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ABSTRACT

Supported Independent Accommodation (SIA) for OlderNew Zealanders:

A Review of Current Policy and Innovative Practice

Existing research establishes a clear link betweeor housing and poor health.
There is also growing evidence that the physicanta and social wellbeing of
individuals and households can be improved by emguheir access to suitable
accommodation. Despite the growing body of resedmtumenting the benefits of
supported independent accommodation (SIA) as a snedHn maintaining the
independence and wellbeing particularly of oldeopde, there is little research
evaluating the place of such accommodation withm Mew Zealand context. This
thesis aims to address that gap. It reviews th&tiagi body of literature surrounding
this topic — exploring population and accommodati@mographics, and analysing
government policy in relation to both housing arehlth. It considers six New
Zealand examples of SIA — each selected on thes lmdsiheir distinctiveness and
innovation — documents these, and compares theng wsicase study approach.
Adopting a general inductive methodology, each &isdy is then analysed against
themes identified in the literature review, ideyitiy any further trends, and the
implications of these for ongoing policy and seevidevelopment. Intersectoral
collaboration is identified as having had particldaaring upon the development of
SIA within the New Zealand context.

This thesis concludes that SIA will play an inciegl/ important role in the

continuum of accommodation and care for older pmofil offers an alternative to
more institutionalised models of care for older gep maintaining their

independence and social integration within theinas@mmunity. As demographic
and economic factors drive up the cost of moreticachl models of residential care,
SIA offers government an equally important alteineat However, ongoing

development in this area is not without it challesiglo this end, a number of policy
implications are also identified and discussed.
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1. Introduction

New Zealand research already establishes a cidabditween poor housing and poor
health (Howden-Chapman, 1999). There is also grpvewidence that the health
outcomes and wellbeing of individuals and household particularly those
categorised as socio-economically disadvantagexh-be improved by ensuring their
access to suitable accommodation. Overseas reseates$ the value of what, in this
thesis, is referred to as supported independemnamodation (SIA), in maintaining
older people’s physical, mental and social wellgeinkewise, there are strong and
convincing arguments in favour of both ‘positiveeany’ and ‘ageing in place’. Yet
it is vital to ensure that the appropriate struesirresources and support required
enabling older people to remain independent inrtb&n homes and their own

communities are readily available and accessible.

The range of options for older people in New Zedlam this regard is, however,
comparatively limited, and often beyond the finaheheans of many who would
potentially benefit from SIA. For example, the mostmmon model of SIA in New
Zealand is that offered by retirement villages, rgheccupants purchase a ‘licence to

occupy’ and pay an additional (and ongoing) maiatee or facility charge.

Research commissioned by Age Concern New Zealao®iiBon, 1994) suggests
that a significant proportion of older people —tmadarly older women currently
living on their own — would not only choose theinenhent village option, but would
benefit from it. Not only would living in such amdronment contribute to their
personal sense of ‘positive ageing’, it would alé®ly lead to improved health
outcomes, in turn delaying their need to receiwetigher levels of support provided
by way of residential care. Yet, Robinson suggdstsause of the high entry costs
and ongoing financial contribution required, theyeategory of older people who
would most likely benefit from such a model of saopgpd independent

accommodation are the least likely to have thenmeor capital resources to do so.



Similarly, while more older people than the natioagerage own their own home,
the proportion that do so is slowly decreasingeuth not yet at the rate of national
home ownership trends in general. Other oldepigeare reluctant to sell — even in
the face of high maintenance costs, reduced income, their home’s

inappropriateness to their changing needs (Aus888).

The Ministry of Social Policy’s 2001 Positive Aggistrategy emphasised affordable
and appropriate housing options for older people& gmoposed intersectoral
partnerships “to increase the supply of universsdigh and energy-efficient low-
rental housing, including supported pensioner hmasomplexes” (MSP, 2001, p.20).
The Ministry of Social Development's subsequentti&aReport (published six

months after the release of the Positive Ageingt&try) concluded,

“A “whole of government’ approach to housing assistance, incorporating health
services and the state housing sector, will improve the ability of people to age in
place. Housing interventions focusing on a closer relationship between the
physical aspects of housing and support services can result in significant savings
in health-related costs, by delaying or preventing older people’s entry into
residential care.” (MSD, 2001, p. 49)

The New Zealand Housing Strategy (2006) has alem lgriided by the notions of
‘ageing in place’ and ‘positive ageing’, and a ngpaf the Housing New Zealand
Corporation’s Older Persons Working Party (HNZC,020 noted the linkages
between health and housing. The same report emspdashe importance of
maintaining a level of social connectedness foeofteople — many of whom have to
move from their present location either becausar thecommodation is itself
unsuitable, or because they are unable to readitgss the support services they
require. The Working Party envisaged the develogréhousing that would allow
older people to move to ‘purpose-built’ accommaoaiatnore suitable to their needs,

and yet remain settled within their usual neighbood.



Between 2002 and 2004 the researcher was emplay/dbleneral Manager of the
Wellington-based Te Hopai Trust Group, then opegat 100 bed aged residential
care facility in the Wellington South suburb of Newn, providing rest home,

hospital and dementia level care. Established B61&e Trust's charitable purpose
was defined as ‘relief of the aged needy’. A kewpnity in terms of the researcher’s
role as General Manager was to review what ‘ralfethe aged needy’ meant in the
current environment — particularly in terms of fheist’'s present and future strategic
direction. For example, while the notion of ‘agedas fairly well defined, what did

the terms ‘relief’ and ‘need’ mean in the curreaahh and social climate?

Approaching the task from a background in sociatvises and community
development, the researcher began by examiningrmutrends in aged care service
delivery, and meeting with various stakeholder goto determine and discuss what

they perceived to be gaps in services for oldepleeo

Initial meetings were held with representativesrfra variety of organisations and

agencies, including:

e Capital & Coast District Health Board

» City Housing (Wellington City Council’s rental haog division)

* Age Concern Wellington

e Ministry of Health

* Housing New Zealand Corporation

e Presbyterian Support Central

*  Wesley Community Action

* Abbeyfield Inc.

* Housing and Health Research Programme (Otago WsiiyenVellington
School of Medicine and Health Science)

* New Zealand Housing Association

* New Zealand Council of Christian Social Services

* New Zealand Institute for Research on Ageing



Even from this initial research and preliminaryatissions, a number of consistent

factors began to emerge:

1. The clear link between poverty, poor housing anar p@alth noted earlier.

2. The value of SIA as a means of maintaining the glaysmental and social
wellbeing of older people. This is consistent witle Ministry of Health’s
commitment to the notion of ‘ageing in place’ —lméd in the government’s
New Zealand Positive Ageing Strategy, and reiterate the Ministry’s
subsequent Health of Older Persons Strategy.

3. The relatively limited range of SIA options availin New Zealand, and the
suggestion that what was available was often beybadinancial means of

many of those older people who would most bensgitfit.

Yet, while a growing body of research continuesddtmument the benefits of SIA
within the so-called ‘continuum of care’ for oldeeople, there had at that time been
little research undertaken to evaluate or complager¢lative merits of the various
examples currently available — whether from an eown, social or operational point

of view.

This thesis takes a step in that direction. Firsitiyreviews the existing body of
national and international literature surroundinig topic — exploring population and
accommodation demographics, and analysing govermpwity in relation to both
health and housing. Secondly, six New Zealand elesngf SIA — selected on the
basis of their distinctiveness and innovation —dweumented and compared, using a
case study approach. Each example is then anadgsedding to a number of themes
identified in the literature review, in order toemtify any further emerging trends,

and any implications for ongoing policy and seruiezelopment.



2. Background

2.1 Definitions — What's in a Name?

Ageing in Place. Supported Housing. Retirementagdl. Assisted Living. Housing
with Care. The multiplicity of concepts, and consewt attempts at defining such
concepts in a logical (if not consistent) way, caumés to add a level of confusion to
any discussion around the range of supported ye¢pendent accommodation
options that are the focus of this thesis. THe @f this chaptefWhat's in a name?
borrows from a similar chapter in the UK-based pbdeowntree Foundation’s (JRF)
review of supported housing research (Croucherksd& Jackson, 2006). The JRF
review will later provide a framework and key themfer subsequent discussion of
policy and practice within the New Zealand contisee section 3.3). As JRF review
observes, “...the ambiguity surrounding a universefinition of assisted living
creates both flexibility and confusion for provideand consumers” (Croucher et al,
p.48). The growing range of definitions itself exfls an evolutionary process within
this part of the housing sector, with new providerde they public or private,
commercial or not-for-profit — each attempting éspond to the changing social and
physical needs and expectations within the housicfor. More recently, those
involved in the social and health care sectors hiaken more of an interest in what
the JRF review terms ‘housing with care’ (Crouckeal, 2006) — particularly given
the potential capacity of such models to reduceatehupon traditional residential
models of care for older people (i.e. what arehinitthe New Zealand context,

categorised as rest home and continuing or hodpital care).

“The once sharp divide between ‘housing’ and ‘care’ has recently been breached.
There are now emerging...models of provision which conform neither to pure
sheltered housing nor pure residential care. The blurring is coming from two
directions. Residential care is becoming more ‘homely’ and sheltered housing

more institutional” (Heywood, Oldman & Means, 2002, p.128).



In reality, different providers tend to ‘label’ theaccommodation according to
whichever aspects of that accommodation they wislerhphasise — as the JRF

review suggests,

“...depending on whether they were trying to promote their schemes as
alternatives to residential care, remodeling existing provision, or setting out to
promote something they felt was conceptually different from what had gone

before” (Croucher et al, 2006, p9).

In general, however, it is suggested that any @iffees in definition or description
across the various models of ‘housing with care’ dwler people tend to relate to
differences in (a) the nature of the accommodaitieelf, or (b) the level of support
offered. Conversely, this latter distinction can \bewed in terms of the level of

independence such support affords its occupant.

Croucher et al (2006) note that, within the UK edtitalone, an extensive range of
labels for such ‘housing with care’ exist, inclugtin
* ‘sheltered housing’
e ‘very sheltered housing’
* ‘enhanced sheltered housing’
* ‘supported housing’
* ‘integrated care’
* ‘extra care’
» ‘close care’
o ‘flexi-care’
e ‘assisted living’
e ‘co-housing’

* ‘retirement village’

Each is used to refer to the notion of grouped imguir older people. Add to this

the notions of ‘independent living units’ and ‘seiére units’ commonly used in



Australia, ‘supportive living’ from the Canadian rtext, notions of ‘congregate
housing’ and ‘continuing care retirement commusitiadopted from the United

States, and one begins to understand how a cétaahof confusion can arise!

Within the New Zealand context, such confusion asia further dimension, with

even government departments appearing at timegamak to where the boundaries
between the various models and definitions — inti@dar, specific housing

categories — lie. For example, there would appeabe some discrepancy in the
classification of retirement villages (especialhose incorporating rest home and
hospital level care as an adjunct to their indepandinits) as either private or non-
private dwellings. While such variation may, ireifs reflect evolving understandings
of what does or does not constitute SIA, it carepbally give rise to some confusion

when comparing some of the statistical data.

Statistics New Zealand (in its consideration of $ing options available to older
people), defines non-private dwellings as “thoseergha number of generally
unrelated people live” (Statistics NZ, 1998, p.46) as being “open to the public”.
While this category also includes boarding housestels and public hospitals, the
majority of older people encompassed by this categgside in residential aged care
facilities — i.e. rest homes and ‘continuing cane’spitals. Yet elsewhere, Statistics
New Zealand equates non-private dwellings withtftnonal” accommodation. For
example, their 2004 publication, ‘New Zealander§5-and Beyond’, refers to an
expected increase in the number of people “livimg rion-private dwellings
(institutions)” (Statistics NZ, 2004, p.7). Thoutjtere appears no intention to include
those residing in Retirement Villages within thisfidition — and certainly those
purchasing such units would seem unlikely to theikhemselves as residing in an
‘institutional’ setting — other definitions wouldppear to extend the notion of
‘institution’ or ‘non-private dwelling’ to includeetirement villages along with other

forms of residential aged care:



“Institutional accommodation is ... provided by private life-care organisations
(mostly oriented towards the upper end of the market, where the use of equity
becomes crucial), private rest homes, charity and religious-based rest homes and

sheltered housing in pensioner-only settings.” (Thorns, 1993, p.97)

“In 2001, a small proportion ... of the older population was living in non-private
dwellings. Of these, 81% were /living in a retirement village or residential care facility...”

(Ministry of Social Development, 2003, p.12, italics added).

That one of the New Zealand Census categories ditesie for the elderly,

retirement home’ as an option, only serves to grrtompound such confusion.

For the purposes of this thesis — though, admitiedithe risk of further confounding
an already complicated lexical landscape — a furtben is introducedSupported
Independent Accommodation (SIA).is suggested that such a term is particularly
useful because it not only encompasses the braagleange of accommodation
options available for older people in New Zealabdt also enables models within

that range to be examined according to three distispects:

(a) the nature or extent supportoffered,
(b) the nature or extent aidependencafforded the older resident, and
(c) the nature of theccommodatioritself (whether that be in terms of tenure,

design, or some other aspect).

Using such a concept, it is then possible to logatdicular models (or, for that
matter, specific examples) of SIA along a continudire. from those offering lower
levels of support (and therefore higher independgro those offering significantly
higher levels of support (where residents are,ildye of their health or social needs,
more dependent). In the subsequent Case Studpis@dtihis thesis, such a threefold

typology proves particularly useful.



2.2 Demographics

2.2.1 Introduction

In considering the demographic material underpignins thesis, a primary source of
for such material has been, predictably, publicegtiproduced by the Statistics New
Zealand - focusing largely upon data progressiesigilable from the 2006 New
Zealand Census, though, in some cases only matesial the earlier 2001 Census
has been accessible. Other demographic materialdaveen drawn upon, including
that contained in various reports and/or strategresluced by other Government
agencies (e.g. Ministry of Health, Ministry of Houg, Housing New Zealand
Corporation, and Ministry of Social Development)hNg again, much of this is
based upon Statistics New Zealand information, anyninstances these data have
been supplemented with such agencies’ own demoigrapkearch, analysis and

interpretation. Some international comparison hss laeen possible.

It is important to consider such demographic matdoecause it sets the context
within which policy and practice take their plaeed because demographic change is
such a critical driver in terms of New Zealand’desl population — in relation to both
population and accommodation change. For this rgastiscussion of the
demographic material is presented in two sectierploring firstly population and

secondly accommodation demographics.

2.2.2 Population Demographics

The 2006 Census indicated that, of New Zealandsuladion of just over four
million, some 495,600 (12.3%) were aged 65 and .over effect, the number of
people aged 65 and over has virtually doubled -hbmimerically, and as a
proportion of the population, since the early 197@atistics NZ, 2007). In
comparison, the population as a whole increasedidypercent over this period
(Statistics NZ, 2006). This trend is projected tmtinue, with the number of older
people expected to increase by 100,000 over thedemade, to comprise 20 percent
of the population within 20 years, and to doubleaagroportion of the population
within the next 30 years (Statistics NZ, 2007).



Figure 1:
Change in Population Aged 65+
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Figure 2:

Growth in 65+ Population

(000) By 10-yearly intervals, 1951-20517
300

250

200

150

100

50

1951-61  1961-71  1971-81 1981-91 1991-01 2001-11  2011-21  2021-31 203141 2041-51
Interval

(Source: Statistics NZ, 2007)

Given such dramatic demographic change on the dwrizis somewhat surprising to
note, in their 2003 Briefing to the incoming Mirgstfor Senior Citizens, the
comment from the Ministry of Social Developmentsn®r Citizens Unit that, while

this ageing trend will accelerate around 2010, wtienfirst of the baby boomers
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reach 65, “it does not have any immediate impla&i for the Senior Citizens
portfolio” (Ministry of Social Development, 2003,3). In fact, it does.

According to analysis of the 2006 Census data, daf (54%) of older New

Zealanders fall into the 65-74 age range, a ldtler a third (35%) are aged 75-84,
and 11% are aged 85 and over. Those aged 85+ eapri®e fasting growing sub-

group both within 65+ category, and the populatiena whole. As a sector of the
population, those aged 85 and older have trebletumber between 1978 and 2006
(Statistics NZ, 2007), and are currently increasmgiwuumber at the rate of 5% per
annum. Statistics NZ projections suggest that tihmaber of New Zealanders aged 85
and over will more than quadruple by 2051 (StatsstNZ, 2007) — by which point

they are likely to make up 22 percent of all Nevaldaeders aged 65+ (Statistics NZ,
2004). It is therefore not surprising that one gowgent report suggests that this 85+
group “poses the greatest challenge in terms o&meihg independence among older

people” (Ministry of Social Development, 2001, p.2)

Such statistics, though dramatic, are neverthdmg®ly in line with international
trends. As Statistics NZ (2006) note, populatioailag is not unique to New Zealand
or even to ‘developed’ nations. The transitionawér fertility and mortality rates has
occurred, or is occurring, in other countries, ofed a much faster rate than is being
experienced in New Zealand. Both in New Zealand amedrnationally, such
increases are also driven by the ageing of theblegost World War 1l baby boom

generation — those born between 1946 and 1965.

Research suggests that life expectancy is conlisgmeater for females than males.
Accordingly, women outnumber men by a significanrgin amongst New
Zealand’s older population — a gap that widens g&s inacreases (Davey, de Joux,
Nana & Arcus, 2004).

The probability of living alone increases with age.New Zealand, 24% of those
aged 65-74 live alone, 41% of those aged 75-84 586 of those aged 85+. While

11



the living arrangements of men and women are simiil around age 65, because
women have greater life expectancies than mengandrally marry men older than
themselves, they are likely to live longer and edlige their husbands (Statistics NZ,
1998; Peace & Holland, 2001). Consequently, atgrgaroportion of those older

New Zealanders living alone are women.

Figure 3:
Projected 65+ Population in One-Person Households
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One consequence of differences in mortality between and women is that by the
time New Zealanders reach their late 80s, halinte@ are not partnered, and almost
9 in every 10 women do not have partners (Stasidtie, 2004). While, in the future
it is likely that a higher proportion of older paepvill be married, this trend may be
offset by an increase in the proportion of separaie divorced older people, as
cohorts which have experienced higher rates of iagarbreakdown reach old age
(Davey & Gee, 2002).
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2.2.3 Accommodation Demographics

Any analysis of New Zealand housing demographiosdseto take into account

apparent variations in definition relating to ptraand non-private dwellings — in

particular, the classification of retirement vilesg(especially those incorporating rest
home and hospital care as an adjunct to their aggnt units). While such variation

may simply reflect evolving understandings of wtaes or does not constitute SIA,
it can nevertheless lead to some confusion whenpadng some of the statistical

material.

For example, Statistics NZ (in a discussion of mmgioptions available to older
people) defines non-private dwellings as “those neha number of generally
unrelated people live” (Statistics NZ, 1998, p.4Bhis description also includes
boarding houses, motels and public hospitals, bhedrtajority of the people included
resided in aged residential care facilities —rest homes or continuing care hospitals.
Elsewhere, their definition is more precise — feamaple, in the Category Definitions
noted on their website, the overarching notion oh-private dwelling is broken
down into a further 21 sub-definitions. Yet the®02 publication, ‘New Zealanders —
65 and Beyond’ refers to an expected increase “thénnumber of people living in
non-private dwellings (institutions)” (StatisticsZN2004, p.7). While there appears
no intention to include those residing in retireteiiages within this definition —
and certainly those purchasing such units wouldhsagelikely to think of themselves
as residing in an ‘institutional’ setting — othegfiditions or interpretations appear to
extend the notion of ‘institution’ or ‘non-privatéwelling’ to include retirement

villages along with other forms of residential agede. For example:
“In 2001, a small proportion ... of the older population was living in non-private
dwellings. Of these, 81% were /lving in a retirement village or residential care facility...”

(Ministry of Social Development, 2003, p.12, italics added)

Latest Census figures suggest that, of the ne&@b/600 New Zealanders aged 65
and over in 2006, approximately 90% lived in prevatwellings (including both

13



permanent and temporary dwellings), and the rem@ini0% in non-private
dwellings. Of these, the majority (85%) lived irsidential care facilities for older
people (Statistics NZ, 2007).

Davey et al (2004) note that while the proportidlder people living in non-private
dwellings (including residential aged care) incemawiith age, it does not however
exceed 5% until past the age of 80 — when, agpoption of the overall population,
those in non-private dwellings begins to increaseemapidly. To put it another way,
of the 28,000 older New Zealanders living in ingtdnal care of one form or another,
over 20,000 (70%) are aged 80 and over. As woul@éXpected, the proportion of
those older New Zealanders living in residentiaedacreases with age — to include
8% of those aged 80-84, 18% of those aged 85-89,38f0 of those aged 90 and

over.

Again women are disproportionately represented, aimg three in every four of
those aged 65+ living in residential care (StatsstNZ, 2007). 2006 Census figures
suggest that, in the 85 plus age group, 15% of areh 28% of women were in
residential care. Further, not only is the average of those in residential aged care
increasing, those entering residential care anegded with greater levels of disability

and more complex health care needs (Davey et )20

As alluded to earlier, the ageing of the populatioaspecially, in the shorter term,
those aged 85 and over — is expected to give asa significant increase in the
number of people living in non-private dwellingsdjected to increase to 100,000 by
2021). 40% of these are expected to be over the@f88. This immediately raises
guestions as to whether current residential ageel maovision will be able to cope
with such an increase. ‘Ageing in place’ initiasvare seen as an alternative to
simply increasing the number of aged residentia¢ dseds to the level required to
accommodate such growing demographic demand. Withnareasing range of
community-based health and support services availabdesigned to enable the
equivalent of rest home (and, in some instancespitad) level care to be provided to
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an older person in their own home — it is antia@gdathat theproportion of older
people able to ‘age in place’ can be expectedagressively increase. However, this
has to be interpreted with some caution, givenirtbeeasinghumberof older people
in the population — particularly those aged 85 pliass this group who are the
predominant users of higher hospital and psych@ur levels of residential care.
Furthermore, it is difficult to foresee such higivél care being managed within the
community-based packages of care to the extentébatcomplex levels of care are
able to be delivered in that setting. Accordinglyseems likely that, despite an
increasing array of ageing in place initiativeg #ctual number of aged residential
care beds required may need to remain at curreelslaf not increase.

Alongside this is the growth that is already ocigrin the so-called ‘retirement
village’ market. While national statistics on retmnent village occupancy are difficult
to source, it is estimated that some 21,000 Newazdears aged 65 and over (or a
further 4-5% of the 65+ age group) were living e@tinement village settings as at
2003 (Ministry of Social Development, 2003). Ratient Village operators
themselves, however, suggest that the growth imetiement village is sector is due
largely to an increasing aged population rathen the@cause the proportion of older
people choosing the retirement village lifestyle iiself necessarily increasing
(Greenwood, 2005). Nevertheless, growth in theose likely to continue to
increase, with Ryman Healthcare, for example, g#tong building a further 250
retirement villages units per year, and holdingeaisting ‘land-bank’ sufficient to

accommodate some 1200 units (Greenwood, 2005).

Despite the confusion around definitions noted abdlvcan reasonably be assumed
that those who reside in retirement villages adusted in the 90% of older New

Zealanders (407,000) who, as at 2001, resided iat vane classified as private

dwellings — over three quarters of whom lived innewoccupied housing (Davey et

al, 2004) — a higher percentage than the popula®m whole. Home ownership

amongst older New Zealanders is higher than thellptipn as a whole, with three-

quarters of older people owning or part-owning tleevn home (Ministry of Social
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Development, 2003). In part this reflects past gowent policies designed to
encourage home ownership through low-interest |card the ability to capitalise

family benefit (Ministry of Social Development, 28)0

While home ownership amongst older New Zealandeek$ at ages 65-74 years,
more than half of the over 85 population owned art-pwned their own home in
2001. While overall rates of home ownership foreoldNew Zealanders have
remained relatively stable, latest statistics iathkcan increase in home ownership
amongst the ‘older old’. This is suggested to wflhe increase in services that
encourage older people to live in their own comrtyumvith appropriate support

(Ministry of Social Development, 2007).

As well as having higher levels of home ownersbiger people are more likely to
own their own home without a mortgage than thoslas-64 years, with less than

5% of people aged 65 and over still paying off mages (Davey & Gee, 2002, p.7).

Of the 43,000 older New Zealanders who rent accodatnan, over a third rent from
private landlords, just under a third from HousiNgw Zealand or other central
government agencies, and the balance primarilyutiiraterritorial local authorities

(e.g. local council housing) or trusts.

16



Figure 4:
Category of Landlord for Renters Aged 65 Plus by Ag and Gender

]’|.'i_mlc ~ HNZ or other - Private Mot S
|;|:|§_-:-n YT public sector LA Trust  specified Fotal
Age group Dusiness
Total  65-74 38 29 ) [ 9 100
T5-84 27 29 26 8 10 00
85 plus 24 22 29 Il 14 00
Male  65-74 41 24 20 & 9 100
T5-84 30 25 26 9 10 100
85 plus 27 20 25 12 L& 100
Female 65-74 36 a2 L& i 10 100
T5-84 25 3l 26 8 10 100
85 plus 22 22 30 [ 15 100

(Source: From Birth to Death Database, cited in Dageal, 2004, p.48)

Low-asset, low-income older people traditionallyk@aaip the bulk of social housing
tenants in New Zealand (Thorns, 2000).

Government research suggests that reductions iergment housing stock, coupled
with lowering home ownership rates and an ageinmufation will lead to a greater
reliance by older people on private rental hougMaistry of Social Development,
2003). Peace and Holland (2001) note that oldeplpewith low socioeconomic
status who have lived in rented accommodation ahd are not able to live with
family, are more likely to move into institutionsgttings than those who have owned
their own homes. If affordable and suitable rehtaising is not available, this will in
turn impact upon the ability of older people to emliving independently in their
community. Davey (2006) notes that those who reoit Whatever age) are
overrepresented in a range of measures of soatheaonomic deprivation. On the
other hand, those who own their own homes enjogptgrenousing security, lower
housing costs, and the benefits of capital apptiecia Jera (2005) cites a range of
research suggesting that home owners have betteregerted physical and

emotional health, and report a greater sense afrisg¢han those who rent. The
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significance of these distinctions forms the bdsisfurther discussion later in this
thesis.

Despite an increasingly ageing population, withhbibte number and proportion of
those aged over 85 steadily increasing, it woulklhrse¢hat the proportion of older
people who have remained living independently ia tommunity has remained
largely unchanged over the past decade (Ministr$patial Development, 2001). A
contributing factor to this has been the increasingjlability of (funded) community-
based support services — i.e. those services cbignenable older people to ‘age in
place’. Similarly, overseas research indicates thatproportion of people aged 85
and over living in non-institutional settings igatlily rising, suggesting that old age
and widowhood are now less likely to result in tieed to move from one’s own
home than may have previously been the case (AarerAssociation of Retired
Persons, 2004). As will be explored further in tlext section, a variety of factors
contribute to this — including greater expectatiohsndependence and choice on the
part of older people, the perceived cost-effectdgsnof community-based as opposed
to residential aged care and, in line with thig treater range and availability of

community-based care.

Latest Census data suggests that a quarter of Nealaders aged 85 and older
currently reside in institutional settings (StatistNZ, 2007). Analysis of earlier
Census material suggests that of those who remang lin the community — i.e. in
other than residential or institutional settingsa-half do so independent of any

support services (Ministry of Health 2002, citedDavey et al, 2004).
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3. Literature Review
3.1 Introduction

“Population ageing is one of the most significant issues facing New Zealand. Its implications
are crucial for government and will affect individuals, housebolds, communities, government,
business and voluntary organisations. An in-depth knowledge of factors that promote wellbeing
in later life is fundamental to successful social and economic adjustment as the age composition
of the population changes. The availability of suitable accommodation to meet the needs of an
ageing population is part of this challenge, recognising the important part which housing can
play in the quality of life of older people.” (Davey et al, 2004, p.16)

The above quotation fromAccommodation Options for Older People in
Aotearoa/New Zealan¢a report prepared jointly by the New Zealand itot for
Research on Ageing, and Business and Economic Ré&séanited, for Housing
New Zealand’'s Centre for Housing Research), higitdigooth the significance and
the breadth of the issue this thesis seeks to asldvghile significantly informed by
the NZIRA/BERL report — recognising that this reporovides the most recent and
comprehensive review of demographic and researtd carently available — this
literature review surveys a range of other docuetnésearch and theory, from New

Zealand and overseas.

As New Zealand's older population grows and chanrgé®sth in number, and as a
proportion of the overall population — so too ddes significance of accommodation
options for older people. While the links betweerusing and wellbeing are well-
documented, to date little research has specyi¢atlused on this linkage in terms of
older people (Gardner, Browning & Kendig, 2005).vBigheless, governments in
New Zealand and overseas are endeavouring to résfmorhis linkage in their

development of both health and housing policy.
Accordingly, in the first section of this literatureview, the relationship between

health and housing — in particular, the correlatbmiween poor health and poor

housing, and its implications — will be explored.
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In an earlier section of this thesis, the notiorBtA was introduced — a useful term,
in that it enables various models of accommodatiod care for older people to be
examined according to the distinctive nature of slpport, independence and/or
accommodation they exemplify. In the second sectibthe literature review, an
extensive UK review of various SIA schemes will ensidered — with the key
themes identified within that review adopted asramkework for analysing other
relevant literature. For the purposes of continaitg consistency, these same themes
will be used in a subsequent section of this thesisrder to provide an equivalent

framework for the analysis of a series of six cstselies.

3.2 Health and Housing

“Care packages count for nothing without good housing,
and the best housing is of no value without appropriate care” (Bransbury, 2002, p.11)

Jera (2005) notes that, while housing is a deteantirof health, the unequal
distribution of adequate housing throughout a sgdmas the potential for creating
equivalent health and social inequalities. A numiefactors influence the way in
which adequate housing promotes health and wetibentluding “having a house
that is of good quality; is affordable; is stablelasecure; is in a safe neighbourhood;
is able to provide opportunities for social netwngk and is able to impart a sense of
pride and empowerment to its occupants” (Jera, 20(a%). If some or all of these
elements are lacking, then the occupants may haslatof suffering detrimental
effects to their health and/or wellbeing. Given thvell-established correlation
between poor housing and poor health, it should laésof concern that those in poor
housing circumstances, yet who — including manyeplgheople — spend a
disproportionate amount of their day-to-day livas home’ (Bond et al, 1993), are
potentially at greater risk of negative health outes. This includes many older
people, along with the very young and those livintl disabilities. Such a concern is

reflected in the United Nation’s International PirAction on Ageing (2000), which
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acknowledges the importance of suitable housingofder people given that, for
many, their homes are the centre of virtually dlltloeir activities. It has been
estimated that older people spend between 70-90%hef time in their home
(Windle, Burholt & Edwards, 2006).

Peace & Holland (2001) take this argument furtlserggesting that the division
between those who are able to fully participatéhm life of a society and those who
are hindered by either material or cultural degroraharms that society as a whole.
“Older people — particularly the very old — are amgdahose groups which, by virtue
of their relative economic disadvantage and ina@eapropensity for long-term
limiting conditions and disabilities, are most #&krfrom social exclusion and its
consequences” (Peace & Holland, 2001, p.1f). IndesdGibson & Griew (2002)
note, many of the more vulnerable older peopleoriety are in large part vulnerable
because of their poor housing status, and thaetbbsower socio-economic status
may be disproportionately at risk. Howden-Chapmarale refine this argument

further:

“As housing is the biggest item of household expenditure for low-income older
people, older people who are mainly on fixed incomes are particularly affected by
the level at which rents are set. Housing costs are the main determinant of how
much food is on the table and, when it is cold, whether the heater will be turned
on. Some choices can be fatal.” (Howden-Chapman, Signal & Crane, 1999,

p.25)”

While Peace & Holland (2001) rightly note that hiogsin itself may not substitute
for other deficiencies — in terms of health, sociamental wellbeing, for example —
appropriate housing can provide important supporsituations where other such
deficiencies exist, and certainly inadequate hausian serve to compound such
deficiencies. For example, various support servicag be offered to enable an older
person to ‘age in place’, yet that person’s welligeimay still be ultimately

compromised by sub-standard or inappropriate hgudior example, if an older
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person’s accommodation presents issues relatiagdess or mobility, the provision
of home-based services may result in that persooorbmg, effectively,
‘institutionalised’ in their own home. Likewise i$ well-recognised that adequate
heating in the home is imperative for older people are, as a cohort, far more
susceptible to the effects of the cold (Windle let2806). It could be argued that
many of the difficulties experienced by older p&opte related more to their health
and functional status than to the state of theméwoOn the other hand, Windle et al
(2006) note, if such functional limitations are esdated by inappropriate housing
conditions, then some older people will inevitabdge increased risk in relation to
their health. Increasing social isolation can leald®r people in the community, but
not necessarily a part of it (Heywood et al., 20@2)rther, with increasing delivery
of higher levels of care into people’s own homés, value of ‘home’ itself may be

eroded as independence and privacy are threatBaegy et al., p.170).

3.3 Supported Independent Accommodation — Key Thees

While demographic trends and government policygeeteral parameters in terms of
the nature and extent of health and housing pravitr older people, various other
factors influence the choices older people willniselves make as they seek to (or
are forced to) respond to their individual healtid housing circumstances and
aspirations. Despite the growing recognition of iimportance of the link between
housing and health for the overall wellbeing ofesl@eople (Howden-Chapman et al,
1999), there has been little research around thidwao the subject (Faulkner, 2001;
Howe, 2003). There is, however, a dawning recogmitf the inter-relatedness of
various factors influencing the health and housnegds and preferences of older
people, and of the need to take such diversity amtmount when planning policy in

both areas.

Recognising the growing interest and investmenhis area — particularly in housing
options that enable older people with relativelghhicare needs to remain living
independently — the UK-based Joseph Rowntree Foond@RF) commissioned, in

1994, an extensive review of recent literaturetendubject (published in Croucher et

22



al, 2006). While an increasing array of supportedependent accommodation
options for older people are being developed iationally — and, alongside this, a
growing body of literature researching and evahgatsuch models — the JRF
initiative represents, to date, the most extenaiweé comprehensive analysis of the
literature currently available. As noted earlemg of the difficulties associated with
this area of research relates to the variety aoms$eused to describe or define
supported accommodation options for older peopde.tire purposes of their review,
the JRF project adopted the term ‘housing with darelater life’ — referring to

models of housing for older people that, regardisgenure, allow private living

space for the occupants, and provide a range efdamsigned to forestall or preclude
entry into residential care. Their definition enquamses models of supported
accommodation commonly referred to as ‘ageing &tgl— many examples of which

are, at least in the UK, promoted as ‘homes fer.lif

Searching multiple electronic databases, the JREweexcluded both individual (i.e.
‘stand-alone’) housing and ‘traditional’ models residential or nursing home care,
together with material produced for primarily markg purposes or that produced
prior to 1985. From 4,000 references originallynigfeed, 145 studies were used to
construct the review — including a sample of litera on models of housing with care
in Europe, USA, Canada and Australia. Despite saichextensive survey of the
available literature, and the comprehensiveneseeofesearch base upon which they
have drawn, the authors still express a certaitiaravegarding their findings:

“Collectively these studies present a heterogeneous body of work. They can be
seen as pieces of a mosaic of evidence which when placed together show various
emerging themes. The rather patchy nature of the evidence informs the debate
around housing with care rather than providing answers to some of the key
questions; indeed some of the research raises more questions than it answers.”

(Croucher et al, 2000, p.55)
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Nevertheless, the JRF review provides a much mabstantial and detailed meta-
analysis of supported housing models for older f@etpan is currently available in
New Zealand. As such, it offers a critical pointreference for this thesis — against
which both current policy and Case Study exampfemmovative practice in New

Zealand will be evaluated.

Reflecting upon the extensive material considerethe JRF review, Croucher et al

(2006) identified 7 emergent themes:

i.  Promoting independence
ii.  Health, wellbeing and quality of life
iii.  Social integration
iv.  Home for life
v. Alternative to residential care
vi.  Cost effectiveness
vii.  Affordability

These themes are confirmed by an earlier reviewresiearch undertaken by
Bransbury (2002), which arrived at similar critedawith older people seeking
housing which promotes independence, security,naesef community, social and

economic participation, and quality.

In the next section of section of this Literaturevitw, each of the seven themes
identified by the JRF review is examined, and dised in relation to other relevant
literature identified. Later in this thesis, ther@athemes provide a useful framework
for considering three relevant government policgudnents — namely, the Positive
Ageing Strategy (PAS), the Health of Older Peopi@t8gy (HOPS) and the New
Zealand Housing Strategy (NZHS) — and (as notedvgbim a subsequent chapter,
for analysing a series of case studies, each othwiprovides an example of

innovation in terms of New Zealand’s approach tA.Sl
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3.3.1 Promoting independence

“There are a number of factors that influence an older person’s capacity to maintain
independence. These include personal health, income adequacy, safety and security, access to
community-based support or social services, and mobility. For many older people the key to
maintaining independence is remaining in their own home.” (Ministry of Social Development,

2003, ch. 4, p.2)

Independence also carries different meanings ffferdint people. For some older
people, their independence is maintained througlrstipport of family and friends —
thereby enabling them to remain independent oé sapport. For others, such state
support is the very thing that defines their indejmnce — so that they need not feel

they are burden upon their family and friends.

While the combination of independence and secigityearly valued by older people,
accommodation providers and their older residemtsndt always have a shared
understanding of what isieantby independence (Croucher et al, 2006). For some
older people, for example, independence relatethao ability and/or freedom to
undertake everyday household tasks for themsetoesithers, assistance with such
tasks does not compromise their sense of indepeedeas their understanding of

independence has more to do with privacy and amgno

Accordingly, in drawing the comparison with resitdahcare, Croucher et al (2006)
note that one of the significant advantages of gy with care’ models are their
potential to afford residents greater independemzkautonomy. They encountered a
considerable body of evidence demonstrating thatajrthe most valued aspects of
supported independent accommodation was ofteracin independence itself — more

particularly, the combination of independence asxlusty.

In a subsequent report, Croucher (2006) acknowkedtpat the concepts of
independence and security are, however, complelependence, she suggests, is

closely related to privacy — in particular, beirgeato maintain a degree of control
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over who comes into your private domain, and mairig a level of choice

regarding participation in social and communal\aiegéis. Similarly, one’s sense of
security has to do with more than an assurancehdlat is close at hand day and
night — e.g. the security of knowing that carefstaé available around the clock in a
residential setting. It has as much to do, Croushggests, with knowing that help is
available across a range of domains, including fitsnend financial advice, home
maintenance, living in an environment that is comafiole and barrier-free, having a
sense of ‘belonging’, even one’s sense of trusinmccommodation provider or in

the nature of accommodation tenure.

Peace & Holland (2001) agree that one of the maircerns of older people relates to
security — they cite the way in which the incidetfoemore often the perception) of
crime in their area, leaves many older people rigedis if they are prisoners in their
own homes. Likewise, the New Zealand Disabilityag&tgy observes that, for older
disabled people, “one of the biggest problems @bding denied the opportunity to
remain in their familiar surroundings and ‘age iage’. Even in their own homes,

some can feel isolated and insecure if they hamgdd contact with families, friends

and their community” (NZ Disability Strategy, 20Q1.8). Earlier research published
by the Joseph Rowntree Foundation (1995) goesrsasféo suggest that dwellings
that would otherwise be highly satisfactory in terof meeting an older person’s
housing needs, may be deemed less so where tletp®dson perceives their safety
or security to be threatened.

The desire to retain autonomy and choice are kéyences in older people’s
housing decisions. Hanson (2003) suggests that hmsting decisions in later life
boil down to choosing whether to risk continuingit@ in an ordinary house within
their own established community, or to move to mepecialised housing as part of
some form of aged or retirement living communitieither is perfect. Both options
have drawbacks... A move from one to the other sgy@al assumed shift in the

balance from independence to care” (Hanson, 2003, p
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In considering the importance of independence andnamy, it is also important to
recognise, however, that this can relate as muehrésident’s choiceot to move as
to move — or, if they do decide to move, the extentwhich they subsequently
participate or not within the range of communalaiigs that are invariably offered
within supported independent settings. Indeed, agwdod et al (2002) note, a
polarised view of independence and dependency maygantribute to the overall
wellbeing of older people at all — rather, it mayyoserve to reinforce the idea that

dependency is an abyss into which we must all,daye fall.

“While independence is an appropriate and laudable goal for older people, it
needs to be recognised that not all older people will have the capacity to be fully
independent...On an individual level, being or not being independent is not the
measure of a person’s worth” (Ministry of Social Development, 2003, Advice to

incoming Minister, ch. 4, p.2)

For many older people, staying put in their exgptatcommodation is simply not an
option. Others choose to move while they are ahlile to make such a choice. In an
Australian study cited in the JRF review, factossaxiated with housing tenure and
socio-economic circumstances also served to infleethe degree of choice

surrounding an older person’s decision to movetloemvise:

“For those residents who moved as home owners, concerns were closely linked
to the likely changes in health and neighbourhoods. For those who were not
home owners, affordability of the living situation was the main concern”

(Croucher et al, 2006, p.34).

Those providing supported accommodation for old=opte need to be sensitive to
the fact that the expectations of support and @s&ie may differ between residents.
Provision of meals to residents provides a usefalmgle. Some providers do not
offer meals as part of the accommodation ‘packaage’this might be seen to

compromise residents’ independence. Other provicheng offer residents the option
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of meals — either in an adjacent dining room, divdeed to their accommodation —
not as an intrusion on their independence as msiehraeans of supporting residents’
nutritional needs. Given the established links leetwvpoor nutrition and premature
entry into residential care, the latter approacty meflect a more useful balance

between support and independence.

Croucher et al (2006) also note the importanceetftcontained accommodation —

enabling not only privacy and autonomy in termsoth activities and possessions,
but also the way in which having ‘one’s own fromiod has the potential to change

the dynamics between resident and care staff. $hadpendence serves to create
“the sense of being ‘at home’ rather than ‘in a b8n(p.56).

While the Ministry of Social Development affirmsath“adequate, affordable, and
suitable housing is essential to positive ageirigin{stry of Social Development,
2001, p. 43), the fact remains, that

“Most housing has not been designed with older age and impairment in mind,
and the arrangements of the home environment often inhibit older people’s
ability to manage their daily lives...Less than adequate housing conditions might
ultimately threaten wellbeing and health and lead to premature entry into

residential care” (Davey, 2000, p.1)

Physical design aspects may be critical in thein omght. Many older people move to
alternative accommodation due to the inappropregenof their existing housing.
Issues of mobility, increased maintenance or hgatiwsts, and access to transport
feature regularly in the reasons older people doaremoving — reflecting either
frustration with, or a fear of, ongoing deteriooati Importantly, however, Croucher
et al (2006) note growing evidence that a move toremaccessible, warm,
comfortable purpose-designed environments not baly the potential to promote
and maintain independence, but in some instancesnable a return to levels of

activity and independence that had previously desh They also note the role that
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the philosophy of cardnas to play in maintaining independence — citegearch that
suggests that care which focuses on what residantslo rather than what they can't,
improves self-confidence and can lead to furthéngym independence and wellbeing.
Similarly, thesecurityderived from knowing help and care were at hand alao a
highly valued aspect across the schemes evaluatde iIJRF review (Croucher et al,
2006).

In research cited by Appleton (2002), the importaraf a balance between
dependence and independence for older peopletésateid — as is the importance the
research participants placed upon choice and aotgnbhose interviewed:

“...wanted to be able to plan and organise their days, and enjoy a normal pattern
of life. They wanted to maintain their own standards of cleanliness and tidiness
in their own homes, to feel securely connected to the world, and to avoid
boredom and isolation. They wanted to be able to have and deploy resources to
achieve these outcomes, including having access to the maximum levels of
benefit to which they were entitled, having sufficient information about services
and entitlements to make choices, and being able to choose whether or not, and
when, to draw on family assistance...” (Qureshi & Henwood, 2000; cited in

Appleton, 2002, p.4)

Choice and control become key factors. Whilst tregomity of older people want to
live independently in the community for as longpassible, older people who want
to move but who cannot find appropriate housing liess independent and less able

to cope (Ministry of Social Development, 2001).

“...In a society which equates ‘bigger’ with ‘better’ and owning as somehow
superior to renting, the moves many older people make (larger to smaller;
owning to renting) are likely to be seen as a ‘downward step’ when all previous

moves have been seen as ‘upward’.” (Heywood et al, 2002, p.85)

29



Awareness of the choices available is also a fastfile there is little doubt that
remaining in their own home is the choice the mgjaf older people would make
when asked, this can often reflect either an alesehattractive alternatives, or a lack

of information about the alternatives that mightavailable (Appleton, 2003).

3.3.2 Health, wellbeing and quality of life

The key issue is not whether housing and social policies contribute to independence but whether

they improve quality of life” (Heywood et al, 2002, p.158)

In an extensive study recently undertaken in Alistr&ardner et al (2005) sought to
determine whether living in supported independesbmmodation — in this case, a
retirement village setting — enhanced quality f&f (or at least did not diminish it), by
examining the impact on quality of life of movingt@ such a setting. Two retirement
village populations were surveyed — one from alitgobperated by a not-for-profit
provider; the other privately owned. The criticadtohction between the two was seen,
however, not in terms of their management or op®ral structure, but rather as in
the residents’ contrasting levels of resourcesrgoanoving. Entry into the not-for-
profit facility was restricted to people with lowdome that did not have the assets to
purchase alternative accommodation; whereas tiderésfunded village participants
had all been homeowners before their move intofdélodity. Both facilities were
located in Melbourne’s south-eastern suburbs, agre woughly comparable in terms
of size, quality, and range of facilities. A thigbpulation surveyed comprised a
group of older people who had considered moving istipported independent

accommodation, but had decided to remain in thenconity.

Two interviews were conducted with respondents femoh group. Initial interviews
with those in the retirement village setting todage soon after they had moved in.
Initial quality of life measures were similar atgipoint across all three groups. When
subsequently interviewed again, however, more alseéhwho had moved into
supported independent accommodation reported aroira@ quality of life, than was
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reported by those who had remained in the communityfact, a significant
proportion of those who had remained in the comtyur@iported a decline in their
quality of life. The survey explored further theasens why those retirement village
respondents who had reported an improvement in djoility of life felt this was so.
Respondents from both the not-for-profit and residanded samples cited the social
life and activities within their village as sigraéint, together with a more manageable
dwelling and garden, and the health support availdh addition, those in the not-
for-profit village said that life had improved due more secure and affordable
housing. A number of the not-for-profit participanalso noted that they had
experienced a considerable improvement in the tyuafitheir housing, security of

tenure and housing costs compared with their sitngdrior to their move.

Such research reinforces the complexity of factmerpinning the notion of quality
of life for older people — with some factors moaedible than others. Health status is
a key determining factor. Many older people suffem multiple minor impairments
which do not reach the disability statistics, boitectively can pose real challenges to
living an independent and fulfilling life. Satistaan with one’s quality of life is also
influenced by residents’ prior circumstances —las Gardner et al (2005) research
above highlights. Croucher et al (2006) note simi@search that suggests that
residents are more satisfied if they feel they hanexved while they were still ‘in
control’ (or, even if they considered the move itede but, as a result of their move,

nevertheless felt they were getting on well).

Clearly, in order to meet such a diversity of exgrecre and expectation, an equivalent
diversity of options is essential if older peopte # exercise choice and avoid the
dilemma of having accommodation that is eitherdemanding or overly supportive
(Office for an Ageing Australia, 2002). The effexftgender differences should also
be noted, as these can further compound the vasfatyfluences already identified.
As already observed, women have a longer life elgpey than men. They have also
tended to marry men older than themselves, andithssnore likely that they will

become widows and, with increasing age, live alfP@ace & Holland, 2001). For
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this reason, and given that older women are alse iileely than men to suffer from
chronic illnesses in later life, it is not surpngito find that the majority of those

living in residential aged care are women.

When considering the meaning of health, qualityliief and wellbeing for older
people, one key determinant is the fit betweerotber person and their environment
(Gardner et al, 2005) — an important aspect of Wig¢ as noted above, the balance
between security and autonomy. This involves, thaggest, a balance between an
older person’s increased needs for physical, sacidlemotional security on the one
hand, and their need for challenge, growth andreetyaof experience on the other.
Research cited by Croucher et al (2006) notes,gatmilar lines, that the main
reasons for older people planning for their futoaee needs related to security and
coping. “People mainly made plans which could bepied if they needed
help...making flexible plans was seen to be a wayaging with contradictions
between the wish to control life and the difficuttiyan unknown future” (Croucher et
al, 2006, p.32). Yet Heywood et al (2002) quightly observe that ill health and
immobility have the potential to institutionaliskler people wherever they are living
— and that the processes of institutionalisatiam lsa as pervasive ‘at home’ as ‘in a
home’. Croucher et al (2006) also note the difficof trying to measure the impact
of supported housing schemes on older people’sviohahl health status. One’s
guality of life and wellbeing are determined by @mplex mix of factors — and
certainly related to more than just health and fional status. “Social relationships
and roles, activities, health, home and neighboatthgsychological wellbeing,
financial circumstances and social and politicaues all frame quality of life for
older people” (Croucher et al, 2006, p.65). Newddbs, their research found that
underlying health issues were frequently a predantirfactor influencing an older
person’s decision to move into a supported enviemmin one study considered in
their report, the proportion of residents who régadrsuffering from a limiting and
long-standing illness was significantly higher withhe ‘housing with care’ setting
than was the case in similar samples from the wid@nmunity. In another study
cited, although many of the residents interviewestd hmoved to a particular

retirement community due to their poor health, teelgsequently self-reported better
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health status than an equivalent sample drawn thentocal community. Retirement
village residents, it seems, had “developed a shamdture and identity that
emphasised the positive effects on health of livimghe village” (Croucher et al,
2006, p.62). Other studies considered in their mepoted the positive impact of
moving to a warmer, safer, more accessible envissrinthan where residents had
lived before, a reduction in social isolation dwe ibhcreased social contact and
companionship, and, perhaps most significantlye staff recognising and being able
to attend, within that setting, to previously urogeised health and care needs. In fact,
a number of studies identified by Croucher et &0@ show an increase in care
needs following a move into a more supported envrent. Almost without
exception, however, this is attributed to bettezdseassessment and the identification

of formerly unrecognised needs, rather than fraetarioration in health status.

3.3.3 Social integration

“...older people are malleable and will go to great lengths to sustain a coberent sense of self and
find ways to stay in touch with their community” (Grant, 20006, p.3)

The sense of social connectedness that a persés ieeritical to their overall

wellbeing and identity. Various writers have observthat our sense of
connectedness to the community within which we liwenot only central to our

identity and sense of wellbeing but can take oratgresignificance and become
increasingly critical in our later years (Grant,080 Howden-Chapman et al, 1999;
Keeling, 1999; Peace & Holland, 2001). SimilarGroucher et al (2006) note an
extensive body of research that has demonstraggdnitreased social integration has

the potential to lead to more positive outcomesier life.

The rise in what has come to be collectively reféro as ‘age-segregated communal
living’ has developed as something of an antidotéhe perceived risk of increasing
social isolation seen to face many older peoptaénwider community. By gathering

older people together with others of similar ageéhas been assumed that a greater
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level of social interaction will be able to be sused than if those same older
individuals were left dispersed throughout the widemmunity. Croucher et al
(2006), however, suggest that there is conflicenglence as to the benefits of such
an approach. One piece of research cited indi¢htds for residents moving into a
particular retirement village, their attitudes teeit ageing improved measurably,
suggesting that such an environment is conduciveasitive ageing’. Other research
cited, though, suggests that — particularly forsthanoving into such communities
earlier in their old age - being confronted witthext more frail and inactive older
residents in fact served as an unwelcome remintisome of the more negative

aspects of ageing.

While many older people move into supported inddpeh accommodation in an
attempt to suppress the loneliness they experidhgeg in the community
(Greenwood, 2005), the reality is that former fdships tend to cease — or at least
prove significantly harder to maintain — once omenfd moves into an age-segregated
environment, while the other remains in the widemmunity. And the further apart
those friends live, it is suggested, the more ditfi it will be for them to provide

support for each other.

“Friendships rarely extend to places of institutionalisation, such as nursing
homes and other places seen as accommodation for dependent people. As such,
older adults are even for their ‘good friends’, socially dead” (Buys, 2001, cited in
Greenwood, 2005, p.506).

Follett (2006), himself manager of a large aged aamplex in the United States,
goes further — though in similar vein — suggestimag virtually no one would choose
to live in a nursing home; rather most resideatd that they've been ‘sentenced’ to
this by their physical condition and their childrétven retirement villages are seen

by many older people as but one step up from sk (Greenwood, 2005).
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Various factors have been identified as contrilgugither positively or negatively to
older people’s experience of social integrationséech undertaken by Victor et al
(2003) suggests, however, that even in terms ofaihguage we use in exploring this
subject, some caution needs to be exercised. Toteythat while, for example, there
iIs a tendency to use such terms as ‘lonelinessgias isolation’ and ‘living alone’
somewhat interchangeably, they represent three distinct (albeit linked) concepts.
‘Living alone', they suggest, is the most straghthrd to define and measure.
'Social isolation' — also objectively measured, ambhting to the integration of
individuals into their wider social environment s-usually determined by the size
and scope of an individual's social network. 'Lareds’, on the other hand (according
to their definition) is less objective, and relatesiow individuals evaluate their level
and quality of social contact and engagement. atlg on from these definitions,
Victor et al (2003) are able to develop a fourftyghology’ according to which they
have been able to further analyse the interactietwdéen these concepts. They
suggest that, in categorising older people as [Eiitmely, isolated, lonely and isolated,
or neither, it is then possible to explore moreuaately the factors that influence

their experience of loneliness and social isolation

Their research noted that there were factors timeased 'vulnerability’ to loneliness

and others that had a 'protective’ effect:

“Greater vulnerability to loneliness was associated independently with six
characteristics: not being married (with the widowed most vulnerable),

increased time spent alone, increased perception of loneliness..., poor health
rating, health worse in old age than expected and impaired mental health...

Two factors were independently associated with decreased likelihood of
experiencing loneliness. These were advanced age and the possession of

educational qualifications.” (Victor, Scrambler, Bowling & Bond, 2003, p.29)

The research goes on to caution, however, thatewthié identification of such

'protective’ factors is innovative, and that thaialysis usefully highlights those most

35



vulnerable to the experience of loneliness (ande¢hwho seem to be less 'at risk’),
their research does not directly suggest intereestito combat loneliness and

isolation. However,

“Older people themselves when asked directly to identify interventions they felt

could combat loneliness and isolation, suggested enhancing social networks,
promoting a sense of neighboutliness/community, developing a portfolio of
'appropriate’ activities and attending to structural barriers to social participation

such as transport and financial provision for later life.” (Victor et al, 2003, p.30)

Similarly, Croucher et al (2006) cite the availépibf social opportunities as one of
the key reasons older people move into supportddpendent accommodation —
particularly where residents in such environments able to retain both the
companionship of others and their ‘own front dodihe latter factor, they suggest,
was important for older people as it “allowed payaand the choice of whom you
entertained in your own private space” (Crouchealet2006, p.66). Nevertheless,
they also recognised that some older people fourtdhrid to adjust to communal
living — precisely because of the enforced commuwahponent. They cited a
number of studies that had evidenced the developofetliques of residents — and
the way in which this in turn led to tensions betweesidents and sometimes even

open hostility.

To this end, Percival (1997) establishes a usé&fllbetween privacy, autonomy and
social integration. He notes that, where an oldersgn’s living environment
undermines their autonomy (e.g. through constral@sed upon their use of space —
or as, in the concern noted above, through a levé#brced socialisation’) effective
social integration is likely to be compromised. n ‘dny social setting, a mark of
the individual’'s wellbeing is likely to be how pagy is sustained alongside
sociability” (Percival, 1997, p.4). While it isue that “without social relationships it
is possible for people to become so isolated tha@tpendence alone cannot sustain

wellbeing” (Peace & Holland, 2001, p.246), it maio be acknowledged that there
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is a limit to which loneliness can be ‘engineeredt of the lives of older people
(Appleton, 2002). For which reason, it is suggestkd distinction that Victor et al
(2003) draw between ‘loneliness’ and ‘social isolat — the former a more
subjective notion — is important. In various stedmonsidered by Croucher et al
(2006), residents in supported independent accoratimwdnoted that life could still
be lonely. Further, many within such schemes whaewigentified as most
marginalised and socially isolated also had sensqiyysical and cognitive
impairments, which could well limit their abilityptjoin in’. “It is difficult to know
whether these people are any more or less isotatad they would be elsewhere”
(Croucher et al, 2006, p.67). Likewise, for somaethbloneliness and isolation are a
continuation of previous life experiences, wherigaothers loneliness and isolation
are a new experience as a result of negative iéamges such as bereavement (Victor
et al, 2003). They conclude:

“Loneliness and isolation are associated with a variety of factors, including
demographic characteristics, and a range of different sets of resources including
health, material and social. However many of these individual variables are linked.
Vulnerability to loneliness is associated with poor mental health, low ratings for
current health and expected health in later life, changes in perceived loneliness in

the previous decade and time spent alone.” (Victor et al, 2003, p. 31)

With such growing recognition of both the positased negative influences on social
integration, there is evidence to suggest that @ue@ independent accommodation
providers are intentionally taking a more flexiblgproach to the social integration of
residents — acknowledging the need to attend toess®f social integration, but
recognising that residents needs and expectatiorthis regard will differ. In a

number of the retirement facilities considered @search cited by Croucher et al
(2006), for example, it was not unusual for the egege from the youngest resident
to the oldest to span up to 40 years. And the tatgefacility, the wider the range of
resident expectations. Some residents, Crouchar(2006) note, will be happy to be
‘corralled’ into organized activities. Others wilee this as an intrusion on their
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autonomy. Similarly, residents differ in their opins about living in ‘age-
segregated’ environments. Some miss the presengeuoiger people and children;
others express feelings of greater security thasy tbxperienced in the wider

community (Croucher et al, 2006).

Multiple factors — reducing levels of social contasolation and loneliness — are
each consistently associated with reduced qualityolder people's lives. As a
consequence, the more we are able to understasel thetors, the better we are able
to respond — for those older people who continueetoain living independently in
the community, for those who transition through muped models of
accommodation and care, and indeed for those whouttianately find themselves

residing in more institutional care settings.

“...understanding the extent of isolation and loneliness among older people, the
trajectories underpinning these experiences, and the factors associated with

these states, is important in both theoretical and policy terms, for developing our
understanding of quality of life. From this we may then be able to develop
interventions and strategies that reflect the complexity of these experiences and
enhance the quality of life of older people and contribute towards the major

policy objective of 'adding life to years'.” (Victor et al, 2003, p.32)

Croucher et al (2006), in surveying a wide rangeawdilable research literature,
acknowledge that ‘*housing with care’ serves a nunabdfunctions, including “the
promotion of independence, the reduction of sas@lation and the provision of an
alternative to institutional models of care, allagiageing in place” (Croucher et al,
2006, p.50).

The following two sections explore two related tlesm- in some ways, two sides of
the same coin. For some older people, decisionsndrtheir housing and care are
influenced by their desire to remain in their ovante — the focus of the next section;
for others, their consideration of various models supported independent
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accommodation is framed more around a desire tadawmnecessary or premature
entry into residential care — the focus of thedwaihg section. To what extent do the
emerging models of supported independent accommood@s seen through the lens
of the existing body of research and literaturdleot or respond to each of these

considerations?

3.3.4 Home for life

“This is the true nature of home — it is the place of Peace;
the shelter, not only from all injury,
but from all terror, doubt and division.”

(John Ruskin, 1865)

Croucher et al (2006) note that, while the notidnhmme for life’ has a certain
logical appeal — implying that rather than oldeogle having to move from setting to
setting as their care needs change, they may bd@bémain in their own home with

the care provided to them situ changing as their needs change — research suggests

that in practice the concept is more muddled affetdit to define.

“|It] appears to offer older people the reassurance that the upheaval and distress
of further moves, or moves to institutional settings, will be avoided. For
providers there is an underlying assumption that institutional models of care,

which may be more costly, can be replaced.” (p.70)

A growing range of support services are now avélaio older people in the

community — including older people living in thewn homes, and those in SIA
environments. Nevertheless, it is clear from botacalotal evidence in New Zealand,
and from the research findings considered by Creuehal (2006) that there remain
limits to which such support services are ableafelyg and satisfactorily meet some
of the more complex care needs of many older pedpenentia-type illnesses, for
example, were frequently highlighted in the researonsidered by Croucher et al

(2006) as being beyond the ability of existing meade SIA to address, as were older
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people with other high or complex health needs irewy significant levels of
medical or nursing intervention. Most older peoplgter SIA while still largely
independent. Indeed, many facilities have strittyecriteria to ensure this. However,
if a resident’'s care needs subsequently change a pwint where either their
continuing safety or security is compromised (ia tase of dementia, for example),
or they need significant health intervention — theagardless of their initial
expectations, either they or the facility may deeither the risk or the cost of their

remaining in that facility too great, necessitatinmove into more appropriate care.

In many instances, this risk is mitigated — fortbthte older resident and the provider
— by the provision of SIA and aged residential d@g. rest home, hospital and/or
dementia care) as part of an integrated compleaguc@rer et al (2006) cite various
research findings that suggest that older peoplesd# such complexes because of the
reassurance that the availability of higher levaicare ‘on site’ provides, should
they or their partner subsequently need such @ris. is particularly the case for
older couples in these ‘integrated’ environmentghere, even if one partner needs to
go into a higher level of care (e.g. rest homeaspital), the other partner is still able
to remain ‘at home’ in their more independent accmdation.

It is clear, then, that — regardless of whether cdaler person is living fully
independently in the community, or in a more sufggbr accommodation
environment — the notion of ‘home’ carries sigrafi¢ psychological value, and
therefore represents a critical consideration. Homethe locus of hospitality,
reciprocity and social interaction (Davey et al002, p.170). Reduced mobility,
reduced social opportunities (as a result of reduceomes and the death of friends)
results in a strong attachment to home. The samfie of this increases with age as
social roles are relinquished and identity becomeeasingly tied to space and place
(Grant, 2006). Home confers a set of memories. Hanfi@miliar; it is the “locus of
control” (Heywood, et al., 2002, p.30f). Home calsoabe a symbol of self.
Resistance to moving into smaller accommodationekample, is often grounded in
a desire not to relinquish the majority of a lifet’'s possessions, or to move into
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accommodation where friends or family members n@jonger be able to come and
stay (Appleton, 2002). Similarly, if an older pem& existing house symbolises a
valued identity, they will be less likely to choasemove — moving only at the point
where their existing home no longer supports thenteaance of that identity
(Heywood et al, 2002).

Even for those living in rented accommodation, hameey be a key focus for their
hopes, dreams, achievements and memories — campeabgm into a network of
neighbours, relatives and friends. While reseandicates that older people who rent
their houses are more likely to be dissatisfiechwiteir accommodation than those
who own their own home, that dissatisfaction cansbewn to relate more to the
presence of deficiencies and defects within theaoenmodation, rather than to the
fact that it is rented (Joseph Rowntree Foundafi®85). For both those older people
who rent, and for those who own their own homegade& and appropriate housing —
that is, housing that fulfils the social and psyolgaal expectations and aspirations
of older people, as well as their physical and mmmental needs — represents a
critical determinant of wellbeing. “It is this thatany older people value most and
are most fearful of losing” (Hanson, in Peace awotland, 2001, p.37).

Similarly, it is clear that moving home in latefelinvolves far more than just one’s
choice of house. The issues involved extend beyloaghysical design of a house to
what Appelton (2002) refers to as the whole contektsocial relationships —

including shopping, transport and social facilitieall that the older person needs to

maintain an independent and fulfilled life.

The reality is that, as they age, older people dmagnificantly more time in their
homes — due either to increased frailty or, corelgrghe availability of more leisure
time. As a consequence, their immediate surrousdamgl environments play a vital
role in how an older person adapts and copes wlitarecing age (Woodbridge, 2003).
Home, for many older people, comes to be seeneakash bulwark of independence
(Day, 1985, cited in Woodbridge, 2003).
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“If the house is a symbol of achievement, failure to care for it may (as a corollary)
be seen as a sign of failure, and this is what makes the issue of housework,

decorating and maintenance services so important.” (Heywood et al., 2002, p.58)

As people become, with age, both less fit and lesk off — and so less able to
manage independently — the fear of becoming depénde ‘a burden’ grows
(Heywood, 2002). Research has shown that what plel@ple more often want is not
‘care’ but ‘help’ — “just enough (and of the righrt) to enable them to retain their
precious independence” (Heywood et al., 2002, p.57)

The boundary between housing and support is a emmhe. Most older people
would prefer to remain in their own home, receivihg necessary long-term care
services in that setting (Forrest et al, cited ippkton, 2002; Barrett et al, and
Parsons et al, cited in (Ministry of Health, 200Mpbwever, some researchers have
identified that simply moving care into the homedatommunity can itself be
problematic — regardless of the fact that the hamag be the preferred locus of care
from the older person’s perspective:

“The experience is often complex for the older people who are the focus of care
and for the informal and formal providers of care (Wiles, 2005). For example,
there can be a blurring of public and private spaces within the homes of people
providing the care, which Milligan refers to as “an institutionalisation ... of
private space” (Milligan, 2004). Home care can also be related to social isolation
as the nature and use of the home changes (Wiles, 2005).” (Ministry of Health,
2007, p. 4)

3.3.5 Alternative to residential care

Another key theme in relation to models of *housimgh care’ identified from the
research considered by Croucher et al (2006)sigirh to provide an alternative to
existing residential models of care. While someestds do indeed seem to provide

equivalent levels of care, by and large the re$e#iney examined suggests that
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‘housing with care’ models are emerging as an radieve rather than as a
replacement for residential care. This, howeven, loa significantly at odds with the
expectations older people have in considering tht@w of ‘housing with care’ (or
supported independent accommodation) as opposedténing — or as a means of
forestalling entry into — residential care. Croucké al (2006) make the point that
providers need to be far more explicit in their rpagional material about what is
available and not available in their facilities.ig is important not only in terms of the
levels of support available to residents (and #soaiated cost of such support), but
also in terms of defining when a resident may neetiove from the facility in order
to access necessary care. And who makes thatal®i€iroucher et al (2006) cite the
example of residents in a number of facilities geavised by management that they

would need to:

“...move on if their care needs became too great, although the specific
circumstances under which they would be asked to move were not clear to
residents or to the organisations. This resulted in residents wondering how long
they could stay, concealing their frailties or health problems, and created a sense

of stress, anxiety and displacement...” (Croucher et al, 20006, p.48)

For example, the financial model underpinning therice-to-occupy (LTO) model of
tenure (now almost universal amongst retiremeragé operators in New Zealand),
— whereby the key returns to the operator are gée@iby the regular sale and resale
of the licences — could be seen to create a splakesure on such operators to move
residents out of independent living into other lsvef care sooner than may be
necessary, thus enabling a further resale of tendie. This is discussed further in a

later section of this thesis.

There is equally a growing body of evidence sugggghat a significant proportion
of older people are inappropriately placed intodestial care settings. For example,
while the United States records a similar proporto New Zealand of older people

in aged residential care (5%) some research hagestegl that up to 40% of residents
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in such facilities do not actually need that lee¢lcare (Division of Aging and
Seniors, 2002, p.10).

Inevitably then, comparisons are made (at bothl&ypand service delivery level)
between the relative advantages of community-bas®@ versus residential or
institutional models. There is, it would seem —rewethe Ministry of Health’s own
apparent determination to pursue so-called ‘ageingdace’ initiatives at the expense
(quite literally, in some instances) of residentiged care — the gradual emergence of
what might be termed an ‘institutional care — bedmmunity-based care — good’
polarisation. Yet historically, only a relativelynall proportion of the population — of

whatever age — have lived in any form of institnt{8ond, Coleman & Peace, 1993).

While, increasingly, alternative options to indtitmal care for older people are being
sought and developed, it seems unlikely that tlesvigrg range of community-based
accommodation and support options will ever congyedbviate the need for some
degree of residential aged care. What is, appanemtever, is that such institutional
care will increasingly cater for only those oldezople with the highest and most
complex health care needs — those for whom, byeif their acute medical
condition and/or for reasons of personal safety sexlrity, community-based care
(no matter how comprehensive) is simply not anaptlt has been suggested that, as
the rate of population ageing increases over tmairmp years, aged residential care
will become more of a palliative care service tlamnalternative to home (Schultz,
2004),and already we are seeing, within the context efdagsidential care in New
Zealand, early signs of a shift in the balance afu@ay rest home level care, towards

an increasing proportion of hospital and dememtill care.

Nevertheless, significant research and effort cu@s to be invested in minimising
some of the more negative characteristics assdciaith institutional care. Models
of care such as ‘social role valorisation’ or, moeeently, the PILS (Promoting
Independence in Living Study) project developedAogkland University are cases

in point.
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Yet Higgins (1989, cited in Ministry of Health, 2D0argues that the real distinction
is not between the institution and the community between the institution and
home. In fact, a very real danger of home-base@ carthat the care-workers
providing such a service become, in the minds oké¢hreceiving care, ‘intruders’
(Hale, 2003). Hale goes on to note that certapeets of care (particularly some of
the more intrusive activities, such as bathing dreksing, etc.) when offered in a
residential care setting are tolerable. They ae® $e be part and parcel of the nature
of institutionalised care. Yet when those same isesvare offered (imposed?) in
one’s own home — where we are accustomed to pri@adyto being in charge — they
are, somewhat ironically, far less acceptable.Haurmhore, with increasing amounts
of care and support that would normally have baeriged in an institutional setting
now being provided to older people in their own lesima good deal of caution — and
an even greater deal of training — needs to beateftl to ensure that, through the
community-based models of care currently favoureel,do not unwittingly end up
doing little more than institutionalising older g in their own homes. For it is not
only the location and design of aged residentiad ¢acilities that imbue life in such
settings with negative institutional characteristiout also, as Bond et al (1993) note,

often the institutional attitudes of staff and desits alike.

“...the building of modern residential homes with exclusive provision of single
rooms has not changed the fundamental nature of residential care for elderly
people. Changes in physical desigh may be a necessary but not sufficient
condition for independent living. Without changes in social attitudes towards
elderly people, their living arrangements are unlikely to meet their needs or their

desires.” (Bond et al, 1993, p.225)

Nor are such ‘resource’ issues confined to thereployedto provide care for older
people in their own homes. International trendscaig that, significantly, over the
half the informal care received by older peoplgngvided by other older people —
predominantly spouses — and that the availabilitptberwise of such informal care

is a key determinant in delaying entry into morstiitionalised forms of care,
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particularly among those aged over 80 (Gibson &e®yi2002). In one piece of

research considered by Croucher et al (2006), up0% of residents in retirement

village settings reported their families being tinest important source of help —
although the ability for family members to be inved in this was seen by some to be
one of the key advantages of supported independectmmodation over more

institutionalised models of residential care.

Yet, as earlier noted, while the instititutionatisa of older people is underpinned by
and perpetuates a negative view of ageing (Sch2®24), we cannot afford to lose
sight of the fact that many aspects of such insdbalisation may also be

experienced by older people living in the community

“In supporting the principle that older people have a right to stay put, we must not

ignore the fact that the price of this decision for many of them is:
* Increasing social isolation and exclusion;
* A deteriorating physical environment; and

*  Only being offered or able to consider an alternative at the stage
when residential or nursing care is the only realistic option”

(Bransbury, 2002, p.3)

There is an increasing awareness that for oldeplpesimply remaining at home
does not alone guarantee that they remain patieobtoader community (Schultz,
2004).

3.3.6 Cost-effectiveness

“When very sheltered housing is clazmed to be cheaper than other forms of care, the question

must be asked: cheaper to whom?” (Tiwigg, in Heywood et al, 2002, p.131)

As with the preceding two sections (‘Home for lifend ‘Alternative to residential

care’), this section and the next (‘Affordabilit¢an be seen to be interlinked — again,
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each two sides of the same coin. This section dersithe value models of SIA
represent to the sector — in particular, to goveminand providers. A great deal is
being invested in the development of such initediv- but are they economically
sustainable in the long-term? In the next sectiba,perspective shifts to that of the
older occupant themselves: to what extent are soubdels of care and

accommodation affordable from their perspective?

In an economic evaluation of the Assessment of iS&svPromoting Independence
and Recovery in Elders (ASPIRE) project — describsd’a meta-analysis of three
initiatives designed to promote independence amtirmaed living in the community
for elderly people” (Ministry of Health, 2006, p,1)he the Ministry of Health
presented the results of a cost effectiveness sisaty each of three ageing in place
initiatives — in each case assessing their cosicefieness relative to conventional
health care services (usual care). In each casts:co

“... are measured in terms of the health care resources used by the elderly
participants involved in the assessment over the two-year study period, and
include community costs incurred by either the DHB or elderly person, and the

residential costs associated with permanent entry into either a rest home or

hospital.” (ibid, p.1)

The report suggests that, while all three initiesivcost slightly more per person
(ranging from $20 to $340 per person per annunatixg to ‘usual care’, “all had the
result of increasing the time spent in the comnyoiter a 12 month period by
decreasing time in residential care...” (Ministryttéalth, 2006, p.4).

The report notes a number of caveats concerninqtagpretation of their findings —
primarily relating to small sample size and stat@édtcomparability between the three
initiatives. Nevertheless, such research suppbe®bservation thah general terms

the provision of care and accommodation in antubinal setting tends to be less
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costly than providing the equivalent level of canghin an older person’s own home
environment. Such a statement, however, is itsdlfest to a number of caveats.

Firstly, as demonstrated by the ASPIRE project/|evtiiedirect cost of the ageing in
place initiatives may have been higher than egeitalcare provided in an
institutional setting, the report suggests thatitamthl direct cost is offset bydirect
savings ‘elsewhere in the system’ — the reductiodamand for residential care bed

days, or acute hospital admissions, for example.

Secondly, the extent of any ‘savings’ is signifitgnnfluenced by the health status
and care needs of the older person. For thoselowittmedium needs, it may well be
as cost-effective to provide care in a less instihal setting. For those with higher
and more complex care needs, however, such costgsamay be progressively
diminished. The report alludes to this when theteno

“...the sample for the Hamilton Community FIRST initiative had much higher
levels of mean physical and cognitive disability at entry into the ASPIRE trials
than the sample for the Christchurch COSE initiative, with the Lower Hutt PIP
initiative having a mean level of disability between the two other initiatives.
These differences, which were not adjusted for in the cost effectiveness analysis,
may influence the final results, as Community FIRST may appear much more
expensive for the outcome it achieves, but this is because it faced greater

challenges with its sample participants.” (Ministry of Health, 2006, p.5)

Similarly, Gibson & Griew (2002) note that not ontlo community-based (as
opposed to residential) care services suffer thle af substantial cost diseconomies
with high needs clients, but that, with the moveagwrom residential care as a
preferred option (both for health funders and olaeople themselves), the number of
older people with high needs being cared for indcbemmunity is itself increasing.
They ask the question: ‘How far can community @@’ and suggest that, perhaps,

part of the problem lies with competing pressures:
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“There is a values-based pressure toward increasing home-based service delivery.
There is also a cost-based pressure in this direction, sometimes but not always
accompanied by a recognition that the process of cost reduction involves a
proportion of costs being shifted from the public sector to the informal care
sector, and that there is a dependency level beyond which community care is less

efficient.” (Gibson & Griew, 2002, p.8)

They conclude that not only is community-based camge costly to provide for
those with high and complex care needs, but thaimfany older people community
and residential aged care simply do not constibgpgally viable alternatives. Howe
(2003) takes this argument still further, suggegstinat not only are the costs of
providing services to older people in their own lesm(including supported
accommodation environments) considerable, in samtamces those services may
not even be warranted — particularly where thesepawvided on a ‘user pays’ basis.
“There is evidence to suggest that retirementg@taare over-providing services that

are not wanted or used by large proportions ofleegs” (Howe, 2003, p.17).

In similar vein, while Croucher et al (2006) notemr®e emerging evidence that
indicates that models of SIA may in fact reduce aedion health services, they also
suggest that this may reflect as much a redire@®a reduction, with one source of

health spending/staffing effectively substitutitog &nother.

A final caution relates to the need to ‘comparelepmith apples’ — not necessarily
an easy task when comparing across sectors thdtiraded in quite distinct ways.

And as Croucher et al (2006) observe, simply temnisig costs to other budgets — i.e.
from one ‘budget-holding’ agency to another — doesequate to cost savings overall.
Their analysis of various attempts to compare thstscof different levels and models
of care and accommodation highlights “the diffiegtin arriving at an overview of

cost-effectiveness, due in part to the lack ofitable cost model, and also the many

differences in the ways the costs are calculat€ddcher et al, 2006, p.83). Further,
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Oldman (2000, cited in Croucher et al, 2006) raies the importance of informal
care, and argues that the costs associated wiginatésion should also be taken into
account when calculating the overall cost-effectess of models of housing with

care.

In New Zealand, caution needs to be exercised wbemparing, for example, aged
residential care with other community-based modats,the total ‘cost’ of aged
residential care includes the provision of botlecand accommodation — a cost borne
in varying proportion by the resident and/or thatest depending on each resident’s
income and assets. In comparison, for an oldeopessiding in the community and
receiving the community-based equivalent of reshédevel care, while the cost of
that home-based care will likely be government-kahdor most (other than those on
low incomes and receiving government-funded accodation assistance) the cost
of their accommodation is one that they will havdéar themselves.

Yet, as the following chart indicates — compariegptive costs to a DHB of the
various levels of aged care provision — the trigtrithution of those costs can easily
become distorted. In this case, the chart woulinsé suggest that the cost per
person of providing rest home and hospital levet ¢a significantly higher than the

cost per person of providing home-based support.
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Figure 5:
Average Annual Cost of Care per Aged Person 05/06
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(Source: Canterbury DHB, used with permission)

What the chart does not clearly indicate, is thatdomparison being made is only in
terms of the cost to the DHB — a cost that, in s&eohrest home and hospital level
care carries an accommodation component as wekr@sprovision, but only relates

to the cost of care in terms of the amount showihémme-based services.
This serves to sharpen Twigg’s question: “When &rgitered housing is claimed to

be cheaper than other forms of care, the questiest be askedcheaper to whoni?
(Twigg, in Heywood et al, 2002, p.131).
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3.3.7 Affordability

“The main reason for not moving was the perception that they counld not afford to do so.”
(Oldman, 1991, quoted in Heywood et al, 2002, p.82)

Bransbury (2002) notes that many older people withfinancial capacity to do so
are opting to move into retirement flats and vidagbuilt privately for owner

occupation when such housing offers the right ifiéesl and environment. However,
Bransbury raises the question, ‘Would other oldeogbe make the same choice if

they had the means?’ It is an important question.

“The option of a home large enough to maintain a reasonable social life and
appropriate relationships should not be seen as a luxury and should be possible
for everyone as they get older, not just those who have enough capital to buy

larger and better facilities” (Bransbury, 2002, p.5)

As the quote from Oldman (1991) above suggestsyddbility is a key factor for
older people in determining where they residend ahen they move, and the levels
of care and support — beyond any that may be govemirsubsidised — that they may

be able to afford. Some older people are more vabie in this regard than others:

“Older people who have not attained homeownership by old age are a
particularly vulnerable group. This group is subject to a considerable amount of
environmental pressure at a stage in their life when lifespan transitions impact on

their physical capabilities and social networks” (Gardner et al, 2005, p.193).

Yet Croucher et al (2006), while identifying affatullity as one of the key themes of
their comparative analysis also noted that fewistudsked residents about value for
money or affordability. Yet, where people were akKe..it seemed that affordability
was an issue, particularly for those who were felitling” (Croucher et al, 2006,
p.84). Despite the observation made above — tlee tis some evidence to suggest
that retirement villages, for example, ‘over-pra/idervices (Howe, 2003), One of
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the ways in which older people — particularly thésewhom their accommodation
and care is self-funded — maintain the affordabitif their accommodation is by
declining those services they perceive as unnege¢€aoucher et al, 2006). The
tables below highlight the fact that older peopleegardless of the nature of their

accommodation — resort to a range of economisnadesfies:

Figure 6:

Economising Behaviours of Couples Aged 65 Years and Over
2000

Economising behaviour

Cancelled insurance
Postponead dentist visit

Put off buying new clothes
Bought second-hand clothes

Bought cheaper cuts of meat

10 20 30 40
Percent

=

Source; Statistics New Zealand, Survey of Older People, 2000

Figure 7:

Economising Behaviours of Non-partnered Individuals Aged 65 Years and Over
2000

Economising behaviour

Cut down visits o shops
Cancelled insurance

Stayed in bed for warmth

Put up withcold

Put off buying new clothes
Continued wearing old clathes
Bought second-hand clathes
Bought cheaper cuts of meat

T
0 10 20 30 40
Percent
Source; Statistics New Zealand, Survey of Older People, 2000
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While most older people wish to remain in their olvames, this can become
problematic even for home-owners — particularlghéir home is difficult to maintain

or, if increasing rate bills are unaffordable for alder person on a low or fixed
income. Yet home maintenance may prove difficuttgfo older person for a number
of reasons — including not only cost, but accessugport and their own personal
frailty (Peace & Holland, 2001). Failure to addresaintenance issues, however,
risks putting an older person at even greater tislqugh home accidents, or other
health problems associated with inadequate hou@rg the correlation between

poor heating or insulation and cardiovascular ots).

Nor is buying a newer home with lower maintenanests always a viable option,

particularly if the cost of the more modern homeamere than the amount able to
realised from the sale of an older person’s exgstiome. So the fact remains: many
of our older population may remain, to a large degrtrapped’ in houses that have
not been built with their later accessibility angatth needs in mind — they may be
too big, too inconvenient, too expensive to runsianply in the wrong place (Peace

& Holland, 2001) and with little opportunity or go® for upgrading.

While reliable figures relating to the cost for@der person in terms of home upkeep
and maintenance are difficult to source, it is ®sggd that some 4-5% of older New
Zealanders experience financial distress due toombpme maintenance costs
(Ministry of Social Policy, 2001). It is also requged that, along with heating and
(perhaps more disturbingly, food), home maintenas@me of the areas where older
people who are struggling financially will choogedconomise. Anecdotal evidence
suggests that this is particularly so if an olderspn is uncertain of their future
length of tenure — e.qg. if there is the likelihoofdentry into residential care in the
future (Dwyer, Gray & Renwick, 1999; Ministry ofo8ial Policy, 2001). Further,
there is at least strong overseas evidence to stugdpeat older people, as a
demographic cohort, are more likely than otheréiv® in older housing, which is
likely to be in poorer condition, lacking in ameeg and with sub-standard heating
(Bond et al, 1993).
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Citing Australian research, Thorns (1993) suggésas, from the 1950s to 1970s,
each successive cohort entering retirement had ghehipercentage of home
ownership — reflecting, amongst other things, thesperity of their income-earning
years. In the 1980s, 90% of those entering retireraened their own home, and of
those a further 90% owned their home mortgage(fraerns, 1993, p.99f). However,
in New Zealand as in Australia, Thorns suggest®neaic prosperity has not
continued, and younger earning households in ttf89d4d%ave found economic life
significantly harder. Housing has become progretgiless affordable, increasingly
requiring two incomes to accumulate a deposit a@ice a mortgage, and, as a
consequence, levels of home ownership have decliffease coming into retirement
in the 1990s are therefore more likely to be asshtthan asset-poor. “The likely
result will be a continuing, if not growing need f&tate assistance for the elderly to

meet their housing requirements” (Thorns, 19931®)1Thorns concludes:

“Issues of inequality among the elderly are not simple, nor are they confined to
the present level of superannuation payments. Rather they reflect lifetime
experiences in the job and property markets. This suggests that housing-based
distinctions formed during working life are often perpetuated in retirement,
rather than radically altered by the withdrawal from the job market.” (Thorns,

1993, p.109)

Bond (1993) also notes the way in which the livaxgangements of older people are
strongly influenced by their structural positiondaciety at earlier stages of the life

cycle.

“Owner-occupiers tend to remain owner-occupiers, council tenants tend to
remain council tenants, and private tenants tend to remain private tenants, but
some transitions in tenure do occur as a result of bereavement or the onset of

frailty.”” (Bond, 1993, p.223)
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Bond concludes, “our lives in later life are stropngnarked out by our access to
resources and social goods throughout our livesn(B 1993, p.223). Advantage

and disadvantage translate into older age (Ausg8).

Similarly, while there is a common assumption {bple who are homeowners will
want to continue as homeowners through later éifegdence suggests, however, that

this is not necessarily the case.

“Some older homeowners are eager to become leaseholders or tenants, as the
costs and responsibilities of homeownership in later life are perceived to
outweigh any advantages. Others are looking to release the equity in their homes
so as to be able to afford a better standard of living generally. Some older
homeowners simply can no longer afford to be homeowners, or the relatively
low value of their property ... does not afford them many choices in the housing

market” (Croucher et al, 20006, p.0).

Others, however — by virtue of their home ownershiave a wider range of options
available to them. A growing number are choosirg dption of retirement village
living. In fact, at latest estimate, some 4-5%lad blder population currently live in
retirement villages — an equivalent proportion bé tolder population to that in
residential care (see Demographics chapter, aboted the retirement village option
— with growth in this sector clearly reflecting ispularity — remains largely limited

to those existing home-owners who can afford it.

“The cost of moving into one of New Zealand’s retirement villages is quite
significant and most older people would have to have led fairly lucrative working

lives if they are to afford retirement village living in later life.” (Greenbrook,

2005, p.99)

Greenbrook (2005) also observes that most of thidests interviewed as part of her

research “were fairly well educated people who appe to have a relatively large
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amount of discretionary income” (p.100), and thailevthe retirement village sector
may be growing, this should be seen to be more assalt of growth in both
population and supply rather than simply because gitoportion of older people

choosing the retirement village lifestyle is iniea.

A number of writers have cautioned that, as mosolire both significant capital
contribution and ongoing monthly service or fagiliees, retirement villages (or
equivalent LTO accommodation models) may not baffssdable as they might first
appear. This is particularly the case for thoseeojoeople facing considerable and
ongoing maintenance costs in relation to their ewment dwelling, and who may be
considering the retirement village option as a meahavoiding the cost of such

maintenance.

Gardner et al (2005), researching a sample of camtyrdwelling older people who

had chosen not to move into a retirement villag¢e that most

“...said they did not move because of the tenure and financial arrangements for
purchasing a unit in the village — they were concerned that their money might be
‘tied up’ after their death — and that the weekly service fee would rise in the

future” (Gardner et al, 2005, p.193).

Nevertheless, for some, the benefits of living isade and secure environment, free
of maintenance worries, outweighed the increasatsc&imilarly Croucher (2006),
while acknowledging that many perceive the retireineillage option as only
accessible to the relatively affluent, points duatt— of all the models considered — it
is the retirement village model that representstleast to the public purse. As noted
in the section above, however, cost-shifting is thetsame as cost-saving — and any
saving to the public purse is largely due to the faat the equivalent cost is likely
being borne by retirement village residents thewesel
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While the retirement village sector in New Zealdras come to be associated with
some of the more high profile companies now listedthe Stock Exchange and
regularly reporting multi-million dollar profits,dy two thirds of villages aim to
make a profit (Dagarin, 2007, p.17).

“While many retirement villages are ‘lifestyle villages’ and cater primarily for the
young old who can afford to enter, other villages [e.g. Selwyn Village, Auckland]
exist to provide residents with support rather than a lifestyle, thus meaning that
those on the waiting list who are considered to be the most vulnerable will be

given the first priority.” (Greenbrook, 2005, p.60)

As with the previous section (on cost-effectivenesss difficult to draw clear-cut,
objective conclusions regarding the affordabilitf supported independent
accommodation options — particularly the LTO retiemt village model — given the
inherent subjectivity associated with determinirghbaffordability and ‘value-for-
money’, and the increasing range of SIA optionswHimes one determine the value
to be placed upon quality of life, sense of seguahd maintenance of independence
—in such a way that these can be factored intmsting equation that makes sense to
funders, providers and residents themselves? Adindbere is growing evidence to
suggest that providing support in an older persamwa home environment —
including emerging SIA models — is more expensiverall than residential care,
Croucher et al (2006) conclude that the evidenceboih cost-effectiveness and
affordability of such models is scant, and therefeemains contradictory. This in
turn raises questions as to who pays (where theatasccommodation and care is

greater), and who benefits (when possible savingaia)?
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4. Health and Housing Policy in New Zealand

4.1 Introduction

While the health of the older population influentegh the number of older people
needing care and the nature of such care and dupgatthier old age and longevity
do not uniformly reduce demand for aged care sesviGiven that those older people
who enter residential aged care now tend to dondpin the last two years of their

life, improving the health status of older peoplaynonly serve to delay the demand
for such residential aged care (Myer Foundatio022@.15). Indeed, the majority of

health expenditure on older people is spent withia to three years of death. As
Gibson & Griew (2002) note, it is distance from ttheot birth that is the key factor

in predicting health resource use.

Policy changes in both the health and housing settave been largely driven by a
move away from the notion of a welfare state. Keg turning point in policy
thinking is dated, overseas, around the early td-18i70s, largely influenced by
rising oil and commodity prices and a breakdownthe international monetary
system (Barnett & Barnett, p.221).

The decades prior to this had seen significant goment investment in health and
housing, and — in part as a result of financiakmitves to invest in the sector — a
burgeoning growth in residential aged care faesitiEntry into such facilities was

driven as much by housing need as by health need:

“...many older people found themselves in [aged care] homes because their
housing was inappropriate rather than the level of their care needs. For example,
a review of research on reasons for admission to nursing homes found the ability
impairment of residents was not detrimental to a degree that required the total

care and support provided by residential homes.” (Faulkner, 2001, p1)
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Indeed, going back to the 1950s, the primary rdlthe residential aged care sector
was to provide appropriately for the housing rathen the health care needs of older
people. In Australia, for example, “over time theeds of disabled and ill older
people, combined with shifting policy and some pese financial incentives for
providers, led to the virtual disappearance of dhiginal ‘housing’ based intent”
(Gibson & Griew, 2002, p.7). A similar shift wasfleeted in New Zealand in the
1960s, with significant government financial indees (e.g. suspensory loans
schemes) leading to significant expansion in th&idemtial aged care sector —

particularly amongst not-for-profit social serviagencies.

Complicating this dynamic is the reality that inwWe&ealand, as in many other
countries, certain policies relating to the heatid wellbeing of older people may
have themselves ‘passed their use-by date’. A goaadhple is the introduction of the
so-called ‘old age pension’ for older people over ige of 65 — a form of welfare
support introduced at a time when far fewer oldeogbe lived many years beyond
this age. Similarly the long-standing ‘housing miteof aged residential care noted
above. Such policy directions can take many yeaisftuence or adapt to societal

changes.

For example, the photograph shown he

commemorates the opening in 1980 of " ONI2th APRIL 1980
new wing in a Christchurch Rest Hom THESE EXTENSIONS
Although today rest home level care wou WERE OFFICIALLY OPENED
unquestionably be seen as an aspect THE o gY

health provision, it is interesting to note th -0.F. QUIGLEY

MINISTER oF HoUSING

only a generation ago such a wing w

officially opened by the Minister dflousing

(Source: Researcher’s own photograph)

Driven by both fiscal and social concerns, by t®90s the concept of ‘ageing in

place’ — if not yet named as such — was at leagrimciple beginning to emerge.
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Policy, particularly in relation to older peopleasvbeginning to be shaped as much
by social considerations as health consideratiovith-perceived cost savings also a
major driver. This was reflected internationallyan intentional move away from the
institutionalised models of care and housing fateolpeople, to more community-

based approaches.

In 1994, a critical agreement was reached betwde@Mmember countries on the

overall objective of care for the frail elderly, wh stated, in part:

“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 geographic sense.” (OECD, 1994, p.7)

In a subsequent OECD report, it was noted that dtjgang process should no longer
be viewed as an inevitable economic and socialaigsl from the rest of the
community” (OECD 2003, p.11).

In what amounts to a useful definition of ‘ageimgplace’, Davey et al suggest that
such an emphasis “implies that older people withae in the community, either in
their family homes, in homes to which they have etbwn mid or later life, or in
supported accommodation of some type, rather thawing into residential care”
(Davey et al, 2004, p.20).

4.2 Health Policy

In April 2001, the Ministry of Social Policy launet the New Zealand Positive
Ageing Strategy (PAS). The strategy reflected, ant,pthe government’s response to
the direction encouraged by the OECD report. b abwilt upon an extensive
consultation undertaken in 1997, initiated by arriMinisterial Task Force, and
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resulting in the reporfFacing the Future and was further influenced by research
undertaken in 2000 by the then Ministry of Sociali®’s Senior Citizens Unit (in
conjunction with the 1999 International Year of @dPersons). The purpose of the
PAS was to “reposition ageing in the public anditmall arena so it becomes more
noticeable, and find ways to dismantle the peroepthat old age is mostly about
dependency and decline” (Grant, 2006, p.2). It gaces that, previously, funding
for services for older people gave priority to thagth high levels of assessed need,
and contributed to an increase in admissions fog-@rm care. “This approach limits
opportunities for positive ageing and ‘ageing iaqa’, thus increasing dependence
and costs in the longer term” (National Advisoryn@uittee on Health and Disability,
2000, p.12). A more positive approach was needsxbgnising that “positive images
of ageing, availability of appropriate housing, lteacare and support in the
community and promotion of healthier lifestyles eapon older people’s health and
independence” (National Advisory Committee on Healhd Disability, 2000, p.13),
and thereby improving opportunities for older peog participate in the community
in ways that they choose. The success of the gtratll be measured by

improvements in the status of older people.

The strategy provides a set of ten principles taubed as a framework to enable
greater integration of government sector policied programmes in relation to older

people. These principles affirm that effective pesiageing policies will:

1. Empower older people to make choices that enabdentho live a
satisfying life and lead a healthy lifestyle;

2. Provide opportunities for older people to partitgpan, and contribute to,
family, whanau and the community;

3. Reflect positive attitudes to older people;

4. Recognise the diversity of older people and agasg normal part of the
lifecycle;

5. Affirm the values and strengthen the capabilitieslder Maori and their

whanau;
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6. Recognise the diversity and strengthen the capabilof older Pacific
people;

7. Appreciate the diversity of cultural identity ofdelr people living in New
Zealand;

8. Recognise the different issues facing men and women

9. Ensure older people, in both rural and urban ateeaswith confidence in
a secure environment and receive the servicesniey to do so; and

10.Enable older people to take responsibility for thmersonal growth and
development through changing circumstances.

(Source: NZ Positive Ageing Strategy, MSD, 2001)

The PAS recognises that while age-specific diseaskdisability rates for older
people may continue to fall, overall demand for lmpfunded health and
disability support services by older people islifki® continue to rise, and that a
re-focusing of funding arrangements to give greptirity to ‘ageing in place’ is

necessary.

Internationally, the concept of ‘ageing in plac@shbecome a policy priority. It
recognises the desire of older people to remaifanmliar environments and is
seen as a way of achieving their optimum wellbeind healthy ageing (Faulkner,
2001).

Such a shift in thinking was to be reflected notyan the 2001 Positive Ageing
Strategy, but subsequently in the Ministry of HealtHealth of Older People
Strategy (HOPS), released a year later in April200utlining the notion of
‘ageing in place’ in more detail, the HOR&presented a key response by the
Ministry of Health to the PAS, and adopts ‘ageimgplace’ as a guideline
standard for the development and delivery of sessifor older people in New
Zealand. Within the HOPS ‘ageing in place’ is defl as the “ability to make
choices in later life about where to live and toeige the support needed to do
so” (Ministry of Health, 2002, p.78). Central togls held to be the development
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of services that support older people to contimubve safely in the community.
The strategy also arises from the Ministry of Healtrecognition of the lack of
strategic policy development and planning for heaind disability support
services for older people (Ministry of Health, 2002

The primary aim of the HOPS was to develop “angraéed continuum of health
and disability support services that is respongiveolder person’s changing
needs” (Ministry of Health, 2002, p.2). In doing, $be Ministry acknowledged
that the previous approach to funding and cooraigatupport services for older
people was complex and fragmented, and as sucfiahgvworked against more
collaborative approaches. As part of their respotiee Ministry (from 1 October
2003) separated off funding for services for olgmople from the wider
Disability Support Services funding stream, dewadviall funding for older

persons’ services to District Health Boards.

The so-called ‘continuum of care’ approach has lbeén without its critics,
however. It is based on a ‘conveyor belt' ideal yidteod, et al., 2002). It
assumes that older people will live at home untiedain level of dependency is
reached, before moving on to the next stages — $ome of supported living,
followed (as their dependency increases) by resi@erare, and finally death in a
long-term or acute hospital setting. Popular & thhited Kingdom in the early
1990s, some considerable investment was made iariegsresources were
appropriately allocated to ensure that the modellavavork. “Of course, it never
did and studies continually found that there wddeopeople living in ordinary
housing who were very much more dependent tharetimosheltered housing or
there were people living in residential care whaoeMess dependent than people
living in the community” (Heywood et al., 2002, p)3 Other international
research suggests that a lack of adequate housingbe blamed for the
unnecessary admission of frail elderly people msidential care — particularly
those who are impaired, handicapped or disableddBb993). A number of pilot
projects designed to offer greater choice to ofgEple who, while qualifying for
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entry into residential aged care may, in fact prédereceive equivalent care in
their own homes, are currently being funded aneéaehed by the Ministry of

Health. There is also growing criticism of what sorefer to as ‘the myth of the
one-way continuum of care’ — the assumption thdt aje represents both an

inevitable and indeed an irreversible decline talsateath.

Greater emphasis is now being placed upon sertitas promote ‘positive
ageing’ and ‘ageing in place’, in order to “charmeople’s expectations of the
degree to which ageing is unavoidably associatdl iMhealth and disability”
(National Advisory Committee on Health and Disapjli2000, p.7). “Promoting
independence is perhaps the key principle undergnpolicy and practice
relating to older people” — the central objectivé which “is to maintain

‘independent living’ as long as possible” (Heywaidl., 2002, p.35).

Objective 8 of the HOPS picks up this focus, andesofurther that the
development of a comprehensive range of servicemgpand accommodation is
needed to “enable older people with long-term Ieaitd support needs to age in
place for as long as this is a feasible option”r(istiry of Health, 2002, p.57). A
commitment is made to fund a range of health asdhility support services to
enable ageing in place, acknowledging again thel m@ea range of alternative
care options, with social and personal care dedven a variety of settings. As
the following diagram indicates, only “at the high&evels of dependency, where
there is a need for continuous nursing care, igethitle opportunity to substitute
other (community-based) care options for residemtae” (Ministry of Health,
2002, p.58).
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Figure 8:
Range of Support Options for Different Levels of Ned
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It should also be noted that any policy shift avrayn the state (or formal) provision
of care will, of necessity, imply an increased psan of informal care and support —
including, where necessary, accommodation supjett. as was clearly revealed at
the time when government attempted the introduatifom Code of Family and Social
Responsibility in the mid-1990s, it is difficult mot impossible, as McPherson (1993)
notes, “to impose a collective ideology of familgsponsibility onto a generation
valuing individualism and self-fulfilment rather ah self-sacrifice” (McPherson,
1993, cited in Greenbrook, 2005 p.20). Furthechsashift may run counter to some
aspects of demographic change. The ability to pewncreased levels of informal,
community-based support will likely be restricteg such demographic factors as
higher dependency ratios, increasing numbers of ewom the paid workforce, the

mobility of families, and a general decline in wateering (Schultz, 2004). Failure to
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take account of such ideological and demographittssis like to result in failed
policy outcomes (McPherson, 1993 cited in Greenlkyra005).

4.3 Housing Policy

Such a shift in health policy focus (away from desitial care towards the concept of
‘ageing in place’) has clear implications for hawgipolicy and planning also —

especially in terms of the way accommodation antices fit together to best

support frail older people and their carers (Faetki2001). Older people draw on a
significant range of services, and housing can rg@y operate as a significant

mediator in the demand for assistance and sucoestherwise) of service delivery.

Consequently, the potential for effective home-dasgre may be “very significantly

compromised for those whose housing does not affeadequate physical or social
environment in which care can be provided” (How@)2 p.16).

No longer can we afford to treat policies in redatio health and housing as separate
domains. Housing is more than shelter, particulddy those populations with
particular health needs (McNelis and Herbert, 2003)

“The combination of the right type of housing with the appropriate care and
support is essential to the government’s role of enhancing the whole of people’s
lives. Inadequate housing can diminish a good support package while a poor
support package can have a detrimental effect on independence despite the
availability of adequate housing. Both scenarios are likely to adversely impact on

an individual’s quality of life.” (Faulkner, 2001, p.10)

Inevitably, the decisions and lifestyle of peopleidg their working years influence
the circumstances in which they spend their lagary. The housing situation of older
people is the culmination of a lifetime of oppoities and obstacles (Faulkner, 2001).
Yet it is also true that “the social and physicatieonment in which older people live

has, to a significant degree, been constructedlgrs architects, builders, planners,
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politicians, welfare workers and so on ... [and] depat least in part on political
decisions and legislation as well as on social mgsions, norms and expectations”
(Drake, 1998, p.254).

Thorns (1993) suggests that, in the past, the gssumof policy-makers has been
“that the market will provide sufficient units ot@mmodation at the right price,
dictated by supply and demand” (Thorns, 1993, p.1H@wever, overseas evidence
suggests that reliance upon market processes emies the needs of the more
affluent elderly. “Those with restricted funds teiochave fewer opportunities, in part
as they become caught in poverty traps — for exaniplose not poor enough to
attract a state subsidy but not wealthy enough awe hchoice within the private
market” (Thorns, 1993, p.117). Thorns concludeg tha outlook for older people
who are not asset rich is not promising, partidularhen growth in the aged care
housing sector has focussed predominantly on throffiee middle to upper income
groups. Public housing policy has tended to comaémion older people who rent —
those most ‘at risk’ — yet they represent the migoin terms of housing status
(Robinson, 1994). Little by way of policy has begaveloped in relation to the
majority of older people who are home owners. Havewas Robinson notes, it is
those home owners with moderate cash assets whoednaps in the most difficult

situation.

“Their asset levels are too high to qualify for the Rates Rebate scheme or
assistance from Income Support, however they do not have sufficient assets to
either pay the cost of maintenance or rates themselves, or obtain a commercial
loan....Many home owners are effectively ‘trapped’ in homes which need repair,
renovation and are unsuited to their needs. They can neither afford to maintain
or adapt them, or to move to more appropriate accommodation.” (Robinson,

1994, p.13)

In their preliminary discussion documerBpilding the Future: Towards a New
Zealand Housing Strategthe Housing NZ Corporation acknowledged thismina.

68



“Many older people are asset rich and income poor, with their house
representing their most significant or only form of investment saving. In
retirement, older people generally have low incomes and can find the cost of
rates, insurance and maintenance difficult. About 5% of older New Zealanders
appear to experience quite marked material hardship, and a further five to ten
percent have some difficulties... Older private renters are likely to be concerned
about the security of their tenure in the private rental market.” (Housing NZ

Corporation, 2004, p.61f)

Both health services and housing services for gi@eple — and, until fairly recently,
the respective policies underpinning each — reféetiigh degree of fragmentation,
complexity and inflexibility. In the early 1990s dims called for a more co-ordinated
housing policy for the elderly than that which wasplace at that time, when, as
earlier noted, policy was “effectively left to thagaries of the market-place” (Thorns,
1993, p.119).

In their report on factors affecting the ability olider people to live independently
(commissioned by the Ministry of Social Policy tark the International Year of the
Older Person) Dwyer et al (1999) note that onehef iggest policy challenges in
New Zealand is to find ways to ensure older peepparticularly those with limited
means — can access a wider range of housing (aondld suggest, health) choices. In
particular, the report notes, older people needrénmoboices that provide for degrees
of supported or assisted living than currently eaisan affordable price for them”
(Dwyer et al, 1999, p.69). Even the Ministry of #bdevelopment’s subsequent
2001 Positive Ageing Status Report notes the needaf‘whole of government’
approach to housing assistance — focusing on ercladationship between the
physical aspects of housing and support servicas & means to reducing health
expenditure, improving the ability of older peopl® age in place, and thereby
delaying or preventing older people’s entry intsidential care (Ministry of Social

Development, 2001).
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Despite such an imperative, there remains a clead rfor a more co-ordinated
approach, both within and across the respectivemovent departments responsible
for developing and implementing health and hougaticy. A study by Bransbury
(2002) concluded that the housing dimension of camty care is frequently the
‘junior partner’ in terms of policy development amdsource allocation, when
compared with health planning and funding. As thieport challenges, “better co-
ordination between all local services and acrossires is required if we are to
provide more appropriate and cost effective sohgtido older people’s needs for
adequate housing and support in the future” (Branst2002, p.11)

As Davey et al. (2004) note:

“The role of government (with the dual aims of minimising net fiscal costs and
improving overall wellbeing) is to ensure that there is a co-ordinated approach
between housing providers (Housing New Zealand Corporation, local authorities,
voluntary organisations, private sector) and providers of health services, care and
support (DHBs, private and voluntary sector). This co-ordination necessarily
requires cross-sector strategies as well as leadership, with a reduction in the ‘silo’
approach to funding and continuing emphasis on the ‘whole of government’
approach to policy and the associated determination of funding.” (Davey et al.,
2004, p.180)

In light of this discussion, it is interesting tota that, in the state of South Australia,
the State equivalent of New Zealand’'s Ministry okdith and Housing NZ
Corporation have been combined into a single Depant of Human Services,
responsible for policy and funding across both sadahealth and housing. While this
has inevitably resulted in a sizeable bureauckattty, it has ensured that policy and
funding issues relating to housing are not developeisolation from the related

health issues, and vice versa.
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If we are serious about any commitment to enhanalitr people’s lives and
wellbeing, then it is essential that the ever-claggeeds and requirements of the
older population are continually assessed and eeasd (Faulkner, 2001) -
particularly in terms of public policy. This apmi¢o both health and housing needs.
‘Ageing in place’ can only be sustained if housargl support services are integrated

and operate well together (Davey et al., 2004).

Heywood et al (2002) conclude:

“A broader, richer understanding of housing, home and later life is called for so
that there might be less dissonance between what governments provide and what

senior citizens want” (Heywood et al., 2002, p.38).

71



5. Methodology

As outlined in the introduction, a key purpose bistresearch study has been to
identify emerging themes from the existing bodylitarature on the general topic of
older persons’ health and housing, and compareetlagsinst findings from the
analysis of a limited number of case studies; éffely, to ‘listen for echoes’
between the two. Each case study represents anpéxafinnovation in supported

independent accommodation for older people.

Initially it was intended to incorporate a metadgaes of any existing evaluations of
New Zealand Supported Independent Accommodatiommpt— to source such
material and extend the case study analysis bydir this material also. At the
time at which the thesis proposal was being deweslpfi was acknowledged that the
inclusion of a meta-analysis would be dependenhupe availability of (and access
to) independent evaluative material. As it has ¢driout, there has proven to be a
paucity of such material. What limited material watsle to be sourced lacked the
objectivity required for inclusion. Invariably, duenaterial had been prepared either
in support of a funding proposal prior to the eksdnent of an initiative, or as part
of subsequent reporting process back to a funaet tfzerefore heavily influenced by

that funder’s specific reporting requirements).

Accordingly, the methodology used in this thesis, lta a certain extent, ‘evolved’. It
reflects aspects of what Patton (2002) refers temergent design’ — an “openness
to adapting inquiry as understanding deepens asdlations change” (Patton, 2002,
p.40). This enables the researcher to avoid mgid design methodologies, and to
more responsively explore emerging research pathw&ych a methodology draws
upon a number of approaches. It reflects aspectgafnded theory — a range of
research techniques, often differentiated accorthnghether they take a deductive
or inductive approach to data analysis (Rice & EZ809). Given the breadth of
material considered, it also continues to incorfgraspects of meta-analysis.
Although strictly speaking meta-analyses are caisgd as a quantitative research
technique, variations of this form of analysis arereasingly proving useful as a
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means of comparing both quantitative and qualiéatiata pooled from a variety of
different studies — as is the case in this theBecause the data is not pooled
uncritically, each study drawn upon is able toreated as a component of the larger

meta-analysis.

While there is no one correct or uniform way to dwoct qualitative research
(Mantzoukas, 2004, cited in Jera 2005), methodo#ilyi this thesis best sits within
what Thomas (2003) describes as a general induetppgroach. Such a general
inductive approach is increasingly used in heahld gsocial science research. Its
primary purpose, as such, “is to allow researctifigs to emerge from the frequent,
dominant or significant themes inherent in raw datahout the restraints imposed
by structured methodologies” (Thomas, 2003, p.Bjnerging themes or categories
are developed by studying the text data repeatediysidering possible meanings
and how these fit with the emerging themes/categorin this way, it provides a
systematic means of analysing qualitative mateviare that analysis is still able to

be guided by specific objectives.

As its name suggests, the general inductive apprabaws key themes/categories to
‘emerge’ from close reading of the text data beingipared. However, within this
methodology, thesemergingcategories are also able to be ‘cross-checkedhsiga
existing categories. The key strength of such an approsdhat it allows for
qualitative comparison between the themes inhemenexisting data and any
additional themes emerging from close analysishefdase studies themselves. In
doing so, such a range of research and evaluat@terial — each valuable in its own
right — is given ‘added value’ by providing the tsafer further comparative analysis.
Within this general inductive approach, the contiextdata analysis is able to be
determined bottdeductively(guided by the research objectives for example) an
inductively (through multiple readings and interpretationstioé data) (Thomas,
2003).
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During the course of this research project, the jRblished a substantial and
comprehensive summary of UK literature regardinglet® of supported independent
accommodation for older people (Croucher et al 6200 identified a number of key

themes emerging from this literature.

While this material was neither available nor eaged at the time the research
proposal for this thesis was being developed (and &urther expression of Patton’s
notion of ‘emergent design’), use of the themesimagi from the JRF material has
nonetheless proved consistent with the generalcingu methodology chosen. The
themes identified in the JRF project provide a wiskfns through which to analyse
the case study material — addressing the quesflanwhat extent do these NZ
examples of SIL reflect the findings of similar oseas research?’ Such thematic
analysis also reflects tlieeductivecomponent outlined in Thomas’ general inductive
approach. Any further themes that emerge — beyboskt identified within the JRF
material — in turn represent theductive component that in part distinguishes the

general inductive approach from other content asiynethodologies.

The case study approach was chosen because dedfthe opportunity to explore
the extent to which findings from local and ovessessearch — in particular, the JRF
material subsequently published — were being detraied as emerging examples of
supported independent accommodation within the Mealand context. Six aged
residential care facilities were initially iden&afl as potential case studies. Each was
identified on the basis of innovation — that isattihe model of SIA that each
represented reflected a degree of innovation, venetiiiat be in terms of building
design, for example, or the nature of tenure, @ tinganisation’s financial or
management structure. Three of the case stuckesified were already known to the
researcher through his own work in the health secfo further two were
recommended as examples of innovation by the theaf &xecutive Officer of the
Retirement Villages Association. A further facilibriginally identified declined to
participate. However a sixth facility was able te mcluded, arising from the
researcher’s attendance at a seminar on suppooteginig options for older people,
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initiated by the New Zealand Council for Christi&ocial Services. As noted, in
selecting these particular case studies, the iotenvas to explore a range of
innovation. Reflecting what Patton (2002) referasoa ‘mixed purposeful sampling’
approach, the case studies chosen reflect notamliversity of design, tenure and
management structure, but also provide examples both the private and not-for-

profit sector, and offer some insight into the was models of intersectoral
collaboration that are emerging in the aged cacehmusing sectors. Ethics approval
for the research project was sought from and gdarig the Human Ethics

Committee of Victoria University, Wellington.

Those responsible for the management of eachtfavikere contacted — initially by
telephone — to determine their willingness and labdity to participate in the
research interviews. As noted, one potential rebeparticipant declined at this point
— in part because the facility had participated mumber of research projects already,
and was seeking to limit further involvement. Onegbal consent to participate in
the research had been obtained, an outline of ésearch project was sent to
participants (Appendix 1), along with a consentfqAppendix 2). Interviews were
conducted between September 2005 and June 2006plkowled a semi-structured
format (as outlined in the following chapter). Iniews were audio recorded and

later transcribed for subsequent analysis and tiegor

In terms of research validity, Thomas (2003) suggtist the ‘trustworthiness’ of the
findings from such an approach may be assessedrwmder of means including
independent replication of the research, compasiswith findings from previous

research, triangulation, or feedback from resegqatiicipants. In the case of this
research project, while use of the JRF materialiges a level of comparison with
previous studies, the key means of assessing Mwusiwess (and thereby
determining validity) has been to provide the siase study interviewees with the

opportunity to read and correct the reporting amal\ssis of their interviews.
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6. Case Studies

6.1 Introduction

As part of the original thesis design — and, aeaoh the preceding chapter — the
researcher proposed interviewing a small numbenariagers from a range of aged
residential care facilities. The facilities weremdified on the basis of innovation. As
also noted in the previous Methodology section, shefacilities finally included
were selected on the basis of the researcher’sesyerience in the health sector, and
upon advice from others involved in the aged retdidecare and retirement village
sectors. Each facility offered some form of Suppdrindependent Accommodation.
Further, each, in its own way, was considered ttakig an innovative approach (be
that in terms of the support offered, or the inadwj@nce afforded residents, or of the

accommodation itself).

Of the six facilities initially identified, five othe managers indicated a willingness to
participate — however in one instance the invitatio participate was declined. As
noted, a further facility was subsequently ideatfito ensure a sufficient number and

diversity of case studies for the purposes of latenparison.

The six facilities participating in the researcleet a range of ‘not-for-profit’ (social
service) and ‘for-profit’ (private sector) modeis,both rural and urban settings, and
represent both a variety and combination of levélsare — from largely independent
care, through to rest home, hospital and demeetiel-care.

In order to recognise and respect any potentialnceroial sensitivities, the managers
participating in the interviews were assured tha tdentity of their respective
facilities would not be disclosed. Accordingly, ihe following case studies, each

facility is identified by number only.

As noted in the preceding Methodology chapter, eade study interview followed a

semi-structured format, with discussion guidedh®sy/following questions:
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i.  Why was this particular model of SIA chosen?
ii.  What do you see as its distinctiveness?
iii.  What have been the key learnings from adopting ancipproach?
iv.  What do you see as the strengths and weaknesss gfdtticular approach?
v. If you were to undertake such a development agdatwf anything,

would you change?

In reading through the following case studies, #&ynibe noted that some appear to
give greater weight to the accommodation dimengibthe facility, for example,
while other case studies explore in more detailrtheire of the care that is offered
residents. This reflects the varying emphases adhescase studies chosen. As noted
above, some provide examples of innovative appemth accommodation design,
while others demonstrate innovation in terms ofrth&ure of support offered or the
independence of residents — or, indeed, how theeefactors interact. While the
term ‘supported independent accommodation’ wasetbiprior to the case study
interviews being undertaken, it has proved useafutiélineating such variation in

emphasis — that is, between the support, indepeedanraccommodation offered.

6.2 Case Study 1

Background

The facility visited in Case Study 1 is a substntetirement village located on the
outskirts of a North Island city. Established i timid-1990s, the retirement village
currently provides a range of two and three bedrailfas, one and two bedroom
townhouses, and one bedroom apartments — currevely 100 units in total, though
further planned expansion will see the village grmvmore than 200 individual

residences.
Adjacent to the village is a private (aged careypiial — a separate complex, operated

as a distinct legal entity, though established,ket&d and managed in conjunction

with the retirement village. The private hospitalgently expanded to 90 beds, offers
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a range of aged residential care including contiguhospital level) care, dementia
and psychogeriatric care, together with a recewoihened private medical and

detoxification unit.

The Managing Director of the private hospital waseiviewed on site for the

purposes of this case study.

Distinctiveness of the Model

At a time when many aged residential care facditare endeavouring to offer

services that span the so-called continuum of eatbat is, independent living,

together with contracted rest home, hospital anchedtgtia care — this model is

somewhat unusual in that it has effectively ‘skigipde provision of rest home level

care, at least in the traditional sense of progdiest home level beds, on either a

private-paying basis or under contract to the |axdB.

Normally — that is, according to the usual contimuaf care — those living in the

adjacent retirement village would, if assessecdegsiring such care, be able to make
the transition from their independent environmémnoagh to rest home level care and
onto hospital level care. That this facility hasatéd not to provide rest home level
care could be seen as both unusual, and also @dtgrtisadvantageous to an older
person seeking such continuity of care; particuléol those who have entered the
adjacent retirement village, expecting that theyuddobe able to access such a
continuum. The facility has deliberately soughtamdress this ‘gap’ through the

development of a hospital facility that has beesigteed, built and is resourced in
such a way that a range of health care servicagtually to the equivalent level as

rest home care — can be provided to retiremerdageliresidents without the need for
them to become ‘resident’ in the hospital/demeaiaplex.

The hospital complex — in its design and staffingas intentionally included services

and resources well beyond those required to meebittractual obligations in terms
of hospital and dementia level care. It offers egiee physiotherapy facilities

78



(including a hydro-therapy pool) and a number aficlrooms for nursing staff and

the facility’s contracted General Practitioners §6FOn days when the GPs visit the
hospital/dementia complex, they are also able terainic services to residents of
the retirement village. This essentially providesnadical practice adjacent to the
village — and therefore more accessible for resgihran having to travel into the city
to visit a GP.

In addition to this — and in return for a nominaéf(at the time of interview, $1.00
per day) — retirement village residents are alde & access the hospital’'s nursing
resource in the same way as they might a practiceng service in the city. At the

on-site clinics the hospital’s nursing staff ardeatn undertake blood tests, wound
care, diabetes and blood pressure checks, flu vaibons, etc. — again avoiding the

necessity for travel into the city.

The provision of this range and level of healthveers to the retirement village
residents is intended to obviate the need for theranter rest home level care. In
other words, they can access a level of health tetewill enable them to remain
resident in the retirement village until such tiasethey need significantly higher and
more complex levels of care — i.e. hospital lewale¢ involving the provision of 24

hour nursing oversight, or dementia level care se@ure environment.

Strengths and Weaknesses of the Model

The integrated model of care presented in this sasty stemmed originally from a
desire to offer a higher standard and more extensinge of services to aged care
hospital residents than the limitations of the ferrfacility and existing levels of state
funding would permit. By developing and operatihg thospital/dementia complex
(with residents’ care funded through the stateesy$tn conjunction with a privately
owned retirement village (operated along purely m@rcial lines), it was anticipated
that economies of scale would be achieved. It wdsmended that profits from the
retirement village would cross-subsidise the agedidential care complex.
Nevertheless, it was accepted that the latter woplerate at a significantly lower
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level of financial return — given the financial estment required to establish and
maintain a complex offering higher staffing ratiasi|d more extensive services and
facilities than those required under the standgetiaesidential care contract. It was
also recognised that such services and facilitiesldc only be economically
sustainable if they were also to be made availéblthe residents of the adjacent
retirement village residents on, effectively, agupays’ basis.

According to the Managing Director the model has)arge part, proved to be an
effective one. Some anomalies were, however, ifiedt- primarily relating to the

absence of contracted rest home level beds ingbeé @esidential care facility.

Increasingly, residents were moving into the retieat village with higher and more
complex health needs — sometimes on the vergeqoiirneg rest home level care.
This is a common trend nationally and internatignal particularly when a couple
move into a retirement village, the move promptgdabdeterioration in the health

status of one but not necessarily both partners.

Where a resident had been in the retirement villagesome time — and therefore
feeling settled and secure in that environmentey thiere more likely to draw upon
the range of health services available throughhibspital complex. In comparison,
where a resident had more recently arrived in gtieement village — and especially
if their health needs were already at a higherllevihere was a tendency for such
residents to ‘move on’ into rest home level cararaither facility. A corollary of this
has been a higher than anticipated proportion efnibspital and dementia residents
admitted from other facilities in the city, as caangd with the number admitted from
the retirement village — suggesting that the mbdsl not been as effective in offering

a continuum of care as had initially been envisaged
A further anomaly noted related to the funding e€sident’s ‘rest home level’ care.

Whereas — subject to income and asset testinghibicss— an individual entering a

rest home may qualify for a level of state-fundeste¢ those resident in this
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retirement village (and receiving an equivalenteleof care through the complex’s
hospital staff and facilities) must meet the fudst of such care themselves. This has
been identified by some as a disincentive to emgeor remaining in the retirement

village.

In response to these factors, the facility’'s manssyg were investigating the
possibility of offering rest home level care frohetaged residential care complex —

following completion of an already-planned extensio the existing hospital facility.

6.3 Case Study 2

Background

The facility visited in case study 2 is one of atteasive number of retirement
villages owned by one of New Zealand’s larger malaetirement village operators.
It is also one of a number operated by this compantis particular North Island

city.

The facility offers two levels of accommodation 332Independent Living and 15
Serviced Apartments — determined according to ekiellof care offered to residents
by each. As its name suggests, the Independemd_umits offer a greater level of
independence, with residents able to be as invoiwedhe life of the village
community as they choose, yet with the securitypath a 24 hour emergency call
system. The Serviced Apartments, on the other haffei a higher level of care,
designedor residents who require extra assistance in thayrto day life while still
maintaining their independence in the privacy @tlown unit. Apartment residents
can receive a range of services including regutarsbhold cleaning, laundry, meals,

personal care and medical care.

Unlike some of the other case studies explored d; amdeed, unlike many other
retirement villages (both nationally and withingtparticular company) — no DHB
contract is held for the provision of aged residd@ntare at either Rest Home or

Hospital level.
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The interview was conducted off-site with the GialiTeam leader from the facility.

Distinctiveness of the Model

As noted above, one of the distinctive aspectshisf flacility — in comparison with
most others within the company and across the &eént Village industry nationally
— is that, by not holding contracts for either Rekime or Hospital level aged
residential care, it offers a more narrowly defimange of Supported Independent
Accommodation than many of its competitors. Wherediser providers have
endeavoured to span the so-called continuum of @ independent through to
higher levels of support), this facility has elette offer accommodation only at the
more independent end of that spectrum. They haoxgeber, endeavoured to mitigate
this narrower range by piloting — in partnershiphwtheir local District Health Board
(DHB) — a ‘site specific’ home support contractabling them to offer a level of
DHB-funded care that would normally only be conteacto an external Home Based

Support provider.

In the more usual approach to the provision of eace support within the Retirement
Village sector, residents either purchase a le¥edugh care and support from the
facility (on a private paying basis) or, if theyeaassessed by the DHB’s Needs
Assessment and Service Coordination (NASC) agescsequiring such care, may
receive it on a funded basis, with care delivergai external provider contracted by

the DHB to provide such a service.

Traditionally, two levels of Home Based Support édneen funded — personal care
(providing assistance with bathing, dressing, skare, hydration, oversight of
medication-taking, etc), and household managenpoviding assistance with more
basic household tasks such as cleaning, meal @atéeparlaundry, etc). Household
management is means tested — i.e. only normallijjadnka on a government-funded
basis to older people holding a Community ServiCesd. For this reason, many
retirement village residents — where a significkevel of capital investment and
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ongoing income is required to enter and sustailease in such an environment —
will not qualify for the household management comgr@t of Home Based Support
services. In such cases, these residents — shoeydréquire such support — would
normally purchase these directly from the facilithe personal care component of
Home Based Support, however, is not means testeldiesidents requiring such care
— as determined by the NASC — would normally reeesuich care fully funded

through a DHB-contracted provider.

A number of retirement villages (including this drieave noted the difficulties
associated with such a complex arrangement. In mdsn settings, DHBs will
contract a number of Home Based Support providevdth older people thereby
guaranteed a level of choice as to which provitley twish to receive support from.
As a consequence, a retirement village may fintlahrange of Home Based Support
providers are delivering care to their residentsver and above what they may
provide. In fact, given the means testing of thaseeiving the household
management component of Home Based Support, ibtisimusual for a retirement
village resident to be receiving DHB-funded perdocare through an external
provider, and assistance with household tasks tranretirement village’'s own staff

on a private paying basis.

The retirement village in this case study had iifiext this problem. They noted, for
example, that their own support staff — as a resfuheir direct contact with residents
— may identify situations where the external sup&ing provided was either (in
their view) inappropriate to the needs of the resid or apparently not being
delivered to the standard or level that they beliethe resident’s allocation of care
indicated. In many instances, this was due soteyp¢ amount of care allocated to a
client — e.g. 7 hours per week — needing to accodateotravel time as well as actual
care delivery time. Further, when the daily taskyroaly take half an hour, a greater

allocation of time allocated may not be utilisedhe benefit of the client.
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In response to these concerns, the facility appr@dcheir local DHB with a proposal
to pilot what amounted to a ‘site specific’ HomesBd Support contract. The facility
suggested to the DHB that residents were not raxgitheir full or the appropriate

allocation of care, and also that the DHB was rmtirgg the best value for money for
its investment in such care (as not all of the koaltocated to a provider for a
particular client necessarily translated into achears of care delivery). In the view
of the facility, such a contract that would enatblem to provide funded care to their
own residents assessed as qualifying for such tta@egby overcoming many of the

aforementioned complexities and inequities.

The DHB agreed to a pilot of this initiative — irarp on the understanding that
residents in the retirement village could chooseeteive their care either from the
retirement village itself, or from an external HorBased Support provider, thus
retaining their freedom of choice.

Strengths and Weaknesses of the Model

At the time at which the case study interview wasducted, this ‘site specific’

initiative was still in its pilot phase — and thelypone of its kind in the country. The
facility had, however, recently been successfullfited against the relevant Health
and Disability Sector Standards for the provisidnHome Based Support, and
informal feedback from residents, facility staffdathe DHB (both Planning and
Funding, and NASC staff) was reported in the inawas being entirely positive

about the pilot contract.

In particular, the ability to provide care by stafh site’ (as opposed to an externally-
contracted Support Worker travelling to the fag)lihas enabled care provision to be
individualised to a resident’s needs to a far gneaxtent. Staff turnover in the

facility has been relatively low (in comparison wihe Home Based Support sector),
meaning greater continuity of care for residentesMmportantly, care has been able
to be ‘packaged’ in smaller time allocations thanexternal provider — needing to

balance direct care provision against travel time/culd be able to manage. For
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example, where an external provider may only be ébljustify a Support Worker
visiting a client for an hour or two daily, the fiy — with staff visiting a number of
clients — has been able to deliver the same quaafware in smaller increments, and
on a more regular basis (e.g. visiting a residgntoufour or five times a day, but for
shorter periods of time). As a result, resident2ds have been addressed in a more
flexible way, and more closely monitored. Similadhecause care is not provided by
way of a geographic ‘run’ — i.e. where an exterBaipport Worker will visit a
number of clients in a particular area of town @gence — residents who may, for
example, prefer an earlier shower to a later onee haeen able to have such
preferences accommodated. Nor has the provisionrsush DHB-funded care
precluded residents from continuing to purchasetiaddl care (on a private-paying
basis) over and above that funded by the DHB —raaglication supervision (as the

DHB contract only allows for prompting of medicatiaking).

The service itself is provided by a team of traimede workers, working under the
supervision of a Registered Nurse. The role of Registered Nurse was seen as
significant — providing the ability to closely meomi resident care, and enabling a
‘case management’ approach to the coordinatiomaif ¢are. The Registered Nurse
also acts in a liaison role with the DHB, maintamia strong level of direct

communication with the NASC.

Not only has this service resulted in high levdisatisfaction (over 96% according
to a recent resident satisfaction survey), butetlage clear indications that it has, in a

number of instances, forestalled premature entoyaged residential care.

In terms of weaknesses, the facility manager cemsd both the DHB’s current
funding model and their referral model as unnecdgsaumbersome. It was
suggested, for example, that if such a service ableto be bulk-funded (as opposed
to the current ‘fee-for-service’ model, where paris are paid according to the hours
of care per client delivered), then care could bavided in an even more flexible
manner. Similarly, it was suggested that if thelifsgovere funded simply to provide
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the service — i.e. there was no need for residientse individually assessed — then
care could be provided in a timelier manner. Theetu needs assessment process
can take up to three weeks from the time the fgatiakes a referral to the NASC, to
when the facility is approved to provide fundedectéw a resident. Nevertheless, it
was noted that the facility had maintained a goamtkig relationship with the
NASC, and that, over time, assessment and reassespnocesses had become more

flexible and responsive.

While not a weakness of the model as such, it veasdnthat, in the absence of the
availability of either Rest Home or Hospital lewalre on site, residents at the facility
do not have the option of moving to those levelsarke within the village — i.e. when
they do need such care, they must move from thiityato another provider.
Conversely, however, the pilot contract has enalbhedfacility to provide a more
comprehensive model of care to its residents, &lgyarecluding in many cases (or

at least forestalling) the need to move.

Finally, despite the success of the pilot, andgaent company’s hope that similar
contracts may be negotiated for their facilitiesother DHBSs, this seems unlikely in
the current contracting environment. While, as dotédove, DHBs endeavour to
contract a sufficient range of Home Based Suppoovigers to ensure a level of
client choice, it seems unlikely that they wouldegnnto site specific contracts with
any one retirement village operator, given the @deat this would set, and

potentially the plethora of such contracts DHBslddhen be faced with managing.

6.4 Case Study 3

Background
Case study 3 is a rural initiative that represenpartnership between a large not-for-
profit social service provider, and the Districtudail in the area where the aged care

facility is located. Additional financial supportas provided through Housing New
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Zealand’'s Housing Innovation Fund. The Regional r@pens Manager for the
service provider was interviewed for the purpodahis case study.

A unigque solution to combining housing and caredsefer older people in a North
Island rural community, the complex itself origilyalcomprised 16 pensioner
cottages owned by the District Council. A furthewdits have subsequently been
built (along with a recreation/dining/kitchen fawjilfor use by the residents) funded

by the Housing Innovation Fund, together with Idcadraising.

While the social service organisation that speatbédahe development already had
an extensive involvement in the aged residentie¢ sactor in the North Island, the
nature of this development represented a significeparture in terms of both its

development and the nature of the concept.

The organisation’s initial involvement came at tequest of a local community trust
that had been endeavouring (unsuccessfully) foumber of years to secure rest
home level care in their small rural community. digh local fundraising, some
funds were held towards such a development. Howenethe absence of support
from the local DHB towards the project in its iaitform, no further progress had

been made.

Having reached a stalemate in their negotiatiorik tiie DHB, the community trust
approached the social service organisation — githe&t organisation’s existing
involvement with service provision in the area -sé if they could assist in any way.
Initially, they also saw merit in the idea of deMgihg in-patient beds for older people
in conjunction with the medical centre. Again, heee the necessary DHB support

for such a venture was not forthcoming.
The organisation was also aware that the locakibisTouncil operated a block of 16

pensioner cottages. These were of somewhat dageghdeeasonably run-down, and
significantly under-tenanted. At least half wereoceupied, with older people
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viewing a move to rest home care (even if in anotleenmunity) as a more attractive
option. Likewise, given their low occupancy, thestict Council could neither
justify nor afford to bring them up to a higherrsiard.

By this time, the organisation had found itselfyptg a facilitative role in the process.
Through its involvement as a service provider ia tommunity, and through its
discussions with the community trust, DHB and Dist€ouncil, it began to identify
an emerging ‘synergy’. The issue of social isolatiftor older people in the
community was well-recognised — as was the redhst, in the absence of any
appropriate model of supported independent accoratimodand care at a local level,
a move into rest home level care further afieldabee, for many, the only option.
The community itself, while host to an under-uéitismedical centre and an equally
under-utilised pensioner housing complex, nevee$wlhad a strong sense of
community identity and spirit — evidenced by thawn efforts in fundraising.

So, despite (at this point) a lack of support fithke local DHB on the Medical Centre
proposal, the focus shifted to better use of thestieyy pensioner cottages —
refurbishing these, and ‘wrapping around’ themweell®f support to the older tenants
in their own units. In order to facilitate this,ettistrict Council granted the social
service organisation an 80 year lease on the passioottages, with no rental
payable in the first five years. The social servirzganisation, has in turn, taken
responsibility for the management and maintenantethe cottages, and the
employment of a part-time support worker (five roper day, five days per week).
As noted earlier, a recreation/dining/ kitchen liachas subsequently been built, and
the complex has been extended by a further fous,uagain with support from the

Housing Innovation Fund.

Distinctiveness of the Model

This initiative is notable not only for its innowa nature, but also for the manner in
which that concept evolved. It represents a veydgexample of a local response to
local need. It is also an example of the importamicmtersectoral collaboration — in
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this case, between a not-for-profit social seryipavider, Housing New Zealand, the
local District Council, and a local community trugiach has made a significant
contribution to the development and ultimate susaafsthis model. It arose in the
first place from the community’s inability to negue collaborative support from
their local DHB. In other words, an intersectonaitiative arose despite the DHB,
rather than — at least in the initial stages ofl@gelopment — as a result of its support.

It has also taken particular account of the locadtext. Firstly, the community itself
had identified the issue of ‘social dislocatiom. the absence of a rest home, older
people had no option but to move out of their comityuin order to access
residential care. This situation was further coommed by the community’s
relatively poor socio-economic situation. As a tesmany families didn’t have the
necessary resources (e.g. money, transport) teltoax-of-town to visit their older
relative should they be placed in residential care.

Finally, in terms of process, the community trustsus on establishing an in-patient
Medical Centre had effectively stalled in its owfiods to negotiate a community
response to this issue of social dislocation. mdbight, it was the initial refusal on
the part of the DHB that lead the community trusd athers to explore other more

innovative options. In the words of the Operatibfanager:

“We were the missionaries. We went in there and sold them the idea — that we
would build on the capacity in the community — and then let it go, let the

community carry on with what it needs to do.”

Ironically, as soon as the community sensed thatetiting new and innovative
might be possible, demand for the existing Dist@iouncil pensioner cottages began
to increase — even before the project itself wabksed.

The result is a small rural community that, whtlatill doesn’t have the rest home it
had once envisaged, nevertheless has a viableatiter. Instead of coming off the
farm or from their own home and having to head autown into a rest home, this
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community’s older people now have the option of doost rental pensioner units
with access to a support worker five days a weekl ® a communal centre —
resources many other pensioner housing complexesiadoprovide. It is also

interesting to note that, despite the age of thi@irpensioner cottage housing stock —
built in the late 1950s to early 1960s - little wdene by way of physical

modification. In other words, the appeal of thetsimvas increased not by way of the
physical upgrade of the units as such, but ratii¢h® services and support ‘wrapped

around’ the complex and its residents.

Strengths and Weaknesses of the Model

In the case study interview, the manager respanddl the initiative identified the
financial structure adopted in relation to the pobjas both a strength and a weakness.
He noted the important distinction between costetifeness and longer term
financial sustainability. From a cost-effectivenpssspective, the project made good
use of existing housing stock, with little addi@ninvestment. Similarly, the
intersectoral nature of the initiative ensured tiwts were shared across a number of

organisations, rather than falling disproportiohaten any one.

Nevertheless, some level of investment was requaed therefore some level of
return on that investment also needed to be evidemtder to secure the longer term
sustainability of the project. It is interesting note that, two years after this case
study interview was conducted, the organisatiomlved in the establishment of this
particular initiative has withdrawn from any onggimvolvement — largely due to
reasons of financial sustainability. It has, howewmdertaken a further initiative —
along very similar lines — in partnership with arest District Council. In this new
initiative the District Council is leasing the otdgersons’ units to the social services
organisation, which in turn charges a sufficiemtaéto cover the cost of maintaining
those units. This has been seen to reflect a nouitable sharing of costs involved

than that of the original case study.
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Another strength and weakness of this model has healetermination to remain a
‘low-cost rental’ alternative to the more commoigéhce to occupy’ approach taken
by many retirement village operators. In the latterancial sustainability is ensured
by the regular turnover and re-sale of units. ki ¢ase of this case study’s low-cost
rental approach, however, no commercial returroighbt. It has been established —
quite intentionally — as a social service. Thisrapph has challenged the long-term
financial viability of this model. On the other tthit has made affordable a model of
care that would otherwise have been out of reachofder people in this rural
community. While it may not have provided a longitealternative to residential
care, it has certainly provided a means of foréstplearlier entry into residential
care than would otherwise have been the case,bthemeabling a group of older
people to remain socially connected to their racahmunity — ‘ageing in place’. This,
in the view of the manager interviewed for this ecadudy, has been its critical
strength — and the key reason why the organisd@sncontinued to seek to roll out

and refine the model elsewhere in their region.

6.5 Case Study 4

Background

Case study 4 reflects a communal concept of suggandependent accommodation
whereby a group of older people live together ipuapose-built home, with the
support of a live-in housekeeper. Developed andag@ah by a not-for-profit trust,
this particular facility consists of a large staaddne house, located on the outskirts of
a North Island city, and accommodating up to tesidents and a housekeeper. With
accommodation provided on a rental basis, eacdeeshas their own bedroom and
access to communal areas. Rental was, at the tinmdeoview, set at $245.00 per
week, which includes accommodation, food, powed, arshare of the housekeeper’s
wages. It was felt that this rate compares favdyrabth the outgoings an older
person would face were they renting from HousingvMealand or a City Council. A
key principle for those involved in the establisiminef the complex was that it be

affordable to older people whose only income wamfiNational Superannuation.
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One of eleven such facilities now established thhowt New Zealand — each
operated by its own incorporated society, and togyeproviding accommodation for
some 90 residents — this particular facility wascadlly opened in 2005, after five
years of voluntary planning and fundraising. Furidspurchase the land were
provided through a local benevolent trust, and tanson of the facility itself was

significantly assisted by Housing New Zealand’s slog Innovation Fund.

Adopted from a similar model in the United Kingdothe philosophy underpinning
this approach to supported independent accommadatithat older people should
have access to locally based, affordable, famiiedt housing — with volunteer
support actively assisting them to enjoy a secund &appy life within the

companionship of a small household.

The case study interview was conducted with ong¢hefsteering group members
involved in the initial planning and establishmeot the local society, and

subsequently the facility itself.

Distinctiveness of the Model

Unlike other facilities documented in these caseiss, this complex is fully ‘stand-
alone’. Residents are expected to care for therasghnd, apart from the provision of
a housekeeper (who provides residents with two sreealay, and cleans the facility’s
communal areas) no other support is provided. Eurtthe local society is not
involved in the provision of rest home or hospiéadel care. In fact, new residents are
required to provide a medical certificate demonstga that they can live
independently without the need for such supportsubsequently, a resident’s health
deteriorates or they become less independent thiegnwould be able to access DHB

funded home support as if they were living in tleeim home.

The initial impetus for the development of the liagicame from a suggestion from a
local Age Concern staff member that such an accomatian option was needed in
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the city concerned. A coordinated approach to $@mavice delivery by various

agencies had already been established, and a nuohbagencies were already
operating from shared facilities on a large sitetlom outskirts of the city — the land
having been purchased from an existing religioud aelfare sector agency. The
suggestion from Age Concern was consistent withsth@al service agencies’ own
demographic research, and, with adjacent land aailfor purchase, it was decided
to proceed with the development of older personsbmmodation. Specifically, the

group involved in the initial planning stages widhe address the accommodation
gap between ‘own home’ and ‘rest home’ — and fet this concept best suited that

intention.

At the same time as work was being undertaken tabksh a local society,
discussions were being held between the organmstimational coordinating body
and Housing New Zealand, exploring the potentialfiftancial support, utilising the
recently launched Housing Innovation Fund. Whilethat stage, these discussions
were at a more general level — i.e. not specifycalitused on this particular project —
this case study subsequently became the first sgiore of a partnership between
Housing New Zealand and a local not-for-profit stgito build housing for older
people. In return for their financial support, HmgsNew Zealand secured allocation
rights to 50% of the facility — i.e. the ability tmminate half of the home’s residents

according to their own selection criteria.

An approach for financial support was also madth&local City Council, with the
suggestion that the Council secure mortgage-funftinghe project (at, presumably,
a more competitive rate than the local society @atself negotiate). While the
Council was unable to provide such support, inréh&r expression of intersectoral
collaboration, they provided the society with amwal grant, equivalent to the
differential between the mortgage rate that thédye-Council — could have negotiated,

and that secured by the society.
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Strengths and Weaknesses of the Model

Through the course of the case study interviewrabar of strengths and weaknesses
emerged. Clearly, on the continuum from full indegence in one’s own home,
through to nursing care in a residential facilityg concept holds a somewhat unique
position. It has been described — not entirely tfaosly, nor with any implied
criticism — as a group of older people flatting @tger. Where the concept is not
unique — particularly when considered alongsideesofithe other case studies — is in
terms of the significant role intersectoral colledd@mn has played in its development
and implementation. Representatives from a numbeexisting social service
agencies identified an accommodation gap, and neigabto this by establishing a
local society — itself linked to the structure argbources of a national parent
organisation. From there, the necessary finaneippsrt to purchase the land and
undertake development came from various sectors neluding charitable
organisations and both local and central governr{rearnely the local City Council

and the Housing New Zealand Corporation).

The model has not, however, been without its obessaand challenges. During the
three years prior to the opening of the facilitylist had been compiled of older
people who had indicated interest in residing therbaving either heard of the
concept, or read of the facility being establishad.the time the facility opened,
however most of those on this initial list had eitfound alternative accommodation
— including, for many, entry into aged residentiate — or for other reasons chose not
to move in. Given Housing New Zealand’s allocatimits to half of the rooms, the
society only needed to find five initial residengsd had fully expected that all ten
rooms would be allocated by the time the facilifpeped. Yet, at the time of
interview — some three months after the facilityd rkgpened — there were still a
number of vacancies, with Housing New Zealand alsable to fill their five room
allocation. One factor was the location of the Ifgcisome distance from the centre
of the city, and on the same campus as a larga-agéncy social service complex.
Around the same time as the facility was openihgg $ocial services complex was
the centre of some local controversy, as the twsting the property offered to make
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land on the campus available to the Ministry oftidesfor the establishment of a

residential youth facility (Ministry of Justice, @6).

Further, it was noted in the interview that inijibjections as to the size of the target
population may have been overestimated. It seems while the facility fills an
important gap in the continuum of accommodationdidier people, it does represent
something of a niche market — particularly considgthe range of criteria (income
level, health status, level of independence sougfia), that underpin this model of
SIA. In an effort to raise both awareness of anahaled for the facility, the society
has begun marketing the concept to local aged eesal care providers and
retirement villages, as they may be able to refaemtial residents for whom, by
virtue of either their health or economic statusis tparticular model is more
appropriate. It is perhaps also worth noting thdtile the demand for this model of
SIA may be small, nevertheless the fact that eleseoh facilities have been
established throughout New Zealand attests to e ghis model holds within the

wider continuum of accommodation and care.

6.6 Case Study 5

Background

Case study 5 relates to a ‘religious and welfamevigler within the not-for-profit
sector, offering both rest home and hospital l@ak, and a number of Licence-to-
Occupy (LTO) units. A number of other facilitieseapperated by the organisation
throughout the North Island. The organisation’sie€Executive Officer was
interviewed for the purposes of this case studye ifiterview was undertaken on the
writer's behalf by another researcher, as a supghérto associated research being

undertaken for another organisation.

A long-standing provider of aged residential carehis particular community, the

organisation, in the early 1980s identified a nemdLTO units which were lower-
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priced than others available in the market — yat ttould offer residents a similar
security of tenure. As a result, 18 two bedroonlatsavere built.

The organisation has subsequently identified ah&urtgap in the supported
accommodation continuum — between the fully indéeah units, and rest home
level care. In response to this perceived needytadr 13 one bedroom apartments

have recently been built, within the rest home clemp

Distinctiveness of the Model

Often — as outlined in the other case studies retlea relatively clear line drawn
between the provision of independent accommodatiwhrest home or hospital level
care. Indeed District Health Boards, in contragtfar the provision of rest home
care, have to date been justifiably wary of th& o providers ‘double-dipping’ by

receiving the full aged residential care subsidi¢h includes an accommodation
component) while at the same time charging sedgrde accommodation (by way

of rent, or a licence-to-occupy).

In negotiation with their DHB, however, this orgsaiion reached an agreement
whereby the risk of ‘double-dipping’ was effectiyelullified. It was anticipated that
residents would purchase their LTO apartment whiy still maintained a high level
of independence. If they were subsequently assessepialifying for Home Based
Support services, these would be provided to themabcontracted community
provider in the usual way. However, if that samsident was subsequently assessed
as requiring rest home level care, at that poirirthicence-to-occupy for their
apartment would be terminated, and the usual agreefmor the provision of rest
home level care (including a contribution towards tost of accommodation) would

be initiated.
The 13 new apartments have been purpose-builtcibtdite this arrangement. They

are physically attached to the rest home compleenable the smooth and safe
delivery of rest home level care. Yet they als@othe residents fully separate and
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independent access to their apartments — i.e. utitthee need to go through the rest
home complex itself. Significant consultation toplace between the provider, the
Ministry of Health and the DHB to ensure that thesign of the apartments would
meet client expectations, yet also meet the stasdaquired for the provision of rest

home level care — for example, the provision of arefa showers.

Strengths and Weaknesses of the Model

In the course of the interview, the Chief Execut®i#ice described the organisation
— in terms of this project — as something of angai-pig’. In developing this model,
the organisation was entering uncharted territoryact, at the time of the interview,
while the DHB had indicated their support for thedual, no formal agreement had
been entered into between the two organisationgefiteeless, the project reflects a
significant level of collaboration and trust betwetthe provider and the DHB, in
terms of both its development and now its delive@ertainly existing aged
residential care service specifications and cotitrgcmechanisms — designed for
DHBs on a national basis — make no provision fahsan approach. To this end, a
degree of risk exists for both the provider andbB in implementing this model —
even in pilot form — in the absence of such cottr@alguidelines.

A further risk relates to the mix of services antct@mmodation provided. An
increasing number of aged residential care prosidee effectively underwriting the
less well-performing aspects of their operatiomvariably rest home and hospital
level care — through the provision of more indemetdorms of accommodation,
provided via more reliable (and indeed more luggtimodels such as LTO units.
The challenge, then, is finding the appropriateabed between the provision of
subsidised aged residential care and the potgntradre lucrative LTO options. That
balance has proved critical for this provider. Ruanjle they offer both LTO units and
subsidised residential care options, their rangecask and accommodation also
includes their 13 new units, which effectively stiée both options. Further, as a not-
for-profit provider (with a commitment to providingffordable models of
accommodation and care), the organisation alsoshtpde able to offer some of
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their new apartments on a low-cost rental basisodf many of the residents in the
apartment units relinquish their LTO contractsamdur of subsidised rest home level
care, or too many apartments are committed to deerl cost rental option, the
financial sustainability of the organisation’s aog#ons could be significantly

compromised.

In some respects, this case study simply represefatsthose residents receiving rest
home level care delivered into their apartment -eahancement of the rest home
model as opposed to an example of supported indepénaccommodation.
Residents will receive the same level of care ag tould were they in the rest home
itself — albeit in a less institutionalised envineent. Yet, in an aged care sector where
the ‘integrated continuum of care’ has become sbmgtof a catch-phrase, this
model also seems to be offering an additional dsimnto that continuum. Whereas
many older people in independent or semi-independetcommodation are — at the
point at which they are assessed as requiringh@sie level care — faced with the
prospect of moving into a more institutional segtirfor those in this facility’s

apartments at least one further move is prevented.

6.7 Case Study 6

Background
The facility visited for case study 6 is operatgdabreligious-based charitable trust,
and is located in one of the North Island’s largées. The case study interview was

conducted on site with the facility’s Nurse Manager

Established in the late 1800s, the facility refieechore than any other considered in
this thesis, the changing face of residential cardNew Zealand — particularly
amongst so-called ‘religious and welfare’ provide@riginally, in response to
demand at the time, the facility offered care forge mothers and then later for
orphans. In the early 1950s rest home level caeaslded to the suite of residential
services offered from the site, with a further @ lcost rental villas added soon after.
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These units tended to be occupied by ‘younger gi@eple’ — primarily unmarried
women, who did not have the resources to purchesedwn home or to rent on the
open market. While the low rental reflected therithble philosophy of the trust, it
also meant that the income that derived from thasvivas insufficient, in the longer
term, to adequately provide for their ongoing memaince. By the early 1990s, the
villas were in such a state of disrepair that thesttwas forced to review their
viability. While it was clear that the villas woutequire major refurbishment — and
therefore a level of investment that their belowkearental could not recuperate —
the trust remained reluctant to move away fromrtleiginal vision of providing
accommodation to those who could not afford otlpgions in the market. As a result,
the original 21 ‘bed-sit’ villas were fully redesigd, with the result being a mix of 14

one and two bedroom villas now occupied on a liegioeoccupy basis.

Of some significance to the philosophy behind #pproach has been its timing. The
comprehensive review of the future of the villaskglace at the same time as the
government released and promoted first the MinistrySocial Policy’'s PAS, and
subsequently the Ministry of Health’'s HOPS. In tbeurse of the case study
interview, the Nurse Manager identified each asikélyences for the trust.

The trust also offers a range of aged residented drom the site — including rest

home, hospital and dementia level care — underacinio the DHB.

Distinctiveness of the Model

In making the transition from low cost rental td. 8O approach, the trust was not,
primarily, looking to follow the trend amongst oth@oviders — where returns from
the LTO component of a facility are used to offsigiificantly lower returns from
other aged residential care components. In facereds the usual approach within
the retirement village market is to seek to attreesidents who are as fully
independent as possible, this facility deliberasagyght to target its LTO villas to the
‘older old’. In that sense, where the usual reteatvillage model effectively offers

residents an alternative to living in their own reofwith facilities and programmes
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designed for older people seeking to maintain aenaative lifestyle), the villas are
intentionally offered as an alternative to resitintare, for those with significantly
higher care needs. It is indicative of this didfimc that the majority of the villa

residents — at the time of the interview — werthigir late 80s or older.

As with other independent accommodation for oldeopgte, where a Needs
Assessment and Service Coordination (NASC) agemgyn referral from a health

professional, determines that a resident qualifiteshome-based support services,
such services would normally be provided to ressléy one of a number of Home
Support providers, contracted by the DHB and setkdty the resident. This had

originally been the case for villa residents.

However, the facility was situated in a part of ttiey where it was notoriously

difficult for home-based support service providergecruit care staff and therefore
deliver services. In response to the facility’'s @ems about the unreliability of Home
Support service provision, the Nurse Manager ambred the DHB with a proposal
for a ‘site specific’ Home Support contract (simita that outlined in case study 2).
While the DHB was reluctant to concede to such @@sal — in part because its
estimated demand for Home Support had already hégncontracted to existing

community-based providers — they did suggest, asltmmnative, that the facility

could ‘sub-contract’ the provision of Home Suppwtough an existing community-
based provider.

The model made sense, and represented a win-wiatisih for the Home Support
provider, the facility, and for residents. The Howepport provider was — in using
the facility’s care staff — able to provide serd@de clients (the villa residents) in an
area of the city where they normally had difficutgsourcing such care. The facility
in turn was able to maximise utilisation of its ostaff, and to develop relationships
between staff and villa residents — many of whornuldpover time, transfer into

other areas of care within the facility. For theidents, the arrangement provided on-
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site care, continuity of care, and a more respensilexible form of care than
services provided externally could have been expktct afford.

While the intention behind the sub-contracting agrent was that facility would
provide DHB-funded Home Support to villa residemtspractice a significant level
of care (equivalent to ‘household management’ m BHB’s home-based support
contract) was already being provided to those ezgglas part of the service fee they
paid in conjunction with their LTO. All villa res@hts, for example, receive a visit
each morning from a caregiver to see that theyugrand about’, and to assist where
necessary with their medications or showering. hif@ residents is supplied and
laundered by the facility, and staff assist withmastic cleaning for villa residents.
Similarly, if a nursing visit is required — or evan overnight stay in the rest home
(for observation, after a fall, for example) — bthle cost and provision of such care
is currently met internally, rather than chargedhi® Home Support provider as part

of the sub-contracting arrangement.

Strengths and Weaknesses of the Model

In offering such support — what the trust refersat ‘independent care’ — it is
endeavouring to distinguish itself in an increabingopulous retirement village
market. The villa complex has opted not to incoap®@ swimming pool or petanque
court, for example — not only to position itselfterms of affordability, but also to
intentionally target older people with significantbwer levels of independence than
might be attracted to other retirement village opsi. As a result, the villas have
come to be seen as an alternative to rest homedaxes as opposed to an alternative
to remaining in one’s own home. This differentiati@presents a key strength of this

model, and indeed part of its distinctiveness.

However, despite the clear merits of the sub-catitrg agreement for all parties
concerned, it was acknowledged that little usehsf &rrangement has been made by
the facility to date. Instead, the level of carattmight have been provided to villa
residents under this arrangement — i.e. thoseaetsdssessed by a NASC agency as
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requiring funded Home Support — continues to beidea to all villa residents, with
the cost of such care deemed to be covered byefwcs fee. While this reflects
something of the historical philosophy of the tradb meet as many of the needs of
residents for as little cost as possible — it daygear to represent something of an
anomaly. New residents coming into the facility acev encouraged to contact their
General Practitioner to arrange for a needs assgggmior to their entry, to ensure
that firstly, the level of support provided is appriate to their needs, and secondly,
that any government-funded support they might hgled to (e.g. Home Support) is

put in place.

As with a number of the other case studies, thidlitia struggles with the tension
between providing services that they recognise lvélbf benefit to residents, and the
risk of providing services that they are not fundedorovide — either within their
contract, or paid for directly by residents. Fomammple, no funding is received to
meet the cost of a night-time caregiver for théaviésidents — yet this is identified as
a potential gap that, if filled, would enhance btk level of care and the sense of

security for residents.

Similarly, as with other case studies, this modelmles a further example of ways
in which providers are endeavouring to establismoae integrated continuum of care
— minimising the need for disruptive moves for desits from one level of care to
another, and allowing providers to use independeabmmodation and care serving
as a ‘feeder’ to other levels of care availablesite. However, it was suggested that
the cost to the facility of providing care from eite was probably not dissimilar to
the cost of providing an equivalent level of canéoia person’s own home in the

wider community.

A further weakness of this model was in terms ®fpihysical design. The current 14
villas reflect the redevelopment of an originalavicomplex. While on the same site
as the facility’'s rest home, hospital and dementigts, the villas are physically
distinct — with a driveway and car parking aregsasating the villas from the rest of
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the complex. Were the independent care componehedcility’s overall operation
to be redesigned — to better reflect the mix oepwhdence and care currently offered
— the villa complex would likely incorporate its owdining and lounge area, together

with office space for the staff that provide carehe villa residents.
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7. Analysis and Discussion

7.1 Analysis of Case Studies against Key and Eméng Themes

As noted earlier, the literature review commisstbnigy the Joseph Rowntree
Foundation (Croucher et al, 2006) provides a suabisfameta-analysis of supported
housing models for older people, primarily in theitedd Kingdom. While the authors

of the review note the limitations of their work provides a far more comprehensive
analysis of such housing models than is currenilgilable in New Zealand. The

authors describe their work as representing “piexfes mosaic of evidence which

when placed together show various emerging therf@sjucher et al, 2006, p.55).

As such, these themes provide a useful lens thredigbh to compare and contrast
the preceding six case studies — and to determinehtt extent the findings of the

JRF research are mirrored in the New Zealand ctntex

Croucher et al (2006) identified seven themes asrgimg from the literature they

had reviewed:
Promoting independence
. Health, wellbeing and quality of life

. Social integration

. Alternative to residential care

1.
2
3
4. Home for life
5
6. Cost effectiveness
7

. Affordability.
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In the first part of this chapter, the case studesch summarised bel&awill be
analysed according to each theme to determinextemteto which the New Zealand
examples reflect the UK experience. Any additiotta#mes identified will be

discussed subsequently.

7.1.1 Promoting independence

Much of the literature considered in this studyneluding the JRF review itself —
identified that a sense of independence was impboffiar older people. Various
factors contribute to this, a number of which abdeao be identified in the case
studies considered.

Croucher et al (2006) note a number of factors ¢ftaer contribute to or potentially
diminish an older person’s sense of independenkbesd include the philosophy of
care (for example, do the services provided foquanuesidents’ abilities or subtly
emphasise what they may no longer be able to dodiptaining residents’ autonomy,
and the appropriateness or otherwise of the accalatiom itself (given each

resident’s particular needs).

! Case Study 1: Hospital operated in conjunctictih wétirement village. Privately owned. Hospital-
based health services available to retirementgeéllesidents on a user-pays basis.

Case Study 2: Retirement village — part of natichain — holding a site-specific Home Support
contract as part of a pilot initiative with theiHB.

Case Study 3: Rural initiative — a partnershipveein social service provider and District Council.
Providing low-level management and support fortéxgscouncil flats

Case Study 4: Rental housing option, with 9-1@pfakople residing together, supported by live-in
housekeeper. Established by local trust, with fa@rsupport from HNZC in return for allocation
rights.

Case Study 5: LTO apartments operated by not4fofitgrovider in conjunction with adjacent rest
home and hospital. Rest home level care able ttebeered to apartment residents, with
accommodation component deducted from residerdia subsidy — a pilot arrangement with local
DHB

Case Study 6: LTO villas operated by not-for-grpfiovider in conjunction with adjacent rest home

and hospital. Home Support available to residetiliging rest home staff — the result of a sub-
contracting arrangement with local Home Supportremt-holder.
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When considered together, the six case studiebeaeen to fall along a continuum
— from some offering very low levels of support deastudies 3 and 4), to those
offering higher levels of support and health intartion (case studies 1 and 5).

The diagram below locates each of the six caseestiadong a continuum, according

to the levels of support and intervention eachlitgmffers its residents.

Figure 9:
Supported Independent Accommodation — Independendgontinuum

I emmmzem=a= Supported Independent ~ ---------- > I
I Accommodation I
Council | Case Case Case I Aged
Fﬁgjsucia:ger I Study 3 Study 2 Study 1 I Regginnal
A 4 I A\ 4 l v I v -
- I y A A I =
Independence Full Care
i Case Case Case |
I Study 4 Study 6 Study 5 |

Those to the left of the continuum offer lower lisvef support and intervention, and
therefore afford residents a higher level of indej®nce and autonomy. Those to
right offer higher levels of support — in terms aafse study 6, to the point of rest
home level care — and consequently offer residiests in the way of independence
and autonomy. The diagram also indicates modekcobmmodation and care that,
for the purposes of this thesis, fall outside tleérdtion of supported independent
accommodation. These include Council pensiones,flahere no support services are
offered and, at the other end of the continuum,dagesidential care facilities
providing contracted and funded aged care in a nmm@gtutional setting (e.g. rest
home, hospital and dementia level residential care)

106



In case study 3, the organisation managing a gafypensioner cottages provides
additional communal space and employed a part-tsupport worker to visit
residents on a regular basis. No other servicesgport are provided. In case study 4,
on the other hand, the facility employs a full-tithvee-in housekeeper, who purchases
food for the (up to) ten residents, cooks the esis! two meals a day, and cleans the
communal areas in the house the residents shaseldRés are, however, responsible
for cleaning their own rooms, able to cook theirnomeals if they wish, and are
assessed prior to entry into the facility to ensargufficient level of independence.
While residents could receive DHB funded home supgbile continuing to remain

in the house, if a higher level of support or im@ttion is assessed, they are required

to move into alternative accommodation — usuallyaged residential care facility.

Sitting further along the independence continuumsecstudies 2, 6 and 1 are
variations of the standard retirement village motitekeach case, residents are able to
purchase a range of low-level support services filmenfacility as required, either as
part of their fee or on a ‘user pays’ basis. Yeeath case, residents are also able to
access significantly more comprehensive care thamdwormally be available in a
retirement village setting — thereby enabling thememain independent for longer,
and potentially forestalling their entry into residial care. Indeed, the facility
detailed in case study 6 specifically caters faidents who might otherwise have
been admitted to rest home if not hospital leveé caintentionally providing a level
of care and accommodation appropriate for thosh significantly higher levels of
dependence. In this sense, it positions itselfnaali@rnative to aged residential care,

rather than as an alternative to living in the camity.

Case study 5 is a little more difficult to placetbe above continuum — and has been
located closer to the boundary between supportddpendent accommodation and
aged residential care. In many respects, it tooesgmts the standard approach to
retirement village living, with residents able tocass a range of low level support
services on a user pays basis. Where this exanifidesd however, is that funded
services normally only available within a rest hosatting are able to be delivered
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into a resident’s independent apartment. As witkecatudy 2, it represents an
innovative partnership between a provider and tlogial DHB. In case study 5, the

provider has been given exemption to deliver funest home level care to residents
living in their licence-to-occupy apartments — @dbjto those residents being
assessed as requiring such care. The reason foingl#his case study on the
boundary of the supported independent accommodabotinuum is that it could

just as accurately be categorised as an examplagefl residential care as of
supported independent accommodation — given thenexif care provided, and

(more importantly) that such care is provided withih aged residential care contract
and funding arrangement. Nevertheless, it doesatefl level of innovation designed
to enable apartment residents to remain in a nmatepiendent environment, despite

having been assessed as needing a higher levatef c

Consideration of the case studies in terms of tlag awnd extent to which each
enables independence, also highlights the impagtémcolder people of a sense of
security, and their desire — for as long as theyadnle — to retain a sense of autonomy
and an ability to make choices for themselves. &lage, however, limits to each of
these dimensions — and these will often mark thensition not only from
independence to greater dependence, but also frappoged independent
accommodation options into aged residential canés i discussed more fully below

in section 5 — Alternative to Residential Care.

7.1.2 Health, wellbeing and quality of life

It is difficult to measure the impact of specificodels of supported independent
accommodation on the health status of older indaisl Health, wellbeing and

quality of life are determined by a complex mixfactors — including not only health
and functional status, but social relationshipsjchslogical factors and financial

circumstances. Nevertheless, Croucher et al (20@6)determine that underlying
health issues were frequently a predominant faatdiuencing older people’s

decisions to move into supported housing.
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As noted in the earlier discussion of this theriehealth and immobility have the
potential to institutionalise older people wheretrey are living — and older people
may become as readily institutionalised ‘at honse’ia a home’. An ever-growing
variety of ‘ageing in place’ initiatives are beidgveloped and trialled. A number of
these appear to do little more than relocate reshehlevel care into the home
environment. The resultant risk of institutionalgian older person in that home

environment must be carefully considered and awbide

Each case study examined differs in the way in lwl@ach provider has sought to
respond to and accommodate the varying (and olitetugiting) levels of health need
residents experience. Croucher et al (2006) nateatten, following entry into a SIA
environment, increased levels of health care atehiantion may be needed. They
note that while in some instances this may refésttial deterioration in the health
status of residents, it can also result from tlwsed monitoring of an older person’s
health status that is possible in a supported enrient. There is growing evidence
that when such changes are able be identified esygonded to at an earlier stage,
overall health, wellbeing and quality of life mag better sustained.

The case studies considered varied in their regpdosthis. In some instances,
monitoring of health status was an explicit parthaf support provided. In all six case
studies considered, residents were able to acoessasing levels of health care —
either provided by the facility, or from communibgsed. In at least one case new
residents needed to demonstrate their independ&noe such support before
admission to the facility. At the other end of thmectrum, in case study 6, it was
expectedhat new residents would enter the facility wigiséing high levels of health
need, and that further assistance — provided byaitity itself — would most likely

be needed in order to maintain residents in tineiependent accommodation.

While each case study implicitly acknowledged tikelihood of residents’ health
deterioration, what also differed between them Vmasv each facility saw its
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responsibility to respond to changing health ne@dsnpared to that of the wider
health system). Again, something of a continuumictdae identified — from those
who sourced any health provision externally, teeos who contracted with the DHB

to provide such care, to those who provided hezltk on a purely user-pays basis.

7.1.3 Social integration

As with the notions of ‘quality of life’ and ‘welling’, ‘social integration’ can be
notoriously difficult to define and measure. Agammany factors influence the extent
to which older people feel socially ‘connected’. MWaassumptions as to what
contributes to social integration have been maoletescorrectly, others quite falsely.
Croucher et al (2006) give extensive considerdibotne growing trend towards what
has come to be known as ‘age-segregated congriegaseng’ — in other words, older
people living with other older people. Most mode&lé supported independent
accommodation — including all six of the case ssdi— are predicated,

philosophically and physically, on the basis osthotion.

It is not, however, without it flaws. The prefererfor many older people would be to
remain connected to their owgeographicalcommunity — the suburb or rural town in
which they have lived for many years — regardlelsthe age composition of that
community. Moving an older person — any persontfiat matter — from an isolated
rural community, for example, into a more urbaniemment can exacerbate rather
than alleviate that individual's sense of isolatiand social disconnectedness.
Moving away from friends and family — again, of wé\er age — can have a similarly
negative effect. Simply locating older people withner older people does not, of

itself build community — nor automatically fostercgl integration.

For example, although retirement villages are sonest (disparagingly) referred to
as being somewhat exclusive, they do offer an enwuient that provides ongoing
support as well as encouraging residents to exghess independence and dignity
(Hansen 2001, cited in Grant, 2006). However, atlegrestion what older people
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gain by voluntarily putting themselves into what is effect, an age-segregated
ghetto, away from the rest of society — a ‘warehmgisof older people that

contributes to negative stereotypes of ageing (GEAV6).

Contrasting with these concerns are a growing nunolbestudies suggesting that

moving to a retirement village setting may haveifpasimpacts for an older person

— particularly in terms of independence, perceilvedith and social relationships, and
levels of social integration (Gardner et al, 200B)is may be because retirement
village residents perceive themselves “to be pae community which, rather than

focusing on illness and degeneration, focuses dityalmutual interdependence and

wellbeing” (Kearns & Andrews, 2005; quoted in Greend, 2005, p.67)

To what extent then, and in what ways, have thease studies taken older people’s
need for social integration into account? Casdystuis perhaps the most innovative.
In effect, it represents a group of older peoplatting together’. Central to the
success of this model, however, has been that etigidn regarding the admission of
new residents is made corporately by the ressddrgmselves. A guest room is
available in each house, and potential new ressdarg able to stay there for an
extended period of time to not only determine whethey feel comfortable living in
such an environment but, as importantly, whethbemwotesidents feel that they ‘fit’

with the already established community.

Case study 3, on the other hand, was a delibet@m@t to maintain existing social
connections for residents in what was perceivetbecan already socially isolated
rural community. By putting in place a relativelyimmal level of support and
coordination, this model has enabled a numberddrgbeople — who might otherwise
have had to move to a larger centre to access-caceremain within their own

community.

The other distinguishing factor between these tagecstudies and the other four —

and an important one in terms of social integrations their nature of tenure.
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Differences in tenure, in turn reflect differengasthe socio-economic levels of the
residents accommodated. The remaining four caskestcase studies 1, 2, 5 and 6)
each represent — in one way or another — variatmmsthe conventional LTO
retirement village model. By comparison, case &8 and 4 are tenanted on an
intentionally low-cost rental basis, As such, tleg specifically targeted at older
people for whom market rental rates — let alonepiimehase of a licence-to-occupy —
is beyond their financial resources. The effectto§ — whether intentionally or
otherwise — has been to effectively establish comtias of older people of similar

socio-economic standing.

Croucher et al (2006) suggest that the degree oifcehthat people are afforded
regarding participation in social activities witifluence an older people’s sense of
social integration, particularly in congregate isgd. While many older people
deliberately choose the retirement village optiatduse of the range of social
activities (and therefore potential for social grion) offered, having the choice as
to whether or not to participate in such activiieequally important; as is having a
sense of private space to withdraw to should onelsmse. Again, the facilities
examined in the six case studies varied in termsott the range of social activities
provided — from few if any, through to quite anengive array — and in the manner in

which residents’ need for ‘private space’ was catdr.

7.1.4 Home for life

The concept of a ‘home for life’ is an attractiveeo For older people, as Croucher et

al (2006) note, the opportunity to remain in theiwn homes with whatever care
required being provideth situ, changing as care needs change, has great appeal.
Likewise obviating the need for successive movearaslder person’s dependency
increases, or simply avoiding entry into more tusibnalised levels of care. The
success of such a concept, however — whether fnerpérspective of older people or

from the funder/provider view — remains a mattesaie contention.
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Croucher et al (2006) caution that there remaimdJahits beyond which models of
SIA cannot satisfactorily or safely meet the caguirements of many older people.
This is particularly the case for older people witbre complex health needs — those
who might currently be admitted to hospital or detieelevel aged residential care
facilities. A growing number of ‘housing with carproviders — including four of
those included in the case studies — have sougmitigate such limitations by
including higher levels of care on the same cangmusheir supported independent
accommodation. This reduces risk for both resigemt provider. For residents, it
gives the assurance that, should their needs chartpe point where they do in fact
require a higher level of care than is able to lmviged to themn sity, then at least
they are able to access such care elsewhere wilieisame complex, rather than
having to move to a different facility with differestaff and management. This can
be particularly reassuring where a couple have whomeo supported independent
accommodation. The knowledge that one’s partnegartdess of their changing
health needs, will be no further away than an ajatiospital or dementia unit, is
preferable to the prospect of their having to mtwvanother facility elsewhere. From
the provider perspective, the ability to offer antwouum of care represents the
opportunity to maintain continuity of income. Wheeich assurances are reasonable
in principle, in practice the continuum of care nmpf be as clear-cut. It depends, for
example, on a bed being available in an integrdedentia or hospital facility at the
precise time that a resident in supported indepgnaecommodation is assessed as
requiring such care. Otherwise that resident mélyngted to consider moving to an
alternative facility or they may have to remain their existing accommodation,

managed at a level below their assessed needanrith site’ bed becomes available.

Case studies 1, 2, 5 and 6 offer funded aged m@sadieare in addition to supported
independent accommodation. Residents enter thedd@ida knowing that, should

their care needs change, and at least the likedilmb@ move into residential care ‘on
site’ will be possible. What differs between theeatudies is the point at which such

a move would be triggered.
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In case study 1, where hospital and dementia lexed are available but rest home
level care has effectively been ‘leap-frogged’, #wgectation is that retirement
village residents who may require the equivalentest home level care will access
support on a user-pays basis from the hospitalitiasinursing, medical and allied
health staff.

In case studies 2 and 5, on the other hand, resteHevel care (or its equivalent) is
provided to residents in their independent acconatiod through contracts with
DHBs. Following the success of case study 2’sahipilot of a site-specific home
support contract, the DHB extended the contrad, gnanted a similar contract for
another of their facilities in the same city. Irseastudy 6, residents are accepted into
SIA with higher needs than would normally be theegaand consequently receive

higher than average levels of care from day one.

Case studies 3 and 4 do not purport to offer a tdon life’. Neither facility offers

more than basic housekeeping assistance. Resieetes these facilities in the
knowledge that, should their care needs extendrzkyloe level of care able to be
provided by way of DHB-funded home support, theaytkvould need to move to

other facilities.

Hanson (in Peace and Holland, 2001) draws the ndisth betweenmedical
disability and architectural disability Medical disability relates to an individual's
inability to do things because of health impairmekichitectural disability, on the
other hand, refers to the ways in which the physleaign, layout and construction of
buildings and environments render an environmemuoriortable or unsafe for a
person to use. Hanson cites as an example of ectlmial disability the imposition of
levels of personal or medical care to the exteat the older person receiving such
care finds distressing, intrusive, or even traumatVith this in mind, a word of
caution needs to sounded about the trend towards/idimg increasingly
comprehensive care in older people’s home envirotsne whether mainstream

housing or supported independent accommodatiomgplgiin order to maintain an
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older person in that environment. The end resulf mell be a *home for life’ — but
an architecturally disabling, and ultimately unstactory one (Hale, 2003).

7.1.5 Alternative to residential care

Many models of ‘housing with care’ have been depetbin an attempt to offer an
alternative to residential care. Croucher et al0O@0Oacknowledge that a need for
residential care for older people requiring highed more complex levels of health
intervention, or accommodation in a more securarenment, will continue. Thus,
‘housing with care’ or supported independent accoadmtion should be seen as an
alternative rather than a replacement for ageddeesial care. Residents entering
such accommodation need to be aware of this —cp&atly given the aspirations
many may have for a ‘home for life’. Croucher E{2006) caution that providers in
turn need to be quite explicit about what their eledffer residents, and what they
don’t. While, as earlier noted, there is evidenaggesting that many older people
may have been prematurely and inappropriately dlade residential care, it may be
equally inappropriate for them to move into SIA wheghat they have sought from
that environment (in terms of security, supporgiaoconnectedness or ‘home for
life) is at odds with what that environment cowdtually provide. The Introduction
of the Retirement Villages Act (2003) in New Zealdras in part been an attempt to
ensure that adequate, transparent and reliablematmn is provided to older people
before they commit to that particular model of ancwodation.

The risk of institutionalising older people in thewn homes has already been
touched on. Institutionalisation of aged care i saely the result of architectural
design, but also relates to the attitudes of stafftives and sometimes even older
people themselves. Similarly many other aspectergdiy associated with residential
care may also be experienced by older people livmgupported independent
accommodation environments. The move into suppoeiwironments can represent
a lessening of independence, privacy and dignityg, the provision of support can
readily become routinised. An increasing arragare and support is provided to an
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older personin their own home, the difference between being ‘at home’ ordi
home’ can become less and less. Twigg (in Heywdaal,e2002) refers to this as

‘institutional drift’.

Case studies 3 and 4 do not purport to offer ateres to residential care. Their
intent is rather to provide a means for older pedplremain living in — and therefore
connected to — their own community, and, for agjlas possible, to forestall entry
into residential care. The low level of supporteoéfd, however, limits the extent to
which this can happen. While externally providedvees may extend a resident’s
tenure, when they are assessed as requiring rest hevel care a move becomes
inevitable. Case study 2 is not dissimilar, in tivaile the facility’s contract with the

DHB enables it to provide home support to retiremaliage residents, they too

would need to move from the facility when assessedeeding higher level care.

Case studies 1 and 6, on the other hand, do protneteselves as an alternative to
residential care — though each does so by providingnge of services that serve to

forestall entry into residential care.

While at first glance case study 5 also appearsffer an alternative to residential
care, it could equally be argued that this modebfi®ring nothing other than
residential care. Given the facility's contractumirangement with the DHB —
whereby they are able to offer DHB-funded rest hoewel care to residents in their

licence-to-occupy apartments — all that has redibnged is the locus of that care.
None of the case studies considered — nor, togbearcher’'s knowledge, any other

providers in New Zealand — are yet in a positioffer either hospital or dementia
level care in an SIA environment in the wider conmity
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7.1.6 Cost effectiveness

As noted in the introduction to this theme, codeaifveness and affordability are
interlinked. Cost effectiveness considers the vatbat models of supported
independent accommodation represent to the agesl swutor — in particular, to
government and providers. The following section stders the extent to which
models of care and accommodation represent andaffte option from the older

residents’ perspective.

Cost effectiveness in the health and housing setarotoriously difficult to measure,
especially in comparative terms. While it may besgble to compare the cost
effectiveness of different models of supported peatelent accommodation,
comparing the cost effectiveness of supported iedépnt accommodation against
residential aged care is much more complex. Nors isuggested, should cost
effectiveness ever be the sole determinant of &akhen making such comparisons.

Much of the analysis around cost effectiveness daklen in New Zealand to date
has focussed upon home-based ageing-in-place tiveéisa (e.g. the economic

evaluation of the Assessment of Services Promdhdgpendence and Recovery in
Elders (ASPIRE) project, published by the MinistriyHealth, 2006) as opposed to
the models of supported independent accommodatisaousked in this thesis.

Nevertheless, such research provides a usefuingtggbint. What has been learnt to
date — reflected both in the Ministry of Health’60B report and other overseas
findings — is that the cost of providing care tdesl people in their home environment
in comparison with providing the same level of careesidential aged care is not
only greater but, it could be said, is ‘greaterlforger’. In other words, not only is it

more expensive to deliver the same care in a cortyngatting as opposed to an
institutional setting, but, in the latter the co$tproviding care extends for a longer

period, because older people tend to remain abrgdr there.

This comparison, however, only considers the cdshealth care and not that of
accommodation — an important distinction when ade&rsng models of supported

117



independent accommodation. Comparing the costiefeaess of supported
independent accommodation against residential haseto take into account the
accommodation component of the subsidy receivedrbycreasing number of older
people in? aged residential care facilities. Thissgdy meets some (if not all) of their
accommodation cost, whereas, in the communityrggttimost older people must
meet the full cost of their accommodation. Thisvekeany comparison of cost
effectiveness and may make the residential carmro@ppear more attractive (at
least from a cost perspective) from the individsigioint of view. This will be

discussed further in the next section. For the gowent, it is clearly more cost-
effective — at least in terms of accommodation estor an older person to remain
living either in their own home or in an environne&rhere they meet the full cost of

their accommodation (i.e. without the need for gawgent subsidy).

Further, insofar as the health sector is concertmedhealth status and care needs of
older people inevitably vary from person to persord this must be taken into
account when determining the cost effectivenesdiftdrent models of care. As has
been noted earlier, for older people requiring treddy low levels of health
intervention, it can prove just as cost effectioe them to receive such care in
community settings (including supported independastcommodation) as in
residential settings. As health care needs increabecome more complex, however,

the cost effectiveness of community-based cargamst residential care diminishes.

In considering the case studies — given the contmexand confounding factors
noted above - it is difficult to make any detaileadmparison of the relative cost
effectiveness of each model of supported indepdngecommodation. In terms of
government funding, the models outlined in casalistul and 3 represent no
ongoing cost to the state. Similarly with case gtddalthough it did receive support
towards its initial establishment from HNZC’s Haugilnnovation Fund. The facility
in case study 6 would potentially receive stateding through their sub-contract
arrangement with another DHB-funded home supporbvider. While this

arrangement has not yet been drawn upon, it coalldrgued that, in absorbing the
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cost of delivering the equivalent of DHB-funded hesupport to the residents in its
independent apartments, this facility is in effeating the DHB money!

By and large, comparison of the six case studiedstéo support the contention of
Croucher et al (2006) that the retirement villagedei, while perceived by many to
be the most expensive (and the preserve only ofibgt affluent), often represents

the least cost to the public purse.

Relative cost-effectiveness from a provider perspecis again both difficult to
measure and beyond the scope of this thesis. Biftefacilities have different
approaches to cost management — even though #rallofiancial impact may be
difficult to compare. Case study 1 has elected dsspon to residents any costs
associated with their care — some of which are r@@/én the facility’s management
fee and others are charged on a user-pays basisef3ely, in case studies 2 and 5,
such costs are effectively recovered by the provigeway of DHB contracts. Case
study 6 — a not-for-profit provider — has electechbsorb the majority of the cost of
care associated with maintaining residents in apeupd but independent
environment. Finally case studies 3 and 4 have mg&ad the cost of care by
minimising the levels of care and support providad. noted earlier, cost-shifting
should not be confused with cost effectiveness & amy saving to the State may
simply be due to the fact that the cost of careffisctively being borne by either the
provider or by residents themselves.

7.1.7 Affordability

Affordability from an older person’s perspectivensre readily assessed. Various
researchers have noted that both ‘push’ and ‘patitors determine whether or not
older people move from their own homes into sugggbimdependent accommodation.
These include the availability of suitable accomatamh within their own

community — and within the range of what they cHard — and the costs associated
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with maintaining their own home versus accommodeti@t is often newer, warmer,

and with maintenance provided as part of the pazkag

The factors affecting affordability are relativediear, and it is possible to compare,
with a reasonable degree of accuracy, the oveosliscassociated with the various
options available.

The socio-economic circumstances of the older @i vary widely, as in any
other demographic cohort. It is therefore not Sanpg that choices made by older
people regarding SIA options likewise vary accogdito their socio-economic
circumstances. For example, some older people whntt the retirement village
option neither affordable nor for that matter agpiate to their social needs and
expectations. Others, by virtue of their finanaiaans, would not meet the means
testing criteria for entry into a low-cost rentacifity.

Greenwood (2005) notes that retirement villageNemw Zealand “tend to be home to
middle class white people” (p.64), and elsewherat tmost of the residents
interviewed in her research were fairly well-ededapeople who appeared to have a
relatively large amount of discretionary income.hil&/ she does not make the point
directly, Greenwood’s comments elsewhere in hesishsupport the argument that
older people not only surround themselves with petpey are comfortable with but
also, where possible, with people of similar saamenomic, cultural and educational

background. As do we all, given the opportunity.

In terms of the six case studies, yet a furthertioaoom emerges — though a
somewhat more complex one. In the case of affolitigbit reflects a number of
inter-related factors:

a. the cost of the accommodation component itself

b. the extent to which residents are expected to sm@ae or all
of the costs of the care and support providedemthand
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C. any government subsidy available to them — towaitiher the
cost of their accommodation, or the cost of thanec

At one end of this continuum are the facilitiesaded in case studies 3 and 4. In each
case, accommodation is provided on a low-cost rdmdais. Case study 3 is an
expression of council-funded social housing, wigsidents means tested prior to
entry into the units. While residents in case stddyre not means tested, the cost of
the accommodation component is benchmarked to Hgiéew Zealand and council
social housing rentals, and the overall cost tadezds is based upon what would be
affordable with National Superannuation as the dogn of income.

The other four case studies each provide accomroodan the basis of a licence-to-
occupy arrangement, whereby residents make aralimépital investment and, in
addition to this, to pay a management or serviee Both vary, on the basis of the
geographical location of the facility, the valuetbé property, the range of services
available, and whether the facility is operatedadfor profit’ or ‘not for profit’ basis.

In case study 6, the fee covers administrationscast the provision of all services
(including all care and support). In the remainiocgse studies, the fee covers
administration and some basic care and supporticesrv— though more
comprehensive care and support is either chargedrioa user pays basis (case
studies 1 and 2) or covered by a combination aflestial care subsidy and DHB
funding (case study 5).

The other factor influencing where each case stitdyon the continuum is what, if
any, accommodation subsidy is available to resgdeAt means and asset tested
accommodation subsidy may be available to somelgsts in the low-cost rental
facilities outlined in case studies 3 and 4. Faidents in case study 5 who receive
rest home level care in their apartments, the natiwalue of the accommodation
component of any residential care subsidy that thight be entitled to is taken into

account in the funding arrangement that the fgdidas negotiated with the DHB.
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It remains of some concern that four out of thefaoilities considered in these case
studies — and the only facilities that offer su#fitly high levels of care and support
to forestall entry into residential care - providgupported independent

accommodation on a licence-to-occupy basis. EaiGeeenwood (2006) notes that
the cost of moving into such retirement villageidty is significant, often requiring

high levels of initial and ongoing investment. Rdirthe potential advantages it offers,
the LTO retirement village model will inevitablyelbeyond the financial reach of
many (some would argue a growing number of) olampe. This issue is discussed

in more detail in the following section.

7.1.8 Intersectoral Collaboration — a further emeging theme

The general inductive methodology proposed by Tho(2803) encourages analysis
according toemergingthemes. It acknowledges that, while we bring tg analysis
certain predetermined themes and expectations @it wle may find, we should

always be prepared to be surprised!

Analysis of the six case studies against the thedegified by Croucher et al (2006)
has established significant congruence between madéhousing with care’ in the
UK and six examples of supported independent accmshation in New Zealand.
However, consistent with the general inductive apph, a further theme can be
identified — one not explicitly identified by Crouer et al (2006). It relates to the
importance of intersectoral collaboration in theelepment of innovative models of

supported independent accommodation.

The Ministry of Social Policy’s (2001) New ZealaRdsitive Ageing Strategy (PAS),
while not referring explicitly to intersectoral taboration, nevertheless recognises
the importance of government departments workirgetteer to facilitate positive
ageing, and of the role that non-governmental agerand organisations have to play.
According to PAS, each government department islired to report on their
achievements against the goals of the strategyhanaual basis. However, although
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this inter-departmental action plan is describethasmost important part of PAS, the
document subsequently notes:

“Creating a society in which people can age positively requires more than
government action. Achieving this vision depends upon the involvement of

central and local government, business, non-government and community

sectors.” (MSD, 2001, p.24)

As noted in the earlier policy discussion chaptez, HOPS (Ministry of Health, 2002)
was in part developed in response to the requiresrafrthe PAS. Similarly the New
Zealand Housing Strategy (HCNZ, 2005) cites PASInfisiential in shaping its
recommendations concerning the social housing neédsder people. Both the
HOPS and the New Zealand Housing Strategy speyfieenphasise the importance
of intersectoral collaboration. However, this coriment has (ironically) found
greater expression in partnerships and collabardtietween government and non-
government agencies than between government depagmthemselves. This

observation will be discussed in more detail inftiiwing section.

Such intersectoral collaboration has played a Baamt role in each of the case
studies. Indeed, it was the absence of such coléiba in the developmental stages
of one case study that effectively stymied the@ahdirection one provider had sought
to follow. In that instance (case study 3) the footprofit provider had sought a
three-way collaboration between themselves, thal IDestrict Council, and the local
District Health Board. While the unwillingness detDHB to fund any further health
services in this particular rural community did ,nab the end, prevent the
development of a supported independent housinigting, it did significantly curtail

the level of health services that were subsequ@ntlyided through that initiative.
Intersectoral collaboration played a more positioke in the other case studies. In

two of the initiatives (case studies 2 and 5) iratwe partnerships between the

provider and their local District Health Board wementral to their establishment. In
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both cases the initial approach was made by theiggoto their DHB, and in both
cases the initiative required a significant vaaatito the normal form of either
contracting or funding on the part of the DHB. hetgingly, the provider in case
study 6 had approached their own DHB with a propwesey similar to that adopted
in case study 2 — essentially a site-specific haupport contract — but their
suggestion was declined by the DHB. Instead, thé&@bihcerned suggested that the
facility in case study 6 approach an existing hauapport provider, with a view to
negotiating a sub-contracting arrangement. Thisy tloed and, the resulting
intersectoral collaboration now enables that facii at least in principle — to deliver
funded home support services to their own SIA dis, albeit through an

alternative collaboration to the one initially intked.

In case study 1, the level of intersectoral coltabion is less significant, but has
proved nonetheless important to the success dbtAenitiative. Collaboration exists
at a number of levels: between the retirementgdland the hospital (each separate
legal entities, through the role that various Hegltofessionals — contracted by the
hospital, but serving the retirement village reside- play, and through the financial
underwriting contributed to the hospital by theioas sub-contracts it holds (e.g.

also providing the laundry service for the locaspn and hospice).

The nature of intersectoral collaboration reflecte@dase study 4, on the other hand,
iIs more significant and more straightforward. Natyowere a number of local not-
for-profit organisations involved in the establiggmh of this SIA initiative, but its key
intersectoral component is the funding partnershgiween those involved in
establishing the facility and the Housing New Zadl&orporation. Further, in return
for funding support from their Housing Innovatioarfél — a key qualifying factor for
such funding being demonstrated intersectoral lbofi@ion — the corporation has

retained allocation rights to a share of the roomtke facility.

No doubt significant examples of intersectoral @odration exist amongst the wide
range of facilities researched by Croucher et @DQ2. Such collaboration was not,
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however, highlighted as an independent theme. Yedrly it is emerging as a
common and important theme in the development wbdvative SIA models within

the New Zealand context.

7.2 Discussion

The term ‘Supported Independent Accommodation’ {Sdéopted for this thesis has
proved a useful framework for highlighting threey keterminants of good health and
good housing for older people — namely the natfithesupportolder people receive,
the nature of theiaccommodationand the level oindependencéhat their support
and accommodation affords them. Since first beimiged in the initial proposal for
this thesis, the notion of SIA has already gainédewcurrency (e.g. NZ Council of
Christian Social Services, 2006).

In reflecting upon the analysis of the various csglies considered in this thesis,
along with the themes identified within the JRFaegCroucher et al, 2006), and the
additional emergent theme of intersectoral collabon, a number of conclusions
and recommendations regarding SIA in the New Zehleontext are able to be
offered. Each reflects a challenge to the ongoimyetbpment of innovative

approaches to SIA for older people. Each also ggtd, to a greater or lesser extent,
inadequacies or inconsistencies in ‘the system’nd, as such, inadequacies or

inconsistencies that may best be addressed by fx@glioy response.

7.2.1 Ageing in Place

Many of the recent developments in older persoesilth, as in other policy areas
such as housing and social development, have ansainect or less direct response
to the New Zealand Positive Ageing Strategy (206b)lowing international trends,

the strategy had, as a key point of focus, theonatf ‘ageing in place’ — establishing
as a central (if unstated) goal, a preference lidergpeople to remain living in their

own community, preferably in their own home (orlase approximation), with an

appropriate level of support to enable them to mensafe and independent. In
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essence, the intent of ageing in place is to avb& unnecessary or premature
institutionalisation of older people. It is a pla@phy that has gained strong support,
although it has not been without its critics. Soreeearchers have argued that
institutionalisation is endemic in the lives ofifralder people receiving care and
support — regardless of whether they latdhhome orin a home (Tinker, in Peace and
Holland, 2001). Inboth settings, the recipient of care can have littiduence over
the nature of that care, little control, little readependence. Or, as has been
expressed earlier in this thesis, is not a rislagéing in place’ initiatives — where all
that changes is thecusof care, rather than the nature/intent of thaé eathat older

people simply end up being institutionalised inrtloevyn homes?

Further, as Greenbrook (2005) suggests, a fundamnehtllenge to theories of

ageing in place relates to the question, ‘WhicltgPa

“It may make sense for the policy makers to provide home care for people in
their own homes to prevent them from entering residential care, but many older
people require company more than any type of home help... Living

independently does not equate with living alone.” (p.23f)

Regardless of their merits, such philosophical argpts in support of ageing in place
represent only one of a range of drivers underpoprthe concept. As has been
demonstrated in this thesis, both demographic aodamic drivers are also playing

an increasingly important supporting role, as téd in the chart below.

It is well-documented that our older populationnisreasing, both numerically and as
a proportion of the total population. As noted e earlier discussion on population
demographics, of that older population, the 85+otbils increasing at the fastest rate
— currently around 5% per annum. This 85+ cohothésmajor contributor to New
Zealand’'s aged residential care population — padrty in respect of hospital level
care. The growth of this cohort, then, will conénio place increasing pressure on the

availability of aged residential care beds, paltidy at that higher level of care. For,
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while innovative models of home-based care (th&tcafely offer a community-
based equivalent to rest home level care) are remgldeveloped and implemented,
the development of an economically viable modéhaie-basedhospitallevel aged
care has proved singularly elusive. Assuming that Ministry of Health will be
reluctant to fund the required increase in hospeedl aged residential care beds to
meet this demographic growth — and given that sgmevth projections have
suggested that, within ten years the equivalemivefy existing aged residential care
bed (both rest home and hospital level) will beuregg to accommodate demand for

hospital level aged care alone — the challenggigssing one.

Figure 10:
Changing Demographic and Accommodation Trends in §ed Care
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As indicated in the above chart, the proportiorthef older population currently in
residential care sits at approximately 5%. It kely that this will decrease over time
— but perhaps only slightly, given wider demograptihanges in older population.

Given the increasing number of older people aged-8&nd therefore the subsequent
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increasing demand for hospital level aged residecare — thenumberof hospital
level beds required to accommodate such growthaoeiitinue to rise. This growth in
demand for hospital level care is clearly one of #ey factors influencing the
development of new models of support whereby thévedent of rest home level
aged care is effectively relocated into an olderspe’s own home. As such, this
reflects an emergindemographidriver for such ‘ageing in place’ initiatives.

As also indicated in the chart above, current nedd supported independent
accommodation comprise those existing examples amneounity-based
accommodation where only limited support is offerddwever, over time, as there
is a growing need for higher levels of care andpsupto be delivered in the
community setting (up to and including the equinalef rest home level care), both
the range and extent of supported independent auocoiaion will inevitably
increase. As will its importance in terms of bo#alth and housing provision.

7.2.2 The Subsidisation Tension

It is suggested that one of the barriers or linote in relation to innovation has been
the current models of subsidisation for older pegptare and accommodation. With
the accommodation supplement and residential cdrgidy each being means tested,
asset tested or both, a number of innovative optitiat might otherwise be both
appropriate and available to some older peopl@atre- because either their assets or
income are above the threshold that would otherwisagble them to access such
options. Similarly, though — as has already beeteche- a number of innovative
housing and care options are only available toghmder people with significantly
higher assets and income, and therefore beyonchdans of many. This tension is
one that both health and housing policy developmegtls to address.

The current aged residential care subsidy, for @t@ntontributes towards the cost

of both accommodation and care. The challenge tti@tprovider in case study 5
faced was to effectively ‘extract’ from that subsidn agreed accommodation
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component — otherwise the provider would have lmgsmn to the charge of ‘double-
dipping’. Similarly with case study 6, the provideas no need to pass onto their
DHB the cost of the home support that is effectidl informally) being provided to
residents in their LTO units, because the costuchscare is deemed to be met by
way of residents’ service fees. Yet, were thoseesaesidents in any other LTO
environment, such low level domestic assistancbjéstito needs assessment) would
be DHB-funded.

Various reports (e.g. Bransbury, 2002; New Zeal@aincil of Christian Social
Services, 2005) propose models whereby older pemgecharged individually for
accommodation, living costs, care and support, wéidents having some choice
over both the range and extent of services thegivec While the NZCCSS report
acknowledges a need for there to be strong links lretween health service delivery
and housing and accommodation needs, it also sisggest “uncoupling the care
services provided to older people from the accomatiod choice they wish to make
is a key component of a future vision for flexislervices focused on the older person

at the centre” (New Zealand Council of Christiarcti@bServices, 2005, p.12).

7.2.3 The ‘Licence to Occupy’ Financial Model — &erverse Incentive?

As noted earlier Australian research (Gardner, 2@80ggests that older people who
move into a retirement village environment expereemetter quality of life than
those older people who choose to remain in them bames in the community. This
is true regardless of whether the retirement véllegrun on a licence to occupy (LTO)
basis, or on a low cost rental basis. Each, Garduggests, represents a model of
communal living, and therefore offers a level otiabisation and security over and
above what an older person might experience remgim their own home in the
wider community. Retirement villages are seen Isydents as ‘places to live’ rather

than as ‘care settings’ (Croucher, 2006).
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Nevertheless, the fact remains that access to Tl retirement village model is in
effect limited to those with both the capital meaequired to purchase the licence
itself, and the financial income to meet the ongainst of facility management fees
(over and above the LTO itself). They have beertrilgsd as “a form of privileged
retreatism” (Blaikie 2005, cited in Grant, 20064)p.A recent article (Dagarin, 2007)
cited a 2006 survey by the New Zealand Retirememmi@ission that indicated
purchase prices ranging from $55,000 to $2 millisith a median price of $200,000.
Management fees ranged from $60-$1,200 per morith,aumedian monthly fee of
$300. Over half of the 52 villages surveyed did redtirn any capital gain to residents
on or after their departure. In the words of ther®&bury (2002) quoted earlier,

‘Would other older people make the same choicledyfthad the means?’

As significantly, the standard LTO model represeatsnething of a perverse
incentive when considered in context of the govemnis ‘ageing in place’ policy

direction. As the primary return to a retirementage operator under this model is
made when a licence is on-sold — i.e. when a ratidaves the village, their licence
is sold back to the operator (usually at a prerdateed value) and then on-sold to
the next resident — the incentive to providersisnaintain regular turnover of LTO

units, rather than encouraging residents to remndinmeir unit for as long as possible.

This could be argued as creating a subtle pressnrsome LTO providers. In
particular, where providers also offer higher level care — e.g. rest home or hospital
level care — such providers may be tempted to eageuresidents in their LTO units
to consider a move into that facility’s rest honménospital facility sooner than might
otherwise be warranted. In that way, they may gairearlier turnover of the licence
for that resident’s unit than might otherwise hdeen the case. However, it should
also be noted that a number of the case studiesidayed in this thesis suggest a
changing approach in this area — with some fagdibffering services that effectively
enable residents to remain in their LTO unit long&iven the usual financial

structure underpinning the LTO model, this représen potential financial risk to
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such providers — and yet each, in different wags, deeveloped strategies to mitigate
such risk (see case studies 2, 5 and 6).

There is a similar challenge to DHB'’s to also thafiKerently. In case study 6, for
example, it could be argued that this LTO facilitgs in fact saving the DHB money
by providing to residents services that, if thateslperson were in their own home,
would be funded directly the DHB. The question muestasked as to why the facility
is not funded to provide such services when the dlifference is the physical
location of the older resident. In Australia, retitent village operators are able to
contract to deliver government-funded Home and Canity Care packages — the
equivalent of New Zealand’s home support. Thisdensto offer the potential for
greater efficiencies in terms of service deliveagd to enable greater access to these
services for residents. Some villages have theaigpand expertise to offer quite
comprehensive packages of care to older resideiits ac@mplex needs and who
require significant management of their care. Sarthngements are seen to allow a
combination of services from public and privateyiders, and increase competition
in service delivery (Gardner et al, 2005). Casel\s®2 in this thesis likewise serves
to demonstrate that such site specific provisiokl@me Support can be not only cost
effective, but also offer the opportunity for intlualised care that is both more

flexible and less intrusive.

7.2.4 Intersectoral Collaboration

As noted in the preceding chapter, the confluerte/den health and housing factors
in determining a person’s health and wellbeing ¢ only widely recognised but

acknowledged within both the health and housindgosecThe NZ Housing Strategy

(2005) for example notes the importance of takimg account issues of health and
wellbeing — particularly in relation to older peeplLocal councils are also

increasingly incorporating such an emphasis in&rtbwn strategies. Similarly, the

health sector has played a lead role in researamdgconsequently emphasising the
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important correlation between a person’s home enmient and subsequent health

outcomes.

Despite increasing recognition of this key relasioip, however, there appears to
have little intentional discussion or joint polidgvelopment across the two sectors to
date — i.e. between the two government departntesiting primary responsibility
for health and housing. This is unfortunate. Italso, as noted earlier, somewhat
ironic — given the government’s explicit encouragenof intersectoral collaboration,
and growing evidence of the value of such collationain terms of innovative
service development and delivery. The Housing Nealand Corporation’s Housing
Innovation Fund, for example, cites evidence oénsectoral collaboration as one of
the criteria against which any application to thed — whether by a non-government
organisation (NGO) or a territorial local authorfyLA) — will be assessed. The
various case studies considered in this thesisligighthe importance of such
intersectoral collaboration. Yet in each case, simgh collaboration is between the
relevant government agency and an NGO, or betwegpective NGOs and TLAs
themselves. There remains little evidence to ddt¢he Ministry of Health and
Housing New Zealand Corporation themselves takingimailarly collaborative

approach at the level of policy development and@mgntation.
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8. Conclusion

New Zealand stands at the edge of a massive shits iage demographics, where
those aged 65 and over are not only increasingumber, but also represent a
growing proportion of the population. We also facsignificant paradigm shift, as
those responsible for the provision of aged camecto terms with the government’s
policy emphasis upon the notion of ‘ageing in plade a result, proportionally
fewer older people are being assessed as requésigential care, and those who do
enter residential care facilities are doing so witbher and more complex health

needs.

There is growing evidence that accommodation péaggnificant role in improving
the wellbeing of individuals and households — aimdparticular, that ‘supported
independent accommodation’ can help to maintainpmgsical, mental and social
wellbeing of older people. Indeed, the notion ofpmarted independent
accommodation (SIA) — coined in the developmenjes of this thesis — has now
gained some wider currency. It has also providéelpful framework for exploring
three key determinants of health and wellbeng fderopeople — the nature of their
accommodationthe nature of theupportthey receive, and the level iofdependence

that their accommodation and support affords them.

Yet in New Zealand the options for older peoplethis regard remain somewhat
limited, and often beyond the financial means ohynaho would potentially benefit.

Nor, to date, has there been much research undartakevaluate or compare the
models currently available in New Zealand — whetihem an economic, social or

operational point of view.

This thesis has taken a step in that directiortnak reviewed the existing body of
literature surrounding the topic of SIA, includingpoth population and

accommodation demographics, together with relegamernment health and housing

policy.
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During the completion of this thesis, a major Ukidst of supported independent
accommodation for older people was published. Fdnge the Joseph Rowntree
Foundation (JRF), this was a comprehensive revieexisting models of what the

report termed ‘housing with care’. It identifiedvea themes emerging from the 145

studies they considered:

These themes have been used as a lens through sikiekamples of innovation in
the area of SIA in New Zealand have been examineil. general inductive

methodology was used to analyse the case studiestly ‘listening for echoes’ of

the JRF themes, but also allowing for any furtheemies to emerge. This
methodology enabled an additional theme to be ifiethtin the New Zealand SIA
context , over and above the JRF themes. This emertheme related to the
importance of intersectoral collaboration in deypahy and implementing models of
SIA in New Zealand.

Subsequent analysis of the case studies, alongtnétdRF themes and the additional
theme of intersectoral collaboration, has lead tamuanber of conclusions and
recommendations regarding SIA in New Zealand:

Firstly, the notion of ‘ageing in place’ has beenkey influence in terms of
government policy, reflected in the (then) MinistfySocial Policy’s Positive Ageing
Strategy (2001) and the Ministry of Health’'s suhseg Health of Older People
Strategy (2002). While it is clear that most olgeople, given the choice (and the
resources), would seek to remain living indepergeimt their own homes and
communities, it would be disingenuous to suggedt ttis has been the sole — or even
the primary — driver of ‘ageing in place’ as a s&gac policy level. Demographic and
economic drivers also play a significant part —hwgirowth in the 85+ population
projected to place increasing demand on aged msalecare — particularly at
hospital level. Alternative (and more economicalgustainable) models of
community-based care for older people — as annatee to residential care — need
to be developed.

134



Secondly, this thesis has identified something tdresion within the current regime
of government subsidies for care and accommodatiadhe aged care sector. The
accommodation supplement and residential care dylase each means tested, asset
tested or both. As a result some older people assimg out on innovative options
that might otherwise be available to and approgriar them. Conversely, other
equally innovative housing and care options — paldrly in the LTO retirement
village sector — are only available to older peaopii sufficient assets and income to
access them. In light of this, some organisations suggesting effectively
‘uncoupling’ the current subsidisation link — that that the subsidy component for
accommodation and the equivalent subsidy compof@antare should be more

clearly delineated.

A third question raised by this thesis relatesh® popular ‘licence to occupy’ model
— specifically, whether this model represents sbingtof a perverse incentive in the
context of the government’s ‘ageing in place’ pedphy. The financial sustainability
of the LTO model depends upon older people movioghftheir retirement village

unit — thus enabling the on-sale of their licengereevitably, a higher price than they
will receive. Does this represent an incentivelfé© providers to move older people
on into higher levels of care? This suggests asitian which is at odds with the
notion of ageing in place, where older people a@araged to remain longer in an

independent or semi-independent accommodationa@mwient.

Finally, this thesis reiterates the fundamental angnce of intersectoral
collaboration for facilitating and sustaining in@don in the SIA environment. This
represented a key strength in each of the caséestednsidered. Nevertheless, it
must also be noted that, while the recognition gmdctice of intersectoral
collaboration continues to grow between governnageicies (both central and local)
and non-government agencies, collaboration betwd¢ed two government
departments responsible for older persons’ heathrmusing — namely the Ministry
of Health and Housing New Zealand Corporation —lbesen slower to evolve. There
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has been little in the way of collaborative polidgvelopment between these two
governmental players — and even less in terms attigal, conjoint strategic
initiatives. The challenge to each, it is suggesietb model between themselves the

intersectoral collaboration they encourage of ather

In line with international trends, New Zealand'sled population will continue to
grow — numerically, and as a proportion of the allggopulation. Increasing demand
for aged residential care will ensure that modeisStA will take on greater
significance, providing a necessary alternativeegdential care. Yet SIA represents
a significant model of aged care in its own rigiihe research undertaken by
Croucher et al (2006) highlights the contributidwatt SIA has to play in providing
innovative and alternative solutions to the growigmand for more traditional
models of aged residential care. In addition tod&eographic and economic drivers
noted, the promotion of independence, health andlbe&meg, together with
maintaining older people’s sense of social integmat further reinforce the
importance of identifying and developing innovatiweodels of SIA in the New

Zealand context.

Six such examples of innovation have been congider¢his thesis. Each reflects, to
varying degrees, the themes identified by Crouehexl (2006). They also highlight

the diversity of models emerging — that span theforeprofit and private sectors,

and offer varying degrees of support for theirdests. Some offer very little in the
way of health intervention or support, with resitgerffectively as independent as
they might have been in their previous home enwrent. Others offer such high
levels of support that they become, in fact, diffi¢o distinguish from the models of

aged residential care they seek to differentiatenelves from.

As such models continue to evolve — and, as derfan8lA continues to increase —
some of the issues noted above will need to beeaddd by government at a policy
and funding level. For example, financial sustailitgbrepresented a challenge for
some of the models considered in this thesis. ¢t €ase, such risk was seen as part
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and parcel of innovative development. Howeverughsdevelopment is to continue —
in response to increasing demand — then the lomeger-financial sustainability of

SIA for providers will need to be assured.

As new models are developed and implemented, SIAcamtinue to find its place
along the ‘integrated continuum of care’. For olgezople it will represent an
alternative to residential care, enabling themetmain independent within their own
community. For government, it will likewise providen increasingly important
alternative to aged residential care, as demanduoh care (and therefore its cost)
inevitably increases. Models of SIA will continue be refined. New examples of
intersectoral collaboration will continue to be ded. And hopefully those charged
with responsibility for the care of older New Zeadars at a policy level will work
cooperatively to create an environment within whscich growth, development and
innovation can thrive — to the benefit of our eljeand therefore to the benefit of us

all.

137



Appendix 1 — Information Sheet

VICTORIA UNIVERSITY OF WELLINGTON

Participant Information Sheet for a Study on Supported Independent
Accommodation Options for Older New Zealanders

Researcher: Max Reid, Faculty of Humanities and Social Sciences, Victoria University of
Wellington

| am a Masters student currently undertaking an MA in Social Policy through Victoria University of
Wellington. As part of this degree | am undertaking a research project leading to a thesis. The
research project aims to examine the existing theoretical basis for supported independent
accommodation as a valid model of care/housing for older people. It will compare up to six
examples of innovative approaches to such accommodation for older people currently operating in
New Zealand - in particular, identifying the perceived strengths and weaknesses of each. From
this analysis and comparison, it is hoped to identify any particular gaps or issues in relation to our
understanding of this model of care/housing which may then be able to be prioritised for
subsequent research.

Examples of supported independent accommodation have been selected on the basis of difference
and innovation. Each will be documented and compared, using a case study approach and semi-
structured interview technique. The characteristics of each model, and its distinctiveness, will be
analysed according to a range of key categories/typologies - e.g.

» Tenure,

* Design,

» Type and mix of accommodation available (e.g. apartments, villas, bed-sits, etc.),

» Range of services available (i.e. the nature and extent of ‘support’ offered),

»  How such additional support — i.e. over and above the provision of accommodation —
is funded,

» The extent to which the facility is open/closed to the wider community.

The categories/typologies chosen will reflect — and, to some extent, emerge from — earlier analysis
of the literature surrounding and underpinning the concept of supported independent
accommodation.

As the University requires that ethics approval be obtained for research involving human
participants, should you choose to participate, your written consent to such participation in the
project is required. Once your consent has been obtained, | would arrange to visit your facility (at a
mutually convenient time), in order to discuss with you the nature and distinctiveness of your
particular facility. In particular, | would appreciate your comment on the following questions:

» Why was this particular model of supported independent accommodation chosen by
your organisation?

* What do you see as its distinctiveness?

* What have been the key learnings from adopting such an approach to SIA?

» What do you see as the strengths/weaknesses of this particular approach to SIA?
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» If you were to undertake such a development again, what if anything would you
change?

The interview will be tape recorded, transcribed, and the transcript subsequently analysed for
common themes. Any written material arising from the interview and incorporated into the thesis
itself will be made available to you for comment and/or amendment prior to submission of the
thesis if you wish. It is anticipated that each case study will contain extensive detail and analysis
concerning the nature and structure of each model considered. All information collected will remain
confidential, and no other person besides my academic supervisor, Dr Judith Davey, and myself
will have access to it. However, given the small size of the sample, and that the participant facilities
are to be chosen, amongst other things, on the basis of their distinctiveness, ensuring anonymity of
participants and/or the facilities they represent in any subsequently published material will not be
possible. Both the semi-structured nature of the interview format and the form of subsequent
reporting will allow participants to choose which information they are comfortable to share with a
wider audience, and which they may wish to subsequently withhold — either for personal reasons,
or for reasons of commercial sensitivity. You will be able to check your transcript and make
whatever amendments/deletions you wish to, indicating which information you would not like to
have linked to you or your facility. Further, should you for any reason feel the need to withdraw
from the project, you may do so at any time before the data is analysed. Should you wish to do so,
please let me know as soon as possible.

The thesis will be submitted for marking to the Faculty of Humanities and Social Sciences and
deposited in the University Library. It is intended that one or more articles, based upon the
research project, will be submitted for publication in scholarly journals. Again, your prior approval
would be sought before any such articles were submitted for publication. Audio tapes and
transcripts from any visit(s) to your facility will be destroyed two years after the end of the project.

If you have any questions or would like to receive further information about the project, please
contact me at:

41 Colwyn Street, Bryndwr, Christchurch
Telephone (03) 351 5677

Oor my supervisor,
Dr Judith Davey
NZ Institute for Research on Ageing, Victoria University
PO Box 600, Wellington,
Telephone (04) 463 5233

Yours sincerely

Max Reid
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Appendix 2 — Consent Form

VICTORIA UNIVERSITY OF WELLINGTON
CONSENT TO PARTICIPATION IN RESEARCH

Title of project: ‘Emerging Trends in Supported Independent Accommodaon for
Older New Zealanders’

| have been given and have understood an explanation of this research project. | have had an
opportunity to ask questions and have them answered to my satisfaction. | understand that | may
choose to withdraw myself (or any information | have provided) from this project (before data
collection and analysis is complete) without having to give reasons..

| understand that any information | provide will be kept confidential to the researcher and his
academic supervisor.

| understand that my decision to participate in the interview does not obligate me to answer
any or all questions should | so choose.

| understand that | will have an opportunity to check written material arising from any
interview(s) with me prior to publication.

| would like to receive a copy of the transcript of my taped interview

(Please tick) Yes No

| understand that while, given the size and nature of the research sample, anonymity will not
be possible, that, before the publication of any findings and/or reports arising from the
research, | will be given the opportunity to exclude any information provided from such
findings/reports.

| understand that the tape recording of interviews will be electronically wiped at the end of
the project unless | indicate that | would like them returned to me.

| understand that the data | provide will not be used for any other purpose or released to
others without my written consent.

| agree to take part in this research.
signed:

name of participant:
(please print clearly) Date:
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