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6.

NEAC are near completing the updated National Ethics Standards for Health and
Disability Research. This has included both a public and targeted consult.

7.

NEAC is hosting the Asia-Pacific Regional Meeting for National Ethics/Bioethics
Committee Summit at Te Papa in October. Minister Clark and Minister Genter have
been invited to speak.

8.

NEAC and the Minister of Health agree on what should be on the NEAC annual work
programme.

Health and Disability Ethics Committees (HDECs)
9.

The four HDECs are Ministerial Operational Committees, established under section 11
of the New Zealand Public Health Act 2000.

10.

The HDECs’ function is to secure the benefits of health and disability research, by
checking that it meets or exceeds the established ethical standards determined by
NEAC. In doing so the HDECs are required to act in accordance with the procedural
rules contained in the Standard Operating Procedures for Health and Disability Ethics
Committees.

11.

The HDECs have a Terms of Reference that outline their function, membership and fees.

12.

Associate Professor Mānuka Hēnare is the chair of Northern A HDEC, Ms Kate O’Connor
is the Chair of Northern B HDEC, Mrs Helen Walker is the Chair of Central HDEC and Dr
Sarah Gunningham is the Chair of the Southern HDEC.

13.

The Minister of Health has agreed to meet the four HDEC Chairs together at a meeting
on 30 July 2019. These Chairs meetings occur at least twice a year.

15.

The current work programme for the HDECs is centred on modernising the operational
components of the HDEC system to update the Standard Operating Procedures and IT
infrastructure.

16.

In 2018 the HDECs assessed 759 interventional and observational studies. This is a
5.42% increase on the total assessed in 2017. The HDECs also assessed 3212 approvals
for applications to existing studies that have been approved by the HDECs. The HDECs
are expecting to meet or exceed the total applications reviewed in 2018 for the 2019
year.

Advisory Committee on Assisted Reproductive Technology (ACART)
17.

ACART is a Ministerial policy committee which is established under section 32 of the
Human Assisted Reproductive Technology (HART) Act 2004 and is an independent
advisor to the Minister of Health.

18.

ACART has a Terms of Reference that outlines its function, membership and fees.

19.

Dr Kathleen Logan is the current Chair of ACART.

20.

Minister Clark has agreed to meet Dr Logan once every six months. The next meeting
has yet to be confirmed but is tentatively scheduled for August 2019.

22.

ACART, in consultation with the Minister of Health, agree on what should be on their
annual work programme.
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2. Forensic Mental Health
2.1

Purpose of Report

This section describes your role in the management of mentally impaired criminal defendants
and offenders made special patients under the Mental Health (Compulsory Assessment and
Treatment) Act 1992 (MH [CAT] Act). It also describes your role in the management of
restricted patients, who are compulsory mental health patients that present special difficulties
because of the danger they pose to themselves and others.

2.2

Background

New Zealand legislation allows for people who have been charged with or convicted of an
offence, and who meet certain criteria in terms of a mental disorder, to be treated for that
condition in hospital. Such people are referred to as ‘special patients’ or ‘restricted patients’.
This report provides an overview of the powers you have, to grant leave of absence from
hospital, and to change the legal status of special and restricted patients.
Special and restricted patients are detained for treatment by a Court in one of the five
forensic mental health services (Regional Forensic Psychiatric Services [RFPS]) in New
Zealand 1. Special and restricted patients are progressively reintegrated into the community by
being granted leave from the secure forensic mental health facility where they are treated.
This approach enables both the services and the patient to develop a clear understanding of
the course of treatment and future goals, and gives due consideration to public safety.
The Director of Mental Health, Ministry of Health may grant special and restricted patients up
to six nights of leave per week (short leave), requiring a return to hospital for one night per
week. Once a patient has demonstrated an ability to live adaptively in the community on
unsupervised short leave, an application for leave that exceeds six nights per week
(ministerial long leave) may be made by the patient’s responsible clinician.
The Minister is responsible for making decisions on ministerial long leave applications and
changes in legal status of special and restricted patients, which are authorised by signing a
warrant. Should the applications be approved, the warrants assign responsibilities to the
forensic mental health services.

2.3

Ministerial decisions about special and restricted patients

A special patient’s responsible clinician is accountable for the patient’s clinical management in
the forensic service. However, ministerial long leaves and changes of legal status require
consideration and approval by the Director of Mental Health, and, (depending on the legal
status of the patient), the Minister of Health and/or the Attorney-General. This level of
decision-making reflects the seriousness of special and restricted patients’ status and the
need to ensure that a wide range of factors are considered when making decisions about
such patients.
As Associate Minister of Health you will be asked to make decisions about special patients
subject to orders under section 24(2)(a) of the Criminal Procedure (Mentally Impaired
Persons) Act 2003 (CP [MIP] Act), who have been found not guilty of an offence by reason of
insanity, or deemed unfit to stand trial. When a person is made a special patient after being
found not guilty by reason of insanity, the order is for an indefinite period. A person found
1

Regional forensic psychiatric services are based in Auckland, Hamilton, Wellington, Christchurch and Dunedin.
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unfit to stand trial may be detained subject to a special patient order for up to half of the
maximum sentence to which they would otherwise be subject, to a maximum of 10 years, or
until the person becomes fit to stand trial.
Restricted patients are mentally ill people who present special difficulties because of the
danger they pose to others, not as the result of a particular offence. Under section 54 and 55
of the MH (CAT) Act, the Director of Mental Health may apply to the District Court requesting
that a patient be made a restricted patient.
The number of special and restricted patients is comparatively small with about 130 people
currently detained under such provisions, which require approximately 50 ministerial
decisions each year.
Minister of Health’s responsibilities
Under the MH (CAT) Act and the CP (MIP) Act, you are responsible for granting ministerial
long leave and approving changes of legal status for special and restricted patients.
Ministerial long leave
When a responsible clinician assesses a special patient as fit to be absent from hospital, the
responsible clinician or Director of Area Mental Health Services (DAMHS) will apply to the
Director of Mental Health for consideration of ministerial long leave. This will typically follow
a long period of successful short leaves in the community granted by the Director of Mental
Health, up to the maximum period of six nights per week.
The application contains supporting documents such as:
A. the patient’s legal status
B. a current mental state assessment
C. justification of the leave request
D. a risk assessment and management plan for the patient while on leave, including
flight risk
E. the proposed conditions of leave
F. a certificate, signed by two medical practitioners, stating that the patient is fit to be
allowed to be absent from hospital (section 50(1) MH (CAT) Act)
G. comment on issues concerning victims, where the views of victims are known (eg,
anticipated opposition to leave), the likelihood of the patient being in contact with
victims during leave and steps that have been put in place to manage this
H. reference to the most recent report from the Special Patient Review Panel.
When considering an application for ministerial long leave, the Director of Mental Health
gives careful consideration to the rights and rehabilitation needs of the patient and the
protection of the public. This cautious approach enables both the service and the patient to
develop a clear understanding of the course of treatment and future goals, and gives due
consideration to public safety. After considering the merits of an application, a health report
is prepared inviting you to make a decision.
If you choose to approve a period of ministerial long leave a warrant, is attached to the
health report, which gives effect to the decision. The warrant includes standard conditions of
leave and conditions that may be particular to certain patients. It is convention to grant long
leave for an initial period of six months, followed by subsequent periods of 12 months. If you
9

choose not to approve a period of ministerial long leave then no further action is required.
The Director of Mental Health will write to the patient’s responsible clinician about the
reasons for refusing an application.
Revoking ministerial leave
Occasionally the Minister may be asked to revoke long leave under section 50(3) of MH (CAT)
Act. This is necessary if the conditions of leave are breached or if there are concerns about
the safety of the special patient or the public. Any revocation of ministerial long leave
requires urgent attention, as under section 51 of the MH (CAT) Act the revocation warrant
must be signed by the Minister within 72 hours of the patient’s return to hospital.
While revoking leave is disappointing in terms of the patient’s progress, timely leave
revocation demonstrates that the system in place for ministerial long leave is effective in
terms of identifying and managing risks to the patient and others.
Approving changes of legal status
Special patients acquitted on account of insanity may be considered for a change of legal
status. If the special patient’s continued detention is no longer necessary to safeguard the
interests of the person or the public, you may direct that the individual be held as a patient
subject to a compulsory treatment order under the MH (CAT) Act, or discharged.
Applications for a change of legal status also arise when the Mental Health Review Tribunal
(the Tribunal) issues a certificate recommending that it is no longer necessary for a person to
be held as a special patient. In this situation, the Director of Mental Health will seek advice
from the forensic mental health service on their view of the patient’s condition and seek
clarification of any aspects of the Tribunal’s decision.
After careful consideration, the Director of Mental Health will make a recommendation
regarding the patient’s legal status. Under section 33(3) of the CP (MIP) Act you are required
to make a decision whether continued detention as a special patient is necessary to
safeguard the patient’s own interests and the safety of the public.
Occasionally you will be required to make decisions about the status of special patients who
have been found unfit to stand trial. Clinicians are able to request a change of legal status
from the Minister of Health if the patient remains unfit to stand trial, but special patient status
is no longer required. Such requests are very rare. Most decisions about the legal status of
this group of patients are made by the Attorney-General. On rare occasions you will be
required to make decisions about such patients in concurrence with the Attorney-General.
Leave and change of status for restricted patients
The Minister of Health may be called upon to make decisions as to the detention of restricted
patients where the:
A. responsible clinician has applied for long leave
B. responsible clinician or Mental Health Review Tribunal has found that a restricted patient
remains mentally disordered, but that it is not necessary for them to remain subject to
restricted patient status.
Restricted patient long leave is handled the same way as leave of special patients (as outlined
above). Change of legal status recommendations for restricted patients must be agreed upon
by you in concurrence with the Attorney-General.

10

2.4

Further Information

Note that Dr John Crawshaw, the Director of Mental Health, or a Principal Clinical Advisor of
Mental Health, will be available to brief you further at your convenience.
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3. Health Quality & Safety Commission
3.1

The entity

The Health Quality & Safety Commission (HQSC) is a Crown agent under the Crown Entities Act
2004. It was established in October 2010 by the New Zealand Public Health and Disability
Amendment Act 2010.

3.2

Functions

HQSC’s purpose is to lead and coordinate work across the health and disability sector to
monitor and improve the quality and safety of health and disability support services, and to help
providers across the sector improve the quality and safety of those services. Its key functions
are:
A. advising the Minister of Health on how quality and safety in health and disability support
services may be improved
B. public reporting on quality and safety of health and disability support services
C. promoting and supporting better quality and safety in health and disability support
services
D. advising the Minister of Health on any matter relating to mortality (chiefly through its
mortality review committees)
E. improving health equity.

3.3

Entity’s role in supporting the New Zealand health care system

HQSC supports the New Zealand health care system with its work programmes, including:
A.
B.
C.
D.
E.
F.
G.
H.
I.
J.

3.4

Aged Residential Care Quality Improvement Programme
medication safety
infection prevention and control
reducing harm from falls
making surgery safer
adverse events reporting
health quality evaluation
building sector quality and safety leadership and capability
consumer engagement
mortality review committees:
o Child & Youth Mortality Review Committee
o Family Violence Death Review Committee
o Perinatal & Maternal Mortality Review Committee
o Perioperative Mortality Review Committee.

Board of Directors

The Ministry notes that three of the seven HQSC Board members’ terms are or have expired,
including the Chair, Professor Alan Merry. The Ministry is working closely to determine the
Board’s requirements for new members. A Candidate Selection paper will be provided for your
consideration in July 2019/20.
12

3.5

Further Information

We have attached the 2019/20 Letter of Expectations and Statement of Performance
Expectations.
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4. HealthCERT
4.1

Introduction to HealthCERT

This briefing outlines the work of the HealthCERT team, Quality Assurance and Safety, within
Health System Improvement and Innovation directorate at the Ministry of Health. The Deputy
Director-General of this directorate is Keriana Brooking, and the General Manager is Clare Perry.
•

HealthCERT certifies providers of healthcare services under the Health and Disability
Services (Safety) Act 2001 (the Act).

•

HealthCERT provides an administrative function for processing Home and Community
Support Sector Standard (NZS 8158:2012) audit information. Home and Community
Support Services are not regulated.

•

This briefing provides an overview of the operational function of the certification
system; key agencies involved in the process; and an outline of HealthCERT’s current
projects.

Health and Disability Services (Safety) Act 2001 and Standards
HealthCERT is responsible for regulating healthcare providers as required under the Act.
Providers are required to be certified under the Act and to meet the service standards.
The Act regulates providers of:
A. aged residential care services (rest homes)
B. inpatient hospital services, public and private
C. residential disability services in premises with five or more people, including people with
intellectual, physical, sensory or psychiatric disabilities
D. fertility service providers.
The Act requires providers to be audited on a regular basis against the relevant service
standards. For all providers, except for fertility services, the current standards are the Health and
Disability Services Standards 2008 (NZS 8134:2008). Fertility service providers have to comply
with the Fertility Services Standard 2007 (NZS 8181:2007).
The Health and Disability Services Standards 2008 cover the following areas:
A.
B.
C.
D.
E.
F.

consumer rights
organisational management
continuum of service delivery (the provision of care)
safe and appropriate environment
restraint minimisation and safe practice
infection prevention and control.

The number of certified providers, as at June 2019, are:

Primary service type
of the provider

Number of legal
entities holding
certificates
(e.g. companies)

Aged Residential Care
Private Hospitals

391
61

Number of current
active certificates
held
658
75

Number of
premises
certified
(one or more
per certificate)
664
77

Number of beds
reported across
premises
39412
1856
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Public Hospitals
Residential Disability
Services (all types)
Fertility Services
Total

20 DHBs

20

113

10772

120

130

1031

6936

4
596

4
887

8
1893

Not applicable
58976

Review of the Health and Disability Services Standards 2008 and the Fertility Services
Standard 2007
Section 24 of the Act requires regular review of service standards to assess whether existing
standards should continue un-amended, be amended or be replaced.
In 2017, initial consultation with the sector indicated that change to the Health and Disability
Services Standards 2008 and the Fertility Service Standard 2007 is required, therefore a review of
both of these standards is currently underway. This review is anticipated to be completed by July
2020.
Scoping workshops with the sector to determine the breadth of change required commenced in
May 2019 and will be completed by August 2019.
The Home and Community Support Services sector reported interest in having the Home and
Community Support Sector Standard (NZS: 8158:2012) included in the standards review.
Although not regulated under the Act, the Home and Community Support Sector Standard
(NZS: 8158:2012) will be included in scope of the standards review.

4.2

Certification and auditing of providers

Certification process and auditing framework
Providers are required to apply to HealthCERT for certification and be audited against the
relevant service standards.
Audits are conducted by an auditing agency that is designated under the Section 32 of Act.
Providers choose and pay the auditing agency for conducting the audit. Currently there are six
Designated Auditing Agencies (DAAs).
The completed audit is then assessed by the Registered Nurses within the HealthCERT team,
along with any other information, to make a determination of the certification period for the
provider and any other conditions they will be subject to. A certification period ranges from 1 to
5 years.
In addition to the main certification audit that determines a certification period, providers are
also, in almost all cases, required to have a surveillance audit mid-way through their certification
period. The surveillance audit looks at a core set of high impact standards, as well as reassessing any non-conformity from the previous audit.
A.
B.

C.

2

For aged residential care and residential disability - psychiatric providers, the
surveillance audit is unannounced.
For residential disability - intellectual, sensory and physical providers, instead of a
mid-point surveillance audit, these providers usually receive a Developmental
Evaluation. 2 Developmental Evaluations focuses specifically on the life outcomes for
the residents.
For DHBs hospital services (public hospitals), private hospitals and fertility providers
the surveillance audit is announced.

If deemed necessary, an announced surveillance audit may be imposed.
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Any non-conformity found at an audit becomes a corrective action that the provider needs to
complete. Corrective actions are managed by the following agencies for the following services:
A.
B.
C.

For aged residential care and residential disability – psychiatric, the providers District
Health Board,
For DHB hospital services (public hospitals), HealthCERT
For all other service types, the providers DAA.

Providers are required to report to the relevant agency on their progress towards completing
any required corrective actions, and in some cases, the relevant agency may visit the provider to
assess progress. HealthCERT monitors the agencies who are managing the corrective actions
they have been assigned. In addition to this monitoring, all corrective actions are reassessed by
the DAA at the next onsite audit.
The Provider Regulation and Monitoring System (PRMS) is HealthCERT’s case management
system. Implemented in 2014, PRMS allows for the ability to extract the most up to date
certification information and audit data, for analysis on national trends relating to the safety and
quality of consumer’s care.
Overall the certification and auditing framework is reasonably flexible. It identifies providers who
achieve good results against the standards, therefore they require fewer audits which is cost
effective for the provider. For providers who have multiple findings against the standards, closer
monitoring is imposed through more audit requirements.
Complaints and Inspections
HealthCERT receives complaints and works with DHBs, the Office of the Health and Disability
Commissioner, and other teams within the Ministry to investigate complaints made about
certified providers.
For aged residential care providers, the DHB and HealthCERT work collaboratively on complaint
investigations. The DHB takes the lead working directly with the provider in their region and
provides HealthCERT with updates and the outcome of the investigation. Corrective actions
resulting from complaint investigations are monitored by the DHB and are reviewed at the next
audit of the facility.
For residential disability providers funded by the Ministry, complaint investigations are led by
the Disability Support Services team, with input from HealthCERT.
As part of the Office of the Health and Disability Commissioner’s investigation process, when
relevant, the outcome is shared with HealthCERT. Any recommendations resulting from the
investigation will be reviewed at the next audit.
HealthCERT has the ability to conduct unannounced inspections of a provider under section 40
of the Act. Inspections are conducted where a significant complaint has been received and
there are serious concerns for the quality of care and safety of residents.
Complaints that generate media and public interest are managed between HealthCERT, the
Ministry’s Communication and Government Relations teams and other relevant agencies (such
as DHBs) to provide information and consistent responses.
In 2018 a collaborative piece of work involving the Office of the Health and Disability
Commissioner, the Ministry, the Health Quality and Safety Commission (HQSC), DHBs, providers
and consumers was undertaken to strengthen the complaints framework in aged residential
care.

16

Inter-government agency work
HealthCERT is involved in cross-functional work with a number of agencies (including MSD, MBIE,
ACC, MPI and HQSC) to improve information sharing and reduce duplication around standards,
monitoring and performance. In addition, HealthCERT leads and inputs into cross-agency quality
improvement projects to improve consumer outcomes.

18

5. Disability Support Services
5.01 Executive Summary
•

Disability is a broad term that, in the New Zealand Disability Strategy, refers to ‘those who
have long-term physical, mental, intellectual or sensory impairments which in interaction
with various barriers may hinder their full and effective participation in society on an equal
basis with others’.

•

About one in five New Zealanders self-reported having some form of disability as a result
of a long-lasting impairment (2013 Disability Survey). These disabled people (and the
whānau who often support them), have poorer life outcomes compared with non-disabled
people, and many face health inequalities. Disabled people’s poor health outcomes often
result from facing multiple, interacting challenges. These challenges include ethnicity,
culture, age, and sexuality, as well as the direct challenges they face as a result of their
impairment.

•

At a Ministerial level, the Government’s overall response to these issues is led by the
Ministerial Leadership Group on Disability Issues (chaired by Hon Carmel Sepuloni, the
Minister for Disability Issues), and the Cabinet Social Wellbeing Committee. Your disability
responsibilities mean that you will continue to be a key member of these groups.

•

The framework for the Government’s work is set out in the United Nations Convention on
the Rights of Persons with Disabilities (UNCRPD), the New Zealand Disability Strategy and
the New Zealand Carers Strategy, and their associated Action Plans. Your immediate
priorities include input into both of these Action Plans, which have the potential to drive
significant system change that improves health outcomes for disabled people.

•

There is an emphasis on working jointly with the disability community throughout the
Government’s work programme. This is based on the principle of ‘nothing about us without
us’, which is central to both the UNCRPD and the Disability Strategy. Within government,
there are a range of agencies with responsibilities towards disabled people, with the most
significant being:
•

disability support – the major funders are the Ministries of Health, Education and
Social Development, District Health Boards, and ACC.

•

services that are available to all New Zealanders that have a particularly significant
impact on disabled people such as health, education, social support, housing and
transport services.

The Ministry of Health is responsible for facilitating the optimal health and wellbeing of
people living with a disability in New Zealand. In particular, the Disability Directorate
provides leadership and stewardship on disability issues and is responsible for:

•

•

leadership to improve the health outcomes of disabled people with a particular focus on
equity, fairness and consistency, especially for Māori, Pacific and vulnerable populations

•

collaboration across government on issues affecting disabled people, such as social
development, housing, transport and education, as well as health

20

•

The Disability Directorate is concurrently developing a new strategic plan to enable a shift
towards a sustainable disability system over the long term.

We are underpinning our short- and long-term action with a proactive consultation, engagement
and communications strategy, with a particular focus on empowering the voice of disabled people
and their whānau.

22
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5.1 Introduction
5.11 Profile of the Disability Population
One in five New Zealanders self-reported having some form of long lasting impairment (2013
Disability Survey). People aged 65 or over were much more likely to be disabled (59 percent) than
adults under 65 years (21 percent) or children under 15 years (11 percent). An estimated 5 percent
of our population (242,000 people) were living with long-term limitations in their daily activities
as a result of the effects of psychological and/or psychiatric impairments. 6
Disability and Health
Key points from the Health and Independence Report 20177 drawing on the 2013 Disability
Survey and other sources:
A. The leading areas of impairment in the population were physical limitations, sensory
(hearing/vision), mental (psychological/psychiatric/psychosocial) and intellectual
disability. Over half of all disabled people (53%) had more than one disability,
indicating that the number of people with disabilities is increasing.
B. For children the most common type of impairment was a learning difficulty, affecting
6 percent of the total child population. The most common cause of disability for
children was a condition that existed at birth (49%).
C. For adults, physical limitations were the most commonly reported type of
impairment. Eighteen percent of people over the age of 15 years reported that a
physical impairment limited their everyday activities. Disease or illness was the most
common cause of physical impairment in adults.
D. People aged 65 years or over were much more likely to be disabled (59%) than adults
under 65 years (21%) or children under 15 years (11%).
E. Physical (mobility and/or agility) and sensory (hearing and/or vision) impairments
are the areas that increase most with age.
F. The rate of disability also varies by ethnicity. Māori had a higher than average
disability rate (27%) than European (25%), Pacific (19%) or Asian (13%) populations,
despite having a younger population age profile than the total population.

Disabled New Zealanders have poorer life outcomes compared with non-disabled people and
many face health inequalities. Statistics New Zealand’s Disability Surveys consistently show that
disabled people have lower rates of employment, experience poorer educational outcomes, face
higher health risks, are less likely to rate their health as good and are over-represented in lowincome groups and live in poorer areas. Further, the number of people with disabilities is
increasing and over half of all disabled people (53%) have more than one disability.

6

Stats NZ. (2014). Disability Survey: 2013 see:
http://archive.stats.govt.nz/browse_for_stats/health/disabilities/DisabilitySurvey_HOTP2013.aspx.

7

See https://www.health.govt.nz/publication/health-and-independence-report-2017
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D. Ministry of Social Development funds income, vocational and community participation
assistance and supports
E. Ministry of Education funds rehabilitation for learning support (previously known as
‘special education’).

5.2 Disability Policy and System Stewardship
5.21 The Role of the Ministry of Health
The Ministry has a responsibility to facilitate the optimal health and wellbeing of people living
with a disability in New Zealand. This includes:
A.

leadership across the health and disability system to ensure equitable access to
healthcare and health outcomes of disabled people

B.

collaboration across government to implement the New Zealand Disability, Health
and Carers Strategies, respectively. This includes cross government work to address
the social determinants of health and disability

C.

provision of disability support services to people with long-term physical, intellectual
and sensory disabilities who are primarily aged under 65

D.

transforming the disability support system in ways that are consistent with the
Enabling Good Lives vision and principles (please see section 3).

5.22 Opportunities, challenges and risks
Responsiveness to Māori
Māori are more likely than non-Māori to experience higher rates of disability, inequities in life
expectancy and rates of amenable mortality. This is an important ongoing challenge for the health
and disability system.
The New Zealand Disability Survey 2013 found that Māori have a higher than average disability
rate (26 percent), than European (25 percent), Pacific (19 percent), or Asian people (13 percent),
despite having a younger population age profile than that of the total population.
At September 2018, the Ministry of Health funded supports for 7,155 Māori clients (18.6 percent
of all DSS clients). The top disability service allocated to Māori DSS clients was Carer Support
service, followed by Home and Community Support service, with 42% of Māori clients who
accessed the former and 14% of them accessed the later during October 2017 and September
2018.
Whāia Te Ao Mārama 2018 to 2022: The Māori Disability Action Plan guides the Ministry’s
response to Māori disabled and whānau. 12 The Te Ao Mārama group is responsible for monitoring
and advising on the implementation of Whāia Te Ao Mārama.
The Directorate’s approach to Māori will be aligned with the Ministry’s work programme on
Achieving Equity. 13

12

https://www.health.govt.nz/publication/whaia-te-ao-marama-maori-disability-action-plan-disability-support-services-2012-2017

13

http://intranet.moh.govt.nz/about-ministry/our-work-programme/work-programme-equity
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The research phase of Stage 2 of the WAI 2575 Health Services and Outcomes Kaupapa Inquiry:
Māori with disabilities is underway. Progress of the inquiry will be reviewed at a Judicial
Conference in August 2019. The hearing for the Māori disabilities claims is expected in 2020. The
inquiry is an opportunity to review and improve the Ministry’s approach to supporting the health
and wellbeing of disabled Māori.

Health and Disability System Review
The Health and Disability System Review has been engaging widely across the health and disability
sector. Engagement with representative and umbrella groups of disabled people and whānau,
carers, providers and community groups has invited their views. The Review is also considering
feedback from other consultations, including on what should be included in the Disability Action
Plan.
The Review Panel’s interim report is expected by 31 August 2019, with the final report due 31
March 2020.
Improving access to healthcare and health outcomes for disabled people
Disabled New Zealanders have higher health risks and poorer life outcomes compared with nondisabled people. Disabled people have the same health needs as everyone else, but may also
have specific health needs resulting from their impairments and other underlying determinants of
health, such as poverty, discrimination, violence and exclusion. Particular groups of disabled
people face greater health inequalities, including higher risk of illness and co-morbid conditions.
This is compounded by barriers to accessing healthcare and wider support. Stigma and
stereotypes are major barriers, alongside lack of physically accessible buildings, equipment and
services; distance to healthcare facilities and lack of accessible or affordable transport; inaccessible
information and communication barriers; limited workforce training and capability in supporting
disabled people; and relatives and carers sometimes being gatekeepers to information and
services. 14
People with learning/intellectual disabilities have some of the poorest health outcomes of any
group in New Zealand, and are at higher risk of illness, disease and early death than those without
a learning/intellectual disability. 15
The 2017 Health and Independence Report 16 identified that people with intellectual disability 17 are
high users of health services. They were 1.9 times more likely than the rest of the population to
receive an elective or arranged public hospital treatment in 2016 and 1.5 times more likely to have

14

United Nations General Assembly (2018) Rights of Persons with Disabilities. Report of the Sepcial Rapporteur on the rights of
persons with disabilities, Catalina Devandas-Aguilar, submitted in accordance with Human Rights Council resolution 35/6.
https://www.ohchr.org/Documents/Issues/Disability/A_73_161_EN.pdf

15

Ministry of Health (2011) Health Indicators of New Zealanders with Intellectual Disability’ (2011)
https://www.health.govt.nz/system/files/documents/publications/health-indicators-nzders-intellectual-disability.pdf

16

https://www.health.govt.nz/publication/health-and-independence-report-2017

17 Due to the nature of the data available, the estimates are based on a broad definition of intellectual disability that includes people
with a range of causes of intellectual disability, which may have started at any time during their life.
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visited a GP in any three-month period in 2016, resulting in a three times higher than average cost
of providing health care. 18
The Disability Action Plan 2014-2018 included an action to improve the health outcomes and
access to services for people with a learning/intellectual disability. The Ministry provided advice
to Ministers in February this year on recommended areas for action (HR20190159 refers).

Disability data and evidence
The health and disability sector collects disability information from multiple sources. The key
information systems that provide valuable data on disability populations include:
A.

SOCRATES - national information system used by fifteen Ministry-funded NASC
agencies to record information about clients who are eligible for Disability Support
Services (DSS) funding.

B.

PRIMHD (Programme for the Integration of Mental Health Data) – national
database that collects referral, services utilisation, and demographic information on
people with severe mental illness. Data is not collected on outcomes, diagnosis, and
legal status 19

C.

interRAI – comprehensive clinical assessments completed for older people seeking
long-term support at home or in residential care, contains information about the
disability experience of older people 20

D.

The New Zealand Health Survey – provides information about the health and
wellbeing of New Zealanders and is updated annually. 21

E.

The New Zealand Disability Survey – collects data on characteristics of disabled
people, the nature and cause of impairments, support needs, and how well disabled
people are faring. The next survey is scheduled for 2023. 22

While the Ministry has access to good disaggregated disability data on its client group through
its national information system SOCRATES’, 23 more needs to be done with the data to evaluate
service utilisation and effectiveness and individual outcomes for the client group.

18 The data used for the 2011 report and the 2017 Health and Independence report is based off 2008 figures which were obtained
from the NZ Disability Survey and the NZ Health Survey. These surveys are both anonymised and have various limitations on their
data.
19

See https://www.health.govt.nz/nz-health-statistics/national-collections-and-surveys/collections/primhd-mental-health-data

20

See https://www.health.govt.nz/our-work/life-stages/health-older-people/needs-assessment/interrai

21

See https://www.health.govt.nz/nz-health-statistics/national-collections-and-surveys/surveys/new-zealand-health-survey

22

https://www.stats.govt.nz/topics/disability

23

Socrates is the national disability information system used by fifteen Ministry-funded Needs Assessment and Service Coordination
(NASC) agencies
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5.3 System Transformation
5.31 Background
Disability Support System Transformation (System Transformation) was developed in response to
two main issues with the disability support system:
A.

The disability sector has been concerned that the way the system operated made it
more difficult than necessary for disabled people and whānau to build good lives in
the community

B.

There was concern about ongoing increases of about 4% a year in government funded
disability support across the Ministries of Health, Education and Social Development.

In 2011, a Working Group from the disability sector developed the Enabling Good Lives (EGL)
vision and principles to guide transformation of the disability support system. The working group
envisioned that “in the future, disabled people and their families will have greater choice and
control over their lives and supports, and make more use of natural and universally available
supports”. The principles they developed were of self-determination, beginning early, personcentred, ordinary life outcomes, mainstream first, mana enhancing, easy to use and relationship
building.
The potential for changes reflecting the EGL principles to improve the lives of disabled people
and whānau has previously been demonstrated through initiatives that built on or were
established alongside the existing system, such as:
35

Changes to s141 and s142 of the Oranga Tamariki Act
S141 and 142 of the Oranga Tamariki Act have previously provided a legal basis for providing out
of home placement for children with a disability, where their parents are unable or unwilling to
care for them at home due to the nature of their disability.
Repeal of these sections of the Act, which were considered by many in the sector to be
discriminatory for children with a disability, means that disabled children will from 1 July 2019
have the same rights and protections under the Act as other, non-disabled children.
Over the 2019/20 year, DSS will be continuing to work with Oranga Tamariki on changing the
current arrangements for these approximately 44 children currently on s141.
To date we have agreed that children aged 16 years and older will continue to be supported in
their current placements until they age into adult disability support services. For children under
16, Oranga Tamariki will take the lead in supporting these children in the same way that other
children in out of home placements are supported. A family-like environment is always the
preferred option for children with a disability.
From 1 July 2019, no children will be placed in an out of home placement on a s141 or s142
agreement. Oranga Tamariki will be looking to use other sections in the Act going forward.

Faiva Ora – Pasifika Disability Action Plan 2016-2021
The Faiva Ora Plan sets out priority outcomes and actions to support and improve the lives of
Pacific disabled people of all ages and their families. The plan is in its third year of implementation.
To support the implementation, a leadership group was established to provide advice to the
Ministry. The first meeting of the leadership group for 2019 was held on 19 February and
discussions were focused on setting priorities for the coming year. The next meeting is scheduled
to be held in August.
Sector engagement and linking in with the DHBs Pacific disability advisory groups to ensure a
consistent national approach for any advice given to the Ministry was identified as a key priority.
The leadership group has also been instrumental in providing a Pacific perspective to the Ministry
on a number of key policy developments that include funded family care, the respite strategy,
MidCentral prototype, and changes to carer support.
Other initiatives include the establishment of the ‘Engaging Pasifika’ cultural competency training
programme, engagement across Pacific church groups about supporting people with a disability
and being inclusive, and the establishment of circles of support that brings together Pasifika
disabled person(s) with people who know and care about them to support their planning, decision
making and thinking about their future.
The Ministry has been monitoring progress against the action plan and is pleased with the level
of engagement and feedback received from the leadership group, and in particular progress made
on the implementation of the Faiva Ora Plan.
5.44 Key Dates for Delegation

44

45

Appendix: Visual Representation of the MidCentral Prototype
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