extreme scores should require a

greater change to be considered clinically meaningful than those with less extreme
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scores. Failure to take RTM into account may lead to concluding erroneously that
those with severe impairments have shown clinically meaningful improvement when
much of that change can be attributed to RTM. Furthermore, RTM has a greater

impact upon the data as the reliability of the measure (in this case SF-36) decreases

668

The potential effect of RTM in the current study needs to be considered. In light of
this, residual diagnostic tests were undertaken to determine the effect of outliers
across the sample and the resultant changes in the results when these outliers were
manipulated. This involved the removal of outliers from the data set. After this the
analysis was undertaken again. However, the residual analysis showed that when
significant outliers in relation to SF-36 across the two groups were removed there
was no change in the results obtained when the linear mixed model was subsequently
undertaken. This confirmed that RTM is not a major factor in the findings of this

study.

This section has related the discussion with the main study outcome of HRQoL as
measured by the PCS and MCS of the SF-36. The findings have been related to the
findings of other related studies and the inclusion of variables into the linear mixed
models used to explore the effect of the intervention on SF-36 scores have been
discussed. The following section will discuss the results obtained in the Maori

subsample using the Hua Oranga tool.

5.4.2 Hua Oranga

Among the Maori participants in the current study, both the SF-36 and a Maori
specific quality of life scale (Hua Oranga) were utilised. The tool was administered to
the participant, their whanau and the NASC involved in their care. The small
numbers of Maori made any definitive conclusions difficult; however, there were

significantly higher scores for participants in the intervention group.
The mean score when the three components (participant, whanau and NASC) were

combined showed that the intervention group scored significantly higher when

compared to the control group (p=0.002). This mirrors the patterns observed in the
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component scores of the SF-36. This is of interest as the two-dimensional model of
health that is the foundation for the SF-36 with physical and mental health seen as
distinct and largely uncorrelated, rests on the assumption of mind-body dualism. As
described previously, such an assumption may have widespread credence in the
United States and Western Europe, but it cannot be assumed to dominate views of
health in all populations. Scott et al. °” analysed the data from the 199697 New
Zealand Health Survey where the SF-36 was administered to individuals 15 years of
age and older. They found that for the Maori sample as a whole, the factor structure
was similar to the two-dimensional model. However, the results in Maori were age-
related. The two-factor model was supported in Maori under 45 years of age; this
may reflect the fact that many younger Maori are urbanised, often with severed tribal
ties and weakened cultural affinity, including language. In older Maori only one
factor emerged, which argues for the explanation that, despite the construction of the
questionnaire items to attempt to discriminate between physical and mental health,
traditional Maori views of health that do not differentiate physical and mental health

have dominated the interpretation of responses.

Similar trends in conceptual models of health are also observed in older Pacific
People. In a commissioned review of outcome measures for Pacific People within
New Zealand, Niumata-Fiulafa & Lui ©”" suggest that with expert Maori advice the
application of Hua Oranga among Pacific People would be appropriate. This
suggests that the provision of the tool to the participants who identified as Pacific
may have been appropriate in the current study; however, this was not undertaken as

the use of Hua Oranga in this population has not been explored to date.

5.4.3 Summary

This section has described the impact of the different levels of the model on quality
of life for older people receiving HBSS. The significant effect of age, living
arrangement and the level of strategic coping on the two component scales of SF-36
(PCS and MCS) were discussed. The impact of increasing physical activity on an
older persons HRQoL was explored in relation to the study findings. Furthermore
there was a discussion of the effect on HRQoL of services aligned to the principles

inherent in the intervention group where physical activity is enhanced and also closer
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care management of the client is provided. In addition the number of hours of
support provided rather than the content of the services was also discussed as this
was shown to impact on the participants MCS. The important concept of regression
to the mean was explored and the methods utilised to determine the effect of outliers
in the study were described. Residual analysis showed that RTM did not have a major
effect on the study findings. Finally the significant findings relating to HRQoL
among the Maori sample using Hua Oranga and the associations between the two
HRQoL tools used in the study were presented and explained. The following section
will discuss the findings relating to changes in physical function among the

participants.

5.5 Physical function

In the current study, the linear mixed model of analysis constructed to determine the
effect of the intervention on physical activity over time included the following as
tixed effects: ethnicity, perceived relationship between NASC and HBSS, emotional
support seeking scale (a component of the Proactive Coping Inventory) and the
number of hours of home based support allocated by NASC. There were significant
differences in the change over time for the overall SPPB score between the two
groups (p=0.003) and in the gait speed component of the SPPB (p=0.002). In
addition there was a significant difference between the two groups in relation to the
balance component (p=0.03). There was no difference between the two groups in
the chair stand test component (p=0.25). This section will describe the evidence
arising from similar studies of functional ability among older people to provide a

context for the interpretation of the findings.

The improvements observed in SPPB scores are of vital importance. Tinetti &
Ginter “"" highlighted that assessment of an older person’s physical mobility is
essential. Of particular importance is the level of mobility inside and outside the
home environment. A decline in functional mobility is associated with loss of

2 and is a predictor of residential care

independence for home-based older people
admission and mortality . For these reasons, when evaluating a restorative care
service in the New Zealand context, determining the impact on older people’s

functional mobility is clearly important. Analysis of the literature supports the notion
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that mobility outside the home is essential for basic daily and independent living '*”
", Once more this is relevant in the current study as the services provided to the
intervention group showed a far greater proportion of activities that concentrated on

assisting the participant to improve their mobility outside of the home.

To determine the generalisability of the findings of the current study it is important
to compare the functional ability of the participants to those in other studies which
utilised the SPPB. The baseline scores for SPPB were 6.48 (control group) and 6.00
(intervention group). Over time these scores changed to 6.14 and 6.68 respectively.
Support for the poor functional ability of the sample in the current study is provided
by Miller et al. ”° who found a mean value of 7.65 among 998 older Americans. This
would appear to suggest that the participants in the current study were considerably
functionally less able as the mean SPPB score for the intervention group, after a
significant improvement, still only reached 6.68. Sayers et al. °" in a study to validate
a new functional assessment analysed scores obtained on SPPB as a gold standard
measure. They reported that older people classified as being limited in their mobility
scored 5.5 (SD 0.4) whereas those who were not functionally limited scored 9.1 (SD
0.3). Once more this shows the poor functional ability of the sample used in the

current study in comparison to similar studies.

5.5.1 Variables included in the linear mixed model
As stated above the participants’ ethnicity had a significant effect on the change in
SPPB scores over time. Previous research has indicated definite ethnic differences in

678-681

muscle strength and physical fitness and so the inclusion of ethnicity in the

linear mixed model is supported by the available evidence. However, the evidence

682 .
reviewed

concerning physical activity levels is less conclusive. Ross & Hamlin
New Zealand national surveys undertaken since 1997 reporting physical activity
prevalence of New Zealanders of different ethnicities. They concluded that despite
health disparities, Maori are at least as active as European New Zealanders. This was
contrary to the available evidence from other studies which showed that in other

countries, indigenous people had lower levels of physical activity. They concluded

that the reasons for this lack of disparity in physical activity prevalence between
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Maori and European New Zealanders could be due to environmental influences,

including those in the socio-cultural and policy environment.

The higher proportion of non-European patticipants who lived with family /
whanau in the current study would suggest that there would be lower levels of
incidental physical activity in this group in relation to a group of European
participants who lived alone and so would have higher levels of incidental physical
activity *» %

The impact of the perceived relationship between NASC and HBSS coordinators on
the physical function of the participants is also important to consider. The possible
reasons for this may relate to the inherent flexibility of the service delivery that
appears to be present in the services delivered to participants in the intervention
group. This appears to be mainly due to the more regular and higher quality
communication between NASC and HBSS. This would result in more flexible
interventions which would optimise the participant’s functional ability. This view is
supported by evidence to show that individualised programmes of physical activity
are more effective in improving function and other related outcomes in older people
0%9% Tn addition the significant relationship (p< 0.05) between the participant being
discharged from HBSS six months after services commenced and SPPB score

provides further support.

The highly statistically significant change in SPPB scores in the intervention group
when compared to the control group appears to have been driven by the observed
significant change in gait speed among this group. Once more the increased use of
individualised activities as a core component of the HBSS services delivered to the
intervention group would have impacted on this. In addition the correlation between
a participant goal of shopping independently and improvements in SPPB among the
intervention group support the positive effect of services that aim to that improve
physical activity. One RCT revealed functional exercises, such as those used in such
an individualised programme, in combination with strength training improved lower
extremity physical function compared with strength training alone *’. A similar RCT
found functional task exercises significantly improved ADL performance when

690

compared with resistance training in older women *. While a trial of functional
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exercises involving pre- and post- testing determined physical function, mobility and
balance improvements with older people participants ©'. HBSS for older people
which incorporate restorative care have also demonstrated improved functional
mobility including ADL, self care and mobility **"*°. Moreover, a RCT incorporating
a high intensity functional exercise programme demonstrated physical function gains

although all older people participants were dependent in ADL 692,

This section has provided evidence to support the observed changes in physical
function in the current study. The effect of the increased level of individualised
activities among the intervention group on physical function has been discussed. In
addition the low functional ability of the sample in comparison to other studies has
been described. The final section of Section I will discuss the findings relating to

social support, as determined by the Dukes Social Support Index (IDSSI).

5.6 Social support

There was no difference observed in DSSI scores over time between the control and
intervention groups (p=0.09). The absence of a statistically significant difference in
the levels of change across the two groups is surprising given the findings in relation
to SF-36 and physical function. The linear mixed model of analysis used to determine
the effect of the intervention on social support included HBSS provider and the
avoidance coping scale (a component of the Proactive Coping Inventory) as fixed
effect factors. In addition, DSSI scores showed a significant correlation with the
observed change in SF-36 component scores, caregiver reaction assessment and the
gait speed component of the SPPB. It is important to relate these findings to the

available evidence to determine the wider implications of the study.

5.6.1 Quality of life, physical function and social support

Older people living at home have identified social support as a valued component of
quality of life ®> . This is seen clearly in the current study where higher ratings of
HRQoL are correlated with a participants increased perception of their social
support. This is substantiated by a recent study by Gallicchio, Hoffman & Helzlsouer

> that investigated factors associated with HRQol; declaring social support an
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important correlate of HRQoL. Further research has demonstrated a significant

relationship between higher social support and improved physical and mental health

560, 696

The observed relationship between higher levels of physical function and social
support in the current study is also supported by the literature. Seeman et al. *”
examined high functioning older people and found a significant association between
improved physical performance and greater emotional support from social networks.
This supports the relationship observed in the current study between improvements
in physical function and the emotional support seeking scale. This 5-item scale is
aimed at regulating temporary emotional distress by disclosing to others feelings,
evoking empathy and seeking companionship from one’s social network.
Furthermore functional dependence has been shown to impede opportunities for
social contact and participation in activities “**”. This is supported by results from a

study of older people with hip fractures that revealed an association between

increased functional dependence and reduced social support 700,

With the improvement over time in the intervention group for both HRQol. and
physical function and the significant relationship existing between these measures it
is important to describe potential reasons for the lack of change in DSSI scores
observed over time. As described in Section 5.5 the level of physical function in the
sample tested was at a very low level. It may be that to re-establish social networks
and social support may require higher levels of physical function than those observed
in this study. This may be related to the concepts of safety while mobilising outside,
for which a functional threshold has been demonstrated. One area of safety that
could have been impacted relates to falls risk and fear of falling (FOF). Velozo et al.
" states that FOF is prevalent in between one third and one half of community
dwelling older people and Howland et al. " suggests that among these a third are
limiting their activities because of this. Murphy et al. ™ supports this view stating
that FOF can reduce social interaction leading to inactivity and subsequent decline in
physical capabilities. In the current study it is not possible to conclusively state that
FOF impacted on mobility outside of the home with an accompanying limitation on

1 704

social support. However, Deshpande et a explored the relationship between

Page | 236



Chapter Five: Discussion

physical function (measured by SPPB) and FOF and showed that activity restriction
that is exclusively associated with FOF is an independent risk factor for decline in

physical function over time.

A second reason for the absence of a significant change in DSSI over time may be
related to a reduced capacity for community ambulation. Community ambulation has
been broadly defined as locomotion outdoors to encompass activities such as visits
to the supermarket, shopping mall, and bank; social outings; vacations; and pursuit of

: e 705-707
leisure activities "~

. This may include, not only walking outside but also use of
public transport and use of stairs and ramps. Once more the reported threshold to
independently function in the community is important. Schmid et al. " suggest that
walking speed can be stratified into clinically meaningful functional ambulation
classes, such as houschold ambulation (< 0.4 metres per second [m/s]), limited
community ambulation (0.4 to 0.8 m/s), and full community ambulation (> 0.8 m/s).
The mean walking speed observed at follow up assessment in the current study
across both groups (0.49 m/s) would suggest only limited community ambulation
ability. However, it is important to appreciate that walking speed is only a small
component of community ambulation and that for an older person to mobilise in the

community requires the ability to walk, perform concurrent cognitive and motor

tasks, maintain a trajectory and negotiate unpredictable terrain ™.

5.6.2 Variables included in the linear mixed model

As described above a significant relationship was observed between higher levels of
the avoidance coping scale (ACS) and higher scores on the Dukes Social Support
Index (DSSI). The ACS is a three item scale that measures avoidance coping whereby
a person eludes action in a demanding situation by delaying action. This is entirely
congruent with the hypothesis outlined above whereby the participants may have

delayed becoming more socially active due to low levels of functional ability.

The living arrangement of the participant was shown to have no significant
relationship with the degree of change in DSSI over time. There is considerable
evidence which suggests that participants who lived with others (spouse, family or

friends) would perceive greater levels of social support. For example the first wave of
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the English Longitudinal Study of Ageing "' identified living alone as a significant
risk factor associated with social isolation and low levels of social support in later life.
However, a non-peer reviewed New Zealand evaluation of interventions to optimise
social integration reported that most of the socially isolated live alone, but that living

alone is not a predictor for social isolation and low levels of social support .

Evidence shows that social networks are important for improved health outcomes in

older people living at home 712,713

and that there are different network types amongst
older people living in the community. The current study did not explore the
composition of these networks among the participants however, they would have
had a significant effect on the level of social support that they received. There are
wide varieties in the size, relationships, gender and age compositions among the
different types of networks. For instance, older people embedded in diverse
friendship networks were found to have higher morale than older people in other
types of support networks "'*. On the other hand, networks based largely on friends
offered the greatest degree of social support to older people while the family-based
type offered the least "°. Regarding health service utilisation, older people in diverse
networks, or friend and neighbour network types, made greater-than-average use of

health services. By contrast, narrow family-focused networks made the least use of

health services "*°.

Among the intervention group an improvement in DSSI score was correlated with
discharge by the time of the six month study assessment. Once again, this is a
significantly positive sign of the impact of the programme. Once the participants had
regained some level of social participation, discharge from HBSS shows a service that
is aligned with the older person’s goals of social reintegration. However, this concept
may not supported by the study findings among the intervention group where the
type of goal set by participants showed no significant correlation with a change in

DSSI score.
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5.7 Summary

This section has related the findings relating to the clinical outcomes of social
support and participation, HRQoL and physical function to the available evidence

found in the literature.

5.7.1 Health Related Quality of Life

The discussion related to the SF-36 and Hua Oranga scores obtained across the two
study groups and the impact of the different factors of the model of analysis will
continue to be extended through the remaining sections. However, it is necessary to
summarise the main points to date. The first of these is that the effect observed in
many studies of increasing age having a detrimental effect on HRQoL was not
substantiated in the current study for although age was a significant variable in the
mixed model described in Section 5.4.1 closer examination showed that both MCS
and PCS scores did not vary with increasing age. The second point of interest is that
participants who lived alone rather than with family appeared to have both higher
PCS and SPPB scores. This is important for future planning of home based support

services and the implications of this will be developed further in Section 7.3.1.

In addition the importance of the functional activities and the crucial nature of the
NASC-HBSS relationship in effecting changes in the physical component of the SF-
36 were highlighted. Furthermore the links between a more trusting relationship and
increased flexibility in service provision and the resultant ability of the HBSS
provider to integrate functional tasks and individualised activities within a client’s

home based support was described.

5.7.2 Physical function and social support

In relation to the changes observed in physical function over time in the current
study and the factors that influenced this it is important to note that the functional
ability of the participant at baseline appeared to have a major impact on the success
of the intervention; if the participant had high levels of disability and a concomitantly
low level of function then six months of home based support did not have enough

impact to enable them to regain a clinically meaningful level of functional ability.

Page| 239



Chapter Five: Discussion

This was particularly relevant when the issue of community ambulation and the level
of function necessary to mobilise safely within the community was considered. This
was explored further in relation to the level of functional change observed over time
in the intervention group not being large enough to show an associated change in

social support.

Section IT will explore the client interaction level influences on the study outcomes.
These include the interpersonal factors, the service factors and the factors related to

the individual participants and are shown in Figure 5.2.

Section Il - Client interaction sphere

5.8 Introduction

Section I interpreted the findings relating to the clinical outcomes. The significant
changes over time observed in relation to HRQoL and physical function and the
absence of an associated significant change in social support were placed within the
context of contemporary literature. In this section it is important to interpret the

impact of the client interaction sphere of the model on the clinical outcomes.

As stated previously the relationship between the NASC and HBSS coordinators and
the anticipated change in the services provided to the participants in the intervention
group were seen as core components of a restorative model of HBSS. This section
will begin with a critical discussion of the findings from the current study related to
these two factors. The findings relating to the level of trust and the themes arising
from interviews of both groups will be related to the available evidence examining
similar boundary role positions and their impact on the quality of service delivery.
Following this the service delivery factors concerning the observed differences in the
content and quantity of the services delivered to the two study groups will be
discussed. The analysis of the service factors will then continue with an elaboration
of the interaction with allied health. Subsequently the differences across the two
study groups in relation to the process of review and discharge will be interpreted

and their effect on the clinical outcomes presented.
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Section II will conclude with an elucidation of the client factors and their potential
impact on the change observed in clinical outcomes. The evidence generated
concerning the level of proactive coping among the participants and the effect of this
on HRQoL, physical function and social support will be integrated with the available
literature. Furthermore the effect of the relationship existing between the client and

the NASC and HBSS on the clinical outcomes will be interpreted.

Interpersonal ’ \

/ factors

- relationship
between NASC and \

/ HBSS
. Section 5.9
. Service . Improved
TARGET ~ factors clinical
process 7| - activities /
) Section 5.10 outcomes

Client factors /

- level of

\ . proactive coping /

g

- engagement
- relationship

\ . with Eggg and /

Section 5.11

Figure 5-1: The client interaction component of a model utilised to examine the
effect of the TARGET tool on clinical outcomes

5.9 Interpersonal factors

The findings of the current study highlight the effect on the implementation of a goal
directed person centred model of HBSS of the interpersonal relationship between
NASC and HBSS coordinators. Specifically, the degree of trust existing between
these two parties was shown to be a significant fixed effect in the model of analysis
of physical performance as measured by SPPB and the physical component score of
the SF-36. However, the trust measures did not appear to have a significant effect on
the total SF-36 score, the mental component score of the SF36 or DSSI.
Furthermore it is apparent that the use of TARGET had a beneficial effect on this

relationship. It is important to consider this interaction in order to inform future
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developments in the home based support sector, both in New Zealand and

internationally.

A further theme evident on analysis of the study findings and supported by the
available evidence concerns the increased collaboration observed across the NASC-

HBSS organisations. Allison and Ewens 466

studied the collaboration necessary for
inter-organisational relationships in healthcare to effect an optimal level of change
for clients. They identified that the crucial need for collaboration and cooperative
working relationships is underpinned by the (negative) experiences of clients trying to
negotiate a complex and confusing system. This is a theme that was apparent across
the interviews conducted with participants in the current study where there were
often feelings of dissatisfaction with the service delivery. This is further supported by
the findings of New Zealand studies described in the literature review concerning the

1 60, 350-352
experiences of users of HBSS ™ .

Within the current study the codes arising from analysis of the interviews conducted
with both NASC and HBSS coordinators show the need identified by both parties to
work together as advocates for the client. According to Helling, many service system
reforms to encourage greater collaboration and service system improvement require
individuals and organisations to engage in a learning process, and which in turn is
reliant on “respect, trust and openness (to) enable learning to take place” """. This is
closely related to the concept of trust. In the current study this was determined by
the NASC rating their response for each participant to the question: “how would you
rate the interaction between yourself and the HBSS provider in relation to this
client”. In addition the interviews with NASC and HBSS coordinators generated a

strong theme of a need for improvements in this crucial area.

5.9.1 Trust

The current study explored the concept of trust between NASC and HBSS through
the use of interviews and questionnaires. For each participant the NASC rated their
interaction with the HBSS coordinator in relation to the questions: “I felt confident
about asking the HBSS provider to fulfil the tasks I outlined” and “I will keep

surveillance over the HBSS provider after asking them to do something”. The
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findings show the potential variability in the relationship existing between
organisational partners and the impact that variability can have on the outcomes for
clients shared across these organisations. When comparing the mean scores for each
of the providers in relation to the intervention and control group interactions there
were significantly higher ratings of the level of trust for providers B and E. The
themes generated from interviews of the HBSS coordinators and the NASC in the
intervention group show that this improved level of trust is due in part to the
increased exposure of the two groups through the training they attended together.
This is supported by the absence of any change in the relationship between the
control group NASC and HBSS as the control group NASC did not attend training

as part of the study.

5.9.2 Changing roles

The importance of the level of trust inherent in the relationships existing between
NASC and HBSS coordinators in the current study is supported in the literature
examining models of case management. Case management is a further key
component utilised in services aligned to a restorative model of support and has
often been adopted as a means to reduce, or constrain, health care service use and
costs for a given enrolled population ""* "' Tt is important, however, to recognise that
there are different models of case management reported in the literature, with
differing dynamics, designed to achieve different goals. The models that appear to be
embedded within the NASC in the current study is the gatekeeper model identified
by Capitman et al. **. This model emphasises cost effectiveness of service provision
and is the model adopted by NASC when the organisations were formed in 1992 .
It is apparent that this remains the model to which many of the NASC in the control
group continue to work to. Indeed some control group NASC even described their
role as that of a gatekeeper, with a role of limiting expenditure and monitoring HBSS
to ensure that the level of service input matched with the level invoiced to the DHB.

Such a role is reported both within New Zealand ** and internationally ',

Alternatively, Capitman et al. also identified the client advocacy model that

emphasises the coordination of services on the continuum of care from the client

perspective. As suggested by this well-recognised term, the client advocacy model
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suggests that the client’s financial, psychological, and social circumstances are
recognised as legitimate arguments in the decision-making process. This model is
more closely aligned to the model proposed for the NASC in the intervention group.
Within these different case management models are different underlying dynamics
between the funder (NASC) and the provider (HBSS). For example, the dynamics
inherent in the client advocacy model are quite different from that of the gatekeeper
model. Patmore *** describes the role of the funding agency in implementing a Re-
ablement model, stating that they have a “pervasive, far reaching influence on
independent agencies ability to provide flexible, person centred homecare”. A
number of HBSS coordinators reported that they perceived a definite power
imbalance in the relationship between themselves and some of the NASC. This
appeared to be unresponsive to the effect of the shared training that had an impact
on other aspects of the dyadic relationship. In addition the improved levels of trust
inherent in a client advocacy model allows for the development of more flexible
services. This is imperative if more responsive HBSS services are to be implemented.
The degree to which this flexibility occurred in the current study is difficult to
ascertain. However, this could explain the relationship observed between high levels
of trust and improvements in physical function and this view is supported by
Patmore **, who describes a study exploring factors related to the implementation of
person centred HBSS in UK. He reports that at two NASC agencies with customer-
centred staff, there was a climate of trust between NASC and the contracted HBSS
providers which enhanced these providers’ flexibility. In the current study the
providers were also those who were rated highest on the trust measures by NASC
(A, B and E) delivered services that were more individualised (as shown in Table 4.19
on page 186). As described previously it is suggested that these individualised
activities were the main driver for the changes in physical function observed among

the intervention group participants.

The interviews with both control NASC and HBSS coordinators also generated
some negative views of their roles in both the current traditional service model and
in the new restorative model. In the control group NASC this was ascribed to the
routine and process driven aspects of the role and also to the low levels of trust in

their relationship with the HBSS coordinators. However, the HBSS coordinators also
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expressed concerns about the new model and how their role had been impacted by
this. Predominantly this related to a perception that the role would become busier
and more stressful. This concerned the need to review clients every three months
and that their roles had become far more involved in managing the support workers.
This incorporated supervision of the tasks undertaken by the support workers which
were often far more individualised than in a more traditional model. It was perceived
that both of these factors would impact on the workload of the coordinator.
However, the impact from the small number of HBSS clients enrolled in the study
would have been minimal in terms of the reviews and the added complexity of the
support worker tasks. This may not be the case if all the clients of an HBSS

organisation were to be provided with services aligned to a restorative model.

The boundaries of the HBSS and NASC roles were also significant themes evident
from analysis of the interviews. Often HBSS coordinators and NASC staff with
relationships of the greatest length appeared to have the poorest understanding of
each others roles. This was apparent when a coordinator for provider B (with more
than 15 years of experience) remarked than NASC 7 (with 12 years of experience)
complained that NASC 7 expected far more of them in terms of reviewing of
complex clients than other NASC. Conversely the same dyadic relationship also led
to the coordinator remarking that the NASC did not seem to trust them as much as
other NASC. Unfortunately NASC 7 did not refer any participants to HBSS provider

B and so this level of trust was not measured quantitatively.

5.9.3 Shared training

The findings of the current study and those of the published studies described above
provide further support for the view that for increased trust to develop between
NASC and HBSS coordinators, it was imperative that this occur through face to face
interactions with a shared purpose. Nearly thirty years ago Trist ** suggested that the
crucial relationship inherent in inter-organisational interactions is established through

communication over ‘social ground rather than between institutionalised figures’

(p280).
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Multidisciplinary (and multi-agency) models of training are often offered as
appropriate responses to meeting many of the training needs of assessment and care
planning staff > ™. Skills in advocacy and facilitating client/family (and broader
community) participation in decision-making may also need further development for
practitioners working in a (new) community care environment, as, according to
Baum, most health professionals have not been trained in participation methods "**.
Support for this is provided by Nadash et al. "', who examined the factors that
influence successful implementation of a restorative model of HBSS in US and
found that cross-training promoted shared understanding among staff. In the current
study it was anticipated that such a shift would occur through the training provided
to both the intervention group NASC and the HBSS coordinators. Furthermore

Parsall et al. ™

stated that such an approach to shared learning can help to “change
attitudes, improve relationships, increase trust and dispel some of the stereotyped
views different professionals may hold about each other”. The themes evident from
analysis of the interviews undertaken with NASC and HBSS coordinators support

this.

This section has placed the study findings relating to the interpersonal relationship
between NASC and HBSS coordinators within the context of the available evidence.
The imperative need to maximise the level of trust in this dyadic relationship in order
to produce significantly improved outcomes for clients has been further explored.
Furthermore the success of the shared training that occurred in improving the levels
of trust has been discussed. Section 5.10 will explore further the interaction between
TARGET tool and the factors relating to the services provided to the participants in
order to determine the relative effect of these factors on the changes in clinical

outcomes observed in the study.

5.10 Service factors

This section will begin by relating the goals set by individual participants to the
available evidence. This will allow for the effects of such activities on the study
outcomes to be explored. Following this the number of hours of HBSS allocated will
be discussed with an emphasis on the content of the services delivered. The relative

input of allied health professionals into the design and delivery of the HBSS services
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will then be described. Finally the factors related to discharge and review of

participants will be examined.

5.10.1 Participant Goals

There is a growing recognition of the importance of providing older people with
opportunities to make meaningful choices in the planning, management, and

7072 Tt has been suggested

supervision of their community long-term-care services
that one way to increase an older person’s opportunities to make meaningful choices
about their service use and/or the direction of their own care is to incorporate
elements from consumer directed care models that have proved successful with
younger disabled adults ™. However, there was a marked difference between the
participants randomised to the two study groups in relation to this concept. The
majority of participants in the intervention group were able to identify the goal they
set with the NASC and many actively pursued this through the assistance of the
HBSS services. However, the control group participants were not able to identify
goals as bearing any relation to the services implemented. Conversely, some of the
intervention group participants did express an opinion that their goal was imposed
on them. Furthermore, a number of studies have shown that participation of the
older person in the goal setting process is likely to enhance adherence to and

: 319, 332, 734-736
achievement of the goal > .

Within the current study there was considerable variation in the proportion of
participants in the intervention group that did not identify a goal through the initial
interaction with NASC. This ranged from 0% for participants assessed by NASC 2
through to 30% for participants assessed by NASC 7. There are two potential

reasons for this difference.

Firstly, as previously described, there have been a number of studies linking proactive
coping behaviours with goal formation and attainment. A second potential reason
for the passive role that some older people have taken in goal direction in relation to
health services is the presence of a cohort effect °> ™. This effect has been

332, 334, 739, 740

described in numerous studies and refers to the willingness of older

people to engage in shared decision making with health professionals. However,
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Ekdahl et al. *' suggest that this reluctance is more often due to the level of disability

rather than the age of the person.

However, the two hypotheses listed above, namely the degree of proactive coping
and cohort effects, cannot explain such a variation across the participants. Additional
factors, relating to socioeconomic status and culture could also have had an effect.

A number of studies have demonstrated that the use of active, future-oriented

741-743 744, 745

strategies is positively associated with socioeconomic status and ethnicity
However, even these could not explain the variation across the groups. Closer
examination of the types of goals set by participants assessed by each of the NASC
also shows the presence of inter-related trends. Classification of goals using the
WHO International Classification of Functioning system '®® shows that participants
assigned to NASC 7 only identified goals relating to looking after ones health,
transportation, shopping or housework. Conversely, participants assigned to other
NASC showed a far more diverse taxonomy of goals involving recreation and leisure
activities and the maintenance of interpersonal relationships.

Similar examinations of goal directed HBSS services within New Zealand **
explored the taxonomy of goals set by clients of NASC in five District Health Boards
different to the one used in this study. The studies classified the goals according to
the ICF classification and found that there was a strong trend across all five DHBs
towards setting goals for mobility, self care, domestic life, community, support and
relationships. The spread was minimal across all categories; it was proposed that this
indicated that the level of specificity when setting goals was poor . The findings of
these studies show comparable spread in the goals identified by NASC 7 in the

current study.

In the current study an explanation for the low proportion of participants identifying
a goal and the low levels of variation in goals identified is further explained by Peri &
Kerse *” who suggest that there is implicit evidence that traditional practices of goal
setting continue to be carried out despite a move towards person centred care .
These traditional practices relate to the health professional identifying the goal for

the episode of care with little or no congruence between this goal and the wishes and
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desires of the older person or their family. To date the literature indicates that goal
setting has typically been driven by health professionals and has rarely involved the

participation of the older client.

A further important consideration for the current study relates to the relationship
between the types of goals and the study outcomes. Examination of the correlation
between the domains of the participant goals and the study outcomes shows that
caring for others was positively correlated with an increase in SF-36 mental
component scores and the SF-36 total score at p=0.05 level. This effect is supported
by a number of studies looking at Health Related Quality of Life in informal carers
74T The effect of empowering this sub-group of participants to actively look at

strategies to use HBSS to assist with managing the support for the recipient of the

participants care had some effect in optimising their quality of life.

In addition improving the participant’s ability to complete shopping tasks was
positively correlated with an improvement in physical function, as measured by the
SPPB. It is important to note that other domains related to physical activity, such as
increasing mobility and gardening did not show any correlation to physical function.
This may be related to the level of physical activity required to complete shopping
tasks and the social aspect of undertaking activities related to shopping. The
contemporary evidence suggests that the majority of older people spend much of the
day at very low levels of physical activity and that vigorous activities tend to be
replaced by longer lasting, less demanding pursuits as people age > ', So it may be
that goals that require a greater degree of improvement to achieve may lead to greater

changes in HRQoL.

This section has explored the effect of TARGET on goal identification among the
participants and identified several key areas that inform future development of HBSS
provision. The success of TARGET in identifying an older person’s goal has been
shown and the themes arising from interviews conducted with the participants
suggest that these goals were viewed as highly appropriate by the majority of the
interviewees. It was identified that the successful completion of the process was

heavily reliant on the beliefs and values of the NASC staff. This was evidenced not
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only by the variation in the spread of goal domains across the participants but also by
the comments from interviews with NASC staff and the participants. Furthermore it
was clearly shown that the type of goal was significantly correlated with the level of

improvement observed in clinical outcomes.

The following section will explore the relationship between use of TARGET and the
content of the HBSS provision in terms of the number of hours provided and the
tasks related to the services and their impact on HRQoL, physical function and social

support.

5.10.2 Content of Home Based Support Services

Within the current study the integral nature of the relationship between NASC and
HBSS is most apparent when considering how the outcome of the NASC assessment
(including the goals identified by the intervention group) is operationalised by the
HBSS coordinator in the form of the support plan. Analysis of these support plans
show distinct trends in the type of support provided to participants across the
control and intervention groups. These services were classified into: assistance with
domestic chores, assistance with personal cares, assistance with shopping and
individualised activities. This last classification described activities such as walking
programmes, balance and strengthening exercises or a graduated increase in
socialisation. All of these were identified as a means to attain the participant’s goal.
The services provided to participants randomised to the intervention group across all
HBSS providers showed high levels of individualised activities. Conversely, other
than HBSS provider E there were no individualised activities in the services provided

to participants in the control group.

The first three of the service classifications listed above (domestic chores, personal
cares and shopping) comprise the core activities reported in the literature in relation
to traditional home care.  Kay ™ described a classification of home care for
“homebound or semi-homebound elderly” that ranged on a continuum from small

six home care tasks. These are shown in Table 5.2.
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Table 5-2 Common home care tasks and examples from current study

Examples from current study

Housekeeping Cooking, cleaning, laundry, shopping, home maintenance
chores
Escort Transportation, accompanying, standby assistance,

helping with logistics of getting from place to place

Personal care ADL assistance (bathing, dressing, toileting, transferring,
feeding), assistance with walking

Information/referral  Information about resources, referrals, appointment
making

Teaching/training Money management, home management, disease
management, diet and nutrition, caregiver instruction

Social therapeutic Supportive companionship, individual and family
counselling,

A report describing essential components of a restorative model of HBSS in New
Zealand states that such an approach to individual tailoring at a service planning level
for HBSS provider is essential and that clients have commented on the need to
deliver support in a manner that works “with” clients rather than “doing for” clients
3 BExamples of this in the current study are for Participant 184 (control group) who
was a recently widowed 76 year old man. He reported having deteriorated since his
wife’s death and had stopped going out socially due to his low mood. He was
assessed by NASC 2 and provided with two hours of support from Provider B. This
involved a support worker undertaking all vacuuming tasks in the house and also in
cleaning the shower and bathroom. His SF-36 MCS score deteriorated significantly
over time. Conversely Participant 189, an 88 year old Maori woman (intervention
group) who lived with her extended family was assessed by NASC 2 and identified a
goal, “to walk to the dairy each day”. She received six hours of HBSS support each
week from provider D. This consisted of exercises to improve her balance, strength
and fitness, together with personal care assistance twice per week. The services were
structured to increase her balance, fitness and confidence to enable her to attain her
goal. The outcome at the follow-up assessment was that her SF-36 scores had
improved significantly. The services provided to these two participants highlight the

importance of the social support aspect of HBSS for older people and the need to
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assist the client to develop other avenues for gaining this support. Support for this is
provided by a study of packages of home-based care for four to six weeks in UK.
This focused on a social care model rather than a medical model of Re-ablement with

goals which enabled a client to build up social networks *”.

This concept of optimising independence rather than fostering dependence was
explored more fully in Chapter Two. It is recognised that delivery of services in this
manner requires specifically designed training for support workers and a range of
multidisciplinary inputs into the service planning and delivery process *** ™. This
maximises the opportunity that the goal identified by the participant at the time of
the NASC assessment and the plan developed by the HBSS coordinator to assist the
participant to attain the goal will form the basis of the support workers intervention.
Without this there is a danger of the services becoming focussed once more on a

dependency model.

As described in Chapter Four, there were only a small proportion of the support
workers at each of the HBSS providers who were trained to level two on the
Careerforce framework. This training includes the provision of individualised
services to clients. This may explain some of the variation in the levels of
individualisation in the participants support plans. Studies report that support
workers can play a key role in fostering independence once they learn that “doing
for” a client, while efficient in the short term, results in lost confidence, physical
deconditioning, and increasing dependence *. However, where this level of training
and support for such activities is not present support workers explained that they
were neither trained nor authorised to orchestrate the gradual transition of activity
that would increase the client’s participation in self-care * ** % * 1In the current
study this is apparent in the relatively low proportion of individualised activities

observed in a number of the support plans.

Furthermore a theme arising from the interviews with participants concerned the
relationship with the support worker. This was seen as pivotal in the successful
implementation of services. This theme was evident across both the control and

intervention participants interviewed. The key aspects of the relationship appeared to
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be the degree of trust that the participant had in the support worker and also the
ability of the support worker to undertake tasks that they had not been asked to do
by the HBSS coordinator. However, the need for support workers to operate outside
of the activities determined by the HBSS coordinator and the NASC is an important
issue when considering the findings of the current study and is related directly to the
drive for improved quality and the need for control systems to be in place. However,
in the unregulated and largely untrained workforce of support workers it is
imperative that any activities outside the tasks determined by NASC and HBSS
coordinators, (in collaboration with the client), be agreed on by all the parties.
Without this feedback the opportunity for detrimental effects on the older person is
considerable. These include, an increase in dependency rather than an optimisation
of independence for the older person ™ and an increased susceptibility to financial

abuse ™'

Patmore and McNulty suggest that a risk management strategy used by
HBSS providers to minimise the effects of this is to prohibit or discourage such
activities by support workers with a concomitant reduction in service flexibility **. It
is anticipated that the impact of the intervention would have increased the flexibility
of the service provision and so reduced the need for the support worker to operate
outside of the prescribed tasks. This is evidenced by the increased number of tasks in

the support plans of participants in the intervention group. However, with the small

numbers of participants interviewed it is difficult to substantiate this fully.

Support for the importance of the individualised activities observed in the current
study is provided by Tinetti et al. who described one of the core principles of
successful implementation of a restorative model in US was the individualised nature
of support provided by support workers aligned to the clients goals '. A restorative
model of HBSS implemented in Australia also showed similar trends in the types of

services provided to clients.

The far greater number of individualised activities evident among the services
provided to the participants in the intervention group may have positively impacted
on the participants outcomes and such a pattern is supported by the other similar
models described in the literature. However, the costs associated with this led to

significantly higher costs for the services provided to the intervention group. This is
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evidenced by the difference in the mean number of hours delivered to this group in

comparison to the control group.

This section has shown how the use of TARGET had a definite effect on the
support plans developed by HBSS following NASC assessment. The increased level
of individualised activities in the plans for participants in the intervention group has
been described and placed within the context of the published literature. It is
important to note that this trend showed high levels of variation across the HBSS
organisations and that it is assumed that the support plans describing individualised
activities were processed appropriately by the support worker when delivering

services to the participant.

Section 5.10.3 will explore the impact of allied health involvement in the current

study in relation to any potential effect on study outcomes for participants.

5.10.3 Allied health input

Within the context of this study allied health refers to occupational therapy and
physiotherapy, although the broader inclusion of dietetics, speech language therapy
and social work is common within New Zealand. Analysis of the rate of referrals to
allied health in relation to HBSS showed very low numbers across both the
intervention and control groups. However, an audit of referrals by NASC to allied
health across three other regions in New Zealand showed there were similar patterns
of referrals for physiotherapy among two of the District Health Boards, but one
region showed considerably higher rates of physiotherapy referrals * than those
apparent in the current study. These are shown in Figure 5.3. In addition, across all
the regions there was evidence of referrals to occupational therapy (OT) but these

were absent in the current study.
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Figure 5-3: Referral rates from NASC for allied health input across four DHBs in

New Zealand *?

The potential effect of such low rates of utilisation of allied health is considerable.
The current study did show a significant relationship between allied health referral
and improvements in physical function over time (¢ [72] =-2.12, p=0.04). As
described previously one of the core components of restorative support is the
optimisation of physical activity and the integration of functionally based exercises
into the provision of HBSS. Studies exploring the necessary factors related to a
restorative model of HBSS suggest that allied health can teach and implement plans
of treatment in cooperation with coordinators to allow individuals to maintain the
maximum amount of independence that their physical condition allows " **™**", This
was the perceived role for allied health in the current study and it was expected that
this would be actioned through advice on optimising mobility, fitness and endurance,
reducing falls risk and task modification as these are core skills for allied health
working in the community. The findings of this study did not show any relationship
between allied health referral and a change in social support over time. However, this
could be related to the concept proposed previously in this chapter whereby the
functional level of the participants was too low to show changes in this outcome.
Conversely, this low level of function across the sample gives further credence to the

need for a greater rate of referrals to allied health.
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A further reason for the low level of allied health referrals concerns the perceived
delay in accessing the services. A review of HBSS providers in the Auckland region
reports that many HBSS providers had been experiencing delays in accessing allied
health. A further study exploring HBSS utilisation of allied health reported that there
were between 17 and 55 day waiting lists for physiotherapy input and 23 to 39 day

58,59

waiting lists for OT input for HBSS clients

The current study showed an increased rate of individualised activities as part of the
HBSS services provided to participants in the intervention group. It is reasonable to
suggest that this would have been reflected in an increased rate of utilisation of allied
health. However, although there was ten times the rate of allied health referrals when
the two groups are compared, the proportion of those referred to allied health was

only nine percent.

Conversely, a survey of HBSS providers within New Zealand found that
coordinators are involving allied health more in goal planning ". Eighty percent of
NASC assessors said that they involved allied health in care planning and goal
setting; 20 percent did not. The authors conceded that there was some ambiguity
whether allied health ‘involvement’ includes a referral for equipment only or actual

assistance with goal setting.

As can be seen there is a growing amount of evidence to show the importance of
allied health involvement in the planning and implementation of restorative HBSS.
However, the effect of the input of both physiotherapy and OT in the current study
was negligible due to the small numbers of referrals made. The reasons for this could
be due to the perceived effects of the poor responsiveness of the services or the
apparent discrepancy in the models of service delivery between HBSS staff and allied

health professionals reported in a number of studies.

The effect on an older person who has optimised their functional ability through the
provision of a restorative model of home based support and then had their services
reduced or been discharged as opposed to a person with a similar level of disability

who is the recipient of a traditional model of service provision is uncertain. A survey
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of HBSS provision across five regions in New Zealand showed that many older
people received services at a low level for many years without any review of their
needs ** *. This relates to the rate of reviews and discharges considered in Section
5.10.4. The final section exploring the impact of service factors on clinical outcomes

will discuss the findings relating to reviews and discharges of participants.

5.10.4 Reviews and discharges

Data collection and analysis of the current study included information regarding the
number of reviews by HBSS coordinators for participants entered into the study.
Within New Zealand the management expenditure for HBSS is an integral role of
NASC ™. A way of managing the expenditure of HBSS delivery is through the
regular review of clients by HBSS coordinators. Following this a recommendation is
made to NASC regarding the ongoing needs of the client. At this point the client is
either discharged from the service, have the level of services increased or have the
services reduced. In addition the patterns of service provision over the course of the
study were explored with an emphasis on the number of discharges from HBSS. The
findings showed that only a small number of the reviews occurred over the course of
the six month duration of the study. The compliance ranged from 11% for provider
B to 100% for provider F. The only providers to recommend discharge following
review were providers A and E. However, at the six month follow-up assessment by
research staff the proportion of clients discharged was considerably higher. This was
due to informal reviews undertaken by the HBSS coordinators without consultation
with NASC. This activity was not recorded as part of this study but needs to be

considered as it led to changes in the provision of services to those participants.

The process of regular three monthly reviews is an integral component of the
restorative model implemented in this study, as shown in Table 2.1 on page 72.
However, within a traditional model of HBSS the role of review is also seen to be of
vital importance and is described in the service specifications for HBSS within New
Zealand **. The difference is that in a traditional model the period between reviews
is not specifically stated and so a traditional model often has a client having only an
annual review of the services ®. This may explain the lack of reviews undertaken

within the control group. The evidence for the benefits of care management for
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older people has been discussed previously. The training provided to HBSS
coordinators and intervention group NASC concentrated on the importance of the

dual purpose for the three monthly reviews by coordinators.

The participants in the intervention group discharged from HBSS showed a
significantly greater improvement in HRQoL (measured by the SF-36 scores, (7 [100]
=2.13, p=0.04) compared to those who continued with HBSS. Conversely, in the
control group, no significant difference was observed in HRQoL between those
discharged and those who continued to receive services (7 [86] =0.97, p=0.34). This
pattern in the intervention group is to be expected as those discharged from services
should have improved in this important outcome to the point where services are no
longer required. However, in terms of discharge the significant improvement
observed in both intervention and control groups in terms of physical function in
those discharged from HBSS (intervention group (7 [100] =6.18, p=0.0001), control
group (¢ [86] =3.02, p=0.003) is perhaps of more importance. This would suggest
that the participants discharged from HBSS are being appropriately targeted.
However, as already stated the participants attained gait speeds that indicated limited

community ambulation (as described in Section 5.6.2 page 237).

A risk of reducing the quantity of services provided to older people is that following
the withdrawal of services there is an increased risk to the older person of their level
of functional impairment increasing once more. This is a definite risk in the current
study where there have been demonstrable improvements in HRQoL and physical
function in the intervention group and consequently a reduction in the level of
services provided to this group. A study exploring the outcomes for older people and
the sustainability of the improvements resulting from a restorative model of HBSS
was undertaken in UK ™. This study determined the length of benefit of Homecare
Re-ablement across four regions. The results showed that between 53 and 94% of
clients who were discharged from the services, 36 to 87% of clients still needed no

HBSS two years after the delivery of a restorative model of home support.

A study exploring the effects of Re-ablement programmes in UK determined the

level of appropriate reductions in the number of hours of support delivered to 1,836
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clients ™*

. Within the region studied there was a 28% reduction in hours at review
when compared to a control group of clients receiving standard HBSS. In addition
58% of the clients were discharged at this first review. Similar levels of maintenance
of the level of input were seen across the two groups. The results of this study in
terms of service allocation at review are summarised in Table 5.3 together with the
results from the current study. As can be seen there were far fewer discharges and a
smaller proportion of clients who had their services reduced at review in the current
study. This was predominantly due to the small number of reviews undertaken by
HBSS; however, the effect of differences in the functional level of the participants
from the two studies would have had an effect. Unfortunately the authors of the Re-

ablement study did not describe the functional ability of the sample included in their

study.

Table 5-3: Results of review of hours of HBSS after initial implementation of
Re-ablement model ** in comparison to current study

Re-ablement study Current study
Care package Matched Re- Control Interventio
required clients ablement group n group
following initial (control clients
review group)
Discontinued 5% 58% 5% 15%
Decreased 13% 17% 10% 20%
Maintained 71% 17% 75% 55%
Increased 11% 8% 10% 10%

The number of participants admitted to aged residential care (rest home and private
hospital) over the course of the study were too small to provide the opportunity to
make any conclusive statements regarding the effect of the intervention on the risk
of admission to aged residential care. However, the ASPIRE study (described on
page 64) explored the effect of community based initiatives on the rates of admission
to aged residential care *". The researchers conducted randomised control trials of a
sample of clients using the three ageing-in-place initiatives, compared to the usual
care resulting from NASC assessment. There were 569 participants in the trial. All

three services reduced the risk of entry to residential care in comparison with usual
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care. The COSE programme reduced the risk by 43 percent, Community FIRST by
33 percent and PIP by 16 percent.

This section has placed the findings of this study, regarding reviews and discharges
from HBSS, within the context of the international literature. The small number of
reviews undertaken was compared to the considerably larger proportion reported
during the implementation of Re-ablement programmes in UK. The issue of
appropriate reviews for recipients of HBSS and the integration of the concept within
a restorative model is important to consider when planning ongoing development of
support services for older people in the home. In the next section the client factors
reported in this study will be elaborated on. These include: the level of proactive
coping among the participants; the relationship existing between the participant and
the HBSS coordinator and NASC; and the information obtained through the

interviews of a sub-sample of participants.

5.11 Client factors

This section considers the effect of the level of proactive coping among the
participants on the observed changes over time in the clinical outcomes. This will be
discussed within the available evidence linking proactive coping to the concept of
successful ageing. Following this impact of the relationship between the participants
and the NASC / HBSS providers will be discussed. In addition the experiences of
the participants in relation to home based support will be explored with reference to

other studies that have reported older people’s perception of home care.

5.11.1 Successful ageing and proactive coping

Within the current study the participants had all experienced a recent change in
functional ability that had necessitated a referral to NASC. The effect of the
strategies utilised by the participants in coping with this decrease in functional ability
in relation to the selective optimisation compensation (SOC) model of ageing may

have impacted on the relative success of the intervention.
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5.11.2 Association between the Proactive Coping Inventory and other
study variables

The current study showed no difference in the Proactive Coping Inventory (PCI) at
baseline between the two groups and the scores obtained were similar to other
studies undertaken among older populations in Canada and US **>*> 7™, Fiksenbaum
et al. showed in a study that scores on the proactive subscale correlated positively
and significantly with scales assessing planning, goal setting, and positive reframing,
thus enabling people to prepare and ward off stress before it occurs . It could be
expected form the work of Fiksenbaum et al. that a similar trend would be observed
in the current study. If this was so then a correlation with the study outcomes would
be seen; however, the scale was not correlated with any of the other variables. It is
important to note that the scale was correlated (p< 0.05) in the current study with
the involvement of allied health (occupational therapy and physiotherapy) in the

planning and delivery of HBSS services to the participants.

Caregiver Reaction Assessment

Significant correlations were observed between the strategic planning scale (SPS) and
the Caregiver Reaction Assessment (CRA) and the SF-36 scores. The SPS is a 4-item
scale that focuses on the process of generating a goal-oriented schedule of action in
which extensive tasks are broken down into manageable components. This is a core
phase of the TARGET process described in Chapter Three, where the NASC
undertakes, with the participant, a breakdown of the tasks required for attainment of
the goal. If a high level of strategic planning was present among a participant in the
intervention group then they may well have found the TARGET process congruent
to their natural ability and so may have benefitted more from the intervention.
Indeed the significant correlation that was observed between scores on the strategic
planning scale and the successful identification of a goal following NASC assessment
would appear to support this and the correlation with increases in HRQolL would

appear to further substantiate this view.

41 This scale, consisting of 14 items, combines autonomous goal setting with self-regulatory goal
attainment cognitions and behaviour.
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Furthermore Kuijer et al. '*

suggest that coping with a chronic illness requires
substantial effort and a great capacity to adjust to new and changing circumstances
on the part of the ill person. They cite a number of studies that reported several
demands or adaptive tasks that are common to a variety of chronic illnesses, for
example, maintaining an emotional balance, maintaining social relationships,

. . . . . . . 75 _759
maintaining self-esteem and following medical prescriptions """

, they concluded
that these demands may be very difficult to meet for some clients, whereas they may
be easier to attain for other clients. In many cases the ability of the person with

chronic illness to ascertain the important aspects was important.

This could provide a rationale for the observed correlation between lower caregiver
stress levels (measured by CRA) and higher scores on the SPS. An older person who
is able to continue to prioritise important tasks and to implement actions to attain
such tasks could lead to lower stress levels among informal carers. Fiksenbaum **’
speculates that this could be due to two reasons: first, a proactive individual is more
likely to recognise cues that there is an increased risk of functional disability with
ageing, and takes steps to deal with it before it occurs. Second, a highly proactive
older person is more likely to see himself/herself as efficacious and therefore initiate
behaviour directed toward modifiable factors, such as nutrition and physical exercise.
However, other elements of the proactive coping inventory would also have been
expected to have shown correlations with carer stress, but in the current study no

such relationships were shown to exist.

Physical function and social support

Contrary to expectations there was no relationship observed between the level of
proactive coping and social support and physical function. According to previous
research, there is an integral relationship between proactive coping and social support

253, 756, 760 :
» 7 7 Resources such as social support lead to the

and physical function
development of proactive coping ***. These ideas parallel those of Hobfoll et al. ™',
who discuss the dynamic relationship between coping and social support acquisition.
This approach acknowledges the importance of resources in others that can be

incorporated into the behavioural and cognitive coping repertoire of the individual.

Resources from one’s network, such as information, practical assistance, and
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emotional support, can contribute positively to the construction of individual coping
strategies '*’. Once again it would be expected that the presence of an informal carer
would impact on proactive coping levels among the participants of the current study,

however, this relationship was not observed.

5.11.3 Relationships with NASC and HBSS and experience of
services

The current study explored the quality of relationship that participants formed with
the NASC and HBSS staff through two independent means. These were semi-
structured interviews with a randomly determined sub sample of participants and the
completion of the Home Care Satisfaction Measure (HCSM) by all participants. This
section will discuss the findings of these in the light of contemporary evidence to
allow an informed consideration of the impact of this relationship on the study
outcomes. In addition the participants experience of the home based support

services provided to them will be explored.

Home Based Support Service coordinator

The themes generated from the interviews with participants relating to their
interaction the HBSS coordinator showed a high level of ambiguity. The majority of
participants commented positively in relation to the coordinator but, as previously
stated, saw the support worker as the key relationship. However, this was not
consistent across provider organisations or between the study groups. The data
provided by the participants’ completion of HCSM would appear to support this
view, as the mean values for the participants in the control group were significantly
lower than those in the intervention group. This suggests that the role may have been
clearer and there was a higher degree of satisfaction among this group of participants.
A further explanation for the increased levels of satisfaction in the intervention
group may have been the increased level of congruence between the participants
perceived needs and the HBSS coordinators understanding of these needs. It is
anticipated that this would have been facilitated by the application of the TARGET
tool by NASC staff.

Page| 263



Chapter Five: Discussion

Furthermore the HCSM data across the providers varied considerably across the
intervention group, whereas it showed consistent values across the control group.
The mean HCSM scores for Providers A and B were significantly higher for
participants in the intervention group. Whereas there was no difference between
values obtained for participants in the intervention and control groups who received
services from Providers D, E and F. As suggested above this would suggest that
participants receiving services from A and B had greater control and so were
receiving services more closely aligned to a restorative model. However, there is
evidence to suggest that the pattern of increased levels of satisfaction among older
people who are given more control over their service input may not be universal

across the population of older people receiving HBSS.

Needs Assessment Service Coordinator

The themes arising from interviews with the participants relating to the NASC
suggest that the role of NASC was ambiguous in relation to its perceived importance
in the quality of the services delivered. Some of the participants interviewed stated
that NASC was integral in successful delivery of services that met their needs,
whereas others reported that they had no real relationship with NASC. Analysis of
the HCSM scores across the NASC staff show that there was a significantly higher
rating of satisfaction for participants in the intervention group in comparison to the

control group.

A further reason for differences in the participants perceived satisfaction with both
HBSS coordinators and NASC could be related to socioeconomic factors. Hollander
reports that older people with higher incomes, higher levels of education and higher
self-rated health were more likely to rate the system as excellent . However, this
non-peer reviewed study showed no correlation between HCSM scores and

socioeconomic status.
The perceived interaction between NASC and HBSS was not a theme evident from

the interviews conducted. However, a study of HBSS clients within New Zealand "**

found that most HBSS clients participating in the focus groups thought that poor
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communication among needs assessors, support workers and the providers was an

underlying cause of problems with the service.

This section has explored the effect of the client factors component of the model on
the study outcomes. The levels of proactive coping determined among the
participants has been discussed and shown to be consistent with internationally
published data. The links between participant scores on the Strategic Planning Scale
and HRQoL and the absence of a relationship between proactive coping and
functional ability and social support have been described. Of particular note is the
significant relationship between high levels of strategic planning and the successful
identification of goals for the episode of home based support. Finally the participant
perceptions of NASC and HBSS have been discussed. The lack of clarity relating to
the role of the HBSS coordinator and the crucial role played by the support worker
were strong themes generated from the interviews with participants. The increased
level of satisfaction among participants in the intervention group in relation to both
NASC and HBSS coordinators was interpreted and there was recognition that this

was not a consistent pattern across the entire intervention group.

5.12 Summary

Section II has explored the effect of the client factors of the model on the
effectiveness of TARGET. Furthermore the effect of the TARGET in facilitating a
change in the relationship between NASC and HBSS has been described and the
high level of trust necessary in this relationship in order to deliver flexible services to

older people was highlighted.

It was clearly shown that TARGET was successful in identifying an older persons
goal and the themes arising from interviews conducted with the participants suggest
that these goals were viewed as highly appropriate by the majority of the
interviewees. However, the importance of the NASC belief systems relating to goal
facilitation among older people and the impact of this on the use of TARGET to

identify a goal was highlighted.
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The content of the services provided to the participants following the use of
TARGET to align to a more flexible and individualised method of service provision
was also investigated. It was shown that there was a high degree of individually
tailored support plans generated by HBSS coordinators in the intervention group in
response to the goals identified through the use of TARGET. However, there was a
high level of variability in the individualisation of the support plans across different
HBSS providers. In addition the small number of reviews undertaken was compared
to the available literature and the need for appropriate reviews for recipients of HBSS

and the integration of the concept within a restorative model was stated.

Section II concluded with a discussion of the impact of a participant’s level of
proactive coping on HRQoL, physical function and social support. The significant
relationship observed between high levels of strategic planning and the successful
identification of goals for the episode of home based support was seen as an
important finding that requires consideration when planning goal directed service
provision. Finally the participant perceptions of NASC and HBSS were discussed

with reference to the impact of these factors on the clinical outcomes.

Section III will continue the investigation of the effect of the factors contributing to
the changes reported in Section I. The clinical interaction sphere will be explored in
order to explore the contribution of the organisational and family variables to the

effectiveness of TARGET.
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Section lll - Clinical interaction sphere

5.13 Introduction

Section III will continue the exploration of the factors inherent in the model and
their impact on the use of TARGET and the resultant changes in HRQoL, physical
function and social support. These are shown in Figure 5.4. Firstly the effect of client
/ whanau effects will be described. Following this the data relating to the
organisational and individual aspects of the NASC will be interpreted. Finally the
section will conclude with an examination of the effect of the HBSS organisations on

the clinical outcomes.

CLINICAL INTERACTION SPHERE

TARGET
tool

Service
factors
Client factors

HBSS
NASC ORGANISATIONAL BELIEFS
ORGANISATIONAL BELIEFS AND VALUES
AND VALUES EXPERIENCE OF STAFF
EXPERIENCE OF NASC STAFF STAFFING LEVELS
STAFFING LEVELS MANAGEMENT SUPPORT
MANAGEMENT SUPPORT FINANCIAL SUPPORT
Section 5.15 Section 5.16

Improved
clinical
outcomes

CLIENT / WHANAU
AGE
DISABILITY
SOCIAL SUPPORT
SOCIOECONOMIC FACTORS

CULTURAL FACTORS

Section 5.14

Figure 5-4:

The clinical interaction component of a model utilised to examine

the effect of the TARGET tool on clinical outcomes
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5.14 Client / whanau

5.14.1 Age and gender

The demographic information described in Chapter 4 relating to the study sample
showed that the control group tended to be younger and have a higher proportion of
both males and participants from ethnicities other than New Zealand European. Of
particular note is the far larger number of Asian participants in the control group
(7.22% versus 0.93%) and that the proportion of Asian participants was well below
the reported numbers of older people within CMDHB who identify as Asian (9%)
® Tt is important to consider the potential effect of this when interpreting the

observed changes in clinical outcomes in this study.

The potential effect of the gender difference across the two groups is important to
consider as HRQoL and psychological wellbeing has been reported to differ among
older men and women """, Pinquart " published a meta-analysis exploring gender
differences in  subjective wellbeing and found that older women reported
significantly lower subjective wellbeing and less positive self-concept than men on all
measures, except subjective age. The gender differences in functional performance
are also important to consider """, These reported gender based differences could
explain the higher SF-36 scores for the control group (with a higher proportion of
men) when compared to the intervention group for the physical and mental
component scores. However, the physical performance measure and the social
support scale did not show a clinically significant difference between the two groups

despite these differences in gender and age.

5.14.2 Ethnicity

A further important consideration in relation to the difference in ethnic composition
across the two study groups is the effect of different health paradigms on the
implementation of TARGET and the accompanying new model of HBSS. New
Zealand Europeans are likely to share a similar understanding of health as people
living in other ‘Western’ English-speaking countries around the world. There is
generally an implicit understanding of mental and physical health as separable

entities. However, Maori, Asian and the various Pacific groups have very different
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traditional concepts of health and disease. These concepts include key ideas that are
integral to Maori, Asian and Pacific cultures such as the relation / connectedness
between the individual, family, and community; and the holistic links between the
mind, body, environment (social and physical) and spirituality. This may impact on
the suitability of a model designed to optimise functional ability among older people
rather than providing them with services to replace activities that are difficult (as in a
traditional model). However, both the interviews conducted with participants who
were not of New Zealand European descent and the absence of any observable
effect of ethnicity on clinical outcomes would suggest that the model used in the

intervention group was accepted to an equal level across all the different ethnicities.

5.14.3 Socioeconomic status

Although the measure of socioeconomic status (SES) utilised in the current study
(NZDep rating) is a commonly used measure within New Zealand it is only a proxy
measure and does not allow for consideration of an individual participant’s SES as
determined by the three accepted determinants (less years of schooling, lower income
and not being employed). This means that, although it is possible to interpret the
findings of the study in relation to SES, the measure used may have not been

sensitive enough to establish definitive links.

However, the SES of the participants did appear to be similar across the two study
groups, with 51% of the intervention group and 54% of the control group living in
the most deprived areas (NZDep rating of 8, 9 or 10). In addition SES was shown to
have a significant effect on change in physical function over time [(F=2.18, p=0.03)];
however, it was not shown to affect changes in HRQoL or social support. This is

important to consider as Barrett et al. '’

indicated a greater prevalence of disability
among older people on lower incomes within New Zealand. Furthermore, Badley
and Ibanez explored the link between SES and physical function in the Canadian

101

Health and Activity Limitation Survey They found that disability was

independently associated with the three accepted determinants of SES.

The lack of an association between HRQolL and SES is important to consider as

there is considerable evidence that report this relationship. For example Burstrom et
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al. 7’ analysed data from the 19961997 Survey of Living Conditions, interviews with
a representative sample (16-84 years) of the Swedish population (n=11,698) and
showed that HRQolL. varied between socio-economic groups. Grembowski et al. 7"’
provided further evidence using linear regression of data from 2,524 older people

within US which showed a significant relationship (p=0.02) between SES and
HRQol..

5.14.4 Living arrangement

Finally the current study showed a significant relationship between HRQoL and the
participants living arrangement (F=3.23, p=0.01). This has been discussed fully in
Section 5.4.1 on page 223. In addition the potential reasons for a lack of a
relationship between the participants living arrangement and social support have

been described previously (Section 5.6 on page 235).

5.14.5 Informal Carers

Comparison of the subsamples within the study of participant’s, where an informal
carer was present and where there was no informal carer present revealed issues that
require elaboration. In the intervention group there was a higher percentage of
participant’s with an identified informal carer. This is not surprising as they had a
higher mean age, as already discussed, and so it would be expected that there were be
a higher degree of functional impairment which would lead to a subsequent need for
informal support. This is confirmed by examination of the physical performance
scores for the subsample of participants in both the study groups, where the SPPB
scores are lower for the participants with an identified carer. This explains the higher
baseline HRQolL. among the participants with no informal carer identified, due to the
lower average levels of disability and functional limitation that appear to exist within
this group. Conversely the group with a carer identified showed lower mean scores

for HRQolL.

The measurement of caregiver stress for the informal carers of participants across
the two study groups showed that there was no difference in the stress levels at the

follow-up assessment. This is of interest as there are a number of potential
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mechanisms identified in the literature by which carer stress levels could have been

impacted in the study.

The first of these is that receiving HBSS services would impact on carer stress by
alleviating the burden on the carer. This is seen as a prime purpose of HBSS
provision > "> The provision of formal support services is often seen as a way of

decreasing the burdens of caring day and night for a person with high support needs

779

There is evidence to suggest that HBSS provision can sometimes increase carer stress
levels, especially when the levels of stress were low at the commencement of formal
services. In these studies looking at carer stress, the older person’s functional ability
often deteriorates when services begin due to the increase in dependency and a lack
of continuity between support workers and clients, compounded by inflexible service
provision and inadequate staffing **. This was particularly apparent for older people
with less cognitive impairment, and greater independence in self-cares 780781 This

has a concomitant effect on increased carer stress levels.

The second mechanism by which carer stress may have been impacted is through the
difference in expectations of the services to be provided. In a traditional model of
HBSS the adoption of strenuous activities such as heavy housework tasks (laundry,
vacuuming, mopping) and tasks that require physical exertion (such as shopping) by
the support worker would theoretically reduce the stress on the informal carer.
However, in the model of HBSS used in this study where older people were
encouraged to continue to undertake certain of these tasks as a way of optimising
functional independence, there is a potential to increase stress levels. A way of
negating this potential effect is through communication of the philosophy to the
carer at initial assessment. If this mechanism was present then an increase in stress
levels among carers of participants in the intervention group would have been

observed.

Lastly, the intervention may have elicited feelings of increased control among the

participants and their informal carers.
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It is difficult to ascertain the reason for there being little change in carer stress levels
for informal carers of participants in the two study groups. It is possible that a
combination of the potential effects of HBSS (traditional models in the control
group and a restorative approach in the intervention group) could explain the
observed stability. However, an important point to consider is that it is certain that
the implementation of the intervention did not lead to an increase in stress levels

among the informal carers of older people in the intervention group.

This section has discussed the potential effect on the study outcomes of differences
in the client / whanau variables across the two study groups. The differences
reported in the literature in HRQoL, physical function and social support relating to
age, gender, ethnicity and socioeconomic status have been presented within the
context of the current study. An understanding of these effects is important when
planning ongoing development of services for older people. The section concluded
with an interpretation of the effect of informal carers on the outcomes of the study.
The next section will consider the second of the components of the clinical
interaction level of the model of analysis; the effect of the organisational attributes of

the Needs Assessment and Service Coordination team.

5.15 Needs Assessment Service Coordination

The impact of the relationship between NASC and HBSS and between the
patticipants and NASC/HBSS was considered in Section II of this chapter.
However, the findings highlight the importance of other factors relating to both
NASC and HBSS organisations. There is considerable evidence to suggest that
coordinating services or care packages in response to the assessed needs of older
people and their carers is a core part of delivering integrated, person-centred care

that is of optimal quality *'>*® 7 75277

. This section will relate the findings of the
study, concerning the organisational aspects of the NASC team, to the available
evidence. As already described CMDHB was committed at a policy level to the
optimisation of the quality of HBSS. The support provided to implement the
TARGET process was considerable with NASC staff in the intervention group

released from their clinical workload to enable them to attend the initial training
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sessions and the ongoing peer review sessions. However, the effect of individual

NASC is difficult to ascertain.

The randomisation process utilised within this study to assign NASC staff to either
the control or intervention arm is described in detail in Chapter Four. However, the
professional backgrounds of the NASC, together with the experience of the staff
members, need to be discussed as they have the potential to impact significantly on
the study outcomes. Any comparison of this study to other services within New
Zealand or elsewhere needs to be cognisant of the predominance of social workers
within this sample, particularly in the intervention group. Particular emphasis will be
placed on the intervention group NASC in relation to the degree of goal directed

services ascertained in the study.

Traditionally, NASC roles are filled by nurses, social workers, physiotherapists or
other professionals. Currently, the professional background of NASC staff is
inconsistent across New Zealand. In an analysis of NASC agencies across five district
health boards, Gunderson-Reid et al. >’ found that: 24 percent were registered nurses
(RNs); nine percent were registered occupational therapists or physiotherapists; 43
percent were social workers and five percent identified themselves as medically
trained. The remaining 19 percent were not health professionals. In Australia, a
comprehensive review of assessment practice in Home and Community Care
(HACC) ™ found that 96% of assessment officers in local government had some
form of formal post-secondary qualifications, with nursing, welfare or social studies,
social work and disability studies accounting for 76%. In this study, the
organisational decision to only employ health professionals into the NASC positions
had led to a workforce that were all trained at tertiary educational facilities. However,
the proportion of RNs was smaller than the figures found by Gunderson-Reid et al.,
whereas the number of social workers was higher. This is worthy of particular note
due to the philosophical paradigm within which HBSS is embedded in New Zealand.

As described previously, in Australia and UK HBSS is seen as a social service >> ***

9% 416, 460,75 and is run by local councils. In New Zealand it is becoming more and
more the remit of health professionals with funding devolved to DHBs. This is

driven partly by the perceived need to case manage the increasing number of disabled
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older people, and it is felt that this is best achieved by RNs. The evidence for this is
predominantly from US studies of care management for older people in the

: 722,785, 789-791
community #7701,

This concept is vital in the consideration of the NASC staff in the current study as
the experience of the NASC staff varied considerably across the two study groups,
with the intervention group having an average 9.86 years of experience whereas the
control group only had an average of 4.86 years of experience. In fact, the practice of
community care draws from an interdisciplinary knowledge base making it very
difficult for one profession to totally distinguish itself from another ™. Keegan and
Kent ™ suggest that in nursing the knowledge base is inadequate for practice in
community care. In contrast to hospital settings, in community care settings nurses
are engaged in more variable activities, their work is less predictable, there is a less
rigid structure, practice tends to be more autonomous " and greater knowledge of

the individual clients/patients is required ™.

The following section will conclude the examination of factors at the clinical
interaction level. It will explore the HBSS organisational variables, including
management attitudes, professional background of assessors, staffing levels and the

attitude of the HBSS staff to the change in their role.

5.16 Home Based Support Service providers

As described previously there was a high level of commitment to the study among
the NASC organisation. The same degree of certainty was not apparent in the
interviews conducted across the HBSS providers. The impact of the relationship that
funding and planning staff within the DHB had with HBSS provider managers
ensured that HBSS staff were released for training as part of the study. However, the
themes evident on analysis of the interviews conducted with HBSS coordinators
showed that management support for implementation of the process was not
consistent. Provider E appeared to have a management structure that fully supported
the principles of quality improvement and the philosophy of restorative home based
support. Conversely other providers appeared to have significant tension between

the coordinators and management in relation to implementation of the model. This is
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of particular note as Provider E was the only HBSS organisation to have experience

of implementation of the model in other regions of New Zealand.

Patmore et al. ™ explored the factors that influence the delivery of flexible person-
centred care for older people through interviews of the stakeholders in the process.
They concluded that the process may depend at least as much on the organisational
culture and management support as from particular assessment, service planning or
review procedures. This view strongly supports the findings of this study where an
aspect that impacted significantly on the role of the coordinator was the support
provided by the management of the HBSS organisations. There was a marked
variation in the support provided to the coordinators by leaders within their
respective organisations to implement services that aligned with the principles

inherent within the restorative model of home based support.

A further factor related to the management of the organisations concerns the integral
role of funding and planning and DHB strategies regarding HBSS. This was of vital
importance in the current study. This forms one of the main factors described in
chapter two in relation to optimising quality of care for users of health services **°
and relates to the concepts of contingency theory. Support for this is provided by
Patmore et al. ****>%*** who showed that if an agency (HBSS) aspires to a contract,
it will seek to impress Social Services (DHB funding and Planning) with their mutual

compatibility during work obtained on spot contracts.

In addition, Newbronner et al. ™ determined six key factors for implementing the
UK Re-ablement model. This was ascertained through interviews with care managers
and service managers across the local councils which comprise the equivalent of
HBSS organisations. The relevant factors for this perspective were:

e The culture and contracting arrangements for the HBSS provider

e The commitment from service managers of the HBSS organisation to the
principles of the model

It is difficult to ascertain whether this congruence of values and beliefs occurred

through this mechanism or whether the values were inherent within the HBSS
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organisations in the current study. The manager for Provider A was reluctant to
allow coordinators to attend ongoing peer review meetings between the Providers
and NASC and coordinators from Providers C and D would often not attend the
meetings. This further questions the commitment for the managers of these

organisations to the implementation of this model of service provision.

The possible effects of this will be explored through a consideration of the structure
of the organisations, the application of the principles of contingency theory
(described more fully in Chapter Two) and professional background and level of

expertise of the coordinators.

5.16.1 Organisational structure

A further potential factor to be considered is the different organisational structures
of the providers included in this study. There was one for-profit organisation
(provider A), two Marae based providers (C and F), two community trusts (providers
B and D) and a large not-for-profit organisation with nationwide coverage across
New Zealand. Schmid et al. examined the impact that not-for-profit and for-profit
organisational structures had on the quality of HBSS in Israel *>*>™* 7™ For-profit
(FPO) providers tended to adopt a generalist strategy ~°. Their services were
developed and provided rapidly in diverse locations, in order to ensure immediate
return on capital, which the organization needs for its continued operation. The only
FPO in this current study had indeed diversified into aged residential care; however,
the two Marae based providers and the Pacific provider (D) reported that the HBSS
arm of their organisation often assisted in funding other community based initiatives
such as child care and community education initiatives. Schmid continues that, in
contrast, Not-for-profit organisations (NPO), tend to adopt a specialist strategy .
However, they seem to have shifted to a generalist strategy as they encounter

increasing competition, particularly from for-profit agencies.
5.16.2 Contingency theory

Among the elements of organisational structure described by contingency theorists

the following seem particularly pertinent to the current study: formalisation,
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specialisation and standardisation. It is apparent that there was a high degree of

variability across the HBSS organisations in relation to these concepts.

Within contingency theory formalisation is defined as the amount of written
documentation in the organisation, including job descriptions, polices and
procedures “*. The larger organisations (Providers A and E) had considerably more
developed levels of this element in terms of policy manuals, the development of
training programmes for support workers, a higher number of support workers
trained to NZQA level 2. The high degree of variation in formalisation is reinforced
by a New Zealand report from a different region which showed limited evidence of
organisational development throughout the HBSS industry . Similarly, a report
examining the majority of HBSS providers within the Auckland region in New
Zealand, of which CMDHB is part, stated that home based support providers
appeared to need help with the development of policies and procedures for operating
their services and providers needed to further develop quality systems and

incorporate best practice guidelines for workers 764,

Specialisation is the second element of the theory and refers to the degree to which
tasks are subdivided into roles “> **. An example in the current study was the
division of the role of rostering support worker staff from the HBSS coordinator
role in providers A and E. Across the other organisations this job remained a core
task for the coordinators, together with their other roles. Specialisation relies on the
staff within the organisation working on the basis of rules, procedures, systems,
guidelines and policies. Traditionally this has been a control mechanism used in
HBSS organisations as the tasks undertaken by support workers were routine with
minimal variation and consequently this meant that large spans of control were
feasible. However, the model implemented in the intervention arm of the current
study meant that support workers showed higher degrees of variation in the tasks
they performed due to the higher proportion of individualised activities delivered to

the participants.
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5.16.3 Coordinator experience

With this cognisance of the crucial role of management in implementing systemic
change in HBSS organisations the attributes of the coordinators will now be
considered. The first of these relates to the professional background of the HBSS
coordinator. As described in Section 5.15 there is no strong evidence to suggest the
most effective professional background for NASC workers. This is also the case for
HBSS coordinators. In fact many of the HBSS coordinators in New Zealand
currently are not health professionals. This is supported internationally where, in the
UK, untrained or unqualified assessors are not uncommon in services such as home

: St 800, 801
care, resplte or meals provision ’

and in Australia where the majority of people in
similar roles are not qualified health professionals °. Across the HBSS providers
included in this study there is an obvious pattern in the background of the
coordinators. Providers A and E were committed to having experienced health
professionals in the role. This is evidenced by both the background of the
coordinators and the level of experience. Provider B had coordinators who had been
in the role since the organisations conception and so were very experienced.

Providers C, D and F with their more diversified organisational structures did not

employ health professionals to the role.

The findings of these studies are important for the sustainability of the
improvements observed in current study. Clients of Provider A, B and E appeared to
have the largest improvements in the study outcomes. However, only Provider E
appeared to have a culture that would foster continued implementation of the
principles of the model. This is highlighted by statements from the coordinators

interviewed.

The potential effects of this variation across the providers are considerable. As
described previously there is an increase in the number and the level of disability of
older people in the community receiving HBSS. The interviews with coordinators
undertaken in this study support this view, as they described a change in the role and
in the caseload of clients. There was a definite trend towards a change in the role
with the job becoming busier and more complex. The role and competencies of the

coordinator changes greatly with the evolution of restorative home support ** >,
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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. Support for this need
for change in the key competencies of the coordinator role is provided by work
undertaken in Australia to implement restorative home based support there * The
report stresses that the success or failure of the implementation rests with the
workforce and so training and key competencies are required to facilitate a paradigm

shift in thinking of all coordinators.

This section has examined the potential effect of the HBSS organisation on the study
outcomes. The level of management support and the organisations relationship with
the DHB Funding and Planning personnel was shown to be important when
considering the level of commitment of the HBSS coordinator staff. Furthermore the
organisational structure was seen to have a potential impact; the mix of NPO and
FPO, together with those providers where the delivery of HBSS was not the core
business of the organisation is important to consider. In addition the application of
the principles of contingency theory showed that there was a high level of variability

among the providers in terms of their alignment within the local environment.

5.17 Summary

This section has shown the importance, when determining the effectiveness of an
innovative model of service delivery, of consideting client / whanau characteristics
and the impact of factors relating to the composition and structures of the
organisations delivering the services. The potential effect of age, gender, ethnicity,
socioeconomic status and the presence of informal carers have been described in

relation to the current study.

In addition the effect of the professional background of the NASC was explored. In
particular this related to the high proportion of social workers in the current study.
Finally the organisational characteristics of the HBSS organisations were discussed to
place the findings of the study in a context that is transferrable outside of the
environment in which the study occurred. The high level of variability across the

HBSS organisations in terms of the organisational structure, commitment and
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alignment within the study environment was presented alongside the findings of

relevant literature.

5.18 Chapter summary

This chapter has presented and discussed the evidence supporting the findings of the
current study, using the model developed over the course of this thesis as a
framework. The inherent nature of studying such a multifaceted and complex area

has necessitated the use of evidence from diverse disciplines.

Several inter-related factors that impact on the effectiveness of HBBS have been
discussed and interpreted. The study findings show that the use of a goal facilitation
tool is a method of optimising the degree to which these factors interact to optimise
outcomes for the older person. This has significant impact on the ability of local
funders of support services for older people to align with government policies and
strategies, both overseas and within New Zealand that aspire to effectively support

older people to remain in their home.

Section I discussed the significant improvements observed over time in SF-36 and
Hua Oranga scores for participants in the intervention group and the impact of the
factors of the model of analysis found to be significantly related to change observed
in the HRQolL measures over time. In addition the importance of the integration of
functional activities within the services provided to the participant and the impact of
the NASC-HBSS interactions in relation to changes in the physical component of the
SF-36 was highlighted.

Following this the effect of the use of TARGET on physical function was discussed.
It was noted that the functional ability of the participant at baseline appeared to have
a major impact on the success of the intervention; if the participant had high levels of
disability and a concomitantly low level of function then six months of home based
support did not have enough impact to enable them to regain a clinically meaningful

level of functional ability.
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Section I concluded with an exploration of potential reasons for the absence of a
change in the social support measure over time. The complex nature of social
support was considered and it was suggested that the low functional ability of the

participants may have precluded their full participation in society.

Section 1I interpreted the findings relating to the effect of the client factors of the
model on the effectiveness of TARGET. It was clearly shown that TARGET was
successful in identifying an older person’s goal. The difference in the content of the
services provided to participants across the two groups was discussed and the
increased prevalence of individually tailored activities in the support plans of many of
the intervention group participants was seen as an important factor in effecting
beneficial changes in outcomes among this group. Section II concluded with a
discussion of the impact of a participant’s level of proactive coping on HRQolL,
physical function and social support. Finally the participant perceptions of NASC
and HBSS were discussed with reference to the impact of these factors on the clinical

outcomes.

Section IIT described the potential effect of age, gender, ethnicity, socioeconomic
status and the presence of informal carers in relation to the current study.
Furthermore the impact of the experience and professional background of the NASC
staff and the effect of the organisational and individual characteristics of HBSS

organisations were explored.

The findings of this study show the importance of goal facilitation as a strategy to
enhance the quality of services provided to older people and ensure that these
services align to the concept of person-centred care. Furthermore the potential use
of TARGET to facilitate the required changes in the relationships between NASC
and HBSS and also to alter the content of services has been cleatly shown. Chapter
Seven will further develop the findings of the study and provide recommendations
for future development of services aligned to the principles inherent in this study.

However, before this occurs it is important to consider the limitations of the study.

Although all efforts were made to minimise these, it is important to have an
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awareness of the issues that commonly the study of human behaviour and outcomes

in a pragmatic and real world setting. These are presented in Chapter Six.
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Chapter Six: Study limitations
6.1 Introduction

This study, in attempting to determine the effect of a goal facilitation tool as a driver
for quality improvement in HBSS was experimental in nature and thus had
limitations arising inherently from this approach. In view of this, extra deliberation
must be afforded when considering the findings. It will also examine the strengths

and weaknesses of the study methodology, analysis and interpretation.

The number of methodological limitations of research undertaken examining
optimisation of the quality of service provision to older people in the community
make it difficult to interpret the available data, especially when attempting to
distinguish primary versus secondary effects of the ageing process on a particular
function. Further, it is always difficult under time and financial constraints to draw
more than tentative conclusions. In addition the heterogeneity of older people
compounds the difficulties. Among the older people admitted to this study there was
a wide variation in age and associated traits. There is ample evidence to suggest that
older people living to their seventh, eighth and ninth decade of life represent a biased
population of survivors. The bias must be increased by the number of older people

who have carers sharing their home.

Traditional Randomised Controlled Trials (RCT) are often 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 a different variable ** *”.
Due to the nature of this study, it was undertaken in a real world setting as opposed
to a controlled environment. This involved assessing an intervention population
group in comparison to a control group, however, of as much importance was

investigating the intervention itself. Furthermore, certain factors could not be

controlled in the real world setting which necessitate discussion.
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6.2 Internal validity

Internal validity refers to the extent to which changes of the dependent (outcome)
variable can be attributed to the independent (experimental) variable and not to the
influence of extraneous factors. Sim and Wright ** describe principal threats to a

studies internal validity. These are discussed below.

6.3 Measurement bias

This concept is defined as a bias of the measurement of an outcome which may
suggest that a change has occurred where it has not or that a change has not occurred
when it has. The outcome measures utilised in the current study were carefully
chosen from the findings of studies that have reported their high levels of internal
validity. These are described in Chapter Three. In the current study the use of these
standardised and well validated tools for measuring HRQoL and functional ability
reduced the risk of measurement bias. However, in certain circumstances the design
of the trial did increase the chance of a measurement bias. The concept of regression
to the mean and also the potential for people with low initial measures requiring
greater change to show a clinically difference in outcome have been described. It
would have been very difficult to remove these errors and it is important to consider

them when interpreting the results of the study.

6.4 Selection bias

Selection bias occurs when an investigator attributes study results to the effect of the
independent variable when, in reality, the results could be explained by differences in
the subjects before experimental intervention was implemented. Several issues arose
over the course of the study that may have confounded data in this manner. Due to
the pragmatic nature of the study cluster randomisation was not undertaken in a
strictly controlled environment. Consequently, there was a risk of treatment
contamination between older people in the control and intervention groups. In
addition the nature of the study meant that only the NASC were separated into
intervention and control; the HBSS coordinators and support workers had to deliver
services to both groups. Furthermore research suggests that self-selected volunteers

tend to be more active, better educated, less overweight and in better health than
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those who choose not be to part of a research study *”. However, in this study 263
older people were eligible for entry using predefined and rigorously applied eligibility
criteria and 205 agreed to take part. This high rate of eligible older people who
consented to participate suggests that the effect of selection bias was minimised. Of
the new referrals to NASC who were excluded (n=1290) only 23 are recorded as
having mini mental states of less than seven out of ten. However, it is not possible to
ascertain how many of the remaining 1267 also had a degree of cognitive

impairment, as only the primary reason for exclusion from the study is listed.

6.5 External validity

External validity pertains to the generalisability or applicability of research findings to
other settings and samples. Certain characteristics of the sample and the research
conditions may pose threats to external validity. Some of the major threats to the
study are described below. Only 6.2% (263/4234) of those screened for inclusion
into the study were eligible to participate. However, the majority of those excluded
did not receive HBSS (1027/4234). This may mean that the findings of the study are
only able to be generalised to those older people referred for HBSS who meet the
inclusion and exclusion criteria. This is of particular relevance as the current study
excluded those with moderate or severe cognitive impairment and also all older

people currently receiving HBSS support.

6.6 Expectancy effect

This occurs when participants respond to the perceived expectations of the
investigator. There are two main forms of this; The Rosenthal effect where the
participants respond to the simple fact that they are being observed. The Hawthorne
effect occurs when people react to the fact that research is taking place. The
participants may respond in a specific manner because they are aware that they are
participants in research projects. Both of these effects may have influenced the
findings generated from the two study groups. Of particular note is the need to have
cognisance of the potential effect of having participants who were unblinded to
treatment allocation. It is recognised that in such a pragmatic study it would have

been difficult to blind the participants. It is recognised in the contemporary literature
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that a major source of difficulty in RCTs of physical activity and other non-
pharmacological interventions that require patient participation is the issue of double
blinding. In a systematic review of the effect of quadriceps exercises on knee
osteoarthritis *° it was noted that on assessment of methodological quality none of
the RCTs included double blinding. The authors stated that exercise and physical
activity interventions can never be genuinely double blinded like in a placebo
controlled trial of a pharmacological intervention. Further support for this is

1 who state that in

provided by Olivio et al *”, Maciejewski et al ** and Kerse et a
trials to investigate the effect of physical activity interventions it is often not feasible
to undertake double blinding. However, in the current study it may have been
possible to design the study so that the participants were not aware of whether they
were receiving usual care or the innovative treatment. This approach was thought to

be impractical due to the requirements of the Ministry of Health and DHB Ethics

Committees.

6.7 Experimenter effects

Experimenter effects stem from characteristics of the researcher. Attributes such as
age, socioeconomic status, ethnicity, gender and communication style may influence
a participant’s behaviour and responses. To illustrate, when subjects were being
assessed they may have behaved differently because of familiarity with the researcher.
Indeed, several researchers have pointed to subjects becoming so well acquainted
with them that they exerted themselves in the assessments more than they would
normally do in order to achieve better post-test results. Also of significance is that
many subjects may have seen the baseline and follow-up assessments as a test in
which they were expected to achieve high scores. Although these threats were
minimised by the control group, it remains an inherent weakness with intervention

studies and these experiments can never be fully blinded.

6.8 Data recording and analysis effects

The use of a blinded assessor at baseline and follow-up should have minimised bias

in recording and analysing data. In addition all participants were coded and the
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assessor was prevented from viewing baseline data when completing the follow-up

assessment.

6.9 Summary

This chapter has discussed the limitations of the study within the context of similar
studies undertaken with older people. The challenge of undertaking robust clinical
trials in this area is well documented *” *'’. However, the current trial attempted to
minimise the impact of these challenges. For example the use of outcomes and
methods of data collection and analysis that were well validated among older
populations and assessors who were blinded to the allocation of participants. Finally
the high proportion of potential participants who were eligible for inclusion in the
study suggests that the results are applicable to wider populations than the one used
in this study. However, it is important to recognise the potential issue of a failure of
the randomisation process. The differences observed across the two study groups in
relation to key variables (age, ethnicity, gender) and the difference in the professional
background and experience of the NASC staff allocated to the two groups are issues
that could have influenced the study findings. The consideration of these factors
throughout Chapter Five was highlighted and it is important to continue to be
cognisant of these when discussing the conclusions and future directions in Chapter

Seven.
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Chapter Seven: Conclusions and future directions
7.1 Introduction

The current study sought to determine the effect of a designated goal facilitation tool
on Health Related Quality of Life (HRQoL), physical function and social support
among a sample of older people referred for Home Based Support Services (HBSS)
in an ethnically diverse area of New Zealand. The model developed to explore the
factors influencing the outcomes for the participants was informed by the available
evidence from a wide diversity of disciplines. One specific purpose of the model was
to determine how the use of TARGET facilitates the implementation of core
components of a ‘restorative model’ of support for older people living in the

community.

7.2 Implications for policy and practice

The improvements in the clinical outcomes of HRQoL and physical function in the
intervention group provides support for the effect of a model aligned to the core
principles of restorative home based support described in the literature. This includes
Needs Assessment Service Coordination (NASC) and HBSS working collaboratively
together to provide person centred and goal directed services for older people in
their own homes. However, the study findings are perhaps more useful in informing
future directions when the outcomes for participants in the intervention group who

showed smaller degrees of improvement are examined.

The effect of increased physical activity and improved functional ability together with
an increase in health related quality of life has a potentially huge effect on health care
costs within the current New Zealand context. The improvement in function that is
apparent in the current study would have an effect on long term HBSS usage by
many of the participants. In addition the improvement in activity and ability would
potentially impact on readmission to hospital and residential care. However, to
validate this would require closer examination of the sample with utilisation of

different research methodologies.
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It is important to consider the main findings from this study that need to be
considered for ongoing implementation of a similar model of HBSS service
provision. The main study findings are summarised in Figures 7.1 and 7.2. Figure 7.1
shows the factors from the model of analysis that had a significant impact on clinical
outcomes whereas Figure 7.2 shows factors supported by qualitative findings of the
current study or factors that were significantly different across the two study groups.
This chapter will briefly describe the implications of the findings of the current study

in relation to the broad categories inherent in the model.

7.2.1 NASC / HBSS relationship

The study has shown how the relationship existing between NASC and HBSS
coordinators is pivotal in the successful implementation of a model of HBSS
provision that is goal directed and person centred. The more collaborative nature of
the relationship between the two parties in the intervention group contributed to the
improvements in outcomes for the participants. This relationship appears to have
been improved and optimised by the increased contact between the two groups that
formed an integral part of the training in the use of the goal facilitation tool. Active
interventions to ensure the formation of such trusting relationships are crucial to
ensure that services are implemented to assist older people to age-in-place

successtully.

7.2.2 Service factors

The TARGET was shown in the current study to be an effective way of identifying
an older person goals. This effectiveness appeared to be dependent on the
acceptance by individual NASC staff of the concepts of goal setting among older
people. The integral nature of a well motivated NASC who has beliefs that are
congruent with the principles of the model is highlighted throughout the study. The
high level of variability in the classification of the identified goals number of domains

of ICF that the goals.

The effect of the content and level of services delivered across the two study groups

were also shown to be a significant factor in improving the outcomes for clients of

HBSS organisations. The study clearly showed that the use of TARGET had an
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effect on the content of support plans developed by HBSS following NASC
assessment. The significantly higher mean number of hours of support provided to
the intervention group involved far higher levels of individualised activities that were
aligned to the identified goals (73.2% in the intervention group vs. 27.8% in the
control group). However, it is important to note that this trend showed high levels of

variation across the HBSS organisations.
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Figure 7-1: Summary of factors from the model of analysis that had an significant impact on clinical outcomes

A Significant effect on change in SF-36 PCS over time (p=0.001); 1 Significant effect on change in SF-36 MCS over time (p=0.001); * Significant effect on change in
SPPB total score over time (p=0.001); # Significant effect on change in DSSI total score over time (p=0.001)
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Figure 7-2: Summary of factors from the model of analysis that were supported by qualitative findings of the study or were
significantly difference across the study groups
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The available data on allied health referrals in the current study prevent definitive
conclusions relating to the effect of physiotherapy and occupational therapy (and
dietetics, speech language therapy and social work) on the outcomes for older people
who are recipients of services aligned to a restorative model of HBSS. In a similar
manner the failure of HBSS coordinators to formally review many of the participants
in the intervention group, make any analysis of the implications of this practice on
outcomes for the older person difficult to formulate. However, even without such a
formal process there were still a large number of participants who were discharged

from services.

7.2.3 Individual client factors

The factors related to the older person themselves have also been shown to be of
vital importance. Previous studies reporting the crucial nature of the relationship
between the client and the support worker have been reinforced by the findings of
this study. In many cases the relationship between the older person and the HBSS
coordinator and NASC appears to be of lesser importance in delivering services that
assist with improving HRQoL and physical function. Strategies to allow for the
flexibility required in the support workers’ work while still maintaining the integrity

of the HBSS organisation need to be explored.

Analysis of the findings of the study has shown the effect of the interpersonal
attributes of the older people on the study outcomes. It is of no surprise that those
participants who had high degrees of certain types of proactive coping behaviour had
improved outcomes. The reasons for this have been explored but those who have
coping strategies congruent with a goal directed model of service provision seem to
have benefitted most from this model. The effect of attempts to optimise such
behaviour among older people may be of benefit in conjunction with the

implementation of new models of care aligned to the one utilised in this study.

In addition, the other characteristics of the participants that were collected in the
study were shown to be significant in their effect on the person’s outcomes. The high
mean age and high levels of functional disability in relation to similar studies have

been described. The relatively low numbers of Maori, Pacific and Asian participants
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make it difficult to determine quantitatively the level of acceptability of the model
among older people from these ethnic groups. However, the qualitative information
collected suggests that the principles were aligned with the beliefs and values of these

groups.

The impact of the programme on stress levels of informal carers has been described
and the implementation of HBSS services aligned to a restorative model was shown
to have no effect. This was described in terms of two conflicting modes of action.
This important area is one that may require closer examination through further

research.

7.2.4 HBSS organisational attributes

The impact of the attributes of the different HBSS organisations involved in the
study was significant. The level of management support, the professional background
of the coordinators and the ratio of clients to coordinators varied considerably across
the six organisations. In addition the low numbers of participants referred to three of
the providers is of interest. It is suggested that this may have been influenced by the
poor relationship existing between NASC and these providers’ organisations. In
addition the study findings suggest that the relationship between the District Health
Board (DHB) and the HBSS organisation at a management level appears to have had
considerable impact. The DHB had undertaken considerable work to align their
organisation to the principles of the relevant national strategies and policies. Where
the HBSS organisation did not subsequently align themselves to their funders’

position this would have had significant effects.

7.3 Future research

The findings of this study highlight the capacity for a range of further research in the
area of HBSS for older people. Due to the predicted surge of the older population,
developing efficient home based support services which provide quality care that is
structured to meet their needs is crucial. This study has explored the complex inter-

relationships existing between the diverse variables examined. Any quality
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improvement initiatives to optimise service quality need to have a cognisance of

these and implement strategies to address them effectively.

7.3.1 Goal setting and older people

A crucial area evident from the current study that continues to require ongoing
emphasis is the role of goal setting in planning services for older people. The current
study clearly showed the importance of facilitating older people to set goals that are
then used in developing support plans to structure services to assist them in the
home. Further development of this concept would involve more in-depth
investigation of the impact of the factors shown to have an effect on the successful
identification of goals. The first of these is the experience and beliefs of the clinician
working with the older person to facilitate the setting of the goal. The variation in the
spread of goals across the domains of the International Classification of Function
(ICF) among the different NASC workers and the comments made by certain of the
NASC staff highlight the impact of these factors. A further aspect relating to this is
the professional background of the clinician. As already described in Chapter Five it
is expected that the preponderance of social workers among the NASC workforce in
the current study would have an effect on the goal setting process. Further study of
the ability of other health professionals to facilitate goal setting with older people

who are referred for HBSS is necessary.

The effect of high levels of aspects of proactive coping among the participants in the
current study was also shown to have a positive effect on the successful identification
of goals. Identification of strategies to enhance this behaviour are important if home
support is to align to the concepts of person centred care and thus deliver support to

older people that are congruent with their wishes and needs.

7.3.2 Maximising outcomes for older people

The current study generated significant levels of improvement in HRQoL and
physical function among the participants randomised to the intervention group. The
impact of the perceived level of trust existing between NASC and HBSS on these
outcomes is an issue worthy of note. Further, it is imperative to investigate the effect

of this phenomenon on services delivered in similar clinical situations where there is
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interaction across organisational boundaries. The training delivered to the
intervention group NASC and the HBSS coordinators was reported to be a major
contributing factor in improving the relationship between the two parties. Once
more there is a need for future investigation of the content and delivery of similar
training to determine the most effective model to use. Communication with
Careerforce (Industry Training Organisation offering NZQA accredited courses to

HBSS support workers) to date has shown a willingness to investigate this need.

The potential reasons for the absence of an associated significant improvement in
social support among the intervention group participants has been discussed. The
low level of baseline functional capacity of the sample (as determined by SPPB) had
the effect that even those participants who improved their functional ability to a
significant degree often did not regain enough capacity to reach a threshold for
community ambulation. Exploration of this is vital in terms of the necessary dosage
of HBSS that is required in order to attain this threshold. It would appear that six

months is too short a time to reach this threshold.

7.3.3 Content of HBSS services

The effect of the observed change in the content and quantity of HBSS services
delivered to participants in the intervention group as a result of the use of TARGET
is an additional concept that requires continued elaboration. The first issue related to
the content of services concerns the level of individualisation of the activities
included in the support plan. The study had the effect of significantly increasing this
among the intervention group; however, the trend was not universal. For the quality
of services to be maximised it is important that this be explored further. The
support workers’ role in operationalising the support plan is an additional area that
requires investigation. The study has reinforced the crucial role that the support
worker has in delivering services. The views of the support workers need to be
considered if a model similar to the one used in this study is to be used more widely.

The final issue relating to the content of services concerns the involvement of allied
health in the planning and delivery of services. The current study showed negligible
levels of allied health input in assisting participants to improve their functional

ability. To maximise the potential effect of the model used in the study it is
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important that strategies to address this be investigated. One potential strategy may
be the involvement of allied health in the shared training of NASC and HBSS as this

was shown to be an effective method of improving communication and trust.

7.3.4 Further issues

The study also clearly highlighted the effect of other factors on the successful
implementation of an innovative model of HBSS that leads to improvements in
HRQoL and physical function. The organisational attributes of the HBSS providers
are a vital component of this. To create a sustainable model aligned to the principles
inherent in this study it is important to explore these further. The increased load on
HBSS coordinators if their full load of clients (up to 375 for Provider B) were to
have their service provision offered in this way is something that requires
investigation. Furthermore the current study only enrolled older people who were
new referrals and were not significantly cognitively impaired. Offering the model to
all recipients of HBSS may require innovative strategies of funding and alterations to

the model of service delivery.

7.4 Conclusions

Government policies and strategies, both overseas and within New Zealand aspire to
effectively support older people to remain in their home. Furthermore, there is
evidence demonstrating numerous clinical benefits and remaining at home is clearly
the preferred choice of older people. However, the resultant effect has been
substantial increase in demand and expenditure for home based support services.
Despite the fact HBSS provide indispensable assistance to community dwelling older
people, there is a plethora of evidence revealing current provision is fraught with
issues. The inevitable continuation of an aged society, including rapid ageing of the
oldest old population, will result in a higher prevalence of chronic illness and
disability with community dwelling older people exhibiting increasingly complex
needs. Consequently, improving the quality of provision and creating sustainable

home care services to meet the needs of these older people is imperative.
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There have been numerous attempts reported in the literature to develop services
that have a focus more on optimising function rather than fostering dependency
among older people supported to remain in their home. This study utilised the
concepts described in these studies together with a philosophy of person-centred
care. The primary purpose of the study was to assess the impact of TARGET on
health related quality of life, social support and physical function among community
dwelling older people referred for HBSS. One specific purpose of the study was to
determine how the use of TARGET facilitated the implementation of core
components of a ‘restorative model’ of support for older people living in the
community. One of the core components of restorative support explored in this
study was the structuring of services around what the client wanted to achieve
through the identification of goals and the implementation of individually tailored
activities to support the attainment of those goals. The second core component
considered was regular and coordinated reviews of the client by the health

professionals and organisations involved in supporting the client.

The findings of the study showed that among recipients of six months of services
directed by TARGET there were significant improvements in health related quality
of life and physical function when compared to a group receiving standard HBSS.
One key to these improvements was the nature of the relationship existing between
the NASC and HBSS coordinators and that this relationship appeared to be
considerably improved through the shared training that formed part of the
intervention. A further difference between the two groups related to the content of
activities undertaken by the support worker to assist the older person in the home. In
the intervention group there was a significantly higher rate of these activities being
structured around tasks that were aligned to the clients needs rather than generic
tasks such as vacuuming or housework. Whilst encouraging results have been
demonstrated in this study, in order to further improve quality and ensure HBSS
provision is aligned to the proven concepts of person-centredness and restorative

support, additional modifications appear necessary.

The study clearly shows the success of TARGET in facilitating the identification of a

goal by older people, 84 percent of the participants in the intervention group
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developed a goal during the NASC assessment. However, there was a high level of
variability in the spread of these goals across the NASC staff suggesting that the
impact of the individual assessors may have been significant in the types of goals
identified. However, high levels of aspects of proactive coping among the

participants was also shown to be associated with successful identification of a goal.

The level of involvement of community based occupational therapy and
physiotherapy services in the design and implementation of support for the older
people in their homes was very low and this was identified as an issue that requires
further investigation if the model used in the study were to be adopted more widely.
Further issues that were highlighted as requiring consideration were: the attitudes and
level of behaviour change among support workers; the organisational attributes of
the HBSS providers and the potential changes in the funding of services if the model

was fully implemented.

Chapter Fight will complete this thesis by presenting reflections and learnings of the

author in relation to the process of undertaking and completing the study.
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Chapter Eight: Reflections
8.1 Introduction

This thesis has explored the conceptualisation, design and implementation of a
pragmatic and real world study of factors related to improvements in outcomes for
older people who were recipients of support to allow them to remain in their homes.
The iterative process inherent within the course of doctoral study has encouraged the
generation of common learnings that are important to consider, both within the
context of the study, but also as a guide for future research employing similar
techniques to investigate the complexities effecting changes in health service delivery.
This process was greatly enhanced by the use of a research log / diary throughout
the course of the study. The information contained in the log highlights the
evolution of ideas and concepts. This chapter will present the key developments that
occurred throughout the course of the study together with issues that arose during

the research that would require consideration in future work.

8.2 Conceptual frameworks

Reflection on the study as it was originally conceived shows that there was a
progression from the conceptualisation of the study as just an examination of the
clinical and health factors relating to the use of a goal facilitation tool towards a
model that encompasses a person-centred model of service delivery with
consideration of the influence of individual, organisational and social / political
factors. The theoretical concepts supporting the use of goal setting in optimising
functional ability and the issues relating to the clinical aspects of service delivery for
older people were areas where the author had considerable clinical and conceptual
experience. However, the aspects relating to the interpersonal and organisational
impact of the NASC and HBSS on the clinical outcomes observed required
considerable exploration. Ongoing development of the study’s focus had an
associated development of the areas to be explored in the literature review. As
concepts relating to the NASC, HBSS and the clients individual coping skills were
included it became necessary to limit the literature review. For example there was

considerable debate concerning the relationship between frailty, disability and the
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study outcomes. However with the considerable debate relating to frailty it was
decided that it did not add to the thesis and so only disability was retained.
Furthermore the decision to not focus on a life course perspective in relation to
ageing was made due to it not being a focus of the study to draw on past life

experiences.

The identification for increased collaboration, innovation and an emphasis on service
development were seen as strategies to lead to quality improvements within
CMDHB. These are congruent with the national strategies described in the literature
review '» % %> % Of particular note, the New Zealand Positive Ageing Strategy
identified the need to optimise integrated planning, funding and delivery of
community support services. In addition, the New Zealand Health of Older Person’s
Strategy states that more emphasis needs to be placed on community-level health
care and support services to support older people to ‘age in place’. Co-ordinating
processes and services for older people have the potential to avoid unnecessary
duplication and promote continuity of care. This facilitates older people’s
independence by preventing deterioration in their health and home situation and by
managing crises, as Challis describes “The impact of services upon well-being is
much greater when those services are planned and co-ordinated in an integrated
fashion” **. In the current study the necessary coordination related to the interaction

between NASC and HBSS.

Furthermore, appraisal of literature related to the implementation of new initiatives
within healthcare often explored factors relating to change management and the
required levels of organisational change. It was acknowledged that this was important
to consider, however, a sole focus on this would negate the crucial interactions at an
individual level. The imperative requirement to determine the influence of the quality
of the dyadic relationship between the NASC and HBSS was only identified
following extensive critical review of the multifarious concepts of Actor Network
Theory, Leader-Management Exchange and power dynamics. It would seem that the
choice to measure the level of trust in the NASC-HBSS relationship was not only
supported by the literature but also by the subsequent findings of the study, where it

was shown to be significantly related to improvements in clinical outcomes.
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However, it may be assumed that the investigation of the effect of the other concepts
mentioned above may well have shown similar links to optimising clinical outcomes

for the participants in the study.

8.3 Study methodology

The shift in conceptualisation of the study also necessitated a concomitant
progression in the methodology chosen to explore the model developed. A research
methodology describes a broad strategy or design that shapes the choice and use of
particular methods and links them to the desited outcomes. The theoretical
perspectives, or philosophical stance, that provides the backdrop for the chosen
methodology “provides a context for the process and grounds its logic and criteria”
', Questions of method are secondary to questions of methodological paradigm,
defined as “the basic belief system or worldview that guides the investigator, not only
in choices of method but in ontologically and epistemologically fundamental ways”
*2. Perhaps because of the centrality of methodology, there is a temptation in
conducting social research (and research methodology/methods texts can seem to
imply that this is possible and desirable) to ‘select’ a methodological paradigm to
work within and then to follow the methods usually associated with that paradigm.

On closer reading of methodology texts, it becomes apparent that there is no such
neat approach. Perhaps it is less important to provide the ‘correct’ name for the
qualitative inquiry paradigm for a research study than it is to be aware of the various
standpoints, perspectives, and assumptions represented by them that need to be
considered whilst engaged in social research. A more productive approach to
beginning research is to articulate the ontological and epistemological perspectives
driving the research. The main philosophical perspectives contributing to the

methodology will then become apparent.

8.3.1 Ontological and epistemological considerations

Ontological concerns are those that question ‘what is the very nature and essence of
things in the social world?” Epistemological concerns are those that question ‘what is
the theory of knowledge, and what will be regarded as knowledge or evidence?’ This

thesis is essentially about making such ontological and epistemological characteristics
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explicit. These new understandings will inform the quality improvements that are
required within the delivery of services for older people. It soon became apparent
that to examine the effect of the tool on clinical outcomes among the sample of
older people would not fully consider the mechanisms by which the use of client goal
facilitation can impact on the systems and processes utilised by the varied actors
(NASC, HBSS and client families) within the environment of the individual client
and also the wider community. It was necessary to investigate from many different
perspectives in order to explore the relationship between these actors and the
systems that they work within. Such a complex view required many levels of analysis
and investigation. This necessitated the development and application of the model

developed within the thesis.

The NASC and HBSS organisations (and the individual staff within them) needed to
be understood from the standpoint of their local contexts and personal stories rather
than from the perspective offered by externally determined categories such as
professional groups, policy directions or traditional occupations. Any theorising
therefore needed to take account of local contexts, and acknowledge that
connections are made by individuals and filtered through their experiences,

. . 1
perspectives and biases °’

. This is suggestive of an ontological perspective that
includes a belief that ‘reality’ is comprised of such things as experiences, accounts,
people, understandings, interpretations, ideas, attitudes, values, motivations, actions,
identity, essence and being *'*. Further, there are “multiple realities” that are “psycho-
social constructions forming an interconnected whole”, and they can only be
understood as such *”. This essentially means that the focus of inquiry cannot be
understood by separating out certain ‘parts’ for analysis without reference to context
and situatedness. Meaning will only be made by studying the ‘whole’. Ontological

issues and epistemological issues tend to emerge together *''.

So, with a view of reality as described above, an epistemology that makes no claim of
an objective truth or meaning to be discovered would seem to follow. In a
constructivist view of knowledge, meaning is constructed, and different people may
construct meaning in different ways about the same phenomenon. Constructivism is

the epistemology most commonly invoked in qualitative research®® *''. Tt is for this
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reason that the combination of qualitative and quantitative methods was so crucial in
this study. The ability to determine the effect of the use of TARGET on clinical
outcomes, and concurrently explore the impact of the multifarious factors that the
available literature reported would influence the use of the tool, was of considerable

benefit.

8.4 Interaction between research and participants

The process of reflexivity described above is indeed a factor worthy of note in the
current study. The interaction that occurred through the duration of the study
between the NASC / HBSS staff and the author was considerable. This consisted of
both the interviews and meetings to discuss the pragmatic issues relating to study
design and also the training and peer review sessions provided to the intervention
group. The influence of such a high level of interaction has been explored in
Chapter Six when considering expectancy effect. However, it is possible when
reflecting on the progress of the study to recognise several key areas that may have

had especial impact.

8.4.1 Referrals to NASC

The first area that required considerable interaction with NASC related to the
randomisation of referrals to the service. From the outset of designing the study
there were members of the NASC team who were resistant to the process of
research (although they all consented to participate). The concerns raised related
often to the perceived level of disruption the study would cause within the busy
NASC environment. It was agreed that the study needed to have minimal impact on
the routine business of processing referrals and in timely assessment and

commencement of services.

It was anticipated that there would be an average of 16 new referrals made to NASC
each week and that approximately two thirds of those would be eligible for inclusion
in the study. However, the rates of referral were often only eight to ten referrals a
week and so recruitment of participants was significantly slower than anticipated.

The result of this was that the impact of the study on the process of delivering
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NASC services to clients was considerably reduced in intensity but was increased in

duration.

8.4.2 Control group

Throughout the course of the study NASC staff allocated to the control group were
often very negative about the implementation of TARGET within CMDHB. The
randomisation process that placed them within the group chosen to deliver ‘usual
care’ was not one they were familiar with and the majority of them often tried to
ascertain the process used in the intervention. Considerable effort was needed by the
author, NASC management and the intervention NASC to prevent this occurring.
Following completion of all data collection for the study the NASC in the control
group attended training that was identical in content to the sessions attended by the
HBSS and intervention group NASC. However, their high levels of negativity
towards the process were once more apparent. It is important to note that this
negativity was not apparent during the formal interviews conducted as part of the

study.

A process for including this group to make them feel more involved in the study may
have been beneficial and may have precluded the animosity that was apparent even

after completion of the study.

8.4.3 Training

The inclusion of the control group in training was an aspect that was considered
within the study design. It was acknowledged that this training could not provide
information relating to the theory and practical applications of TARGET and its
potential effects. However, it was accepted that the control group may require some
form of frequency matched training to allow them to recognise that they were a
crucial part of the research process. In addition there was prolonged discussion
relating to the potential innovation effect of the training and the subsequent analysis
of the factors relating to the success of the use of TARGET in improving clinical
outcomes has shown that the training was indeed a major factor in this success. This
debate is common in designing RCT's where an intervention is compared to a ‘usual

care’ control group. The decision was made that if an element of training was
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provided to the control group then this would have altered the factors inherent
within the services delivered by this group. A solution commonly applied in these
situations is the use of a three group design whereby there is: a control group
providing usual care; a control group with enhancements (in this case some element
of training) and the intervention group. However, the added complexity of this
design in conjunction with the increase in sample size that would be required made

this option impractical.

8.4.4 Ongoing sustainability

Counties Manukau DHB was committed to the continued implementation of the
model described in the study. However, once the research was completed and the
control group were trained in the use of the TARGET the close monitoring of the
outcomes related to the study stopped. Subsequent meetings with staff from HBSS
regarding matters that were not concerned with the study have alluded to the low
level of commitment of NASC staff to the ongoing use of TARGET and a decrease
in the perceived quality of the relationship between NASC and HBSS. The turnover
in staff that occurred following completion of the study was a factor in this. NASC 1,
2,11 and 13 all moved from frontline community based roles within three months of
the trial finishing. As these were the intervention group NASC who showed the
highest levels of commitment to the process this would have impacted on the

ongoing sustainability.

A further issue related to the sustainability of the model concerns the support
workers. As described in Chapter Seven there was an assumption that the support
workers were able and willing to implement support plans that moved away from
traditional tasks such as vacuuming and cleaning to assisting clients to maximise their
functional capacity in a far more individualised manner. An important development
of the findings of this study would involve discussion with the support worker staff
across the organisations to ascertain their willingness and also to determine if the
organisational influences of the different HBSS providers impacted on this. The
current study clearly showed that the relationship between NASC and HBSS
coordinators was important in the successful use of TARGET. It may also be the

case that the quality of the relationship between the HBSS coordinator and the
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support workers was equally important in improving the outcomes for older people

receiving HBSS.

However, the CMDHB management continue to express strong support for the
critical components of the restorative model. Furthermore there is continued
development across the country relating to many of the issues described in the study.
An in-depth exploration of the activities inherent in a model of restorative HBSS is
underway to develop a more meaningful method of funding providers to deliver
services. In addition the author is currently developing resources for Careerforce in
order that their support worker training is congruent with the fundamental principles

of the model.

8.5 The impact of the researchers professional paradigm

A further factor to consider when interpreting the study findings relates to the
authors professional background as a physiotherapist and the possible impact this
may have had in the design, implementation and interpretation of the study. Such an
issue is common in studies involving qualitative methods and it is important to
consider. As a profession physiotherapists focus on diagnosing functional limitations

and utilising physical treatment modalities to maximise functional ability.

Three particular areas of the study could have been influenced by having a researcher
that focussed on physical. These included: the training programme and subsequent
case review sessions; the analysis and interpretation of the data arising from the
interviews of the NASC, HBSS and older participants; and the interpretation of the

goals determined using the TARGET and associated support plans.

However, strategies were implemented to minimise the risk of the researcher on
these areas together with particular attributes of the researcher themselves. Firstly,
the researcher has extensive experience of working clinically with older people in
community and inpatient settings and so is fully aware of the importance of the need
for a holistic view of the needs of the older person. Furthermore, the researcher
coordinates and teaches a number of courses at an undergraduate and postgraduate

level that emphasise such a holistic view of health. In relation to the training
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provided to the NASC and HBSS coordinators it is important to note that this was a
programme that had evolved over a number of years and had been used across a
number of organisations within New Zealand and also within Australia and was
developed by a diverse group of clinicians working within The University of

Auckland.

A further strategy to minimise the effect of the researcher’s professional background
related to the analysis of the interview data. Although the initial determination of
themes and codes was by the researcher there was a parallel and independent process
undertaken by a nurse with extensive experience working with older people. Only
where there was agreement between the two coders were themes, categories and
associated statements assigned. This minimised the potential bias towards physical

function that having sole coding by a physiotherapist could have produced.

8.6 Goal setting

An additional factor that is related to the training component of the study concerns
the considerable variation in the commitment and skill of the NASC staff in utilising
the TARGET tool. The support provided by senior managers within CMDHB was
crucial to the successful completion of the study. However, for ongoing sustainability
and to ensure higher levels of consistency in the use of the tool it would have been
beneficial if, during the course of the study, there had been a member of the frontline

NASC team who could have fulfilled the role of mentor and champion in relation to

the use of TARGET.

8.7 Allied Health

As described in Chapter Five the use of Allied Health in the current study was very
low. One of the core skills of both occupational therapists and physiotherapists is in
the use of the principles of person-centred care (and particularly goal facilitation) to
enable clients to return to the maximum level of function that is possible. When
innovations involving person-centred care are implemented in clinical practice, it is
often the role of Allied Health clinicians to assume the role of mentor or champion

described above.
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Consequently, in the current study it was recognised that the involvement of the
Allied Health was of extreme importance and considerable effort was expended in an
attempt to achieve this. However, resourcing of the Allied Health team, together with
the change in practice that would be required for both NASC and Allied Health to
allow them to collaboratively work with the group of participants in this study
precluded their use. Attempts were made to include Allied Health in the design of
the study and also in the training sessions provided. However, as can be seen there

was only limited success in achieving this.

8.8 Summary

This final chapter has described the main issues considered when designing and
implementing the current study. The development of the conceptual model utilised
as a structure for the thesis was explained. Following this the justification for the
choice of a mixed methodology that allowed for exploration of both the
epistemological and ontological considerations was presented. The interactions
between the research and the participants were then described in relation to the
issues that arose throughout the study. These included the integration of the trial
within the routine NASC processes. The chapter concluded with an examination of
strategies that may have led to greater commitment from certain of the NASC and
also the Allied Health team within CMDHB. The factors described in this chapter
are of particular interest in placing the remainder of the thesis within the context of
the reality of the environment in which the study occurred. Knowledge of this
context is vital to fully understand the importance of the study findings. The
comprehensive model maximised the internal validity of the study findings by
ensuring that the multifarious individual, organisational and environmental influences

were considered.
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Appendices

Appendix 1 shows a glossary of terms commonly used within the thesis. It is
included here to assist the reader.

Appendix 2 contains the consent and information sheets provided to participants
prior to their entry to the study.

Appendix 3 shows the licence information for the use of the Short Form—36 Health
Survey in the current study.

Appendix 4 summarises the content of the training programme delivered to the
Needs Assessment Service Coordinators and Home Based Support Service
Coordinators as part of the intervention portion of the trial.

Appendix 5 contains the guides used for interviewing the NASC, HBSS
coordinators, HBSS managers, Funding and Planning manager and the sub-sample of

older people.

Page| 310



Appendix 1: Glossary

Abbreviatio

n

ACS

Avoidance Coping

Scale

Appendices

Definition

A component scale of the Proactive Coping
Inventory, consisting of a 3-item scale, which
measures the tendency to elude action in a

demanding situation by delaying action.

CMDHB

Counties Manukau

District Health Board

One of the 21 geographically located organisations
within New Zealand responsible for providing, or
funding the provision of, health and disability
services in their district. CMDHB is located in

South Auckland.

CRA

Caregiver  Reaction

Assessment

A 24-item instrument designed to measure the
reactions of family members to caring for older
relatives with a variety of illnesses. The scale is
designed to assess specific aspects of the caregiving
situation, including both negative and positive

dimensions of caregiving reactions.

DSSI

Dukes Social Support

Index

This 35-item tool) measures multiple dimensions of
social support and is comprised of 11 items with
two subscale scores. The social interaction subscale
has four items and the satisfaction subscale has
seven items. The total score ranges from 11-47 with

increased values indicating higher levels of support

ESSS

Emotional

Support
Seeking Scale

A component scale of the Proactive Coping
Inventory, aimed at regulating temporary emotional
distress by disclosing to others feelings, evoking
empathy and seeking companionship from one’s

social network.

HBSS

Home Based Support

Services

Services delivered by contracted organisations
(within New Zealand) to provide personal care and
household management to promote and maintain

the independence of older people living at home

HRQoL

Health
Quality of Life

Related

Health related quality of life (HRQoL) is considered
a sub-division of quality of life which “Gncludes the
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Dphysical, psychological, and social functioning associated with
an illness or its treatment”. Due to the global ageing
population and associated rise in chronic illness,
HRQoL is recognised as an increasingly important

area for older people

Hua
Oranga

A tool developed to measure mental health for
Maori. It consists of three sets of 16 questions.
One set is answered by the kaumatua or kuia, the
second set by their whanau and the third by the
NASC.

IADL

Instrumental

Activities

Living

of Daily

The activities often performed by a person who is
living independently in a community setting during
the course of a normal day, such as managing
money, shopping, telephone use, travel in
community, housekeeping, preparing meals, and

taking medications correctly.

ICF

International

Classification of

Functioning

A classification of the health components of
functioning and disability developed by the World
Health Organisation. The ICF is structured around
the following broad components:

Body functions and structure

Activities (related to tasks and actions by an
individual) and participation (involvement in a life
situation)

Additional  information on  severity  and

environmental factors

ISSS

Instrumental Support

Seeking Scale

A component scale of the Proactive Coping
Inventory. It focuses on obtaining advice,
information and feedback from people in one’s

social network when dealing with stressors.

MCS

Mental

Score

Component

One of the two summary scores that together
comprise the SF-36 health status questionnaire. It is
derived through consideration of the relevant

domains of the scale.

NASC

Needs

Assessment

In New Zealand, support services for older people
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Service Coordination

assessed as having a disability which will last longer
than six months ate currently accessed from a
Needs Assessment and Service Co-ordination
(NASC) agency. Needs Assessment Service
Coordination is a community-based service which
supports older adults with a disability to enable
them to stay at home as safely and as independently

as possible.

PADL

Personal Activities of

Daily Living

The activities ordinarily performed day by day
essential for everyday living (such as eating,

dressing, bathing and other personal care activities)

PCC

Person Centred Care

A philosophical approach advocated within a
current Western health care culture, and has a range
of definitions 1720, These include components such
as: understanding the whole person; finding
common ground regarding management; sharing
power and responsibility. It is suggested that these
components are most effectively enabled by client

involvement in the goal setting process.

PCI

Proactive

Inventory

Coping

A tool constructed to assess different dimensions of
a proactive approach to coping and consists of six

subscales

PCS

Proactive

Scale

Coping

A component scale of the Proactive Coping
Inventory, consisting of 14 items, combines
autonomous goal setting with self-regulatory goal

attainment cognitions and behaviour.

RCS

Reflective

Scale

Coping

This component scale of the Proactive Coping
Inventory describes simulation and contemplation
about a variety of possible behavioural alternatives
by comparing their imagined effectiveness and
includes brainstorming, analysing problems and
resources, and generating hypothetical plans of

action.

SF-36

Short Form 36

A widely used health status questionnaire comprised

of 36 items that explores health concepts. It also
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includes a single item that provides an indication of

perceived change in health.

SPPB Short Physical A measure consisting of an assessment of standing
Performance Battery ~ balance, a timed 2.4 metre walk test and a timed test
of five repetitions of rising from a chair and sitting
down. Each of the three tests generates a score (0-
4) which is summed to produce a final score of 0-
12.
SPS Strategic Planning A component scale of the Proactive Coping
Scale Inventory, which focuses on the process of

generating a goal-oriented schedule of action in
which extensive tasks are broken down into

manageable components
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Appendix 2: Information and consent forms

THE UNIVERSITY OF AUCKLAND

Schools of Nursing and Business
Private Bag 92019
Auckland
Tel: 64-9-373 7599
CONSENT FORM

The effect of goal setting on services provided to older people
Researcher: John Parsons

This consent form will be held for a period of two years

English I wish to have an interpreter. Yes No

Maorti E hiahia ana ahau ki tetahi | Ae Kao
kaiwhakamaori/kaiwhaka pakeha korero.

Samoan Oute mana’o ia iai se fa’amatala upu. Toe Leai

Tongan Oku ou fiema’u ha fakatonulea. Io Tkai

Cook Island Ka inangaro aui tetai tangata uri reo. Ae Kare

Niuean Fia manako au ke fakaaoga e taha tagata | E Nakai
fakahokohoko kupu.

I have read and I understand the information sheet dated 10/1/07 for volunteers
taking part in the study designed to examine the effect of a goal setting tool on
quality of life, function, social participation and caregiver stress. 1 have had the

opportunity to discuss this study. I am satisfied with the answers I have been given.
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I understand that taking part in this study is voluntary and that I may withdraw
myself or any information traceable to me at any time up to October 2008 without
giving a reason. My withdrawal will in no way affect my future care.

I understand that my participation in this study is confidential and that no material
which could identify me will be used in any reports on this study.

I understand that the treatment, or investigation, will be stopped if it should appear
harmful to me.

I understand the compensation provisions for this study.

I have had time to consider whether to take part.

I know whom to contact if I have any side effects to the study.

I know whom to contact if I have any questions about the study.

I agree to take part in this research.

Signed:

Name:

(please print clearly)

Date:

This study has received ethical approval from the Auckland Ethics Committee.
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Patient Information Sheet

An invitation...

You are invited to take part in a research study because you have been referred to
Needs Assessment Services for an assessment of the services needed to help you
remain at home. This study is trying to find out about a way to try and improve
services for older people in the community. It is also a way of making sure that any
services provided meet your individual needs. It is part of research carried out over
the last 3-4 years in New Zealand to increase the amount of input that older people
have in deciding the type and amount of services that will provided to help them
remain independent. This study may involve the Needs Assessor contacting you and
using a specially developed form. They will work with you to look at how to keep
you as good as you can be and as independent as possible. Another important part of
what the assessor will talk to you about involves working out you’re your goals are
and how to achieve these goals. Services will then be provided to meet these goals.
There is a lot of evidence from around the world that older people continue to have
dynamic, multifaceted and future oriented goals and there is good evidence that
suggests that setting goals has a positive effect on psychological wellbeing and life
satisfaction in older people

We hope to make life easier for older people living at home.

The School of Nursing and the School of Business at the University of Auckland
coordinate this study. The study is being undertaken as fulfillment of a Doctoral
study.

Your participation is entirely voluntary (your choice). You do not have to take part
in this study. If you choose not to take part, any care or treatment that you are
currently receiving will not be affected. If you do 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. To help you make your
decision please read this information sheet. You may take as much time as you like
to consider whether or not to take part. If you require an interpreter this can be

arranged.
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What are the aims of this study?

The main aim of the study is to assess the effect goal facilitation has on service
provision and clinical outcomes among older Pakeha (aged over 65) or Maori (aged
over 55) referred to Needs Assessment Service Coordination in Counties Manakau
District Health Board. Service provision will be assessed by interviewing Needs
Assessment Service Coordination staff and service providers. The following
outcomes will also be examined across the two groups of older people at 4 months
after they enter the study: quality of life; physical function; social participation;

caregiver stress and levels of mastery and control.

What types of people can be in the study?
Any pakeha aged over 65 years or Maori aged over 55 years referred for assessment
by Needs Assessment Service Coordination at Counties Manukau District Health
Board is eligible for entry into the study as long as they do not meet the following
criteria:

e Severe cognitive impairment that compromises adherence to the intervention.

e Evidence of any unstable medical condition that has been the primary diagnosis

for three or more inpatient episodes in the previous six months
e How many people will be in the study?

e There will be approximately 200 older people recruited into the study.

What happens if I do decide to take part?

If you decide you would like to take part, your participation would be for six months
only. A researcher who has been specially trained for this project, will interview all of
the participants. You will be asked questions about your health and asked to
complete several simple tasks such as standing up, reaching forward and bending
over. You will be randomly placed in one of two groups. The first group will have
the special form used when the Needs Assessor talks to you. After this all the
services provided to you will be based on what you said when the form was filled
out. The second group will undergo a normal assessment and will receive normal

care only. This is to ensure the study is fair. If you are placed in the second group
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undergoing a normal assessment then any follow-up assessments Needs Assessors
perform with you after the study is completed may use the special form. This will
occur if it is found that using the form improves the services that people receive.

We would also like to gather information about anything that happens to you during
the course of the study. We would also like to contact your GP or the hospital for

information if necessary.

What is the time-span for the study?

The study is expected to start in January 2007 and will continue until mid 2008.

The risks and benefits of the study

Taking part in this study will take some of your time and require you to answer a
series of questions and complete some simple tasks. Your usual medical care will not
be affected in any way by participation in the study, or by declining to participate or
withdrawing from the study at any stage. Your participation in this study will be
stopped should any harmful effects appear or if the doctor feels it is not in your best
interests to continue. Similatly your doctor may at any time provide you with any
other treatment he/she considers necessaty.

This study will be of benefit to the wider population. There is no guarantee that you
will benefit directly from being involved in this study, however, other studies have
shown that increasing activity and function makes older people feel better and
maintain independence so you may benefit directly. The results obtained from your

participation may help others in the future.

Compensation

If you suffer physical injury as a result of your participation in this study, the
Accident Rehabilitation Compensation Insurance Corporation (ACC) may cover you.
You should note however, that eligibility for compensation is not automatic. Your
claim to compensation may be accepted by ACC but your entitlement to
compensation will depend upon a number of factors such as whether you are an
earner or non-earner. You should note that in most cases ACC provides only partial
reimbursement of costs and expenses and there is no lump sum compensation

payable under the current ACC legislation. If you have suffered mental injury there
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will be no ACC compensation available. You should also note that if you have cover
under the ACC legislation your right to sue the researcher(s) or anyone else in the
trial is extremely limited. If you have any questions about cover or entitlements
under the ACC scheme you should contact your nearest ACC branch office for

further information before you consent to participate in this trial.

Confidentiality

The study files and all other information that you provide will remain strictly
confidential. No material that could personally identify you will be used in any
reports on this study. Your GP will be informed of your participation in this study.
Upon completion of the study your records will be stored for 16 years in a secure
place at the central coordinating centre in Auckland. All computer records will be
password protected. All future use of the information collected will be strictly

controlled in accordance with the Privacy Act.

Your rights

If you have any queries or concerns regarding your rights as a participant in this

study you may wish to contact a Health and Disability Advocate;

Phone 0800 423 638
Free fax 0800 27877678 (0800 2 SUPPORT)
Email advocacy@hdc.org.nz

Finally

This study has received Ethical Approval from The Northern Y Regional Ethics
Committee in December 2006. If you would like some more information about the
study please feel free to contact John Parsons, (09 373 7599 x83935) or Professor
Martin Connolly (09 486 1491 x7170).

Study Investigators

The principal investigators for this study are:

John Parsons

Professor Martin Connolly

Associate Professor Paul Rouse
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Appendix 3: Short Form 36 Health Survey Licence

Product Version: QualityMetric Health Outcomes(tm) Scoring Software 3.0
SF8 Credit Count: 0
SF8 MDE Enabled: No
SF10R1 Credit Count: 0
SF12v1 Credit Count: 0
SF12v1 MDE Enabled: No
SF12v1 Utility Index: No
SF12v2 Credit Count: 0
SF12v2 MDE Enabled: No
SF12v2 Utility Index: No
SF36v1 Credit Count: 0
SF36v1l MDE Enabled: No
SF36v1 Utility Index: No
SF36v1 RCI Score: No
SF36v2 Credit Count: 525
SF36v2 MDE Enabled: Yes
SF36v2 Utility Index: No
SF36v2 RCI Score: Yes
Medical Expenditure Credit Count: 0
Activation Key(s):
950AD-CA764-F1739-F38C9

Page| 321



Appendices

Appendix 4: Components of training programme

The training was divided into three distinct sections including an induction session
and five subsequent sections which allowed participants to gain a greater
understanding of assessing older people, undertaking goal facilitation and functional
rehabilitation.  Specifically, the programme provided participants with the
fundamental skills to deliver 2 model of HBSS structured around TARGET and was
separated into:
¢ Induction session (4 hours),
e Goal facilitation (8 hours)
e Putting it into practice (12 hours)
The programme drew on a number of highly skilled health professionals and to
maximise time efficiency, the workshops were best suited to six half days sessions.
The objectives for the training were:
1. To be competent in the completion of tasks related to TARGET tool
2. Be confident in the process to be followed in facilitating goal directed home based
support service provision
3. Coordinate individually tailored requests for allied health provision
4. Coordinate access, to appropriate activities in the community that may be funded
through other means
5. Design and / or support the design and implementation of a client centred and
fiscally responsible package of care
6. Monitor and review the clients progress in response to the package of care
delivered by the home based support provider
7. ldentify the main points of the concept of functional rehabilitation and goal
facilitation
8. Describe ways of integrating ADL tasks into rehabilitation
The programme focused on two areas: first, accelerating learning for all services
concerning restorative home based care and support, working with participants to
ensure they understand the concepts of restorative home based care and support and
client centred service input; second, developing the participants’ skill base so that
they will begin to operate a client goal driven restorative service. The aim was that

through gaining an understanding the purpose of a restorative approach and by
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gaining skills in client goal setting through the use of TARGET, participants left the
sessions able to begin delivering a restorative service.
The programme covered:
e Critical reflection on practice
e The fundamental principles of restorative home based care and support
e Principles of self-management for older people
¢ Motivational interviewing techniques and accompanying evidence
e Functional task analysis
e The evidence for functional rehabilitation and the development of skills necessary
to incorporate this into packages of care
e Skill development in transforming the output of TARGET into personalised
packages of care

Peer review sessions

There were monthly peer review sessions, at which coordinators from all HBSS
providers as well as intervention group NASC, were invited to attend a two hour
peer review process. The sessions consisted of face to face meetings, and will be
facilitated by the NASC with assistance from the author. Providers were be expected
to present client cases which prompted informed discussion concerning client
progress. The presence of HBSS and NASC coordinators combined with the focus
on actual clients receiving services provides a non-threatening, solutions based
environment to supported ongoing implementation.

The main aim of these sessions was to provide a peer review structure to enable
providers and NASC to problem solve collectively in a shared learning environment
to support ongoing service implementation. This occured through:

e Ongoing education concerning goal facilitation and assessment and review of care
packages for older people, and the meaning and practice of a restorative home
based care and support programme

e Continued development of the NASC/HBSS provider interface

¢ Identification of process issues and solutions

Page| 323



Appendices

Appendix 5: Interview Guides

Interview guide management/leader

Management career

How many staff do you manage?

Role identity

How would you describe your role as a leader?

How do you feel about your role at the present time?

How would you describe the role of NASC?

Tell me how you think that role may have changed recently?

How would you describe the role of the HBSS coordinator?

Tell me how you think that role may have changed recently?

What attributes does a HBSS coordinator need to have to work well in the job?

What attributes does a NASC need to have to work well in the job?

Relationships and networks

What are the groups that you work closely with in your position?

What can you tell me about your relationship with these groups

How would you describe communication between NASC and service providers over the

past year?
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What happens when the interaction between NASC and HBSS is perfect?

What happens when the interaction between NASC and HBSS is less than perfect?

Service provision

What are your views of the services currently provided to older people in their homes

within South Auckland?

Beliefs and values

What is the purpose of the service that you manage?

What can you tell me about person or client centred care in your organisation

How do you suggest the services you provide to older people fit in with the concepts of

person or client centred care?

Tell me about your views on goal setting by the older person.

Describe what happens when a client really benefits from input by your service

How do older people benefit from input by your service?
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Interview Guide for NASC / HBSS

Career

Role identity

How would you describe the role as a NASC within CMDHB?

How do you feel about your role at the present time?

Tell me how your role may have changed recently?

How did you learn how to become a NASC?

What are parts of your role that you enjoy?

What are parts of your role you would like to change?

Relationships and networks

What are the groups that you work closely with in your position?

What can you tell me about your relationship with these groups

How would you describe communication between NASC and service providers over the

past year?

What happens when the interaction between HBSS and yourself is perfect?

What happens when the interaction between HBSS and yourself is less than perfect?

Service provision

What are your views of the services currently provided to older people in their homes

within South Auckland?
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Tell me how the way that older people receive services within South Auckland has

changed over the past year?

What do you see as the main areas for improvement in services to older people within

South Auckland?

Beliefs and values

What can you tell me about person or client centred care in your work

How do you suggest the services you provide to older people fit in with the concepts of

person or client centred care?

Tell me about your views on goal setting by the older person.

Describe the purpose of your role as NASC

How do older people benefit from your input?

Describe what happens when you feel a client did not benefit from your input as much as

you think they could have
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Interview guide for older people

What is your opinion of the services you receive here in your home?

Do you think they have helped you in any way?

If so how?

What parts of the services you receive do you feel have been most beneficial?

Did you set a goal?

Were the goals what you really wanted?

Does the support worker assist you with goals?

Do you have a good relationship with your support worker?

Do you have enough information?
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