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Abstract

This research analysed the skills and knowledge base of the Needs Assessor and Service
Coordinator (NASC), a new role created by the Health and Disability Act (1993). The
purpose of this role as stated in the Act was to try to ensure that the services offered to the
disability community were not only sensitive to their needs, but also appropriate and of
acceptable quality (Ministry of Health, 1993).{In the seven years that this role has been in
existence, much work has been done by both the Regional Health Authorities (RHAs) and
its successor the Health Funding Authority (HFA) in defining acceptable standards for
service delivery, (Ministry of Health, 1994) however little research has been carried out to
determine what the skill base should consist of to meet those standards. Each region
delivers this service differently, and there appears to be enough anecdotal evidence to
suggest that there is a wide variation in the standard of service delivered to consumers. The
issue of training has largely been met by internal means, rather than through a national

qualification.

Two focus group meetings were conducted with NASC workers and in-depth interviews
were held with six consumers in the 16 to 64 age group. One group of workers provided a
service to older people, (over 65 years) and the other group provided a service primarily to
the adult population, but did include two assessors who worked with older people (16 to 64,
and 65+). The questions asked in the workers’ groups were to determine what skills they
identified as being important to their role, whether their prior training was sufficient for the
role, and what training they considered they needed for the role. From the consumers’
interviews I asked for their perceptions as to the necessary skills for providing a needs
assessment and for coordinating services, and compared the differences between the
groups. The data was analysed under five headings, allowing for elucidation of the key
findings. These headings were: assessment skills, service coordination skills, concepts of
need, user participation, and professional knowledge base. The data showed that
assessments by health professionals, (who make up the majority of those employed as
NASCs), are client-centred and inclusive, and indicated that the concept of partnership

building was understood. However, the data also showed that the more sophisticated skills
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of conflict management, negotiation with providers and coaching were emerging as the role
continued to evolve and develop. It also showed that knowledge based around disability
issues was emerging across disciplines. The final discussion considered the role of training

in light of these findings.
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Chapter 1 - Introduction

The research question

The purpose of this thesis is twofold: one, to determine the skills and knowledge base
required for the functions of needs assessment and of service coordination. I will do this by
comparing the skill base that exists in two teams of Needs Assessors and Service
Coordinators (NASC), one team from Waitemata Health who work with older people (over
65 years), and another who works primarily with the adult population based at the
Disability Support Link in the Waikato. Consumer views from those in the 16-65 age
group will also be sought to establish their needs in relation to the skills being offered, and
to find out whether access to assessments under this legislation meets their needs.
Secondly, I wish to examine whether the role of the NASC worker in practice is consistent
with the aims of the Health and Disability Act that created it. The role itself has been in
existence for over seven years and in that time the teams have faced considerable changes,
not only in their processes relating to the collection of information, but also in the scope of
the role. Throughout this period, there has been an assumption that existing professionals,
for example, district nurses, physiotherapists, and social workers are in the best position to
carry out this role. This has led me to question what is the best mix of skills for the job and
what new skills they might need to develop to engage in robust assessments that best reflect
the spirit of the policy. The implementation of the Health and Disability Act 1993 occurred
following considerable consultation with the disability community. Therefore, I have
included some discussion with a consumer group, in order to enquire whether gaining
access to assessments under this legislation has met their needs, and whether the skills

currently utilized by the NASC workers meet their expectations.

The context of the research

Constructing a research project involves making assumptions about the world, how it
works, and how we can collect evidence on it. A fundamental aspect of research design
and implementation is the identification of the researcher’s philosophical roots. The

beliefs, values and worldview of the researcher have the potential to impact greatly upon



each level of the study. Therefore it is important to have an understanding of where the

research is based. The research topic was formulated as a result of three separate events.

Firstly, during my years as a social worker at Auckland Hospital I witnessed the
restructuring of the community health social workers as a result of a change in policy
implemented in the Health and Disability Act, 1993. This change saw the majority of team
members formed into the newly established Need; Assessment and Service Coordination
team, while a few retained the role of social worker. For many of their colleagues, myself
included, this resulted in a great deal of confusion as we came to understand the difference

in the two roles. This confusion has taken many years to dissipate.

The second event was my decision to undertake further study. During my years of work
(and study) my focus has been in the area of health and disability. However, as my work
has largely taken place in hospitals, I have to admit that I have largely been captured by the
medical model. As a result of my studies I began to understand other models through

which the disabled person’s experience could be framed.

The third event was my attendance at a Case Management conference in Melbourne in
February 1999. At this conference I began to weave together my own recent learning and
the desire to provide the Needs Assessment and Coordination Service with a training
package that was relevant to those workers who had been employed in this role both within
the health services and in the community. My question was that if the NASC workers were
not to be social workers, then what was the skill base required for this role? Specific
training in this area does not exist. As a social work educator I saw the education
institutions having a role to play in providing the environment where NASC workers could
develop their skill base by creating a training package that reflected the needs of their new
role. The first part of this is to consult the NASC community (both professionals and

users) and to examine what they consider to be the existing skill-base.



Method

The theoretical framework for the research is qualitative methodology, specifically the use
of focus groups. This was facilitated by the use of method triangulation (Denzin, 1989),
namely, follow-up individual interviews and a consumer focus group. The inclusion of the
views of consumers is vital when considering research in this area, as research in areas that
affect disabled people often only serves to further disempower them if their views are not
taken into consideration of the whole (Oliver, 1996). This was complemented by an
evaluation of the literature pertinent to the concepts of power and empowerment,

professionalism, and models of disability within which professionals operate.

There were two focus group meetings with NASC workers and six interviews with
consumers. The NASC workers were chosen from two discrete areas, one that worked in
the older person’s population (over 65) and a group that worked primarily with the adult
population (16-65). Both groups were selected by calling for volunteers. The older
person’s group was attached to a District Health Board, which holds the contract to provide
the NASC service to this age group, and the other was attached to a community group. The
groups provided their service in different cities. The data collected was then organised into
themes and analysed against relevant literature and against the intention of the Health and
Disability Act 1993. This information allowed me to make recommendations for future

training in this area.

Format of thesis

The structure and format of this thesis has been designed to provide a sequential
explanation of the information contained within it. It begins in Chapter Two by examining
the historical and political development of the health and disability sector and shows how
the Health and Disability Act 1993 emerged and how the Needs Assessment and Service
Coordination role came into existence. Chapter Three discusses the theoretical
perspectives relevant to the disability arena, and which informed the direction of the policy.
These perspectives look at the major themes of power and empowerment, models of
disability, and the concepts of illness and impairment. Chapter Four examines the

development of professionalism and how this has impacted on disabled people. Chapter



Five discusses the research framework, including the methodological process, and provides

a detailed description of the setting up and conduct of the focus groups.

Once the literature and the legislation have been detailed, an analysis of the data is
explored in Chapters Six and Seven. Chapter Eight includes a discussion of the findings
and links them to the literature as well as identifying recommendations for future training
purposes. Finally Chapter Nine concludes the research by summarizing the outcomes of

the research.



Chapter 2 - The historical and political context

Historically, health care and education have been commonly regarded as the cornerstones
of the welfare state. Universal state provision of health care featured as one of the key
elements of the 1938 Social Security Act in New Zealand. Public provision of health care
has, however, been subject to close scrutiny in the last two decades both in New Zealand
and in most Western industrialised countries, resulting in fundamental questioning of the

pattern of public provision (Cheyne et al.,1997).

A brief overview of the state’s involvement in health care indicates that reform and
struggle over the allocation of responsibility for health care is a constant theme in health
policy in New Zealand. Up until the mid-1870’s, central government played very little part
in the provision of health care, with the provision of facilities for the mentally ill being its
main concern. However, with a growing population that state of affairs did not last long
and in 1885 the Hospitals and Charitable Institutions Act was passed, which provided for
the establishment of 12 locally elected hospital boards. By this time there was a growing
understanding of the relationship between sanitation and health. This resulted in the Public
Health Act of 1900 in which, for the first time, a government department was created to be
responsible for health services. However, it was not until a new Public Health Act was
passed in 1920 that an integrated health system emerged (Cheyne, O’Brien & Belgrave,
1997).

The experience of the depression in the late 1920s brought a growing commitment by the
Labour Party to the policy of universal access to medical care. This was finally realised in
the 1938 Social Security Act, which provided for a state-funded and state-run health-care
system. The aim of this was to ensure equal access to health care regardless of ability to
pay. This would be guaranteed by the state itself becoming the dominant funder of health

services.

The policy of universal access remained as a core value of our health system over the next

30 years, even though it became increasingly difficult for successive governments to meet



the cost of health care. By the 1970s efforts were being made to review health expenditure
and the structure of services. In 1974, during the term of office of the third Labour
government, a major discussion paper, A Health Service for New Zealand, was released
which recommended that 14 regional health authorities be established which would provide
primary and secondary health-care services. This policy was not adopted because of the
change of government in 1975, but in 1983 the Area Health Boards Act was passed,
permitting the formation of Area Health Boards.

The purpose of the area health boards was to rationalise the delivery of primary and
secondary health care in a geographical region. Rationalisation was achieved through
organizational changes in which primary and secondary health care were brought under the
jurisdiction of the one governing body (the Area Health Board). Before this, primary
health was delivered by the Department of Health and secondary health was delivered by
the then hospital boards, and the two functioned largely independently. The new boards
were also required to establish service development groups to assess the needs for
provision of services in particular areas (for example, women’s health services, child and

family health, and services for older people).

It was, however, the 1984 Labour Government that orchestrated a significant shift in the
way health care services were delivered in this country and the years 1986—1990, in
particular, represented a watershed in health policy. While there were always difficulties
expressed about the rising costs of health care, for the first time arguments were put
forward as to the limits of public responsibility over the provision of health care. There
was a significant shift to the idea of private provision. This shift occurred because of major
deficiencies that were perceived in government intervention into the provision of health
care. First, the level of government expenditure on health had increased without
proportionate improvements in health status. Second, under the current system individuals
were perceived as having insufficient incentive to adjust their lifestyles to reduce the risk of
certain forms of ill health and accidents. Third, with the state not only funding health care

but also providing it, there was not the scope for efficiency in service provision that



government believed was possible when services were devolved to providers who

competed for delivery of services (Cheyne, O’Brien & Belgrave, 1997).

The Policy -The Health and Disability Act (1993)

In 1992 The Ministers of Health and Social Welfare produced the government statement
document entitled Support for Independence for People with Disabilities: A New Deal.
This document signaled a significant shift in the way that the government approached the
delivery of services to disabled people. It signaled the intention of the government to
transfer service funding for disabled people from the Welfare to the Health sector.
Philosophically, it adopted the principles of inclusion as a basis for policy and service
development, making the right of people with disabilities to participate in society on the

same level as other citizens a main thrust of the Act. The key themes of the Act were:

e A strong emphasis on human rights, empowerment and advocacy

. Strong emphasis on coordination of services

. Consistent access to services with greater account taken of individuals’ and their
families’ view

. A collaborative approach where the disability sector has participatory power

e  Emphasis on habilitation and rehabilitation to maximize participation and
independence.

(Briefing to Incoming Minister, 1999:14)

Prior to the publication of the ‘New Deal’ and the subsequent passing of the Health and
Disability Act the system of providing disability support services had developed in an ad
hoc manner and had resulted in differing criteria for both the funding and provision of
services, and an uneven distribution of resources through a number of different departments
(Tennant, 1996). As has been noted, in the 1980s there had been a shift in philosophy in
relation to the care of people with disabilities — much of the care was based in institutions
when often home-based care was preferred and often more appropriate. The ‘New Deal’
policy document was an effort to provide a more coordinated approach towards the needs

of disabled people through a single funding agency.



Prior to 1993, there were two main pieces of legislation that directed the provision of
services to people with disabilities. The first was the implementation of the Accident
Compensation Corporation Act 1972 (ACC) in 1974, and the second was the Disabled
Persons Community Welfare Act (DPCW) Act in 1975. Under the DPCW Act an advisory
committee made recommendations to the Minister of Social Welfare on services for
disabled people. It provided financial assistance to disabled people (through provisions
such as suspensory loans to modify homes and to purchase vehicles), to people caring for a
disabled person, and to organisations providing support and counseling (such as the CCS, a
former children’s organisation, which now supplies services to children and adults with
physical impairments, and the IHC, a similar organisation for those with intellectual
impairments). Part of this Act was concerned with the provision of disabled access to
public buildings and represented a significant shift in recognizing the need for
environmental change rather than the emphasis always being on disabled people needing to
change to ‘fit in’ (Tennant, 1996). Responsibility for service funding was divided between
the Health and Welfare sectors, and for many disabled people, this led to confusion as to
which sector was responsible for which service. Funding was available through the

following provisions:

e The ACC

e  The Disabled Persons Community Welfare Act 1975 (administered by what was then
the Social Welfare Department)

e  The Social Security Act 1938 (individual benefits administered by Social Welfare)

e  The Ministry of Education (Special Education provisions)

D The District Health Boards (previously called Area Health Boards) (such as
rehabilitation services, the provision of equipment and other domiciliary support

services).

Under this system to obtain the right to park in a disabled person’s car park one applied
through CCS; to apply for funding for a vehicle one went to the Social Welfare
Department, and to receive help with rehabilitation one went to the local area health

facility, for example their local hospital. The fragmentation of services was further



complicated by many service providers targeting services to people with a particular
impairment (eg. The Royal New Zealand Foundation for the Blind only providing services
to those classified as legally blind). The Health and Disability Act of 1993 brought the
budget for the needs of disabled people under one sector, Health, and made one person, the
Needs Assessor and Service Coordinator (NASC), the intermediary through which the
disabled person was able to have his/her needs assessed. It is important to note here that
the budget was ‘ringfenced’ meaning that it was protected for use in the disability area
alone, but also ‘capped’, which meant that there was a finite amount and thus a limit to how

much could be spent in the area.

It was clear from the consultation that the government had undertaken with the disability
community, that a change of attitude was required in relation to the provision of services to
this section of the community. For some years there had been a growing protest from
disabled people that they were often treated as “sick” when applying for services and were
put in a position where they had no control over the type of service they received.
Moreover, these services were determined by well-meaning health professionals, with little
input from the disabled people themselves. The Support for Independence document was
an attempt to implement a new strategy that attended more sensitively to the needs of
disabled people. In the mid 1990s there was a proliferation of documents on the policy and
provision of disability support services. In one of these, entitled Self Help and
Empowerment: People with Disabilities Challenging Power, Promoting Change, it was
noted that the expectations of people with disabilities in terms of service provision were not
in line with the rights they had recently gained under the new Human Rights legislation,
which came into effect in February 1994. This document acknowledged that service
delivery needed to reflect the ‘social’ model of disability, not the ‘medical’ model. ‘We
must move away from the ‘medical’ model, to services that reflect the ‘social’ model of
disability’ (p.3). This report (Self Help and Empowerment) reflects the movement of
people with disabilities as receivers of services to disabled people articulating the terms on
which services should be available. The report also identifies the consequences of the
‘charity model’ of funding for services and concludes that this is another area where

‘change needs to occur’ (National Advisory Committee on Core Health and Disability



10

Support Services 1993:3). This is important, as it accepted the definition of disability as a
social construction and places problems in a social context rather than in the individuals
themselves (Finkelstein, 1981; Oliver, 1983). A fuller discussion of the medical and social

models of disability is found in Chapter Two.

At the same time as the report was indicating ‘an alignment of expectations between what
the disability community want and the current mechanisms for funding and service
provision’ (p.3) the Core Services Committee ignored the greatest concern of the disability
community. The disability community saw the allocation of the funding for disabled people
being given to the health sector as a retrograde step. To many this was seen as a
remedicalisation of disability, where those in the health system had power and influence
over the rights of disabled people, and hardly reflected a move towards the social model of
disability. Indeed, the Disabled Persons Community Welfare Act of 1975 was seen as
much more influenced by the social model, because a number of services, for example
loans for vehicles, respite and family care, consultation expenses and home alteration loans
were there as of right, and not part of a capped budget where budgetary rights depend on
funds being available, and consequently create waiting lists. It was also pointed out that

the Health and Disability Bill was about health and disability:

to the detriment of both. While health and disability overlap to some

degree, they are substantially distinct. Disability does not equate to ill

health. However in this Bill they are treated on a similar basis.
(Wicks, 1992:30)

Another issue of concern for the disability community is the use of language. There is a
disjunction between how disability is conceptualised in the social model and the expression
of that conceptualisation not only in policy documents but also in everyday language.

What is not clearly understood is that there is a distinction between impairment and
disability, and this distinction lies at the basis of the social model. The distinction between
these two concepts was first made by the Union of the Physically Impaired Against
Segregation, or UPIAS, in 1975. For UPIAS, impairment meant ‘lacking part of a limb, or
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having a defective limb, organism or mechanism of the body’ and disability was ‘the
disadvantage or restriction of activity caused by a contemporary social organisation which
takes no or little account of people who have physical impairments and thus excludes them
from mainstream activities’ (UPIAS, 1976:3-4). From this perspective UPIAS is quite

unequivocal in locating disability outside the body:

In our view, it is society which disables...Disability is something imposed on top of

our impairments...
(UPIAS, 1976:3)

Thus the social model stands in contradistinction to the medical model and provides a
highly politicised account of disability. The disability community argues that the medical
model isolates, oppresses and controls the lives of disabled people and it does this by
saying that to be impaired and to be disabled is the same thing (Sullivan, 2000:38).
Disability is located in individuals who must change and adapt to the mainstream, disabling
society. The social model says the opposite, that societal structures must change and adapt

to allow the full functioning of all its citizens.

It is clear that many in the disability community would see the assessment process carried
out by a health professional using the social model as paradoxical. They would say that it
is very unlikely that a health professional could assess a disabled person without using
health criteria as their basis. Indeed part of the tension for those health professionals
attached to District Health Boards is to apply the social model, while at the same time

working in a system that embodies the medical model.

Needs Assessment and Service Coordination

While there is still considerable debate, the Health and Disability Act does represent an
attempt to move towards the social model of disability and this was reflected in a number
of ways. Firstly, there was a fundamental change in the way that assessments for service
provision were to be done. In the past, the purpose of assessment was often to determine

people’s eligibility for existing services and a separate assessment was required for each
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service need, whereas the new approach is focused on the needs of the person and their
caregivers, and one assessment could cover a wide variety of service needs. The purpose
of the assessment is to ‘decide what a person needs to achieve independence and participate
fully in society, in accordance with their abilities, resources and goals’ (Ministry of Health,
1994:4). The areas of need were clearly outlined, indicating a much more holistic and
multi-faceted approach to the assessment process. Alongside the traditional areas of
support, such as personal care, household and mobility needs, assessments now included
vocational and employment needs, training and education needs, and rehabilitation needs,
which not only focused on the physical and social areas but also on the spiritual, emotional,
cognitive and cultural needs of the person. The assessment is also to take into
consideration the client’s environment — their home, the workplace, social venues and
community facilities — and caregivers’ support needs, such as respite, information and
training. Underlying this process is a commitment to provide assessments in such a way
that the client’s safety and dignity is preserved, and is compatible with their cultural

beliefs, values and aspirations.

Secondly, there is an understanding that the assessment process is based on one of
‘partnership’ between the disabled person and the service provider, one that ‘recognizes
and respects the person’s knowledge and experience of disability’ (Ministry of Health,
1994:5). This shift indicates that the assessment process itself is seen to be client-driven,
based on the felt need of the client rather than the need that the worker perceives. The
meaning given to the role of the assessor has changed from one of being the ‘expert’ to one
of ‘working with’ the client, of participating in the assessment in a collaborative way that
gives pre-eminence to the client’s own experience. In other words, they are acknowledged
as their own experts, and the assessor engages in a role that facilitates the expression of

need.

Thirdly, the policy clearly separates the assessment process from the provision of services.
This signaled a significant organisational change. Assessment functions that had
previously been undertaken by service delivery organisations such as IHC, CCS and the

former 60s+ services were now transferred to the newly established Needs Assessment and
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Service Coordination (NASC) teams. Those organisations that had previously provided
their own assessments for service now had to make way for a new set of relationships,

based around the client, the NASC assessor and the service provider.

Fourthly, in the case of service coordination, the client was to be given a choice of service
provider and more control over how the service was going to be implemented. In this
relationship, the consumer is an active participant rather than a passive receiver of the
service. The role of the Service Coordinator becomes one of case manager, providing
information to the client concerning the different providers, and discussing different
possibilities. The Service Coordinator then brings a number of different services together

into a package for the client which they then negotiate for with the providers.

In the context of this policy budget management enables the funder to manage the
distribution of funding across ages according to assessed and prioritized client need.

The case management model sets the scene for budget management, where the service
coordination role lends itself to having an overall responsibility for how funds are
allocated, especially in the environment of a capped budget. Issues of equity can only be
addressed if the service coordinator has access to information surrounding funding. In fact
the reporting guidelines developed by the Health Funding Agency in October 2000
commented that ‘the role of the NASC manager in providing the service coordinator with
current budget updates and forecasts is crucial guidance’ (NASC Information Reporting
Guidelines, October 2000:37). Equally, having responsibility for funding also
acknowledges a gate-keeping role. Managing this tension is one of the skills that is always
required under this structure. Nevertheless, the new policy was designed to allow people
with disabilities to access appropriate services much more easily and was committed to a
process that ensured a high level of consumer participation and control. The key to this
participation is the level of negotiation that clients are able to engage in with regard to the

range and number of services available.

In some instances there is provision for individualised funding where the disabled person

him or herself is funded by the NASC to arrange and pay for their own services. The client
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is given the means to directly employ their own personal assistance or contract for services
with a provider. However, this area of the policy is not yet fully developed and is not a

fully constituted support option.

Finally, there is a separation of the assessment function from the function of coordination
of services. This is in order to avoid any conflict of interest, as it is felt that combining the
two roles compromises the focus of the assessment process, which is to identify unmet
need and real need. Having both functions in the same person carries the risk of making
assessments against the knowledge of what services are available. This has major
ramifications for what skills are required of the worker. The role to date had included
advocating for clients to access existing services. This advocacy role rose more out of the
entitlement model where the social worker’s role was often to advocate their client’s
entitlement to a service. In a needs model the role requires the worker to firstly identify the
gaps in provision of services, then to become the advocate for services that meet the needs
of the population. In this model the worker only indirectly advocates for the individual
client. An example of the difference is evident when one considers a request for respite
care for a child with an impairment. Prior to the implementation of the Health and
Disability Act, this request would have been directed to the social worker who would have
determined the eligibility of the client, informed the parents of the process and the existing
service, and advocated access to the care. In this process the choices were limited, and the
power remained in the hands of the social worker, who was much more clearly defined as a

gatekeeper.

The NASC worker, on the other hand, identifies the need and then looks at the range of
possibilities with the client that may include a mix of different responses to the respite care,
both within and outside the home. Under this system the NASC worker must report any
identified unmet need to the provider and to their agency and give the provider an
opportunity to change their service to meet the need. The NASC worker must also make
the funder aware of areas of unmet need, which raises the possibility of moving funding
around so that services respond to client need rather than being static. In this situation, the

NASC worker aggregates the information they receive for greater use. It moves them
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beyond the sample of one, and merely responding on an individual level. Social work has

never had that responsibility or expectation.

This does not mean to say that individual clients do not need individual advocacy. The

NASC service, however, may not be in the best position to offer this role as the client may,
for example, be in dispute with the service coordinator. This service needs to be offered by
someone who is independent, and it could be argued that here the social worker could have

arole.

Implementation of the policy

At the time when the policy was implemented, the structure for purchasing health services
in the country was through the four Regional Health Authorities. However, because there
was no standardization of how services were to be purchased among them, they all
implemented the new strategy differently. In Auckland, the new NASC functions were
purchased from existing services, older people and children’s from the then Crown Health
Enterprises (CHEs), and the adults (16-65 years) from the Disability Resource Centre. In
the first instance, as far as the older people’s and children’s services were concerned, there
was no obvious intent to purchase a NASC service in terms of teams. Rather they set out to
purchase the functions and left the CHEs to decide how they were going to implement it.
Thus, from its very inception, the Northern RHA (one of the Regional Health Authorities
covering Auckland and Northland) did not appear to develop purchasing strategies that
supported the social model of disability. Service providers were sitting in the institutions
that embodied the medical model and they were unlikely to behave differently just because
they had a new role. In fact, as part of a training day for service providers, trainers taught
participants how to juggle to make the point that, just as in juggling, the individual skills
were all in existence, it was how they put it together that mattered. Initially then, it was
acceptable for the Needs Assessment function to be placed in the existing Assessment,
Treatment and Rehabilitation Units, a medical service attached to the CHEs, as there was
no real understanding that the clinical assessment and the needs assessment should be
differentiated. The Service Coordination role was in the first instance placed with the

social workers in the Community Health Service.
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Within Community Health the role of the social worker has been closely aligned with the
transition of patients from the acute setting to their homes. Part of the social work function
was to coordinate services and resources in the community to facilitate that event. The
NASC functions are similar, but are not directly related to discharge planning. The role
needed to be seen as being firmly based in the community accessible to the disability
community as a whole, rather than being attached to a hospital and being used mainly to
facilitate the transition from the acute system. The first principle in the Standards for
Needs Assessment document states: “information about the Assessment service must be
widely available and promoted throughout the community” (Ministry of Health, 1994:8).
Despite the fact that there seemed to be a duplication of roles, NASC teams were
developed that were separate from social work, in response to pressure from the funding

agency to create a more transparent, accessible service.

Interestingly, at Auckland Healthcare, the NASC team that services older people, while
separate from the social work function, is still made up entirely of social workers. Their
philosophy is that the knowledge base and the skill set required for NASC is completely
congruent with social work professional training. At Waitemata Health, however, there has
been a completely different approach. Here the team is multi-disciplinary in the belief that
different professions, including social work, occupational therapy, teaching, counselling
and physiotherapy, among others, bring some of the skill-base, but none in themselves have
the full grounding for the skills required. There is also a belief that a team consisting of
different professions brings a richness of diversity to the role that is not available in a
single discipline team. Nevertheless, it is not clear whether this multi-disciplinary team is
operating from a new body of knowledge derived from the role, rather than from their
separate disciplines. Historically, many of the disciplines are closely allied to the medical
profession so it remains to be seen whether they are able to consider assessments outside

the medical model.

Disability Support Link, (the community organisation in the Waikato contracted to supply
the assessment and coordination service to the adult population) is, on the other hand, much

more closely aligned with the philosophical underpinnings of the policy. For the adult
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population, the needs assessments carried out are likely to be much more diverse with more
emphasis on educational, recreational, and vocational aspects, and there is not the same
interaction between the disability and health sectors. In this adult sector a different set of
skills may be required (and this could be reflected in the professions of their work force,)
although there is an argument that if health professionals are not included in the NASC
team for this population as well, then you do not necessarily get the right skill mix. For
example, a needs assessment carried out with a young person who has continued
interaction with the medical system, may appreciate occasional contact with a worker who

has an understanding of the complexities of the impairment and the health system.

Case management

The practice base for the NASC role is individual case management. Case management as
coordination of services has existed in various forms since the early days of social work
(Weil & Karls, 1985). It has evolved from the needs of an increasingly complex society
and correspondingly complex human services systems. It involves the dual concerns of
providing quality service coordination and of delivering human services in an efficient and

cost-effective manner.

Today the decision-making process, goal planning, and contracting with the client are
integral to the delivery of case management services. Overall the model is seen as having
two central functions: one providing individualised assessment and information and the
other linking clients to needed services and supports in the community. The practice, in
professional terms, is both micro and macro in nature. It is a process that combines
elements of classical casework and therapeutic intervention. Case managers must
affirmatively deal with environmental barriers to client success, but also must be involved
with symptom management. A thorough assessment of the client’s needs, both material
and clinical, must be combined with an evaluation of the environment’s responsiveness to

those needs.

Weil and Karls (1985:2) define case management as ‘a set of logical steps and a process of

interaction within a service network that assures that a client receives needed services in a
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supportive, effective, efficient and cost-effective manner’. This definition emphasises
accountability but it also focuses on developing a personal relationship. Much early case
management centred on the movement of people with mental health problems from
hospitals to the community. The techniques spread to other related services for children,
older people and their families, people with learning difficulties and disabled people. Case

management is a model used mostly with highly vulnerable clients.

Case management is both a concept and a process. As a concept, it is a system of
relationships between direct service providers, agency administrators, and clients. As a
process, case management is an orderly, planned provision of services intended to facilitate
a client’s functioning at as normal a level as possible and as economically as possible (Weil
& Karls, 1985:3). At the core of case management is the question of what is the most
effective, most expeditious, and most cost-effective method of restoring a client to a state
of equilibrium, that is, ideally to a state where the client can arrange for his or her own care

through the existing health and social services.

Several role functions are consistently noted as essential to case management: assessment,
care planning, implementation, and evaluation (Kane, 1988; Rose, 1992; Sullivan et al.,
1992). Assessment is the bedrock of the helping process that ultimately informs the care
planning and implementation stage of practice (Hepworth & Larsen, 1990). Over the last
decade there has been increased emphasis on the assessment of strengths as well as deficits
(Rapp, 1991, Saleeby, 1992). However, in practice, assessments still appear to be decidedly
deficits-focused and are predominantly geared to gain that information believed necessary
to effectively attack an individual’s identified problems and pathology. This is particularly
true in work with older adults, where needs and problems need immediate attention

(Sullivan & Fisher, 1994:65).

The care plan has been described as “a professional judgement of the most appropriate way
to provide help for this individual client, given the constraints of the client’s situation and
the system” (Schneider, 1988: 16). How a care plan is individualised is largely dependent

on the professional judgement of the worker, and perceived constraints of the system. One
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of the difficulties inherent in the care plan is the possibility that the uniqueness of the
individual is not what drives the care plan, but the commonalities of the problems, and the
limitations of the services on offer. Over a period of time it is possible to see a range of
people who will generate a similar response when it comes to preparing for a care plan.
Consequently one can obtain a highly idiosyncratic view of each situation that might limit
the worker to scan purely for the services on offer. Conversely, the generalised response

may in itself be a response to the constraints on the availability of services.

Interventions in strengths-based case management are driven by the goals as defined by
clients and are designed to promote the maximum personal and social functioning of
consumers (Rapp, 1992; Sullivan et al., 1992). It is the case manager’s responsibility to
decipher these needs and ensure that the necessary supports are in place to help the client
succeed. Attention must be paid to the social environment, as well as individual need, as
interacting with the wider environment is just as important to individual health. However,
in reality, concentration is placed on individual pathology with scant attention given to

wider environmental barriers.

In the USA case management is seen as a form of implementing social work rather than as
something separate (Miller, 1983; Weil et al., 1985). In New Zealand, case management is
also seen as an integral part of th