Blind Foundation Submission: Update of the New Zealand Health Strategy

This is the Blind Foundation's submission on the New Zealand Health Strategy 

The Blind Foundation is the main provider of rehabilitative, support and advocacy services for blind and low vision New Zealanders. The Blind Foundation has approximately 12,000 clients throughout the country.

Our Purpose

To enable people who are blind or have low vision to be self-reliant and live the life they choose.

Our Vision

Life without limits

Kahore e Mutunga ki te Ora

Four Key Priorities 

· 1. Independent living

· 2. Access for all 

· 3. Reach more people

· 4. Building a Foundation for the future

The Blind Foundation advises government, business and the community on inclusive standards to ensure that the people we represent can participate and contribute equally. We have four major contracts with government. We value our relationships with officials and Ministers. We seek to act as a trusted advisor and specialist on the blindness sector. We are a long serving and expert provider of services to the sector. 

The Blind Foundation has a long standing and valued relationship with the Ministry of Health and we welcome this opportunity to comment on the draft strategy and to offer our support in its implementation.

The Blind Foundation has recently completed a five yearly strategic review which shares a similar approach to that being proposed by the Ministry. In addition, the Blind Foundation is in the final stages a research project examining the prevalence of blindness and low vision in New Zealand. This study has involved sector wide cooperation and the use of multiple data sources. The project has been an object lesson in many of the Health Strategy's five strategic themes and will be used as an example in the comments to follow.

Consultation Questions

Challenges and Opportunities

The key background issues for the Blind Foundation that are addressed in the strategy are the increasing rates of age related disability and the need to maintain peoples independence. Our research indicates there is already an unmet need for vision rehabilitation services so that increases in age related vision loss will be in addition to that base. The age related health impacts of the baby boomer generation will not impact fully on the Blind Foundation services until probably the early 2020's but by that stage there will be a need for major development of the health workforce and related infrastructure.

Indications are that the impacts of age related disability will not simply be a linear extension of the current types of demands. The requirements will change and as yet there is insufficient research into emerging trends and needs. We note with concern the possibility of NZ Statistics to reduce the collection of disability statistics to a ten year interval.

The Future We Want

The Blind Foundation is in broad agreement with the vision set out in this section and there is a need to “shift behaviours” (Health Strategy Draft page 8). We welcome the shift of emphasis toward greater support for prevention and independence. However the strategy does not indicate how these value changes will be effected and what incentives for change will be used? (This general theme is quite pervasive and is dealt with in detail later in this submission)

Are these the right principles?

The Blind Foundation concurs with the principles set out on page 8. The area we have concern with is Principle 5, “Timely and equitable access regardless of ability to pay”. The Blind Foundation notes the relationship between disability, health status and income. (NZ Statistics Disability Survey 2013 Social and economic outcomes for disabled people). The Blind Foundations own research (BF Client Needs Survey 2014) concurs with the Disability Survey. Only 24% of Blind Foundation clients consider they have good health compared to 35+% of the non-disabled population.

The typically low incomes of people who are blind or have low vision (average less than $30k per year) contribute to access problems. Also information on health services has to be available and accessible. Health programmes will need to be structured in ways to overcome these inherent disadvantages.

The Five Strategic Themes

People Powered: The Blind Foundation agrees with the proposed customer centric, more individualised approach to care and to the tailoring of programmes to particular segments. The blind and low vision population have health needs that generally mirror the mainstream population but the disability adds particular features to how those programmes might be explained (with accessible information) and delivered.

The actions proposed (page 34) rely heavily on information provision therefore accessibility, particularly of digital information is central. The Blind Foundation is willing to explore collaborations with DHBs in reaching high need priority populations.

Closer to Home: The Blind Foundation supplies many of its services within the users own home or in close by communities and is equipped to do this nationwide. Often these types of delivery modes will be more expensive than services concentrated in locations at a distance from the customer base. The Blind Foundation research (BF Client Needs Survey 2014 and Recreation and Volunteer Survey 2013) indicated cost and transport options made a very significant differences how well services were utilised.

The Blind Foundation is in full agreement with the focus on early intervention prevention and rehabilitation and is happy to contribute its experience with domestic and small community service delivery. (Health Strategy Draft pages 35).

The Blind Foundation notes that 40+% of its clients use digital devices and this rate is increasing. This will increasingly enable tele-health type applications.

The approach to more proactively manage long term conditions proposed (page 37) includes rehabilitation. The Blind Foundation believes early rehabilitation and possibly a lower threshold for people to obtain disability support could be cost effective in the long run and reduce the need for residential care. This area requires further research.

Value and High Performance: The health sector is extremely varied in its constitution and capability. The following comments reflect the Blind Foundations observations about the disability sectors contribution in three key areas:

Strong performance measurement culture: The Blind Foundation observation is that parts of the sector lack the systems and the application of consistent data collection practices to enable effective performance management. We note the Action 10 d (Health Strategy Draft page 40) which indicates that information technology projects will be "prioritized".

Disability sector planning is often lacking in specific and measurable outputs and outcomes for clients this inhibits objective evaluation of programmes that work and those that do not.

The Blind Foundation has a strong interest in the use of subjective and objective outcome measures.

Use of investment approaches: The application of the Ministry of Social Development investment approach may have only a limited application in the health sector. The health sector does not have an equivalent of MSD's "Future Welfare Liability" as a proxy for calculating changes in forward expenditure. Rationing treatment based (in part) on the expectation (or not) of future expense will be difficult to apply. We have a yet to see a convincing economic case except in very particular and generally small applications. Expenditure on disability support may be closer to the MSD model.

The ethical case also requires development. It is ethically easy to treat a patient who will obtain the short term benefits of treatment and lessen the probability of future expenditure. It is ethically much harder to withhold treatment on the basis it will not have a similar long term payoff.

That being said the Blind Foundation does see opportunities to achieve long term changes to the economics of vision health care through selected types of early intervention in vision rehabilitation. The aim for example will be to reduce hospital admission rates for falls and residential care for the elderly. The Blind Foundation is currently planning a research project in this area.

Removal of infrastructural and financial barriers to delivering care: This is a commendable objective (Health Strategy Draft page 18) but the actions indicated on pages are still at a high level of generality. We note the Strategy's references to the Productivity Commissions work on purchasing effective social services. We agree particularly with the Commission's recommendation that government's purchase of services from NGO be fully funded and sufficient to provide a return on investment. (Productivity Commission Final Report Effective Social Services page 12 and recommendation 6.6). The ROI is essential if NGO suppliers are to be able to fund the changes and developments in service delivery, management process and workforce development the strategy requires. In other areas the Commission's recommendation have a potential to encourage fragmentation and duplication of functions at national and regional levels.

One Team: The Blind Foundation agrees with the thrust of this section and is working with the National Health Committee on developing integrated pathways for specific types of vision health care. In many areas the health and disability sector has seen proliferation of specialist agencies and service providers and integration and collaboration across organisational and service boundaries have become essential but costly activities. The Blind Foundation thinks there are significant benefits to encouraging the development of national service providers who have scale and capability. Conversely the type of changes proposed by the Productivity Commission need to be weighed against a tendency to absorb valuable management staff into elaborate commissioning and purchasing structures and fragmentation of suppliers at a regional and local level.

Smart System: The Blind Foundation agrees with the approach to make better use of data across the sector. Our recent experience however is there are institutional barriers to the sharing and use of data. These are such things as multiple layers of ethical approvals (national, at DHB level and by Iwi), poor use of National Health Index (NHI) numbers. There is a high level of suspicion about data sharing in the lay community. Also our observation is that there is still considerable work to be done to ensure consistent standards of data capture even within highly specialised areas such as vision care.

General Comments

The Strategy makes little or no mention of the private sectors contribution or to the extent to which the public and private sectors are interdependent. We note for instance that in our area of vision care a very large proportion of the medical resource is private.

The Strategy requires service providers to make incremental changes but over time these shifts in capacity capability and process will be significant. The Strategy is largely silent on the issues of the incentives and cost of change.

nzhs_strategy@moh.govt.nz
End of Blind Foundation Submission Update of the New Zealand Health Strategy

