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In 2001 the Central Region District Health Boards (DHBSs) established Acute Packages of
Care (APOC) as a flexible means of developing individual packages of support for young
people with mental health problems who required intensive support and treatment. The
APOC services were reviewed in 2005.

Some of the recommendations in that review related specifically to respite services. The
goal was to develop and improve access to both planned and unplanned respite services.
This report proposes a framework for developing a range and continuum of respite and
support services. It gives guidance to assist the six Central Region DHBs to develop
services and address current gaps in each district.

Defining respite

Respite has been defined as a support service able to be used to benefit the individual
person (infant, child or youth) and / or their family/ wh nau. Approaches that strengthen and
enhance wellbeing within the family/ wh nau, and support families to care for the infant*,
child or young person with mental health needs are important.

Methodology

Interviews with stakeholders in all six DHBs were held. The key themes were then
summarised and presented for discussion at a workshop with the expert Regional Infant
Child Adolescent and Family group in December 2007. Based on the discussions a draft
service model was developed and distributed to wider DHB stakeholder groups for comment
and further discussion before being finalised.

Findings

Currently there is a range of respite options available across the region and there are
various gaps in the six districts, which impact on the ability of families/ wh nau to access
support. Not all areas have access to facility-based or family respite options and one DHB
does not provide carer relief. There is an under-developed respite carer workforce and this
compounds the gaps.

Funding streams for respite supports and services include carer relief and APOC, and
facility-based respite services are contracted through the price volume schedule. In one
DHB, the previous years APOC under-spend of the mental health budget is being used to
fund a primary mental health pilot for secondary school students. Previously other DHBs
have also used this budget to fund new services.

The budget for respite supports and services varies between the DHBs however, with
planning and targeted development, funding is not expected to be a major constraint to the
development of respite services over the next one to three years.

! This document refers to child and youth. This includes infants, children and youth with mental
illness.
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There are significant differences in the needs of infant, children and youth and the type of
service response required. For younger children, family-based respite options are likely to
be the most appropriate response. For teenagers and adolescents being required to ‘fit-in’
with the routines and expectations of a respite family is less likely to be appropriate than a
facility-based respite service. The maturational and developmental needs of each child or
youth should be considered when planning an appropriate response.

There are two contracted crisis respite services in the region. They have similar utilisation
patterns and an average occupancy of approximately 50 percent each, although both have
had periods where the occupancy level has been much higher. There is general agreement
that this resource can be better utilised by delivering planned and unplanned facility-based
respite services together, provided the facility is suitable for this purpose.

Proposed respite and support service framework

This report proposes a respite and support service framework that aims to build on the
services and experience gained to date across the DHBS. The framework includes:

Carer Relief — in the client’s home or with a respite carer

Respite Family — contracted as a provider and accessed on a planned and crisis basis
Facility-based — contracted to a NGO provider and accessed on a planned and crisis
basis

Hospital based — use of ward beds (e.g. paediatric) accessed in response to a crisis

The framework is supported by two new services. A broker service will be responsible for
assisting with sourcing, training and supporting carer relief families and a mobile assistance
team will provide support to individual and families in a range of settings. APOC funding
should continue to be available to fund flexible solutions, however as the range of proactive
and preventative respite options is developed this should reduce.

Implementation

Each DHB currently has a range of respite and support options in place and are likely to
have different priorities for developing the framework in their district. It is therefore proposed
that each DHB should develop and action an implementation plan.

The development of respite and support services requires investment in and the
development of a workforce. At a regional level implementation planning may include
scoping the learning and development requirements for the different workforce groups and
establishing a budget for this.
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In 2001 the Central Region District Health Boards (DHBs) established Acute Packages of
Care (APOC) as a flexible means of developing individual packages of support for young
people with mental health problems requiring intensive support and treatment. The APOC
services were reviewed in 2005,

Some of the recommendations in that review related specifically to respite services. The
goal was to develop respite services to improve access on both a planned and unplanned
basis.

The Regional Infant Child Adolescent and Family (Regional ICAF) expert group were
responsible for considering the recommendations of the 2005 review, and proposing options
for further developing respite services. Objectives for this next phase of work were to:

Focus on improving access

Be more proactive and provide flexible service options

Take a preventative early intervention approach

Ensure that respite services are seen as integral to the continuum of supports and
services

This report reviews the current services and recommends a respite and support service
framework aimed at achieving the objectives.

In scope

The scope of this project focussed on family respite services especially for planned access
to respite. However family respite services are one component of a continuum of supports
and service options that include unplanned and crisis services, and these are also
addressed by this report.

Not in scope

The responsibility of other agencies such as Child Youth and Family, the Department of
Work and Income and the Ministry of Education are not in the scope of this review.

Pricing the respite support and options was not included in the scope of this project. Each
DHB will need to develop an implementation plan and costs may differ, depending on how
the service is developed.

2 Elliott C, ‘Review of APOC Services' for the Central Region Technical and Advisory Service,
September 2005
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The Central Region Technical Advisory Service (TAS) ran a request for proposal process to
secure a contractor to undertake this project on behalf of the six Central Region District
Health Boards (DHBs). Acqumen Ltd was engaged to undertake the project.

A set of questionnaires were developed to be used as prompts for interviews with key
stakeholders from the six DHBs. The stakeholders included representatives from DHB
Planning and Funding teams, Child and Adolescent Mental Health Services (CAMHS) and
service providers. Most of the interviews were completed face-to-face and there was one
phone interview.

The key themes from the interviews were then summarised and presented for discussion at
a workshop with the expert Regional Infant Child Adolescent and Family group in December
2007. Based on these discussions, a draft service model and report was developed. The
draft report was distributed to the ICAF group and other stakeholders for further comment
and discussion. In addition Whanganui, MidCentral, Hutt Valley and Wairarapa DHB also
arranged stakeholder meetings. All feedback was analysed and the changes were made to
this report before being finalised.

Diagram1: Summary of the key steps

Develop . . Draft Distribute to Receive
Saﬂlze: nd surveys Sflérgé?géie R(Iegzr;al service ICAF &  feedback Report
. aflc 9 oty & undertake o i . model stakeholders / & amend P
IATOrmation ;e rviews P report
nn #
4.1  Purpose

The purpose of respite is multifaceted, and the type of needs and response required may
vary for each child, youth or family/ wh nau. Respite can be as simple as giving the family/
wh nau a break, through to being an integral component of clinical treatment goals and
outcomes for the child or youth. It can be provided in a wide range of settings including the
service users own home, another family home, a provider’s facility, in the community (e.g.
holiday camps), and hospital. It can occur when the family is present or not.
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Respite is not providing day options or activities to a child or youth as an alternative to
attending schools, although this may be required as part of an acute package of care.
Respite is not a medium or long term out-of-home placement.

4.2 Benefits

Anecdotally it was reported through the interviews and workshop that the availability of
planned and crisis respite, does support the child or youth and their family/ wh nau to
manage some of their needs. It can reduce the need for hospital inpatient admissions, the
rate of readmissions and at times the length of inpatient stay. Respite should also
complement treatment goals. As a child or young person’s mental health needs reduce, the
need for respite services are likely to reduce. However as part of a wellness and
preventative approach to mental illness some families may require access to respite
services for extended periods.

Additional benefits of respite services include:

Improved wellbeing for the child or young person

Supports the wellbeing of family/ wh nau and their ability to continue caring for their
child or young person e.g. by reducing stress and building resilience, improving
relationships within the family, and by allowing time for other activities

Empowers the family/ wh nau to manage their needs

4.3  Client profile

For the purpose of this report the client group includes infant, children and youth up to age
19 who are likely to have moderate to severe mental health needs and their families/
wh nau.

Some children and youth with mild to moderate mental health needs and their families/
wh nau may access carer relief.

$ % ! % !

This section provides an overview of the respite services currently available within the six
central region DHBs. It also explores ideas gathered from the stakeholder interviews for
developing the services.

5.1 Service coverage

A snapshot of what is currently available across the region is provided in the following table.
This shows that the mix of services available is variable.
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Carer Relief Respite Family Facility

Planned Crisis Planned Crisis
Capital and Coast X X Limited
Hawkes Bay X Partial
Hutt Valley X X X
MidCentral X X Limited
Wairarapa X X Partial Will be
in place
by mid
2008
Whanganui X X Partial X

Notes:

Limited — crisis respite beds may be used to provide planned respite on occasion. Referrals for crisis respite
have priority.

Partial — there is no dedicated service but the service can be provided from residential beds, motels, hospital
wards etc.

The respite components are being delivered differently by the DHBs. For example a facility-
based service may be a dedicated respite facility, spare capacity in a residential setting or a
hospital bed, or a mix of these.

Most DHBs are intermittently using paediatric wards for children under age 14. They usually
provide staff (often funded from APOC budgets) to support the child on the ward. A common
view is that it would be beneficial to ‘up-skill’ paediatric staff to support children with a mental
illness, and to build and foster relationships between mental health and these services.

5.2 Managing access

The management of access to carer relief for families and wh nau now sits with CAMHS in
all DHBs that provide this service.

Responsibility for the coordinating access to facility-based planned and crisis respite
services differs across the DHBS.

DHB Coordinator |
Planned Crisis \
Capital and Coast Service Coordination Service Coordination and
CATT®
Hawkes Bay CAMHS and Crisis Team CAMHS and Crisis Team
Hutt Valley NASC CATT
MidCentral CAMHS CAMHS and crisis team
Wairarapa N/A NA
Whanganui CAMHS NA

5.3  Service options and funding streams

Carer relief subsidies, APOC budgets and contracts* with providers are the three funding
mechanisms used to provide respite services.

3 Crisis Assessment and Treatment Team
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5.3.1 Carer Relief

Carer relief is a relatively informal approach to respite care, where an allocation of a number
of days is given to a family/ wh nau to provide relief from full-time caring. The family then
typically finds a respite carer themselves, and it can be a member of the family/ wh nau.
The relief care is typically undertaken in the respite carer's home but can also be in any
other community setting including the child or youth’s own home. It is used to fund other
flexible options including holiday camps. Carer relief is considered a good option for children
up to and around age 12 years.

Five of the six DHBs are utilising carer relief, with Wairarapa being the exception. Some
DHBs have a specific budget for infant, child and youth carer relief and for others this is part
of a wider carer relief budget. It is therefore not possible to determine the current spend on
carer relief for client group across the Central Region.

Subsidy rates vary from $70 to $80 per 24 hour period and are generally paid to a family or
an individual. Capital and Coast DHB have a family and friends rate in addition to this at
$26.

The approach to managing carer relief varies between the DHBs. For example in Hawkes
Bay the practice is that carer relief is included as part of the treatment planning undertaken
by a CAFS clinician, and as treatment progresses the need for carer relief should reduce.
Hutt Valley and Capital and Coast operate differently and external agencies such as general
practitioners and child health specialist can make referrals for carer relief, and CAMHS role
is to administer the programme. The different approaches appear to reflect different
understandings of the purpose of carer relief and its role in the continuum of community
support and services.

Limited quality oversight of respite carers is provided. In Hawkes Bay and Whanganui
CAMHS complete a police check on the respite carers while other DHBs do not. At times the
clinician may not know who is providing the care or in what environment. It is difficult to
source respite carers/ families due to payment levels, lack of training and support, and low
volumes of demand. These are considered areas for development as carer relief is seen as
an important and valuable support option.

5.3.2 APOC

APOC budgets are commonly used to provide staffing in a variety of ways e.g. one to one
support in family home, awake night staff in planned and crisis respite services, and one to
one support to a client in an inpatient pediatric ward. Some DHBs are using it to fund day
programmes and activities, joint packages with CYF, as well as other flexible respite options.

MidCentral has a contract with Richmond NZ to provide packages of care to young people
living in their own home. These are mostly day time activity options, when the young person
cannot attend school, and this is a planned option.

* Contracts included in the price volume schedule
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5.3.3 Contracted respite services

For 2007 / 08 there are seven respite contracts in place with four different providers. These
are outlined in the following table.

Provider DHB | Contract |
Te Taiwhenua o Hawkes Bay Planned respite
Heretaunga
Wellink Trust Capital and Coast Crisis respite
M.A.S.H Trust MidCentral Crisis respite
Richmond NZ Hutt Valley Planned respite
Richmond NZ Hawkes Bay Planned respite

The annual contract prices range from $31,309 to $354,155.

Wairarapa contracts with Richmond NZ for an adult residential service, and this has
potential to accept respite referrals for younger people.

Whanganui does not have any formal respite contracts but can access respite with
residential providers or in the paediatric ward.

5.4  Service Gaps

Current gaps in the service continuum vary between the DHBs, depending on the mix of
local services currently available. These are described in detail in the next section.

There are differing service needs for children and youth, and for planned and crisis respite. It
is thought that children should receive services in a family home (own or respite family
home) but that it can be difficult for youth people to ‘fit in’ with another family so facility-
based respite services or mobile support are better options.

There are specific gaps for traumatised children and youth with severe behavioural needs or
autism in some districts.

Limited dedicated resourcing and capacity for development and ownership has been given

to these services. Most DHBs, with the exception of Hawkes Bay, do not have dedicated
staff managing access to respite services.
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This section outlines the respite services currently available within each DHB and the areas
for development.

6.1 Capital and Coast DHB

C&C DHB's respite services are currently provided through the use of carer relief and
Headspace, which is a facility-based crisis respite service for 14 to 19 year olds.

6.1.1 Carer relief

Carer relief subsidies are accessed through CAMHS. The families or the primary provider
(e.g. general practitioner, child health specialist, and family therapist) apply for carer relief
and are allocated a number of days based on need. CAMHS consider the method for
assessing need and allocating carer relief could be improved by developing a tool for
measuring need and allocating subsidies.

Once families have received an allocation of carer relief, they arrange their own respite
carers. The respite carers are usually family members and they are paid $26 a day/ night, or
friends who are paid $72 a day/ night. Some families are unable to find carers so are unable
to use their allocation of carer relief.

The budget for carer relief is $50,000 and this is generally spent. Carer relief subsidies are
managed by an administrator with oversight from the CAMHS manager.

6.1.2 Providers

Wellink Trust

Headspace was established by the Wellink Trust in November 2004 and provides two crisis
respite beds. The service was developed by CAMHS and the Wellink Trust using APOC
funding. The contract for the service is now managed by Planning and Funding. The service
is capacity funded and the contract value is $130,000 per annum, however Wellink report
that this does not meet the cost of providing the service. APOC funding is used to provide
additional staff from the C&C DHB casual pool as required. An example of when this is
utilised is to provide awake night staff.

Headspace accepts 14 to 19 year olds and the average client age is 17 years. The Wellink
team consider that generally the service is not suitable for 14 to 16 year olds as they are too
young for the group. The service occasionally accepts clients less than 14 years (four in the
history of the service). However, amongst the stakeholders there is general agreement that
this type of facility based respite service is not appropriate for younger clients aged 10 to 14
years and, depending on maturational and developmental needs, possibly up to 16 years.

C&C DHB mental health services make all referrals and these are managed by Service

Coordination. The following table shows the source of referrals for the period November
2006 to October 2007.
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Table: Source of referrals
Youth speciality service 12
Early Intervention
Te Whare Marie
Health Pasifika
Rangatahi Inpatient
Unit
CAFS
CATT

Total 25
Source: Wellink Trust

P~ W

NN

Wellink considers the risk and safety issues associated with a referral, but most are
accepted.

Often a client has multiple admissions, and for the November 2007 to October 2007 period
there were a total of 61 admissions. The average occupancy was 48 percent and the
median 49 percent. Overall the demand and utilisation of the service is erratic.

Average Occupancy

90
80 - —
70 T
60 -
50 —
40 1

%

Nowv Dec- Jan- Feb- Mar- Apr- May- Jun- Jul- Aug- Sep- Oct-
06 06 o7 o7 o7 o7 o7 o7 o7 o7 o7 o7

Source: Wellink Trust

The majority (84 percent) of clients during the period were young women aged 16 to 18
years. The ethnicities were 64 percent Pakeha, 32 percent M ori and four percent Pacific.

Along with crisis respite, Headspace has also been used to provide planned respite and
support to young people as part of their transition from the Rangitahi inpatient unit. Both
CAMHS and Wellink using the service as a response to a range of needs can be successful,
although managing the combination can be difficult as crisis referrals will take priority over
other referrals.

When there are two clients in the service Headspace cannot readily accommodate the

wh nau of one client. To date only a small numbers of families have wanted to stay and
most appear keen to visit their family member at Headspace and go home to rest and
recover. Wellink expect that if families could be accommodated more easily and this option
was promoted, more families may want to stay. This may increase the utilisation of the
service by M ori and Pacific clients.
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The length of stay is expected to not exceed seven days although in practice this varies.
Extended lengths of stays are usually the result of the young person not having suitable long
term accommodation.

Headspace has provided follow-up support to young people who have stayed in the service.
This support has been provided in a range of settings including school, work and home.
Wellink would like to extend this to provide out-reach support for up to a three weeks from a
stay at Headspace.

The stakeholders agree that Headspace provides a valuable and useful service.

6.1.3 APOC

Most often APOC is used to provide staff from the C&C DHB casual pool to work in the
family home or other setting. This is not always appropriate as the staff may not have the
right skills to work with children and youth and be willing to work in a family home. APOC is
focussed on providing short-term interventions and the criterion does not readily
accommodate traumatised children and those with long-term severe behavioural disorders,
a service gap noted by CAMHS.

6.1.4 Areas for development

Currently families/ wh nau source their own carers and this can limit their ability to use the
allocated carer relief. There is an opportunity to provide support to families/ wh nau to find
respite carers.

There is agreement that the range of planned and crisis respite options need to be
increased for:

children and young people aged 10 to 14 year olds and up to 16 years,
children and young people that have experienced trauma and/ or have severe
behavioural needs.

There is also a need to develop culturally appropriate options including for M ori , Pacific
and the growing refugee population.

The interviews with stakeholders identified three options for developing planned respite and
crisis services.

Option one: Family based services

This option was first explored by C&C DHB and Hutt Valley DHB in some depth
approximately three years ago, and involves developing family-based planned and crisis
respite services. The proposal is that two families (who probably do not have their own
children at home) are recruited and trained to accept crisis referrals from both DHBs with
between 24 hour and a weeks notice. One of the respite families would be M ori.

The length of stay would be for up to three weeks and the families would receive back up
support for crisis management. As the demand for the service will be erratic and to ensure
the service is accessible, the families would need to be employed. The service could be

Pr# Page 14 of 41



provided by an NGO with APOC funding. Early negotiations with a provider occurred three
years ago; however this did not proceed due to the cost of the service.

Option two: Mobile support

This option would see the development of a mobile support team able to work with the client
in the family home or other settings. The primary goals of the service would be to provide
direct support to the child or young person, to assist and relieve the family/ wh nau, and to
prevent crisis from occurring. Other goals could include providing behavioural support to the
child or young person including the opportunity to develop and practice new skills (for
example coping strategies, toilet training) in natural settings, and to model positive
behaviours and appropriate boundaries to the family.

This option would require a workforce able to provide behaviour support and work
comfortably within a wide range of settings including a family hom. Ideally, for older children
and youth, the workforce would include youth and peer support workers with similar
experiences and the potential to be good role models.

This service could be provided by a NGO or C&C DHB. The advantages of a NGO providing
the service are that this sector has developed considerable experience in providing support
to enable people to maintain and develop daily living activities. However, services aimed at
providing support and working with children in their family home is less developed. The
advantages of C&C DHB providing the service are the synergies with the Rangatahi unit.
The learning and development programme provided to staff at Rangatahi would be
applicable to a mobile support team, and if there is a lack of demand for community support
the staff could assist in the unit.

An extension of this option is to work with inter-sectoral partners with similar service and
workforce requirements including schools (and teacher aides) and CYF.

Option three: Extend Headspace

This option would involve extending the Headspace service to include some capacity to
accommodate families/ wh nau, and to provide planned respite, and to provide out-reach
support for up to a three weeks from a stay in the service.

This option has the potential to make better use of the existing resource; however this would
need to be done in a way that ensured ease of access to and the safety of the crisis respite
services®. It may also require Wellink to review the current facility used for Headspace to
ensure it could meet the requirements.

® An eighty-five percent level of occupancy is usually accepted as optimal for ensuring safety of and
accessibility to acute services.
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6.2 Hawkes Bay DHB

Hawkes Bay DHB'’s respite services are currently provided by carer relief, in respite family
homes and residential facilities.

6.2.1 Carer relief

Carer relief is accessed by clients of CAMHS. The clinician working with the family makes
an application for carer relief to the Clinical Leader of CAMHS. The application must
demonstrate why the family needs carer relief, the relationship with treatment goals, and the
expected outcomes. The expectation is that with the combination of progress to treatment
goals and carer relief the child or young persons mental health needs will reduce and result
in a discharge from services.

Generally families are allocated 12 nights of carer relief to be used over six months, and this
allocation can be reviewed and extended. Families can choose how they use the allocation
and most arrange respite care for weekends. The respite carers are sourced through both
informal and formal methods. Informal methods include engaging extended family members
and friends as carers. In these instances CAMHS will undertake a police check of the
named respite carers but will have no knowledge of who else may be living in the home. The
use and effectiveness of these arrangements can be difficult track and CAMHS are aware of
the risk of funds being misused.

CAMHS refers families/ wh nau without respite carers to Birthright, Barnardos or Autism NZ.
Where the child or young person is also a client of CYF, the CYF caregivers may also be
used. This is not a preferred option as CYF caregivers often care for more than one child or
young person at a time, and some of those have extensive abuse-related needs.

CAMHS have provided some training to respite families on understanding and managing
behaviour, and working with traumatised children and young people to respite families but
do not consider this to be their role.

6.2.2 Planned respite

Te Taiwhenua o Heretaunga
Family-based planned respite services are provided by Te Taiwhenua o Heretaunga. The
contract value is $132,000 per annum.

Te Taiwhenua o Heretaunga is an iwi-based organisation. The goal of the planned respite
service is to strengthen and support family and wh nau to take responsibility for the well-
being of all its members.

The age of the children and youth accessing the planned respite service ranges from seven
to 19 years, and most are M ori. Te Taiwhenua have noted an increase in demand for
respite care for children and the factors that appear to contribute to this are the limited
resources and skills of the parents and their ability to manage the children’s behaviour. The
service is provided to an average of ten clients per month and, although the contract allows
for up to seven respite days, most admissions are planned to occur over a weekend.
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Te Taiwhenua recruits, screens, and establishes an agreement with respite families and
matches them to the needs of the child or young person and their family/ wh nau. Ideally the
respite family will be from the same hap as the child or young person.

In the early days of the service, there was up to ten respite families however this has
reduced to the current four or five respite families. The provider's view is that the number of
respite families is sufficient to meet the demand, and that it is preferable to have a limited
number providing regular care than a larger number of respite families providing smaller
amounts of care.

CAMHS and CYF are the source of the referrals and these are managed by a kaimanaaki
employed by CAMHS. Te Taiwhenua reports that not all referrals are accepted due to the
high level of needs of the rangatahi (young person). The provider views such referrals as an
indication of the reluctance of family/ wh nau and CAMHS to see rangatahi leave the district
to be admitted to the Rangatahi inpatient unit in Wellington, and an indication of a need to
extend the range of respite services in the Hawkes Bay. This could include a facility-based
respite service providing higher levels of support for rangatahi, however the feasibility of this
proposal would need to be tested as there may be insufficient demand to sustain the
service.

Most of the respite families have previously or are currently contracted to CYF as
caregivers. CYF require their caregivers to undertake training and much of this is relevant to
children and young people with mental health needs, for example first aid and managing
challenging behaviours. Te Taiwhenua does not provide the respite families with additional
training but does provide some support including joint meetings between the natural family
and respite family, and developing plans for use in an emergency. All children and young
people are expected to have a primary provider (CYF or CAMHS) who will provide support
in a crisis.

There is an opportunity to extend the quality of the service by providing targeted training and
increasing the support and supervision to the respite families. Potentially the service could
provide crisis respite in a family home, however this would require more intensive training
and an increase in the level of monitoring and support provided to the respite families.

The respite families are paid a board rate and not the carer relief subsidy. This is
comparable to the rate paid by CYF which, depending on the age of the client is between
$120 — 170 per 24 hour period.

Richmond Nz

A facility based planned and crisis respite service is provided by Richmond NZ for young
people aged 14 to 19 years and there is the use of four beds. Referrals are made and
managed by CAMHS.

The contract includes two clinical FTEs and 2.5 support worker FTEs. Richmond NZ reports
that the current contract does not meet the cost of providing the service a client group who
generally have intensive support needs. APOC funding is used to provide additional staff
when a client requires one to one support.

There have been issues with the service including balancing the needs of clients at different
maturational and development stages, and recruiting and maintaining a skilled workforce.
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The current facility is not ideal and Richmond NZ is intending to address this once there is a
better understanding of the needs of the clients and their families/ wh nau.

With further planning this service could be developed.

6.2.3 APOC

The APOC budget is used to provide staff from CAMHS, Hawkes Bay DHB or Richmond NZ
to support a client in crisis. Where the client requires support in a facility, they may be
admitted to the paediatric ward, a motel or Te Whare Aranui (a service is provided by the
DHB and primarily used by the Crisis Team to provide unplanned/ crisis respite to adults).

6.2.4 Areas for development

There is agreement that the range of planned and crisis respite options should be increased
for children and young people aged 10 to 14 year olds and up to 16 years. This and other
developments are required to increase the level of service available in the Hawkes Bay.

There is a need to provide consistent training and support to all respite families, including
those paid through carer relief subsidies and those with agreements with Te Taiwhenua o
Heretaunga.

Currently there are two levels of payment for respite families — the carer relief subsidy and a
board rate — with similar roles and requirements. Parity issues between the two groups may
arise if the similarities continue.

There is a need to develop facility based planned and crisis respite services for all young
people aged 12 — 14 years. The view is that compared to children, family respite is less
likely to meet the needs of this group as they will struggle to ‘fit in’ with another family. The
existing youth planned respite service provided by Richmond NZ has an older cohort of
clients and the service as it is currently configured is unlikely to be suitable for the younger
age group. In addition, the staff working in this service may not have the skills required to
work with the younger clients.

There is no kaupapa M ori facility based planned and crisis respite service available.

The commitment and experience of endeavouring to meet the needs of young people in the
Hawkes Bay and to avoid an admission to the Rangatahi inpatient unit, does highlight the
lack of crisis respite services. Planning to develop these services is challenged by the
expected low volume and erratic nature of the demand for the services (demonstrated by the
utilisation trends of existing crisis respite services) and the geographic spread of the region.

Through the discussions with the stakeholders two options for developing respite services
were identified.

Option one: Develop kaupapa M _ori and mainstream crisis family respite services

Te Taiwhenua has an existing family respite service and this could be extended to provide
kaupapa M ori crisis respite. This would require the provider’s training and service delivery
framework to be developed and extended.
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As there is no existing mainstream family respite service a different development path would
be required for this service. The option discussed with stakeholders was similar to C&C
DHB, and involved recruiting and training a family (who probably does not have their own
children at home) to accept crisis referrals from the DHB.

Once the crisis family respite services were established the next steps would be to review
the utilisation of the service and assess the remaining unmet needs. Further planning would
then be required.

Option two: Develop a mobile support service
In this option, a mobile support team would be developed to provide crisis support and
transitional support to those discharged from the Rangatahi unit.

The crisis support service could be provided either in the child or young person’s family
home or Te Whare Aranui. The advantages of Hawkes Bay DHB providing the service are
the synergies with the Te Whare Aranui and the Crisis Team, and the ability to work closely
with CAMHS.

6.3  Hutt Valley DHB

Hutt Valley DHB's respite services are currently provided by carer relief, planned facility-
based respite, a transitional community support worker position, and APOC.

6.3.1 Carer relief

Carer relief subsidies are accessed through CAMHS. The families or health provider applies
for carer relief and are allocated a number of days based on need. The ability of general
practitioners, child health specialist other providers to access carer relief is valued as this
supports a proactive approach to supporting families and wh nau, without requiring the child
or young person to be accessing secondary mental health services.

Families are responsible for finding their own respite carers and it considered that an
advantage of this approach is that is empowers the family to meet their own support needs.
The disadvantage of this approach is that it can be difficult to find respite carers for children
and young people with high needs. Currently respite carers receive minimal training and this
should be addressed. Training requirements include understanding mental health, an
overview of treatment planning and how to work with treatment goals.

The use and effectiveness of carer relief arrangements can be difficult to track and CAMHS
are aware of the risk of funds being misused. One view is that access to carer relief should
be managed in the same way as access to planned respite and through Needs Assessment
and Service Coordination.

6.3.2 Planned respite

Richmond Nz
A facility based planned respite service is provided by Richmond NZ for young people aged
14 to 19 years and one bed is available. Referrals are managed by Needs Assessment and
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Service Coordination. Reportedly the current processes required to access planned respite
are cumbersome and there is an opportunity to streamline these.

The service is delivered from the same facility as a supported accommodation service for
youth. The average occupancy of the planned respite bed is approximately 50 percent. One
option is to extend the service to provide a combined planned and crisis respite service.
Richmond NZ considers that this would require a review of the facility to ensure it was
suitable and able to appropriately meet the needs of the clients and to accommodate
families/ wh nau as required. Stakeholders agree a partnership approach between
Richmond NZ and Hutt Valley DHB to ensure an appropriate balance of clinical and support
worker expertise would be required.

6.3.3 Transitional community support worker

Richmond Nz
A transitional community support worker is available for 20 hours a week and this is part of
the Richmond NZ youth service.

The purpose of the position is to provide support to clients to avoid a crisis and admission to
the Rangatahi inpatient unit, and to support reintegration after an admission. The position is
mobile and can support a client in a range of community settings. The service could be
better utilised.

6.3.4 APOC

The APOC budget is used to pay for staff from the Hutt Valley DHB casual pool to work with
a client in crisis in their family’'s home and on occasion the paediatric ward. The budget has
also been used to fund a family member to provide support.

A common view is that the criteria should be reviewed to allow more flexibility in how the
budget is used.

6.3.5 Areas for development

Discussions with stakeholders have highlighted the need for a system of care approach that
includes a range of community and respite service options. The system of care needs to be
based on the principle of investing in and supporting families to care for their children and
young people by providing planned respite options and access to crisis options as required.
There is also a need to increase the respite options available to children.

The following areas for development were identified.

1. Increase the range of facility-based respite services

The range of respite services should include crisis respite and this could be developed by
extending the current planned respite service. This would require a review of the existing
facility and the development of a partnership between Richmond NZ and Hutt Valley DHB.
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2. Review the processes used to access and coordinate family respite services
Currently there are two processes in place to access family respite services and these are
managed by CAMHS and needs assessment and service coordination. There is a need to
review the processes to ensure services are easy to access and coordinated.

Coordination should extend beyond a referral to family respite services and include:

providing support as required to families to access respite carers,

identifying M ori and Pacific respite carers, and

training respite carers/ families to ensure they are able to respond to the needs of the
child or young person and collaborate with the natural family.

3. Develop kaupapa M _ori options
For M ori the wellbeing of the child or young person and wh nau should be considered in
the planning of respite services. Options could include:

accompanying rangatahi into facility based respite services, and
enabling extended wh nau to provide respite care.

M ori living in the Hutt Valley may be isolated from the support of extended wh nau and
lack resources and money required to access support. A discretionary fund that can be used
to support wh nau to care for their family member is required. An example of how this might
be used is paying for a bus fare for the rangatahi to stay with their grandparents.

The regional approach to the development of kaupapa M ori services via Te Arawhata
Oranga and Te Upoko o Ngo Oranga o te Rae, may provide some support to such an
initiative.

4. Inter-sectoral developments

Options for inter-sectoral developments include strengthening the link between secondary
and community care, and strengthening inter-sectoral relationships including with schools
and CYF.

Hutt Valley DHB has commissioned a review of the ICAF services, and at the time of writing
this report this was underway. The objective of the review is to inform the development of
responsive community based and secondary care services across a continuum of care for
infant, children and adolescents that require mental health and addiction services. The
focus of the review is primarily infants and children (0 — 12 years) and adolescents (12 — 19
years).

Hutt Valley DHB will need to consider the recommendations the ICAF review and this review
of families respite services together.
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6.4 MidCentral DHB

MidCentral DHB's respite services are currently provided by carer relief, crisis facility-based
respite, and packages of care.

6.4.1 Carer relief

Access to carer relief has been managed by the service coordinator role based at the
hospital, however at the time of this review the role was expected to move into CAMHS.
Families are required to source their own respite carers.

6.4.2 Crisis respite

MASH Trust

MASH Trust provides facility-based crisis respite for children and youth aged four to 19
years. The service was established to be separate from any CYF services. This was
considered important to ensuring access for DHB clients.

The service was opened in May 2005 with a contract providing for six beds. The service
opened with four beds, as building modifications were required to accommodate the
additional two beds. The modifications have now been completed and the additional beds
will soon be available.

All clients are receiving CAMH services. Referrals are made by CAMHS and the crisis team
and upon receipt of a referral, the mix and safety needs of all clients are considered by
MASH Trust and the referrer. Where safety needs cannot be adequately met the referral
may be declined. On occasion referrals for planned respite have been accepted by the
service, however crisis referrals have priority. Back-up support is provided by the CAMHS
key worker during work hours and from the DHB crisis team after hours.

The service can accommodate wh nau who want to stay with their child or young person,
although in practice few chose to do this.

Over the last 18 months the average occupancy of the service has been approximately 50%,
across the four beds available. There have been brief periods where the service has been
fully occupied. The average age of the service users is 14 — 15 years. The number of
younger children referred to the service is low and the youngest were eight years old (one or
two referrals for eight year olds have been received by the service). Based on current
utilisation, it seems unlikely that there is demand for the additional crisis beds at this stage.

The eligibility criteria were developed by MASH Trust in consultation with the CAMHS team.
There is agreement that the criteria could be reviewed to allow for a wider range of needs,
and with the impending increase in the number of beds available this appears to be
warranted. It should mitigate any risks associated with over-supply, for example the
threshold changing to include those whose needs would be best meet through a different
service response.

Stakeholders agree that the crisis respite service provided by the MASH Trust is currently
working well and should continue. The service has been approached by clinicians working
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within Whanganui and Wairarapa DHBs, who have expressed interest in accessing the
service. This interest has not progressed to formal discussions between the DHBs.

6.4.3 Packages of Care

Richmond Nz

A wrap around package of care service is provided by Richmond NZ for children and young
people aged 4 to 19 years. The service provides day-time activity options including for
young people who are unable to attend school, and it is mostly a planned option. The
service is run from a facility in the community and can cater for up to 20 young people.

The service is funded on a fee for service basis and Richmond NZ reports that this makes it
difficult to sustain a viable and quality service. Particular challenges relate to the lack of
sufficient regular funding to sustain the critical mass required to recruit, develop and
maintain a skilled and stable workforce. The services ability to respond to referrals can be
influenced by the staff numbers available. Currently there is no service specification.

6.4.4 Areas for development

Compared to other central region DHBs, MidCentral has a high volume of respite and
package of care services available to meet the needs of the population and this is due to
increase. Yet stakeholders identified the need to increase the range of options to meet a
wider range of needs. Areas for development include:

a step-down service for young people who are ready to be discharged from the
Rangatahi inpatient unit but require additional support as they return to the district, and
the need to develop services for people with an autism spectrum disorder, eating
disorders and early psychosis.

1. Review the criteria to crisis respite

Potentially the service gaps could be addressed, at least in part, by reviewing the purpose
and criteria to the current crisis respite service. This review could include accepting referrals
for a step-down service for people transitioning from the Rangatahi unit and planned respite.
The option of accepting referrals from Whanganui DHB should also be considered.

The changing profile of the client group will have impacts on the workforce required to
deliver the services and the training and support needs of staff are likely to change. This
would need to be addressed through shared planning by the DHB and MASH Trust.

2. Review the criteria to Richmond NZ packages of care
A similar review of the criteria for the package of care service may be required.

The relative responsibilities of the Ministry of Education and mental health funding and
services are not clear. Some of the Richmond NZ clients require day activities as the school
will not accept them. This requires some development work to clarify and ensure the DHB
and the Ministry of Education and undertake their respective roles. This work should inform
a service specification.
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3. Carer relief

Families with an allocation of carer relief are required to source their own respite carers.
Options include developing supportive networks of families, and providing support to families
to identity respite carers.

4. Increase collaboration

There is a need for a bridging role between the DHB and the service providers to improve
communication and joint work. Locating the service coordination role within the CAMHS
service may assist with addressing this.

There is also a need to better understand the needs of families and children by working in
collaboration with child health initiatives.

5. Evaluate outcomes

To date the monitoring of the crisis respite and APOC services has been informal and
anecdotal, and based on the service provided to an individual client. There is no follow up
with the families of the client. There is a need to develop more inclusive and formal
processes that further recognises the role and perspective of families.

6.5 Wairarapa DHB

Wairarapa DHB's respite services are currently provided by facility-based crisis respite and
a range of APOC funded support and service options. There is no carer relief budget.

6.5.1 Crisis respite

Richmond Nz

Richmond NZ are contracted to provide residential services including crisis and planned
respite to adults. At times it has been used as a crisis respite option for youth. However, the
residential focus of the services does not necessarily meet respite needs and staff prefer not
to refer young people to the service.

6.5.2 APOC

Respite families

Two respite families are available to provide planned respite. The service is accessed by
children aged between 18 months and 12 years. Currently there is little to no interaction
between the DHB with the families and there is no back up system for them. The utilisation
of the service is low.

APOC is used to pay the two respite families. The rate of pay is $80 per night. The respite
families report there can be issues with the tax and the associated forms.

Flexible options

The APOC budget is used to fund a range of flexible options such as attendance at
mainstream school holiday camps. This is considered to be effective use of APOC funds
and it is estimated that approximately 10 children per annum receive this type of service.
Referrals for flexible options are managed by CAMHS.
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Family

On a small number of occasions where the child or young person has very complex needs
and there are not other options, APOC funds have been used to supplement a family’'s
income so a parent can stay home to look after the child. The rate of pay is $80 per night.

Mental Health Pilot — Supporting Youth

A pilot aimed a providing mental health support to secondary school students is currently
underway. This service is aligned to the Ministry of Health’'s Primary Care Mental Health
initiatives and utilises a coordinator to work with referred students to create an appropriate
package of care. Through the package of care, students can access up to six interventions,
such as behaviour therapy sessions and respite. If any ongoing treatment is required, the
coordinator will refer and link the student with the appropriate service.

6.5.3 Areas for development

Stakeholders agree there is a need to increase the range and robustness of the respite
services available in the district.

Ideally the DHB would like to take a wellness approach and ensure children, youth and their
family/ wh nau are able to easily access respite services even though they may no longer
require services from CAMHS.

Waiarapa has utilised the APOC budget to develop a range of innovative and flexible
options. There is now a need to clarify the funding streams including what they can be used
for and the access criteria to the range of services.

1. Develop and extend family respite service

This service could be extended by increasing the number and diversity of the respite families
available to include M ori, and training one or more of the respite families to support
children and youth with higher levels of need. This would enable the culture, skills and
attributes of the respite families to be matched with those requiring a service.

Extending the service would require methods for retaining the respite families to be
developed as the demand for the service is likely to be relatively small and intermittent, and
therefore the income potential low. One option would be to pay the families a ‘retainer’. This
would require the employment and tax status of the respite families to be clarified. A further
option would be to take a sub-regional approach and to provide the service across two or
more DHBs.

Processes that enable referring clinicians and the respite families to work together would be
required. This should include shared planning and other tools along with training and
support systems for the respite families. The level of development required would depend on
whether the family respite service was developed into a planned and/ or crisis option.

A new dedicated resource to source, coordinate and support respite families would be

required as the DHB does not currently have this capacity. This could be provided by the
DHB or a local NGO on a district wide or sub-regional basis.
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2. Address service gaps and interfaces

Currently there are gaps for children and youth with autism spectrum disorder. If a child is
being managed by paediatric services and they also have mental health needs, they cannot
access mental health support services.

There is no relationship between the DHB and CYF, and currently there is no CYF presence
in Masterton. Previously there have been issues and tensions regarding the roles and
responsibilities of the agencies, with different views on whether the needs of an individual
relate to a mental health issue or a care or protection issue. This interface can be difficult to
address and requires ongoing relationship development.

3. Mobile community support

Wairarapa DHB has recently had approval to establish three positions within CAMHS. The
purpose of the positions is to provide support to youth in a variety of settings including their
own home. When a respite service is required, accommodation options include the
Richmond NZ adult respite service (depending on the availability of a bed) or a youth
apartment provided by the DHB. The apartment is currently being renovated when not
occupied by a young person it will be available to adults. The service is expected to be
established by March 2008.

4. Evaluate outcomes

Currently the services are anecdotally monitored based on the clinical presentation and
progress of the child or youth. There is no follow up with the child or young person’s family/
wh nau. There is a need to develop and evaluate outcome measures to ensure that the
service is effectively meeting needs.

Outcomes measures could include:

HONOSCA

Number and length of admissions to the Rangatahi inpatient unit
Number of days away from school

Readmission rates to crisis respite

Readmission rates to the Rangatahi inpatient unit

6.6 Whanganui DHB

Whanganui DHB’s respite services are currently provided by carer relief and APOC. There is
limited access to planned and crisis respite services through adult residential services.

6.6.1 Carer relief

There is a small carer relief budget of approximately $40,000 per annum. The budget is
managed by CAFs and it is the only planned respite option.

Once an application is made, an assessment is completed and this is then reviewed by the
carer relief panel. Depending on needs, the families with a successful application receive an
allocation of carer relief (some applications are declined). On average seven to eight
families receive an allocation of 28 days of carer relief per annum at $70 a night. The needs
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and allocation are reviewed every six months. Mainly the families of children and youth with
moderate mental health disorders access carer relief

Most families use carer relief on a monthly basis. Families/ wh nau are required to source
their own carers, and where this is not possible it will limit the use of carer relief. Like some
other DHBs, one of the advantages of this approach is considered to be that families/

wh nau are supported to take self responsibility and they often have better networks to
source respite carers than a DHB staff member.

The DHB completes a police check and referee check of respite carers. Ideally the respite
carers would receive some training and back-up support but at this stage this is not cost
effective due to the relative low volume of demand and service.

6.6.2 APOC

This budget has been underspent since it was established. Initially the budget was for
$90,000 per annum but this has now reduced to $15,900. The underspend is attributed to
the limited range of options and low profile of respite services. The funder is willing to
maintain and increase the budget.

Generally the budget is used to provide services for adolescents. The remainder of this section
describes the range of services provided through APOC.

Day activity
For young people who cannot attend school there is a partnership approach between
CAMHS and independent M ori contractors (e.g Mana Farms) to provide day activities.

CYF

On a case by case basis APOC funds are used to part-fund a service for a child or young
person with CYF. However the DHB do not want to partner with CYF for service
development purposes due to concern that access to the service for DHB clients will not be
assured.

Paediatric ward
CAFS do at times use the paediatric ward for respite for children under age 14. Additional
staff are provided by Mental Health Services. The family may also stay with the child.

Family

On a small number of occasions where the child or young person has very complex needs
and there are no other options to assist, APOC funds have been used to supplement family
income to enable a parent to stay home to look after the child.

This DHB has also used APOC funding to pay family transport costs, e.g. when a young
person moved to Invercargill. This is usually short term.

6.6.3 Areas for Development

There is agreement that the range of planned and crisis respite options needs to be
increased for children and young people.
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1. A sub-regional approach

Options for development include taking a sub-regional approach and working in partnership
with MidCentral to provide formal respite options. This could include facility-based crisis and
planned services and family respite services. Transport costs may need to be considered
as part of the price.

2. Further develop carer relief
Currently there is no training or support for the respite families, however this would be
useful.

3. Develop systems and coordination

An increase in respite options would need to be accompanied by developing systems for
assessing respite needs and managing access to services. This should be accompanied
with training for clinicians.

A further option is to fund a 0.5 FTE coordinator role from the APOC budget to undertake
some of these support tasks locally. They could work with key workers, families and relief
families.

) * !

As highlighted through the discussions with the DHBs, CYF, Disability Services and Health
of Older People also provide respite care to their client groups. This section provides a brief
overview of the key components of the service models.

7.1  CYF Payments

CYF has a range of payment mechanisms for foster and board families who support children
and youth in their care. The current payment levels are listed below for comparison reasons.
Note although the weekly payment looks lower than the carer relief payment CYF families
often have more than one client at a time so the cumulative rates are higher.

Private foster care Board Per Week
or board 0-4 years: $124.05
arrangement 5-9 years: $143.95

10-13 years: $158. 86
14-16 (20) years: $173.67

CYF also pay for clothing and a birthday and Christmas
allowance.

Can also claim on cases by case or invoice basis:
Legal fees for applications for legal orders under Care of
Children Act 2004
Reasonable provision for additional clothing due to child’s
special needs
Support for reasonable transport for rehabilitative or

Pr# Page 28 of 41



counselling type services

Provision of reasonable respite care and specialist
counselling support

Medical costs

Reasonable costs associated with preschool / ECE and
school activities and fees

Support for recreational and cultural activities

In work payment

Family Homes Board Per Week
$161.94

CYF also pay pocket money, for clothing and a birthday and
Christmas allowance.

Higher Foster Care Provision for a higher foster care allowance at between 20% and
Allowance 300% of the residential bed day rate

There is currently a disincentive to respite carers to provide for DHB clients funded through
carer relief subsidies, due to the higher board rates provided by CYF. There is also a
precedent in this region of a provider (Te Taiwhenua o Heretaunga) paying the CYF board
rate to respite carers engaged through a mental health contract.

The board rates may provide a useful guide for remuneration levels of the respite families,
sought to be engaged to provide planned and crisis respite services.

7.2 Ministry of Health — Broker Model

Respite services including carer relief and family respite services are commonly provided by
older people’s services and disability services for people with long term needs. These
include the use of carer relief and subsidies, respite facilities, beds in residential facilities as
well as aged care hospitals, dementia units and rest homes.

One service offered in some locations by disability services of the Ministry of Health is
sourcing, training and matching service for relief carers for families®. In essence this is a
‘broker’ model.

An excerpt from the 2006 review’ of this service as it is provided for children, young people
and their families/ wh nau notes:

‘The service provides for the training of volunteer carers for children with
disabilities. The service will facilitate a register of trained care-givers to be set-
up and administered and will enable parents / wh nau to access a volunteer
caregiver (listed on the register) who is compatible with their needs.

® Note the term volunteer can be replaced with Carer Relief, respite person or family within the context of this
report.

7 Acqumen, ‘Report for the Ministry of Health on Carer Training Programmes and Other Related Programmes’,
2006.
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‘The objectives of the service are:
To enable parents/ wh nau to care for their child at home, over the long term by
reducing stress on the family and dependence on formal solutions.
To support parents/ wh nau by providing them with access to competent
caregivers with whom they can confidently entrust their child’s care.
To build community networks promoting care of children with disabilities within their
own communities.

‘The effectiveness of the service will be demonstrated by:

The ability of families to secure and maintain suitable and compatible volunteer
caregiver arrangements for their child over time.

The development and maintenance of a sustainable group of volunteer caregivers
within the local community.

The capacity for children with disabilities to be known, establish friendships and
relationships within their local communities.’

The process for service delivery is outlined in the following diagram.

Recruit respite carers
(advertise, word of mouth)

Complete recruitment
Interview, police and reference checks

Match and introduce respite
carer with familv /wh nau

General training Individual training
e.g. first aid, disability awareness etc Specific to needs of the child

Ongoing support
Respite carer and family / wh nau

In addition the provider administers the service and in some instances this includes
authorising and arranging payment of the carer support subsidy to the respite carers. The
goal is to do what ever it takes to make is simple for the family and / or respite carer to
ensure access when appropriate.
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8.1 Principles

For the purposes of this project the principles used to guide the development of respite and
support services are:

The child — parent relationship remains paramount

Focus on wh nau ora - strengthening and enhancing wellbeing within the wh nau
Where appropriate children and young people should receive support in their own
communities

Families and their children and youth are unique so a range of options to respond to
their needs is desirable

The level of demand for respite services may be small and erratic but effective
responses are critical

The service model must be viable and sustainable and therefore regional and sub-
regional approaches should be considered

Services should be cost effective

Consistency across the DHBs is desirable to ensure service users can access similar
services across the region

Effective respite services require partnerships between clinical and community services

8.2  Overview of a Flexible Respite and Support Fram  ework

A flexible respite and support service framework comprised of a range of service
components and options is recommended in this paper. Depending on priorities and local
resources, each DHB may develop the components of the service framework differently and
/ or over a different time period.

The components of the respite service framework are:

1. Carer Relief — in the client’s home or with a respite carer

2. Respite Family — contracted as a provider and accessed on a planned and crisis based
3. Facility-based — contracted provider and accessed on a planned and crisis based

4. Hospital based — use of ward beds (e.g. paediatric) accessed in response to a crisis.

Typically, the higher the needs of the service user the higher the option on the list they will
need to support them.

The development needs to consider M ori specific options. Given the erratic nature of
demand this may be more readily achieved through carer relief and respite family based
services.

In addition to the respite options listed above is the Mobile Assistance Team able to work
with the client in the family home or other settings. The primary goals of this service are to
provide direct support to the child or young person, to assist and relieve the family / wh nau,
and to prevent crisis from occurring.
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The APOC service specification states as a function:

‘the provision of individually tailored packages of care for children and adolescents
who are experiencing an acute episode of serious illness. Although the service
framework will establish a broader continuum of community supports and services,
there will continue to be a need to develop and fund packages of care to meet the
needs of a child or young person and their family/ wh nau.’

Currently the APOC budgets are used to provide flexible options, particularly in smaller
DHBs. As the continuum of services is developed, the criteria for use of APOC may need to
be reviewed.

The inter-relationship of the components can be seen in the following diagram. Note some
children and youth may access one, some, or all of these components over time.

This framework is supported by a broker service that assists with implementation of the
framework and sustainable service development.

All of components are discussed in detail in the following section.
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8.3  System Components and Implementation Enablers

8.3.1 Carer relief

Why we need this

This is the most informal level of support and may be provided by a member of the extended
family/ wh nau, an independent person, a respite carer or a provider. It may be provided in
a range of settings including but not limited to the home of a respite carer or at the young
person’s own home.

This option should be easy to access and available within all DHBs as a preventative and
flexible respite option.

What is required to achieve this
Developing carer relief requires:

Recognition at local levels that this is a valuable and preventative planned option

Use of carer relief as part of the total respite continuum

Dedicated resource to oversee, develop and manage this

Profile with a range of clinicians / potential referrers

Consideration of increasing the payment levels for respite carers to match those paid by
CYF

Establishment of a broker and development service

The broker service will assist with sourcing respite carers and completing police and referee
checks, maintaining a ‘pool’ of respite carers and matching them with families as required,
providing training and support to respite carers and problem solving.

Standard processes are required for applying for carer relief and assessing needs, along
with guidelines for equitably allocating the resource. These processes should be managed
by CAMHS services, which have a key role in identifying the need for carer relief. The
processes should also include those used by the respite carers including any reporting
templates and payment requirements.

The core competencies of respite carers should be identified and standard training and
support, designed to achieve those competencies, developed and provided on an ongoing
basis. This should be the responsibility of the broker service. There will times when respite
carers require training on the individual needs of a client. CAMHS will often provide this
training.

The development and implementation of carer relief needs to ensure the systems and
processes are applicable in all district, and to ensure staff receive appropriate training

How to fund or contract for this
Most DHBs currently have dedicated carer relief funds and over time budgets may need to
increase to reflect a growing emphasis on preventative approaches.

Wairarapa currently uses APOC for this type of support. This is appropriate for the short to
medium term; however as the range of options increase this should be reviewed.
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8.3.2 Respite families

Why we need this

There is a need to consider how to source and contract / fund respite families to provide
planned and / or crisis respite in their home for children up to the age of 12 years (with
flexibility up to the age of 14 years). Experience to date has shown these families may be
difficult to recruit, however Wairarapa's experience shows once established these families
can be an ongoing and valuable resource.

What is required to achieve this
All DHBs have stated they do not have capacity to undertake the role of sourcing and
establishing this service so therefore this should also be the role of the broker.

There needs to be agreed and clear parameters around the engagement, matching and use
of respite families, such as ethnicity (ideally one of the families will be M ori), mix of any
other clients in the house at any one time, whether the respite family can have other children
in the house etc.

Where there is more than one family locally or sub regionally there should be a directory of
their relative skills, preferences, availability and type of client needs (including ages) they
can support.

Once in place these families need ongoing support including training, supervision and on-
call support. The broker can provide most of these functions, although agreements with the
DHBs for on-call support in a crisis will be required.

How to fund or contract for this

Where there are respite families in place they are being funded by APOC on a casual and
non contracted basis (much like carer relief). To incentivise families to become and remain
carers and to extend the service to include both planned and crisis respite, it is suggested
that a select number of families be contracted and paid a retainer. The area of coverage
may be on a local and / or sub-regional basis. In addition to a retainer there would be a per
night or day (24 hour period) payment paid for providing care on a fee for service basis.

As the respite family would be contracted defined conditions with the family can be
negotatiated. Examples of conditions that may be negotiated are the minimum of service to
be provided (e.g. 50 days per annum), training requirements, health and safety factors,
meeting requirements etc. The DHBs could contract with the respite families directly, or
contract an NGO to provide this service.

8.3.3 Facility based respite

Why we need this
For some clients their needs are such that receiving planned or crisis respite services in
another family setting is not appropriate. This is particularly so for adolescents and youth.

Across the region, demand for facility-based respite services is erratic. Stakeholders agree
that provided the facility has flexible spaces with at least two separate living spaces, planned
and crisis respite services can be delivered together. Ideally the facility will also have
capacity to accommodate the young person’s wh nau as required.
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These services would be primarily provided by support workers and developing the skills
required to effectively support the young people may require more formal training and
supervision systems. This type of workforce development is more readily achieved by a
provider and in a facility-based service setting. Ideally the workforce would include youth
and peer support workers with experience of mental iliness and able to role model.

Establishing facility-based respite services allows for increased expectations and monitoring
requirements. The agreement should include access processes, including the hours for
entry. The goal should be to ensure the service is as responsive as possible, while also
considering the needs of others using the service.

What is required to achieve this

Where this is not in place DHBs need to work on a local and / or sub-regional basis to
source and contract with suitable providers. Prior to this, desired volumes (number of beds)
need to be identified and agreed, as well as the potential client profile and mix.

How to fund or contract for this
APOC funds can be used to develop the service as appropriate.

8.3.4 Hospital based

Why we need this

At times the safest or most reliable place for respite is an inpatient facility. Most DHBs use
paediatric wards for this at times and provide Mental Health Service staff to support the ward
staff.

What is required to achieve this

This arrangement may need to be formalised to streamline access and each DHB who uses
this option should develop a local level Service Level Agreement. In addition an investment
in time should be made to up-skill paediatric ward staff on the specific needs of children and
youth with mental illness.

How to fund or contract for this
APOC funds can be used for this. Internal DHB agreements on price and how the funds are
to be paid need to be made.

8.3.5 Mobile assistance team

Why we need this

This option would see the development of a mobile assistance team able to work with the
client in the family home or other settings. The primary goals of the service would be to
provide direct support to the child or young person, to assist and relieve the family/ wh nau,
and to prevent crisis from occurring. Other goals could include providing support to the child
or young person to develop and practice new skills in natural settings, and to role model
positive behaviours and appropriate boundaries to the family. This option would require a
workforce able to provide behaviour support and work comfortably within a wide range of
settings including a family home to be developed.

Pr# Page 35 of 41



The service could be provided either by CAMHS or a NGO, and decisions on how the
service is provided may vary between the DHBs. In either option there will need to be an
effective interface and working relationship between CAMHS and the mobile assistance
team.

There could be a sub-regional approach to this service. DHBs that are in near proximity of
each other (Whanganui/ MidCentral, Capital and Coast/ Hutt Valley, Hutt Valley/ Wairarapa)
could share the resource. This would provide a critical mass for workforce development and,
as demand is likely to be erratic, allow for efficient use the resource. It could also enable
some speciality skills to be developed, for example feeding regimes for young people with
eating disorders.

The service would provide for planned activity within flexible service and working hours.

Existing services provided across the Central Region may be considered as part of this
development including the Richmond NZ package of care service in MidCentral, the limited
outreach service provided by Wellink through Headspace, and the Supporting Youth pilot
operating in Wairarapa.

Once the service is established, the utilisation and outcomes should be monitored including
for impacts on the respite service framework. Providing support in family homes may reduce
the need for respite services.

What is required to achieve this
Investment in developing and contracting for this team is required. The service needs to be
scoped in more detail, priced and budgeted for.

How to fund or contract for this
The service should be funded on a FTE basis. Each DHB would need to identify the funds
available for this service.

Where sub-regional approaches to service delivery are adopted, inter-regional DHB
agreements on price and how the funds are to be paid would need to be made.

8.3.6 Broker service

Why we need this

Experience shows that relief carers and respite families are not consistently available and
that there needs to be dedicated resource to develop and support these options. The
purpose of the broker service is to provide a dedicated resource to assist DHBs with:

sourcing informal carers for families to access for carer relief

sourcing, developing and supporting contracted respite families

police and referee checking

training (or arranging training) for both informal relief families and contracted respite
families

assisting families (both the child or youth’s family and relief families) with paperwork and
payment processes

understanding access requirements and overseeing availability

matching available options to individual circumstances

developing DHB systems to increase ease of access to respite care
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What needs to change to achieve this

This is a new service so needs investment in resource to develop and manage it. Itis
suggested that a sub-regional approach is taken and that lead DHBs are agreed and
responsible for developing the service. There may be between three and four part-time
brokers across the region. These could be engaged directly by the DHBs or via a contract
with an NGO.

How to fund or contract for this
The DHBs would be required to identify funds for this service.

8.4 Implementation considerations

8.4.1 Project leader

It is recommended a project leader responsible for developing the framework and supporting
the six DHBs with implementation is established on a part-time basis and for a fixed-term of
between twelve and eighteen months. This could be funded from the $150,000 available at
regional level for implementation of the respite options.

The project leader would develop the systems required to support the service framework,
and particularly for improving the access and management of carer relief.

8.4.2 DHB implementation plans

As each DHB will have varying external and internal resources including workforce, funding
and the range of options already in place, they may have different priorities and timeframes
for implementation. Based on the framework outlined in this report, each DHB should work
with the project leader to develop and action an implementation plan.

As previously noted, some aspects of the framework may require a wider sub regional and /
or regional approach. This may mean there will be a range of centralised or de-centralised
components to the service framework.

8.4.3 Workforce development

The development of respite and support services requires investment in and development of
a workforce. A range of possible topics noted by participants include:

Understanding and working with families/ wh nau

Understanding and working with treatment goals

Understanding and supporting behaviour change

Understanding and working with traumatised children and youth
Supporting people with eating disorders

Support people with an autism spectrum disorder (including aspergers)

Implementation planning should include scoping the learning and development requirements
for the different workforce groups and establishing a budget for this.
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8.4.4 APOC funding

APOC funding should continue to be available for flexible use in the variety of ways.
However as the range of proactive and preventative respite options is developed the level of
funding required should reduce.

8.5  Monitoring and Evaluation

8.5.1 Monitoring

Monitoring of the outcomes of respite for individuals and families is not currently undertaken
in a planned way. It is recommended that this practice is improved and there is a formal
process for monitoring what is happening for individuals and the benefits, or not, of receiving
respite and support services. Depending on the needs of the child or youth and the type of
service being used, the monitoring role may sit in different places. For example for planned
ongoing respite via carer relief the monitoring may sit with the broker role, but for others it is
important for monitoring is closely aligned with treatment and planning goals.

8.5.2 Evaluation

The implementation of the new framework needs to be evaluated at a systems level. A
formative approach to evaluation should be taken. This should test whether the intended
benefits and outcomes of the service framework are being achieved and the cost
effectiveness of the framework.

It is recommended that a formal evaluation at 12 months and 24 months be undertaken. The

information gathered through the evaluation should be used to further develop and enhance
the service framework
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8.6

Carer Relief

Respite family
casual
(Planned)

Respite family
contracted
(Planned and /
Or crisis)

Facility based
(Planned and
crisis)

Hospital Based
(Crisis)

Mobile
Assistance
Team
(Planned and
crisis)

Broker Service

Project Leader

Monitoring

Evaluation

Summary of Recommended Components

C&CDHB | Hawkes Hutt MidCentral ~Wairarapa Whanganui
Bay DHB Valley DHB DHB DHB
DHB
Local Local Local Local Local Local
Local Local Local Local Local Local
Local and Local Sub Localand/ | Localand/ | Local and/
/ or sub regional or sub or sub or sub
regional with regional regional regional
with Hutt Capital with with Hutt With
Valley and Coast | Whanganui Valley MidCentral
and/ or
Wairarapa
Local or Local Local or Local or Local or Local or
sub sub sub sub sub
regional regional regional regional regional
Local Local Local Local Local Local
Sub Local Sub Sub Sub Sub
regional | with other | regional regional regional regional
with Hutt services with with with with
Capital Whanganui | C&CDHB | MidCentral
and Coast and Hutt
and/ or
Wairarapa
Sub Local Sub Sub Sub Sub
regional | with other | regional regional regional regional
with Hutt services with with with with
Capital Whanganui | C&CDHB MidCentral
and Coast and Hutt
and/ or Valley
Wairarapa

Regional position (part time) to be shared across all six DHBs. Fixed term role

Local

Local

Local

Local

Local

Local

Regional at 12 and 24 months
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The people who participated in this review are listed below:

Capital and Coast DHB

John Zonnevylle, C&C DHB

Virginia McKeown, CEO Wellink Trust

Olivia Fogg, Service Manager Headspace, Wellink Trust
Brendon Clark, General Manager Service Delivery, Wellink Trust
Headspace and youth team (10 people), Wellink Trust
Steve Dick, Service Coordination, C&C DHB

Robyn Alexander, CAMHS, C&C DHB

Jenny Maley, CAMHS, C&C DHB

Lisa Willet, Te Whare Marie, C&C DHB

Karin Isherwood, CAMHS, C&C DHB

Lucy Laphen, C&C DHB

Hawkes Bay DHB

Patrick LeGeyt, Projects Manager, Te Taiwhenua O Heretaunga
Sue Willoughby, Clinical Leader CAMHS, Hawkes Bay DHB
Mary Wills, Portfolio Manager, Hawkes Bay DHB

Bronwyn Williams, Regional Manager, Richmond NZ

Hutt Valley DHB

Eddie Ford, Nurse Manager, Hutt Valley DHB

Simon Phillips, Portfolio Manager, Hutt Valley DHB
Ray Gorin, Planning and Funding, Hutt Valley DHB
Sara Shaughnessy, CAMHS, Hutt Valley DHB

Cheryl Graham, Disability Advisor, Hutt Valley HYDHB
Bronwyn Williams, Regional Manager, Richmond NZ
Monica Smiler, Te Pae Pae Arahi Trust

Mid Central DHB

Jamie Thompson, MASH Trust

Brian Hayward, Mental Health Portfolio Manager, Planning and Funding
Richard Atkinson, Service Manager, CAMHS

P J Dupois, Clinical Coordinator, CAFS

Bronwyn Williams, Regional Manager, Richmond NZ

Wairarapa DHB

Marie McKay, Mental Health Portfolio Manger, Planning and Funding, Wairarapa DHB
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Ruth Maltby, Team Leader, CAMHS, Wairarapa DHB

Lynda Kenny Wairarapa Addiction Services (NGO)

Robyn Jesson, CAMHS, Wairarapa DHB

Holly Coombes, psychologist, Wairarapa DHB

Lisa Burke, Child Health Portfolio Manger, Planning and Funding, Wairarapa DHB
Stokes Taylor visiting psychiatrist

Whanganui DHB

Andrea Bunn, Senior Portfolio Manager, Mental Health and Older People's Services
Health Planning, Whanganui DHB

Bill Walmsley, Acting Manager, CAF, Whanganui DHB

Ann Davis, Mental Health Service Manager, Whanganui DHB

Joanne Hodder, Clinical Leader, Adult Community Mental Health, Whanganui DHB
Candace Sixtus, Portfolio Manager Mental Health and Health of Older People,
Whanganui DHB

Barbara Branford, Manager, Supporting Families Wanganui
Tisa Ingley, Te Oranganui Iwi Health Authority, M ori Kaupapa Services
Rosalie Conder, Alzheimers Wanganui

Marian Dean, Disability Information Service Manager, Whanganui Disability Resources
Centre
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