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Tēnā koe  

 

Official Information Act Request 

Thank you for your letters of 16 April 2025, requesting information about Disability 
Support Services (DSS) policies and procedures, and information about Income 
Related Rent Subsidy. 

I have considered your request under the Official Information Act 1982 (the Act). 
Please find my decision on each part of your request set out separately below. 

• Pursuant to the Official Information Act can you please forward a written 
response answering what would be an Income Related Rent amount 
calculated on a “nil” and “zero assessable” income please? 

When a Social Housing tenant has no assessable income, the Ministry of Social 
Development (the Ministry) policy is to use the relevant rate of Jobseeker Support 
to calculate the minimum rate of Income Related Rent (IRR). This means that the 
IRR payable is never ‘zero’. A tenant living in a Social Housing property must pay 
rent even when they do not have any assessable income. 

I have included the relevant printouts of the Ministry’s Manuals and Procedures 
webpages listed below with this letter:  

01.Assessable income – Map.  
02.Calculation of Income Related Rent - Map.  
03.Calculating rate using Jobseeker Support rate – Map.  
 

• Pursuant to the Official Information Act can you please write advising the 
date that “disability support services” (verb) was statutorily managed by 
MSD please. In other words, the date that disability support services was 
transferred from Ministry of Health to Whaikaha a division of MSD.  
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• Secondly, can you please write advising the date that disability support 
services was shifted from Whaikaha to “Disability Support Services” (Noun) 
a unit of MSD please? 

The Ministry of Disabled People Whaikaha came into being on 1 July 2022, as a 
departmental agency and took on responsibility for DSS. Prior to this, DSS had 
been administered by a directorate within the Ministry of Health.  

DSS and its associated functions were transferred from the Ministry of Disabled 
People Whaikaha to the Ministry in part on 16 September 2024 and this process 
was completed on 2 December 2024.  

• The statutes DSS operated under between 2018 to 2025 please; and 

Since 1 July 2022, DSS has had no specific empowering legislation. Rather, it has 
operated under the Crown’s common law power to contract and general legislation 
such as the Public Services Act and annual Appropriation Acts. Between 1 January 
2002 and 30 June 2022, DSS operated under the New Zealand Public Health and 
Disability Act 2000. 

• Complaints procedures, guidelines and application forms for internal 
complaints against NASCs please; and 

I have compiled the following printouts of public information on complaints on the 
DSS website which contain the policy and process of making a complaint regarding 
DSS services. I have also provided a copy of the publicly available Lifelinks client 
information pack which also contains information regarding making a complaint. 

04.Lifelinks Client Information Pack.  
05.Complaints about disability services - Disability Support Services.  
06. Making a complaint about DSS – Disability Support Services.  

 
• The copies of contracts or authority documents that provided a license to 

the NASC: Lifelinks to provide NASC services; successive documents 
between 2018 and 2025 please; and 

• Documents that evidence that Lifelinks acts as an official capacity to provide 
statutory services and DSS and NASC services under statute please; and 

I have included the following Lifelinks contracts and contract variations from 2018 
till 2023:  

07.Lifelinks Needs Assessment and Service Coordination Contract (00) 
08.Lifelinks Needs Assessment and Service Coordination Contract – 

Variation to Agreement (02) 
09.Lifelinks Needs Assessment and Service Coordination Contract – 

Variation to Agreement (04) 
10.Lifelinks Needs Assessment and Service Coordination Contract – 

Variation to Agreement (06) 
11.Lifelinks Needs Assessment and Service Coordination Contract – 

Variation to Agreement (07) 
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• A written description and or printed other information that details ‘what 
happens next’ after NASCs receive “outcome plans” for people needing DSS 
services and the procedural steps between receiving and Outcomes Plan and 
provision of DSS services and that are the steps NASCs are responsible for 
throughout the process please; and  

• The responsibilities of NASCs in delivering DSS please; and 

This information is contained in the following documents included with this letter: 

12.Disability Support Services - Needs Assessment and Service Co-
ordination.  

13.Disability Support Services - Tier Two Service Specification: Home and 
Community Support Services. 
 

• Information on how full time in home caregiving is arranged via DSS; and if 
there are any other channels of accessing full time home based caregivers 
from any other funded system in NZ (this may require a written response 
to this question – are all funded Disability Supports accessed via “DSS” and 
there are no other competing options in this country) please; and 

DSS allocates support to clients through the needs assessment and service co-
ordination process. Needs assessments are the process of working with the 
disabled person and their family/aiga/whānau/welfare guardian, to identify the 
disabled person’s strengths and goals, priorities, and disability support needs. 
Service coordination is the process of assisting the disabled person to have their 
needs met from all appropriate supports that are available in the community.  

This might include contributions made to the disabled person from friends, family 
and others in their life, services provided by other government agencies, and 
allocating supports and services that are funded by providers contracted by the 
Ministry. This combination of supports and services makes up the person’s support 
package. Home based caregivers are one type of support that may be allocated. 

DSS is not aware of any other government agency which funds full-time home-
based caregivers for people with disabilities that it supports, therefore this section 
of your request is refused under section 18(e) of the Act as this information does 
not exist.  

• Copies of the Quality Control and regulation authority that DSS exerts over 
NASCs – information that shows DSS regulates NASCs and assures that 
NASCs preform to standards please and 

• A copy of performance standards expected of NASCs please; and 

This information is contained in the documents 12 and 13 listed above.  

• A chronology of when DSS shifted from MOH – Whaikaha – MSD. 

I have already provided this information above (please refer to page 2 of this 
letter).  

I will be publishing this decision letter, with your personal details deleted, on the 
Ministry’s website in due course. 
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If you wish to discuss this response with us, please feel free to contact 
OIA_Requests@msd.govt.nz. 

If you are not satisfied with my decision on your request about Disability Support 
Services (DSS) policies and procedures, and information about Income Related 
Rent Subsidy, you have the right to seek an investigation and review by the 
Ombudsman. Information about how to make a complaint is available at 
www.ombudsman.parliament.nz or 0800 802 602. 

 

Ngā mihi nui 

 

Anna Graham 
General Manager 
Ministerial and Executive Services 

mailto:OIA_Requests@msd.govt.nz
http://www.ombudsman.parliament.nz/


 
 

Home and Community Support Services Page 1 of 10  Version 2.1 
Tier Two Service Specification  August 2023 
Whaikaha Ministry of Disabled People 

 

Disability Support Services 
Tier Two Service Specification 

Home and Community Support Services 

1. Introduction  
This Tier Two Service Specification provides the overarching Service Specification for all 
Home and Community Support Services funded by Whaikaha. It should be read in conjunction 
with the Whaikaha Tier One Service Specification, which details requirements common to all 
services funded by Whaikaha. 

2. Service Definition 
This Service Specification is for Home and Community Support Services (the Services) that 
Whaikaha will purchase from the Provider for eligible people who need support in their home 
and community. 

Whaikaha want to purchase Services that focus on People’s Goals through promoting 
discussion and agreement between the Person, the Service Provider and their Support 
Worker(s) and Other Staff Member(s). 

The Services may include Personal Care, sleepover/night support; and Household 
Management for disabled people in the homes they live in.  

2.1 Key Terms 

The following are definitions of key terms used in this Service Specification: 

Term Definition 

Approved Assessor An assessment facilitator employed by a Needs Assessment 
Service Coordination Service organisation (NASC). The Approved 
Assessor may have the title of Needs Assessment Facilitator or 
Assessment Facilitator. 

Goal/s An aspiration or target, or objective or future condition that the 
Person wishes to achieve in relation to the Person leading an 
everyday life.  

Home  Home means residential premises in New Zealand in which the 
Person lives. 

Home does not include any hospital, rest home, or other 
institution. 

Note:  Where a contractual arrangement exists whereby the 
resident pays for, or the facility owner is obliged to provide the 
Home and Community Support Services usually purchased by 
Whaikaha, then this definition does not apply. 
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Term Definition 

Personal Plan A plan agreed with the Person that specifies how the Goals 
identified in the Support Plan will be met. 

Needs Assessment 
Service Co-ordination 
(NASC) 

These organisations are funded by the Ministry.  Their roles are to 
determine eligibility, assess the Person’s level of disability support 
needs, and to co-ordinate support services to meet those needs. 
NASCs co-ordinate such services, but do not themselves provide 
the services. 

Other Staff Member An individual who is responsible for delivering Services on behalf 
of a Service Provider.  This includes the provision of direct care or 
support Service to the Person and covers all staff who are: 

(a) Employed; or 

(b) Contracted 

People/Person The use of the term “People” or “Person” should be read as 
substitutive for Service User or Client. It refers to the people who 
are eligible, have been referred by NASC, and are receiving the 
services described in this specification. 

Personal Plan Used in this specification to describe the various planning exercises 
and their output that relate to the Person being supported. 

Support Plan A plan agreed with the NASC and the Person that specifies their 
overall Goals and Type or Amount of Services.  

Support Worker An individual who is responsible for delivering the Service on 
behalf of a Service Provider.  This includes the provision of direct 
care or support Service to the Person and covers all staff who are: 

(a) Employed 

(b) Contracted; or 

(c) Volunteer support workers accountable to the service provider 

Type or Amount of 
Services 

The quantity or nature of Services approved by the NASC in 
accordance with their legislation, contractual obligations, and 
operational policies, as set out in the Support Plan. 

Approved Service 
Standard 

The Provider is required to maintain Certification as required under 
the Ngā Paerewa Health and Disability Services Standard NZS 
8134:2021. All overarching services must be compliant with partially 
new standards by1 August 2023 and must be fully compliant with 
the new standards by 1 February 2024. 

3.  
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4. Service Objectives 
The Person receives Home and Community Support Services to support them to live an 
everyday life.  

Successful services occur when: 

a) The Person is satisfied with the way in which Services have been delivered.   

The Person needs to be satisfied that:  

• they have been, and are, respected as an individual 

• they have an ongoing voice in, and their wellbeing is central to, the Services 
being delivered 

• progress is made on the Person’s Goals  

• the Goals are regularly reviewed with the Person 

• they have received Services at the agreed times without any unexpected 
interruptions to the Services, such as the support worker not attending. 

b) Where the Person is not satisfied with Services the Service Provider will put in place 
a corrective action plan in a timely manner. 

c) The Service links with any other agencies that provide support Services so that they 
work together to achieve the Person’s Goals.  

d) The potential for further injury, harm, or decline in the Person’s health is prevented or 
reduced. 

5. Service Performance Measures 
Performance Measures form part of the Results Based Accountability (RBA) Framework. The 
Performance Measures in the table below represent key service areas the Ministry and the 
Provider will monitor to help assess service delivery. Full Reporting Requirements regarding 
these measures are detailed in Appendix 3 of the Outcome Agreement. It is anticipated the 
Performance Measures will evolve over time to reflect Ministry and Provider priorities.  

Measures below are detailed in the Data Dictionary available on the Ministry’s website, which 
defines what the Ministry means by certain key phrases. 

 How much How well Better off 

1.  # of satisfaction surveys sent % satisfaction surveys 
returned 

# / % of people who reported 
satisfaction with the service 

2.  # personal plans completed within 
three weeks of entry into the 
service 

% of personal plans completed 
within three weeks of entry into 
the service 

 

3.   % of personal plans reviewed 
and signed-off at least once 
every 12 months 
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 How much How well Better off 

4.    #/% of goals in personal 
plans achieved  

5.  # of people who reported their 
support worker did not turn up  

% of people who reported their 
support worker did not turn up  

 

6.  # of people who reported their 
support worker did not turn up at 
the agreed time (defined as within 
15 minutes of the agreed time) 

% of people who reported their 
support worker did not turn up 
at the agreed time (defined as 
within 15 minutes of the 
agreed time) 

 

7.  # of complaints that have been 
received 

% of complaints that have 
been resolved (i.e. a corrective 
action plan has been 
implemented) 

 

8.   % of staff turnover  

9.  # people you employ to provide 
Ministry funded HCSS for a 
disabled family member that they 
live with by month 
 

 
 

 

10.  # hours those people are 
employed for by month 
 

  

 
6. Service Users 

To access the Services the Person must be referred to the Service Provider by a Needs 
Assessment Service Coordination organisation (NASC). 

6.1 Costs 

There are no costs to be paid by the Person.  

6.2 Access/Entry Criteria 

An Approved Assessor will talk with the Person to identify what Ministry funded support the 
Person may need to be able to lead an everyday life within their Home and community. The 
NASC will then set Goals with the Person and talk about the Type or Amount of Services the 
Person will receive and write a Support Plan.  

The Person will then be referred to the Service Provider by the NASC.  The referral will specify 
a start date for the Service delivery. The Service Provider will contact the NASC to confirm 
acceptance of the referral and to confirm the start date for the Service delivery.   
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7.  Service Components 
7.1 Start of Service 

At the start of the Service the Service Provider will: 

• Confirm the start date of Service delivery with the Person and/ or their family and whanau 
where relevant. 

• Make links with other Services and work with them as required. 

• Discuss and agree with the Person who their Support Worker(s) and/or Other Staff 
Member(s) will be. 

 

7.2 Personal Plan  

Services allocated by the NASC will be described, defined and written into the Support Plan by 
the NASC.  The Support Plan will advise the number of hours of support to be delivered, the 
breakdown of household support and personal support, and a list of identified tasks and 
activities that the person needs support with. The Provider will use the information in the 
Support Plan to work with the Person to develop a Personal Plan that describes the support 
and how it is to be provided.  

The Provider and the Person, and their family/whanau where appropriate, will discuss and 
agree the Personal Plan to meet the Goals identified in their Support Plan.  

In this discussion will ensure that: 

• the communication needs of the Person are considered 

• decisions are made with the Person that encourage personal responsibility for Goal 
achievement. 

The Personal Plan will include but is not limited to: 

• the Type and Amount of services to be provided including agreement on the times when 
services will be provided 

• Services allocated by the NASC that will be provided, including agreement on how 
available hours will be prioritised  

• Goals of the Person regarding service provision 

• contingency planning  

• contact details for the Service Provider 

• a review date for the Personal Plan. 

Variations from the Support Plan can be made so long as that: 

• it is requested by the person,  

• it is certain to be in the Person’s interest  

• health and safety implications have been discussed, documented and any trade-offs are 
decided by the Person.  
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Where required the Person should have support from a person of their choice e.g.  
family/whanau or an advocate, to interpret information and communicate their preferences. 

The Personal Plan will be completed within three weeks from the date of referral. Both the 
Provider and the Person will sign the Personal Plan as being up to date and correct and both 
will keep a copy.   

The Personal Plan will guide the Support Workers and Other Staff Members who go into the 
Person’s Home. 

7.3    When urgent services are required 

If unplanned Services are needed over a weekend or outside business hours where the 
Person’s safety and health would be at risk without these Services, urgent Services may be 
provided without a referral or over the approved Type or Amount of Services. Where Services 
are provided in this way the Provider must advise the NASC on the next working day. 

7.4     Where Services are delivered 

Services will be delivered in the Person’s Home and community, as documented in the 
Person’s Personal Plan.  

7.5 Delivering services 

The Provider will: 

a) Deliver Services as agreed in the Personal Plan. 

b) Provide the Support Worker/s or Other Staff Member/s with any required health and 
safety equipment or supplies. 

c) Visit the Person at a time agreed with the Person to deliver Services in a way that 
respects the dignity, rights, needs, abilities and cultural values of the Person, and their 
family / whanau / aiga. 

d) Respect the Person’s Home and privacy within that Home. 

e) Ensure Services are delivered by suitably trained and culturally competent Support 
Workers and Other Staff Members to meet the Goals of the Person as identified in their 
Support Plan. 

f) Improve the health and independence of Māori by targeting Services to best meet Māori 
need and where possible to provide Services by Māori for Māori. 

g) Contact the NASC to arrange a new assessment for the Person if the Service Provider or 
the Person considers that support needs or goals have changed. 

h) Use the Person’s feedback to continuously improve the service and ask the Person if they 
are happy with the service, using an independent process to do this. 

i) Ensure the Person knows: 

•  how to make a complaint and who to complain to 

•  how to access an independent advocate 

•  that, where a complaint is made, an acceptable solution will be agreed and reached 
in a timely manner. 
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7.6 Type of Services Delivered 

The Provider may deliver a combination of the following services. 

7.6.1 Household Management 

Services which assist a Person with a disability to maintain, organise and control their 
household/home environment, enabling them to continue living within their own 
environment.   

7.6.2 Personal Care 

Assistance with activities of daily living that enables a Person with a disability to maintain 
their functional ability at an optimal level. 

7.6.3 Sleepover Care or Night Support 

A Service where the Support Worker or Other Staff Member is required to sleep at the 
home of the Person in order to provide intermittent care throughout the night. 

7.7 Contingency planning 

If for some reason the usual Services cannot be delivered the Service Provider must arrange 
alternative Services as part of contingency planning for the Person so that they receive 
Services. This includes: 

• when the Support Worker is on leave or unable to attend 

• on public holidays 

• in case of a natural disaster or publicly declared pandemic. 

 

8.  Guidelines/Policies/Legislation 
The Service Provider must provide Services in accordance with: 

• The Code of Health and Disability Services Consumers’ Rights 1996 

• The Health Act 1956 

• The Health Information Privacy Code 1994 

• The New Zealand Disability Strategy 2001  

• Home and Community Support Sector Ngā Paerewa Health and Disability Services 
Standard NZS 8134:2021 

• Health Practitioners Competence Assurance Act 2003 

• All other relevant law relating to employment, health and safety, privacy. 

 

9.  Exit Criteria 
A Person can contact their NASC to ask for a referral to another Service Provider or to stop 
the Service.  

The Provider can stop Services when:  
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• the period of support identified on the referral ends and an extension has not been 
requested or is not necessary 

• the Person has been transferred to another Provider 

• the Person no longer needs the Service because their Goals and independence have been 
achieved to the maximum extent practicable 

•  the Person dies. 

 

10.  Linkages 
Providers must maintain and demonstrate appropriate linkages and relationships as 
appropriate to the needs of the Person, including: 

• Primary medical services 

• Needs Assessment and Service Coordination (NASC) services 

• Independent advocates or advocacy services 

• Client/carer community support services 

• Equipment Management Services (EMS) 

• Specialised assessment services 

• Mental Health Services 

• Behavioural Support Services 

• Assessment Treatment & Rehabilitation Services 

• Secondary medical and surgical services 

• Appropriate ethnic and cultural groups 

• Disability consumer groups and relevant NGOs 

• Government departments such as Work and Income etc 

• Māori social and community services, support groups, and social service organisations e.g. 
local Kaumatua, marae, whanau groups, counselling, budget and family support services. 

11.  Exclusions 
There are some closely related Services that are not covered under this Service specification.  
Any Service funded by a separate Service specification or agreement through Whaikaha, 
ACC, a Te Whatu Ora – Health New Zealand or any other government agency not covered 
under this Service specification including: 

a) Any equipment provision for the Person. 

b) Payment of a family carer that lives with the Person unless that person has been 
assessed as having high or very high disability support needs by the NASC. 

c) There are some closely related services that are not covered under this Service 
specification. Any Service funded by a separate Service specification or agreement 
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through Whaikaha, ACC, a Te Whatu Ora – Health New Zealand or any other 
government agency, or through a non-government entity directly funded by any of those 
parties, are not covered under this Service specification. 

d) Ministry of Health, Whaikaha or Te Whatu Ora – Health New Zealand funded service 
including: 

• Supported Independent Living 

• Personal and family health funded household management/ personal care 
services 

• Day care/day services 

• Mental health household management 

• Registered nursing services. 

e)  ACC funded services including: 

• Community nursing services 

• Residential training for independence services or intervention services to any 
claimant in a residential facility 

• The development and provision of the ACC training for independence and 
maximum abilities group programmes 

Supported Living. 

12.  Quality Requirements 
11.1 Evaluation 

DSS may conduct an: 

a) Independent survey to evaluate People’s satisfaction with the service. 

b)  External audit against the Home and Community Support Sector Ngā Paerewa 
Health and Disability Services Standard NZS 8134:2021.  

c)  Independent evaluation of service performance and effectiveness against this 
service specification, and its intended outcomes.  

11.2 Certification 

The Provider is required to maintain Certification as required under the Home and 
Community Support Sector Standards NZS8134:2021. 

 

13.  Purchase Units  
Purchase Units are defined in the Ministry of Health’s Nationwide Service Framework 
Purchase Unit Data Dictionary.  The following table is a summary list of the tier two Home and 
Community Support Services Purchase Unit Codes associated with this Service. 
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Purchase 
Unit Codes 

Purchase Unit 
Description Measure Purchase Measure definition 

DSS1009 Home Based Support 
- Household 
management 

Hour Household Management services 
that enable a person to continue 
living with their own environment. 
This service is specifically for clients 
who meet the Ministry definition of 
disability.   

DSS1010 Home Based Support 
- Personal Care 

Hour Personal Care, Sleepover service(s) 
that enable a person to continue 
living with their own environment. 
This service is specifically for clients 
who meet the Ministry definition of 
disability.   

 
14.  Reporting Requirements 

14.1 Reporting Requirements  

Full Reporting Requirements (including any Provider specific reporting requirements) are 
included in Appendix 3 of the Outcome Agreement. 

 

14.2 Complaints and Categorisation Service Outcomes 

1. We both acknowledge your obligation to comply with the Ngā Paerewa Health and 
Disability Services Standard NZS 8134:2021, and, in particular, your obligation to improve:  

a. the experience and outcomes of clients and their whānau 
b. service equity for clients who identify themselves as Māori or as a Pacific person, 

that the Services are underpinned by Māori or Pacific worldviews  
c. opportunities for clients and their whānau to make decisions about their own care 

and support in order to achieve their goals; and 
d. ensure all providers of Whaikaha services have access to a tool (Appendix 5) which 

encourages Providers to monitor disabled people’s responses towards raising 
service quality concerns/complaints. 
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SERVICE DESCRIPTION AND PURCHASE UNIT CODES: 

DSS Needs Assessment and Service Co-ordination (DSS1040) 

Including Discretionary Funding (DSS1039D) 

 

 

DSS PHILOSOPHY 

The aim of Disability Support Services (DSS) of the Ministry of Health (the Ministry) is 
to build on the vision contained in the New Zealand Disability Strategy (NZDS) of a 
fully inclusive society.  New Zealand will be inclusive when people with disabilities can 
say they live in: 

‘A society that highly values our lives and continually enhances our full participation.’ 

With this vision in mind, DSS aims to promote a person’s quality of life and enable 
community participation and maximum independence.  Services should create 
linkages that allow a person’s needs to be addressed holistically, in an environment 
most appropriate to the person with disability. 

Disability support services should ensure that people with disabilities have control over 
their own lives.  Support options must be flexible, responsive and needs based.  They 
must focus on the person and where relevant, their family and whānau, and enable 
people to make real decisions about their own lives. 

 

 

1.  DEFINITIONS 

Disabled person/ person with disability 

NASC should ensure services are provided only to those disabled people who are 
eligible to receive them, as required by the Guide to Eligibility for Publicly Funded 
Health and Disability Services in New Zealand. For the purposes of this service 
specification a person with a disability is someone who has been identified as having 
a physical, intellectual, sensory disability, autism (or a combination of these) which is 
likely to continue for a minimum of six months and result in a reduction of independent 
function to the extent that ongoing support is required.  

Note:  Subsequent references in this document to “the person” or “people” should be 
understood as referring to a disabled person/person with disability. 

Throughout this document the term “person” is taken to include, where appropriate, 
family/whānau/āiga and/or full-time carer.  When the NASC is working with a child, that 
child is always considered within the context of the family/whānau/āiga.  

Carer 

For the purposes of this specification, a full-time carer is someone who has principle, 
active responsibility for the ongoing and frequent care of a person, usually on an unpaid 
basis and according to the above definitions. 
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For the purposes of this specification needs assessment or service coordination is a 
process provided by a Needs Assessment Service Coordination (NASC) on behalf of 
the Ministry of Health. This process is based on The New Zealand Framework for 
Disability Service Delivery, Ministry of Health, August 1994. Needs assessment and 
service coordination provides the means for a person to identify their prioritised 
disability support needs within the context of their own natural resources and existing 
supports, receive information on support options, including those which are 
government funded, and receive assistance with coordination of support services. 
NASC also manage DSS budgets for the funder. 

 

The key functions of NASC are: 

Information management 

NASC collect information from people and their networks, service providers and 
government agencies to enable the process of support allocation and promote 
determination and choice for the person.  

NASC store information on policies and processes in place to support the disability 
system, information on support services available, individual service provider offerings 
and people’s disability specific information such as specialist assessments, needs 
assessment, goals, service referrals, contacts and formal support allocations through 
the national NASC information system “Socrates”.  

NASC provide information to interested parties on the NASC process and wider 
disability system, referral and planning information to service providers, specific 
individual information to disabled people that enter the NASC process and require 
ongoing support, and information to the Ministry to allow service development, 
monitoring, reporting and management nationally. 

Eligibility confirmation 

Eligibility means the right to be considered for publicly funded disability support 
services.  As part of the role in determining eligibility and service allocation, the NASC 
will determine whether the person:  

• is eligible for publicly funded health and disability services in accordance with 
the current Health and Disability Services Eligibility Direction, 

• meets the Government’s definition of a ‘person with a disability’ for the purpose 
of accessing disability support services; and  

• is eligible for the specific disability support service funded by the Ministry 

Facilitated Needs Assessment 

Needs assessment is a process of determining the current abilities, resources, goals 
and needs of a person and identifying which of those needs are the most important. 
The purpose of the process is to decide what is needed to maximise a person’s 
independence so that they can participate as fully as possible in society, in accordance 
with their abilities, resources, culture and goals. A person’s needs will also include, 
where appropriate, the needs of their family/whānau and carers; their recreational, 
social and personal development needs; their training and education needs; and their 
vocational and employment needs. This does not assume Ministry responsibility for 
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funding of supports in relation to all of these needs, and particularly when they are the 
funding responsibility of other agencies. 

Service Co-ordination 

Service co-ordination is a process of identifying, planning and reviewing the package 
of services required to meet the prioritised assessed needs and goals of the person 
and, where appropriate, their family/whānau and carers. Service co-ordination also 
determines which of the assessed needs can be met by government funded services 
and which can be met by other services, and will explore all options and linkages for 
addressing prioritised needs and goals. 

Budget Management 

The NASC manages, on behalf of the Ministry, an indicative budget based upon an 
annual allocation. Performance against the budget will be reviewed regularly by the 
NASC and the Ministry. 

The NASC needs to ensure that people with the highest priority needs are priortised to 
receive access to services. The NASC needs to work with the Ministry to ensure that 
commitments made to fund service packages for people are such that they will not 
exceed the indicative budget for the current and out years. 

Budget management involves allocating cost effective packages of services within the 
indicative budget, according to the Support Package Allocation tool, and within 
Benchmark Indicators determined by the Ministry for the identified population for a 
region. 

 

2. OBJECTIVES 

2.1 General 

A fundamental objective of the NASC is to maximise and support the abilities of people 
by facilitating a process for them to identify their needs and goals, and make decisions 
on how these can best be met. To achieve this objective the NASC must maintain a 
clear vision of NASC as the dynamic combination of a service working in partnership 
with people and the Ministry to achieve the best possible outcomes within the available 
resources.  

For people with disability and full-time carers NASC is the means by which their 
strengths, resources and needs can be identified, their support options explored and 
support services accessed. In order to achieve these objectives a NASC needs to, at 
a minimum: 

• be responsive to people and their communities 

• be community focussed 

• support the enhancement of the person’s own natural strengths, resources and 
independence 

• have minimal waiting times by adhering to timeframes set out in this 
specification 

Needs assessment and service co-ordination processes must be separated from the 
provision of support services. A NASC may not be the provider of support services, to 
ensure that no actual or perceived conflict of interest exists. 
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2.2 Responding to Communities 

The NASC will have mechanisms in place to gain the input of people and their 
communities.  In line with the objectives of the Māori Disability Action Plan, Whāia Te 
Ao Mārama, the input of Māori in particular as mana whenua should also be sought.  
Examples of mechanisms that could appropriately demonstrate and achieve 
responsiveness to the community include community representation at the governance 
level of the provider and/or an advisory group to the NASC.  

 

2.3 Māori Health and Disability 

The Crown Statement of Objectives outlines the Government’s medium term 
objectives for, and expectations of, the Ministry.  In response to the Crown’s Objective 
for Māori health and in line with its purpose statement, the Ministry has developed a 
Māori Health Strategy, He Korowai Oranga, and the Māori Disability Action Plan Whāia 
Te Ao Mārama.   

Whāia Te Ao Mārama, identifies six strategic goals aimed at increasing 
responsiveness to Māori.  The NASC is required to contribute to the implementation of 
Whāia Te Ao Mārama and the six strategic goals.  

The strategic goals are that tangata whaikaha will:  

• participate in the development of health and disability services 

• have control over their disability support 

• participate in Te Ao Māori 

• participate in their community 

• receive disability support services that are responsive to Te Ao Māori 

• have informed and responsive communities 

 
               

3. SERVICE USERS 

3.1 Inclusions 

People eligible according to the Guide to Eligibility for Publicly Funded Health and 
Disability Services in New Zealand who have been assessed as having a physical, 
intellectual, sensory disability, or autism (or combination of these) that is likely to 
continue for a minimum of six months; result in reduction of independent function; and 
require ongoing support1. People with these disabilities constitute the Ministry’s main 
client group, which largely consists of people aged under 65, many of whom have 
lifelong impairments. 

 
1 Although people with psychiatric disability and ‘age-related’ disability with support needs can be 
assessed for access to support services they are excluded from the Ministry’s operation of the 
definition. 
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People with physical, intellectual, sensory disability or autism that co-exists with a 
personal health condition, mental health condition and/or injury, in relation to their 
disability support needs. 

The NASC will consult with the Ministry for prior agreement in relation to people under 
65 whose needs may have historically been recognised as disability-related within the 
parameters of the definition of disability.   

3.2 Exclusions 

The Ministry’s DSS does not fund support services for people with conditions or 
situations covered by other funders including: 

• support to address short-term needs  
• support for people who first present for assessment for long-term supports at 

age 65 or over  
• support for people who first present for assessment  for long term supports 

between ages 50 and 65 who are clinically assessed by a DHB clinician or 
needs assessor as being ‘close in interest’ to older people 

• aged residential care for Ministry DSS clients who have been reassessed by 
a DHB funded needs assessor as requiring this service 

• support for people who first present for assessment for long-term supports 
before the age of 65 whose support need is due to impairments that do not 
meet DSS’ operational definition of physical, sensory, intellectual disability or 
Autism    

• support for ‘medically fragile children’ - children with high health needs 
and/or multiple impairments whose health status has not yet stabilised and 
for whom a physical, sensory and/or intellectual disability with associated 
ongoing support needs has not been confirmed 

• support for needs arising primarily from physical incapacity (e.g. shortness of 
breath, fatigue or pain) due to a chronic health condition 

• support for additional care needs arising from a condition in the palliative 
stage  

• support for needs arising from a mental illness and/or addiction including 
physical, sensory and cognitive impairments attributable to this underlying 
condition e.g. tardive dyskinesia due to long-term use of psychotropic 
medication, cognitive impairment due to alcohol or other substance abuse, 
impaired mobility due to alcohol related peripheral neuropathy or functional 
difficulties due to conversion disorder  

• support services needed primarily as a result of dementia  

• support services needed primarily as a result of substance abuse  

• support services needed primarily as a result of behavioural problems (e.g. 
associated with Foetal Alcohol Syndrome or substance abuse) except where 
the person has a co-existing disability that meets DSS eligibility criteria 

• support due to an injury that meets ACC’s cover and entitlement criteria 
under the Accident Compensation Act 2001  
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• support for situations covered by other central government agencies such as 
the Ministry of Education and the Ministry of Social Development  

• support needs solely due to social/environmental factors (e.g. housing or 
where parents need support for their own health needs)   

 

3.3  Interface with NASC for people 65 years and over 

The NASC will maintain working relationships and agreed protocols with DHB NASC 
working with older people.  

 

3.4  Interface with Mental Health 

For those people with a dual diagnosis, that being a co-existing mental illness and 
disability, the NASC will work in collaboration with the relevant Mental Health Service. 

 

3.5 Interface with Personal Health 

Following an acute illness and the completion of post-discharge care and treatment, a 
disabled person can be referred to a NASC for their disability support needs.  

 

3.6      Interface with Other Agencies 

Depending on the needs of the person it may be appropriate for the NASC to jointly 
facilitate needs assessment with other appropriate agencies. 

 

4. SERVICE ACCESS  

The NASC is expected to: 

• encourage and enable the person to take an active role in the needs 
assessment and service co-ordination process  

• ensure that there is full consideration of the person’s chosen lifestyle in all 
aspects of the assessment and service co-ordination process 

• determine with the person the appropriate level of NASC involvement. This 
may require full involvement by the assessment facilitator through to minimal 
involvement and advice where the person wants to take more responsibility 
for the process themselves, including accessing services which are funded or 
purchased outside the NASC process  

 
Needs assessment and service co-ordination will be conducted with the person in an 
environment comfortable to them.  The NASC will: 
 

• provide information about the NASC service and work to ensure people, 
providers, GPs, other community groups and potential referrers are aware of 
NASC referral processes 

• promote access to services by Māori and Pacific peoples 
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• identify, and build into the service, strategies to overcome known barriers to 
access for Māori, Pacific peoples, and other population groups with specific 
needs  

•  operate from premises that are appropriate, accessible and welcoming 

•  have NASC premises open during normal business hours 
 
4.1 Referrals 
The person may self-refer to the NASC. Any other person or organisation can make 
referrals.   
 
Initial contact will be made within two working days of receipt of the referral. This 
contact may be by phone, letter or visit. The type of contact and response will be 
determined by the nature of the referral i.e. urgency.  

 
4.2 Prioritisation 
The NASC will promote self-determination, quality of life and an environment that 
maximises community participation and independence for people.  The NASC’s role is 
to co-ordinate effective utilisation of disability support resources.  
 
The NASC has a role in facilitating access, prioritising and allocating DSS funded 
resources. To achieve this, the NASC will: 
 

• acknowledge and support the person’s own natural resources and existing 
supports 

 
• give the person accurate information on eligibility and the limitations and 

boundaries of DSS funded services  

• meet the safety needs of the person and community wherever possible 

• promote equity for people to achieve similar outcomes for similar needs and 
circumstances 

• work to safely reduce any disparities in equity between population and disability 
groups 

• recognise the need for, and support access to, appropriate supports for groups 
with specific disability needs  

 
• support the continued needs based shift to supported community-based 

options for people previously living in institutional care or unsupported in the 
community   

• support the continued needs based shift from service based to support based 
delivery 

• be efficient, including creative and innovative use of resources to meet needs 

• establish greater trust and credibility in the NASC process 

• work within the funding and policy boundaries of the Ministry when allocating 
public resources 
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The NASC will implement, and adhere to, consistent and transparent processes for 
priority setting and associated resource allocation.  These processes need to adhere 
to the Ministry’s relevant Disability Services policies and processes. 

 
 

4.3 Inter- NASC transfers 
The NASC will provide service to all eligible people within the NASC’s specified 
geographic area. 
 
The NASC will establish protocols and procedures with fellow NASC in other areas of 
New Zealand to ensure continuity of service for people moving into, and out of, the 
region. Such protocols should include but are not limited to: 

 
• the timely transfer of relevant information including assessment, service and 

support planning records to the new NASC, subject to the provisions of the 
Health Information Privacy Code (Office of the Privacy Commissioner 1994) 

• referral for the immediate commencement of services by the new NASC 
according to the person’s transferred support plan until such time as a 
reassessment or review of the support plan are undertaken by the new NASC 

• a process for, and agreement on, a transition plan developed by both NASC in 
conjunction with the person. This is particularly important in situations where 
different services are required and/or where particular services are not 
available in the new area 

• a process for reporting changes to the Ministry for payment and planning 
purposes 

• a process for temporary moves between areas e.g. for education, holiday, 
study. Note: In this situation the original NASC retains responsibility for 
ensuring that the person’s disability support needs continue to be met while 
away and as outlined in the support plan 
 
 

5. SERVICE COMPONENTS 
 

5.1 Screening 
The NASC will ensure that it has personnel and systems in place to determine the 
eligibility of people being referred to the NASC using the definition of Service Users in 
3.1, the functions of NASC in 1.0, and consistent also with the Support Needs 
Assessment and Service Coordination Policy, Procedure and Information Reporting 
Guidelines (MOH 2002).  
 
The NASC will advise those who make referrals that are not appropriate to NASC and 
assist with information to effect appropriate on-referral.  
 
5.2 Facilitated Needs Assessment 
The role of the needs assessment facilitator is to work directly with the person to 
identify the person’s current abilities, resources, goals and prioritised needs. The 
outcome of the process is a comprehensive needs assessment report. The level of 
detail required in the needs assessment will depend upon the situation of each person. 
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The objectives of the assessment process are to: 

 
• confirm eligibility – including the nature of the person’s disability, if appropriate 

• work with the person to identify their current abilities, resources 

• work with the person to identify prioritised needs and goals arising from  their 
impairment 

• refer to appropriate specialised assessment services including Assessment 
Treatment and Rehabilitation (AT&R) where appropriate 
 

The NASC will have a clear auditable separation in their business between the function 
of assessment facilitation and service co-ordination. The purpose of this separation 
and transparency is to demonstrate objectivity and show identification of the person’s 
needs irrespective of resource availability. 
 
The NASC will demonstrate that: 

 
• they have in place qualified and competent staff or sub-contracted 

assessment facilitators to provide choice of assessment facilitators and 
adequate coverage of the entire geographic area contracted for, including 
remote and rural areas  

• access is facilitated to specialised assessment and/ or referral for treatment 
and followed up to ensure timely response from that assessor 

 
Outcomes of the needs assessment process may be either: 

 
• a needs assessment is completed and service co-ordination commenced 

• a needs assessment is partially completed and service co-ordination 
commenced to arrange access to urgent support needs 

• a needs assessment is partially completed awaiting the outcome of 
specialised assessment 

At the end of the assessment process the person, or their delegated 
advocate/representative, will sign off the completed assessment and receive a copy 
for their records. 
 
Further information on the process and requirements for delivering facilitated needs 
assessment is provided in Standards for Needs Assessment (MOH 1994) and (MOH 
1999) and Support Needs Assessment and Service Coordination Policy, Procedure 
and Information Reporting Guidelines (MOH 2002). 

 
 

5.2.1 Cultural Component of Facilitated Needs Assessment 
The purpose of the cultural component of assessment is to jointly identify, the person’s 
cultural needs. This may include issues of social/cultural, spiritual, psychological and 
physical need, and strengths, assets, and support systems to assist in planning 
support.  
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The NASC will have the capacity to include a cultural component into the facilitated 
needs assessment process. 

 
5.3 Specialised Assessment 
The assessment facilitator may refer the person to a specialised assessor for a 
specialised assessment. The purpose of a specialised assessment is to obtain detailed 
information and knowledge to accurately assess the person’s need and identify a range 
of possible options including treatment. Such assessments are generally funded 
directly by the Ministry (in most instances provided by a DHB) and will not be a charge 
on the NASC budget.  Occasionally, in the absence of any Ministry funded specialised 
service, the NASC may need to access privately provided specialised assessment.  
Purchase of such assessments will be a charge against the budget managed by the 
NASC for purchase of services and must be in line with the prioritisation principles set 
out in section 4.2, and within available resources.  

 
Specialised assessments include, but are not limited to, clinical, diagnostic or other 
assessment, the purpose of which is to: 

 
• establish the physiological basis, extent and implications of the disability (e.g. 

testing, diagnosis and medical/physical prognosis) 

• gain access to medical treatment and/or rehabilitation or habilitation (e.g. 
AT&R, corrective surgery, exercises,  treatment or child development) 

• determine the person’s suitability for a specific service or type of assistance, 
including environmental support 

• make recommendations on how specific needs of the individual can be met 
(e.g. communication support, activities of daily living (ADL), mobility 
assistance) 

• provide advice on how support services can assist in furthering the 
rehabilitation process 

The NASC will also identify and facilitate access to assessors funded by other 
government departments e.g. education, vocational.  
 

 
5.4 Service Co-ordination 
The NASC is required to undertake service planning and service co-ordination, and 
agree a support plan with the person that indicates how prioritised needs will be met.  
 
The service co-ordinator will ensure that, wherever possible, the person has a choice 
of service options, including involvement of family, community, voluntary or private 
(personally funded) services. The service coordinator will support and/or arrange 
innovative and flexible individually focussed service packages. Where appropriate 
services are not available the service co-ordinator and the person will consider other 
possible options for meeting the support needs.  
 
Consideration of natural supports will be included in assessment and coordination 
processes for all people. Natural supports include but are not limited to friends, both 
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outside and in service settings; immediate and extended whānau members including 
hapū and iwi; community activities/groups/education and courses; neighbours; 
workplaces. 
 
The place of natural supports in a person's life is likely to be an important part of 
Mauriora.  Tangata whaikaha  should be encouraged to think about who or what these 
supports might be and should be supported to have contact with them, or, where no 
supports exist, should be supported to explore the possibilities of developing them. 

 
Service co-ordination will: 

 
• commence immediately following completion of the needs assessment.   

However, as the NASC is accountable for meeting the safety needs of the 
person, service co-ordination may need to commence before the completion of 
the assessment. Access to support services that maintain the safety and/ or 
dignity needs of the person should not be delayed where the completion of the 
needs assessment is subject to delays e.g. time involved in accessing or 
completing specialised assessments 

• confirm financial eligibility for disability support services 

• provide information to the person on all their options, including available service 
providers. The person should have the opportunity to choose the support 
service provider from whom they will receive services. The NASC will then refer 
the person to the chosen service provider 

• develop an individualised support plan with the person, focusing on support for 
prioritised needs and goals 

• prioritise access to publicly funded services 

• ensure that the service package is cost effective, affordable and equitable and 
can be provided within the NASC defined budget and the Ministry’s guidelines  

• ensure that all aspects of the package of services are co-ordinated and that 
services made available through the NASC budget are accessible by the 
person.  The NASC should ensure, to the extent possible, that services 
provided by external agencies are co-ordinated and not duplicated 
 

Further information on the process and requirements for delivering service co-
ordination is provided in the Guidelines for Service Co-ordination (MOH1995), 
Standards for Service Coordination (MOH 1999) and Support Needs Assessment and 
Service Coordination Policy, Procedure and Information Reporting Guidelines (MOH 
2002), including the Support Allocation Tool (SPA). 

 
5.5 Intensive Service Co-ordination 
The NASC is responsible for providing intensive service co-ordination for the small 
number of people with high and complex needs, usually requiring the involvement of 
multiple providers and ongoing problem solving. Intensive service co-ordination 
requires an ongoing relationship between the person and the co-ordinator. The 
decision that intensive service coordination is needed will be made by the service co-
ordinator following assessment. 
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The tasks of intensive service co-ordination include but are not limited to: 
 

• negotiating the most appropriate means for achieving the desired outcomes 
and respective responsibilities with service providers and other sectors, for 
example education, justice, police, High and Complex Needs Unit MSD for 
children 

• arranging interim and crisis service provision pending further assessment  

• involvement with specialised services e.g. Mental Health, for assessment and 
treatment planning, including joint needs assessment and service co-ordination 
for people with a dual diagnosis of intellectual disability and mental health 

• convening or participating in meetings as required with the person and those 
involved in the development and/or implementation of a support plan  

• monitoring the delivery of the support plan, review of needs and revision of the 
support plan at regular, specified intervals 

 
The NASC will: 

 
• ensure that intensive service co-ordination is offered only to people with high 

and complex needs 

• work with others involved in supporting the person to ensure all participants 
have a common understanding of the needs and goals of the person and are 
working together to achieve these 

• regularly review the needs of the person and the purpose of intensive service 
co-ordination to ensure that it is appropriate 

 
 

5.6 Review and Reassessment  
 
Review: The NASC is responsible for determining an appropriate time frame with the 
person to review their support package. The interval will be indicated by the person’s 
needs and the package of supports. Generally it is expected that a person’s supports 
will be reviewed at least annually, unless biennially review is appropriate and in 
agreement with the person. However, a person may at any time seek a review if the 
service is not meeting their needs or their eligibility has changed or expired e.g. 
eligibility for community services card, carer support.  Review periods for people with 
high or complex needs or those in a crisis period may be considerably shorter. 
 
Reassessment: Should the person’s needs or circumstances undergo significant 
change and the support plan no longer meets their needs, a reassessment of needs 
will be required.  
 
If it is likely that a person’s support needs will increase or decrease over an identified 
period of time, a reassessment may also be required. This can be indicated when 
setting a timeframe for review. 
 
The NASC will facilitate a reassessment at least once every five years, unless earlier 
reassessment(s) is appropriate with the agreement of the person.   
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If earlier reassessment(s) is agreed to with the person, NASC will consider the 
following information in determining the frequency of the reassessment: 

• the wishes of the disabled person 
• the disabled persons situation and circumstances 
• outcomes required of the review and reassessment process 
• the level and type of services allocated 
• any specific Ministry requirements for an annual review or early reassessment 

 
 

5.7 Mäori Service Components 
 
The NASC will establish and implement a Māori Service Plan that covers governance, 
management, organisational competencies, Māori health and disability gain, 
assessment and coordination practices, and how these will contribute to improving 
outcomes for Māori through the needs assessment and service coordination process.  
In developing the plan the NASC will take into account the Ministry’s strategic direction 
for Māori health and disability. This plan should incorporate the minimum requirements 
for Māori health and disability based on the Treaty of Waitangi, the Crown objectives 
for Māori health and disability and any specific requirements negotiated from time to 
time with the Ministry. 

The NASC will specify how it intends to implement this plan. In particular, the NASC 
will identify those services it will deliver as explicit contributions to reducing inequalities 
and other additional opportunities that may exist for improvements for Tangata 
Whaikaha.  
 
The NASC will be an Equal Employment Opportunity organisation and will ensure that 
they recruit, train and develop Māori, and in so doing ensure provision of a more 
culturally competent service appropriate to Māori. 
 
The NASC will: 

 
• have the capacity to include a cultural component in the facilitated needs 

assessment 

• facilitate improved access for Māori to disability support services by ensuring 
the equitable distribution of resources 

• provide the NASC service in Te Reo Māori where necessary or appropriate or 
specifically requested by the person 

 
The NASC is required to ensure:  

 
• that needs assessment facilitators and service co-ordinators have a basic 

understanding of Māori cultural values and beliefs, in particular Te Reo Māori 
and Tikanga Māori 

• that people have access to needs assessment facilitators and service co-
ordinators who have a strong understanding of the Māori holistic concept of 
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health (taha wairua, taha tinana, taha hinengaro and taha whānau) and are 
able to articulate this understanding in service implementation 

• that needs assessment facilitators and service coordinators have appropriate 
cultural competencies and/or support from cultural experts and resources 

• that people have access to kaumātua (respected elder) who can be 
instrumental in cultural assessment and application of tikanga 

 
• that Māori are offered the choice between Kaupapa Māori services and generic 

services, or a combination of both 

• that the NASC can demonstrate progress toward implementation of cultural 
competencies in line with Whāia Te Ao Mārama 

 
5.8 Pacific Service Components  
 
Faiva Ora, the National Pasifika Disability Plan sets out priority outcomes and actions 
to support and improve the lives of Pacific disabled people of all ages and their families.    
 
Pacific disabled people remain under-represented in accessing disability support 
services. Factors that contribute to this under-representation include: system 
challenges where Pacific families find it difficult to navigate and access disability 
services, a limited choice of culturally responsive disability services and negative 
traditional Pacific views of disability. 

  
Faiva Ora focuses on: 

• Achieving equitable outcomes for Pacific disabled children, youth and their 
families 

• Supporting Pacific communities to better engage with and support individuals 
with disabilities and their families to encourage their participate in their 
communities 

• ensuring disability services and supports meet the cultural, linguistic and health 
literacy needs of Pacific disabled people and their families 

• encouraging stakeholders to work in partnerships to address challenges 
experienced by Pacific disabled people and their families 

• supporting Pacific individuals with disabilities and their families to access the 
right kind of services in the primary and community sector 

 
The NASC is required to ensure they can demonstrate progress toward implementation 
of cultural competencies in line with Faiva Ora. 
 
5.9 Other Cultures 
NASC are expected to provide facilitated needs assessment and service coordination 
in a manner culturally appropriate for people of other cultures in their populations, 
including new migrants who meet eligibility criteria and people with the status of 
refugee. Interpreters will be engaged as necessary.  
 
5.10 Information Management  
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Access to information is a vital function to support people’s independence and is an 
integral component of the NASC business. The NASC will have the dual role of both 
providing information and acting as an information broker. 
 
It is expected that the NASC will capture and store data according to specifications 
provided by the Ministry and will use any system, designated funded and supported by 
the Ministry or its agents, which is developed during the course of the contract. 
 
 The outcome of the management of information will be: 

 
• effective service outcomes for people 

• people’s privacy is maintained  

• efficient systems for quality, budget management and reporting   

• equitable and consistent allocation of available resources 
 

NASC are responsible for providing and facilitating a range of information to and from 
a number of sources.  Information managed by NASC will include: 

 
• information about individuals e.g. needs assessment and service coordination 

information 

• information for individuals regarding NASC processes e.g. information on 
NASC service users’ rights and complaints processes 

• information on service availability e.g. contracted providers for disability support 
services and occupancy information 

• information for business management e.g. information for provider payment, 
and information for budget management 

• information on service issues including service gaps and/or boundary issues, 
quality issues regarding contracted providers 
 

5.11.1 Individual Information  
Management of information on individuals is a core function of NASC.  NASC must 
comply with the Health Information Privacy Code 1994. 
 
NASC are required to work to key principles and practices under the code. At a 
minimum: 
 
Information must be: 

• necessary 
• collected lawfully 
• stored securely 
• accurate, up to date, complete, and not misleading 

 
People must be informed:  

• of what information is collected  
• of the purpose of collecting the information 
• of and agree which agencies will receive the information collected 
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• how to access information kept on them 
• that they have the right to correct inaccurate information about themselves  

 
NASC should not keep personal information for longer than necessary and information 
should be disposed of in a secure manner. 
 
Further information on the collection and management of personal information is 
provided in Support Needs Assessment and Service Coordination Policy, Procedure 
and Information Reporting, (MOH 2002).  
 
5.11.2 Disability Sector Information  
NASC have the role of referring on to, and advising people and their families/whānau 
on, sources of further information.  It is expected that general information will be readily 
available to the person and their family/whānau, at least, on: 
 

• disabling conditions 

• eligibility and entitlement to financial assistance, and benefit information 

• details of the nature, type and quality of services available – both services 
accessed through NASC and services available from other sources, including 
how to access those services, expected outcomes and approximate costs of 
services 

• referral paths for people who are not eligible for DSS funded support services 
but have support needs e.g. medical conditions which result in long term 
support needs 

•  other agencies where further specific and detailed information may be 
obtained regarding their impairment 

 
The NASC is not expected to compile and duplicate specific detailed information 
already available from other disability information agencies in their area. However the 
NASC will maintain effective networks and linkages with a wide range of appropriate 
organisations resulting in current, reliable information from which to advise and make 
referrals.  

 
The Ministry considers it important that people: 
 

• are supported through the process by having relevant information  

• have a co-ordinated and comprehensive method for accessing information  
 

5.11.3 Provider Information 
The NASC will provide support services with sufficient information to enable them to 
provide service to people referred to them.   To ensure this happens NASC must 
provide the minimum information detailed in Support Needs Assessment & Service Co-
ordination Policy, Procedure and Information Reporting Guidelines  (MOH 2002), 
consistent with the requirements of the Health Information Code (Office of the Privacy 
Commissioner 1994). 
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Additionally, NASC may have Memoranda of Understanding with providers to cover 
such things as: 

 
• specifying what information is to be provided by NASC 

• timeframes in response to service requests 

• timeframes for notification of a change to people’s service, change in service 
levels, and/or the amount of service 

• processes for passing on information regarding a change in need of a person 
 
This would include the transfer of personal and service information that may be used 
by support service providers as they plan their services e.g. information on unmet 
needs and service gaps.  
 
As part of maintaining effective networks the NASC will provide information to other 
disability support service providers on trends, unmet needs etc, for the purpose of 
fostering creative, innovative, flexible services. 

 
5.12 Monitoring of Support Service Delivery  
The NASC will report quarterly to the Ministry on service delivery by support service 
providers contracted by the Ministry.  It is expected that the NASC will implement a 
process of monitoring: 

 
• negotiated and actual delivery timeframes 

• actual delivery of the support plan as negotiated between the NASC and 
support service provider 

• whether services being delivered are able to meet the needs of the person. The 
NASC might comment on the willingness of the service provider to understand 
the person's needs and be flexible, within reason, on how these are met 

• gaps in services available from providers, particularly services that are being 
purchased in significant volumes outside of Ministry contracted providers (using 
discretionary funding for example). The Ministry will meet with the NASC at 
least annually to jointly plan the possible development by the Ministry of 
services to fill the identified gaps 

• any unresolved issues, problems or complaints and significant risks with 
service delivery by contracted providers 
 

The NASC will report to the Ministry any major risk or complaint within 24 hours of it 
occurring. The NASC is responsible for ensuring the quality of services purchased from 
their discretionary budget.  Further details on this requirement are in Appendix 3 
“Requirements for NASC Discretionary Funding”.   

 
5.13 Reviews 
The NASC will make available to all people information detailing the procedure by 
which people may request a review of the outcome of a part, or the whole, of the 
assessment or service co-ordination process. Such procedures are to include the 
following elements: 
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• ability to screen out, or resolve through discussion, complaints arising from 

misunderstandings 

• further assessment or a new support plan using assessment facilitators or 
staff members not involved in the previous assessment 

• access to a second level of review within the NASC if the person remains 
dissatisfied  

 
The NASC is required to ensure 

 
• that the protocol for these Reviews, as included in the NASC Managers’ 

Manual (2005), is known, consistently applied and monitored 
 
The above steps will be at the NASC’s expense.  If a complaint still exists, the Ministry 
may be requested to provide further review. The standard review procedure provided 
by the Ministry at that time will be followed. 

 
5.14     Budget Management  
The requirements for budget management are contained in Appendix 1, which forms 
part of this service specification. 

 
5.15     Payment Processes and Sector Operations 
The requirements for payment processes relating to Sector Operations are contained 
in Appendix 2, which forms part of this service specification. 

 
5.16 Discretionary Funding 
The requirements for Discretionary Funding are contained in Appendix 3, which forms 
part of this service specification. 

 
5.17 Key Inputs 
The NASC will: 

 
• provide staff with the competence and confidence to professionally 

undertake the separate roles of needs assessment facilitation and service 
coordination 

• be an Equal Employment Opportunity organisation 

• provide for the cultural aspects of the NASC Service Components 

• fulfill the responsibilities of budget management 

• have systems to provide access to the NASC service, fulfill the quality,  
information and monitoring requirements of this specification, and maintain 
records and reporting 

The NASC will ensure that staff are supported to develop and maintain competence 
and undertake formal training and qualifications as they are developed. 

 
 

6. SERVICE LINKAGES 
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The NASC will develop and maintain effective relationships with other organisations 
providing services to people. These relationships will reflect the population profile 
served and their communities and will include community organisations, voluntary 
groups, support service providers and other public sector agencies. These will include, 
but not be limited to, Environmental Support Services within DSS; and Oranga 
Tamariki Ministry for Children; Ministry of Education – Special Education; Housing New 
Zealand Corporation; Work and Income.  
 
The Ministry will require the NASC to demonstrate effectiveness of relationships. For 
key agencies or providers the NASC should have in place Memoranda of 
Understanding, protocols or other liaison mechanisms that agree how the relationship 
will be conducted.  These will be subject to audit.  

The NASC will demonstrate effective linkages with the disability community (e.g. 
disability groups, support networks, advocacy), and Māori and Pacific peoples’ groups. 
Relationships will be managed with regard to the interrelationships that exist between 
people, their networks and social support systems.   

In relation to Tangata Whaikaha these need also to include, but not be limited to, 
Marae, Kohanga Reo and Kura Kaupapa Māori; local Māori disability, health and 
social service networks, including local and regional services; primary health care 
providers, including Marae based and Primary Health Organisations; and Te Puni 
Kokiri, as appropriate. All linkages must enable, support and promote Whānau ora 
(healthy families) and Mauriora perspectives, responsiveness to individual need and 
respect for the rights and opinions of the Tangata Whaikaha.   

 
7. SERVICE EXCLUSIONS 
 
NASC services for people excluded under the Service User criteria, are not provided 
under this specification. 

 
 

8. QUALITY REQUIREMENTS 
 
The service is required to comply with the Ministry General Contract Terms and 
Conditions.  In addition, the following quality standards and requirements also apply. 

 
8.1 Quality Standards 
 
National Health & Disability Sector Standards 
 
Only specific parts of the Health and Disability Sector Standards (HDSS) are relevant 
to NASCs. All NASCs are required to meet the standards and criteria where relevant.  
 
The Quality Requirements outlined in section 8.2 are to support the HDSS for NASC 
outlined below. 
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a. Needs Assessment Standards (1999) 
b. Service Co-ordination Standards (1999) 
c. Standards for NASC Organisations (1999) 

 
 

8.2 Quality Requirements 
 

8.2.1 Access 
 
Timeframes 
 
First contact with the person will be made within two working days of receipt of the 
referral or enquiry on behalf of the person. 
 
Time to complete needs assessment should be: 

 
• following acknowledgement of referral within 24 hours in a crisis where a 

person’s safety is at risk 
• within 24 – 48 hours for urgent referrals, depending on the degree of urgency 
• within 5 working days following acknowledgement of referral in 40% of cases 
• within 14 working days following acknowledgement of referral in 40% of 

cases 
• within 20 working days in the remaining 20% of cases 

 

Time to complete service co-ordination should be: 

• within 10 working days of the completion of the needs assessment in 80% of 
cases 

• within 20 working days of the completion of the needs assessment in the 
remaining 20% of cases. 

 
Note: It is anticipated that in the majority of situations partial completion of needs 
assessment and service co-ordination will progress to the point where immediate 
support needs are clearly identified and services put in place within 14 working days 
of first contact. Service co-ordination in this context refers to the development of a 
support plan and arranging access to services.  It is recognised that the full service co-
ordination role may extend over a much longer period as services are reviewed, and 
adjusted to meet the needs of the person. The intent of the time lines for completion of 
service co-ordination is to ensure that access to available services occurs in a timely 
manner once needs and goals have been identified. 
 
Information will be transferred to another NASC within five working days of the transfer 
request being received if a person is changing NASC region. 

 
8.2.2 Person/ Family/ Whānau/ Āiga Involvement 
The person, family/whānau/āiga members, support workers and advocates should be 
central to service delivery. This requires: 
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• the person be given a choice of who is involved in their needs assessment and 
service coordination processes 

• the person, family/whānau/āiga members, support workers and advocates be 
provided information on how they can be involved in the needs assessment and 
service coordination processes 

• the person, family/whānau/āiga members, support workers and advocates be 
notified of complaint procedures 

• the family/whānau/āiga is involved in a culturally appropriate manner 
 
 

8.2.3 Acceptability 
Acceptability of services will be monitored on an ongoing basis. This monitoring will 
use a range of methods to gather this information on the acceptability of services 
provided. All surveys will follow the guidelines for consumer surveys contained in the 
NASC managers’ manual, 2005. The methods used will identify the acceptability of, at 
least, the following areas of service as indicated by the person, support service 
providers, support staff, family/whānau and the person’s advocates: 

 
• information distribution 

• staff professionalism 

• staff cultural sensitivity 

• staff communication skills 

• respect for privacy 

• rights of the consumer 

• level of choice 

• informed consent 

• participation in community-based activities 

• ease of use of NASC’s services 

• reduction of barriers that enable easier access to the NASC ‘s services 

• complaint and feedback systems. 
 
 

8.2.4 Safety 
 
The NASC will have documented operational programmes/policies/protocols and 
guidelines that identify and minimise risk areas for the NASC. The use of these 
systems is to be included as part of the NASC Quality Improvement system. These 
areas must include, but are not limited to: 

 
• abuse incidents, policy, protocols for response and reporting  

• poor service delivery identification and how this will be reported to the Ministry 

• service gap identification and how this is reported to the Ministry 
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• protocols if support service provider withdraws services to people and reporting 
this to the Ministry 

 

8.2.5 Reporting Change 

The NASC is required to advise the Ministry of any significant change in the 
organisational structure or capability of the NASC, and of any other matters 
significantly affecting, or likely to affect, NASC function and quality. 

 

 
9. PURCHASE UNITS 

The service will be purchased for the eligible population of the region of coverage for 
a contract price. 

 

PU Code PU Description 

DSS1040 Needs Assessment & Service Co-ordination 

DSS1039D Discretionary Funding 

 

10.  REPORTING REQUIREMENTS  

Note: Rather than include other reports on a monthly basis, the Ministry may, from time 
to time, seek exception reporting of the NASC.   

10.1 Monthly Reports 

 
PU Code PU 

Description 
PU  

Measure 

Reporting Requirements 

Frequency Reporting Units 

DSS1040 DSS Needs 
Assessment 
& Service 
Coordination 

 Monthly Templates provided by the Ministry  
 
Include: 

• Financial Reporting and 
Forecasting  

• Residential Planning list 
• Discretionary Funding report 
• Reporting on NASC Timeliness 
• Review and Reassessment 

timeliness 
• Positive Outcomes and 

Highlights  
 

 

*Glossary of Terms 
Term Definition 
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New Client A person this NASC has never assessed before 

Reassessment The needs/circumstances of an existing client have changed.  Therefore 
reassessment of current support needs is required 

Review A review of current allocation of supports and services 

 

10.2  Quarterly Reports  
 

In addition to above, a qualitative report is required on a quarterly basis, to be attached 
to your monitoring template.  
 
PU Code PU 

Description 
PU  

Measure 

Reporting Requirements 

Frequency Reporting Units 

DSS1039 DSS Service 
Co-ordination 

 Quarterly Narrative Reporting 

A written report which meets the 
requirements of: 

• Allocation equity (5.4); 

• Monitoring of Support Service 
Delivery (5.12);  

• Māori Service Components (5.8); 

• Quality Initiatives and Risk 
Management (8) 

and includes at least 

• updates and trends in unmet 
needs and service gaps, including 
for Māori, Pacific and other 
populations;  

• allocation patterns and the use of 
SPA;  

• quality initiatives and risk 
management;  

• complaints,  

• issues, including any equity issues    
 

This information should be supplied within seven days after the end of each period, 
using the Ministry template format. Delays beyond this date will be notified to the 
Agreement Manager. 
Where the agreement begins or ends part way through a period the report will be for that 
part of the period that falls within the term of the agreement. 
You shall forward your completed Performance Monitoring Returns to: 
performance_reporting@health.govt.nz  

mailto:performance_reporting@health.govt.nz
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Or 
The Performance Reporting Team 
Sector Operations 
Ministry of Health 
Private Bag 1942 
Dunedin 9054 

Note: When forwarding completed Performance Monitoring Returns electronically, 
please cc the Ministry of Health Agreement Manager noted on the front of this 
contract. 
 
11.  SPECIFIC REQUIREMENTS 

 
11.1 Legislation 
The NASC will be required, under the terms of the contract, to abide by all relevant 
New Zealand Legislation.  

 
11.2 Policy 
The NASC will be required to abide by all relevant Policy including, but not limited to: 

 
• The New Zealand Framework for Disability Service Delivery, Ministry of Health  

• Standards for Needs Assessment for People with Disabilities, Ministry of Health 

• Guidelines for Service Co-ordination for People with Disabilities, Ministry of 
Health 

• He Korowai Oranga & Whāia Te Ao Mārama 

• DSS Policy/Process to follow when Out of Home Placement may be necessary 
for Children and Young People with Disabilities. 

 
11.3 Agreements 
The NASC will observe: 

 
Memorandum of Understanding between the Ministry and Ministry for Children - 
Oranga Tamariki Therapy and Assistive Technology / Equipment Operational 
Protocols, between the Ministry of Education and the Ministry. 
 
The provider will also observe other protocols and/or Memorandum’s of Understanding 
negotiated between the Ministry and other government departments or agencies. 
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Appendix 1 – BUDGET MANAGEMENT 
 

 
A1.1   The NASC is required to:  
 
• manage and maintain data in the NASC information system “Socrates” to make 

sure that the Client Claim Processing System (CCPS) accurately reflects the 
people eligible for and receiving disability support 

• monitor and manage the allocation and utilisation levels of services 

• promote consistent and equitable service coordination outcomes for people.  
This means using the Service Package Allocation Tool (SPA Tool) and 
allocating average levels of service to the client population consistent with 
Benchmark Indicators 

• project/forecast future costs and planning for this within indicative budget 

• provide clear processes for appeal review of packages including use of current 
Ministry review panel processes for complex and high cost support packages 

• identify to the Ministry cost effective and appropriate solutions to supporting the 
needs of their population/sub-populations 

 

• ensure all requirements and guidelines are followed, including, but not restricted 
to:  

 
− Support Needs Assessment and Service Coordination Policy, Procedure 

and Information Reporting, 2002  

− NASC Managers’ Manual, 2005 

− Discretionary funding requirements 

− Supported independent living specification and guidelines 

− Intensive service co-ordination guidelines 

− SPA tool, or its equivalent as determined by the Ministry, is known to all 
NASC staff, adhered to, and appropriate application is evidenced and 
monitored to ensure equitable and nationally consistent access to 
support services 

− mandatory letters to service users provided by the Ministry 

− monthly and or quarterly reporting (to be notified by the Ministry from time 
to time), with respect to budget management and expenditure forecasting   

− meeting regularly with the Ministry 

 
A1.2  To assist the NASC with budget management the Ministry will provide NASC 

with the following tools: 

• an annual indicative budget 

• support in maintaining and developing the information system Socrates  

• reports on service utilisation and service allocations including trend reports 
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• population service indicators 

• access to a moderation and review panel for people with complex needs and 
high cost packages 

• a schedule of providers contracted by the Ministry, details of the services 
contracted, contracted rates or pricing models such as the Allocation Resource 
(ART) Tool, with update of these from time to time as contracts are varied and/or 
renewed  

• and will meet regularly with the NASC manager 
 
 

A1.3  In managing the budget the NASC will need to take into account the following 
factors: 

 
• people’s needs may increase over time and they may seek more services at 

greater cost.  Changing demographics e.g. the increase in the age of the 
population 

• cessation rates from services due to improvement in condition (effective 
outcome of rehabilitation or treatment), service exit, death, etc 

• crisis events will occur for people and they may then require immediate extra 
support 

• any factors that may lead to an increased number of referrals to the NASC e.g. 
pressure from other funders to fund support for people or increased referrals 
from agencies where people may no longer be eligible e.g. OT and/or MOE – 
Special Education  

• price increases agreed to by the Ministry.  Projects managed by the Ministry 
that may directly or indirectly result in higher costs e.g. the move to more 
appropriate services for younger people who reside in aged residential care 

 
A1.4  In order to manage these factors the NASC will need to adopt strategies and 
procedures, such as, but not limited to: 
 
• prioritising needs and providing services so that people with the highest needs 

receive support first. Protocols and processes for prioritising need will be 
established in conjunction with the Ministry to ensure consistency of approach 
by NASCs 

• allocating support packages for the disability population of the region consistent 
with the population service indicators 

• managing eligibility issues so that the Ministry is paying for only those  supports 
for which they are responsible 

• identifying situations where reassessment could result in lower cost through use 
of creative service packages where appropriate 

• identifying situations where rehabilitation, access to treatment or other 
specialised services could result in lower service packages 
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The Ministry will assist with forecasting by providing relevant information on 
demographic trends and other information to input into trend analysis. The Ministry will 
develop with the NASC allocation guidelines according to clients' support needs level.  
 
A1.5   The NASC is required to ensure all supports/services are funded by the 
appropriate funder.  It is expected that the NASC will observe, where they exist, 
Memoranda of Understanding between the Ministry and other government funders and 
agencies e.g. ACC, MOE, OT and Work and Income. The NASC will also have in place 
protocols defining areas of responsibility for providing access to support services with 
other providers, including the DHB. 
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APPENDIX 2 - PAYMENT and Ministry of Health Sector Operations Processes 
 
A2.1 General 
 
An important function of the NASC is to supply information to Sector Operations so 
that providers can be paid through the Client Claim Processing System (CCPS). The 
information transmitted must be complete, accurate and timely. 
 
The NASC information system “Socrates” is the main source of data transmitted 
between each NASC orgnaisation and Sector Operations. The NASC is responsible 
for updating and ensuring the quality of information in Socrates.  
 
A2.2 Eligibility load into CCPS and Provider invoice rejections 
 
NASC have the responsibility of ensuring that legitimate claims are not rejected, and 
to ensure that legitimate claims that have been rejected are rectified in a timely way.  
Specifically the NASC must: 
 
• have a data quality rate higher than 95% i.e. the NASC’s data feed should not 

have rejections greater than 5% for any given period 

• process 80% of invoice rejections referred by non-residential service providers 
within 10 business days i.e. NASC’s must submit to Sector Operations the 
correct assessment details to allow the non-residential invoice claim to process 
in the next invoicing period 

• process 100% of invoice rejections referred by non-residential services 
providers, these corrected assessments must be received by Sector Operations 
within four weeks of the original invoice rejection notification issued by Sector 
Operations being received by the NASC 

 
It is important for NASC to manage legitimate claims that have been rejected.  Failure 
to do this creates unnecessary work for service providers, NASC, and the Ministry. 
 
On any occasion that the NASC is unable to fix a legitimate invoice rejection the NASC 
must notify Sector Operations, with a copy to the Ministry Contract Relationship 
Manager, of any data issues that prevents the NASC from meeting these targets. 
 
The Ministry will provide NASC with access to invoice and eligibility data stored in 
CCPS to assist with the management of invoice rejections.   
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Appendix 3 - REQUIREMENTS FOR NASC DISCRETIONARY FUNDING 

 

A3.1 BACKGROUND 

This appendix is to be read in conjunction with the Ministry of Health‘s (the Ministry) 
Needs Assessment Service Co-ordination (NASC) Service Specification.  All the 
requirements of the base service specification apply with regard to the implementation 
of discretionary funding, in particular with respect to a person’s eligibility for service. 

 
A3.2 DEFINITION 

The Ministry is responsible for funding a range of services for people with a disability. 
These are outlined in the Service Coverage document and include services such as 
needs assessment and service co-ordination, information services, household 
assistance, personal care, respite, supported living, short and long-term residential 
care, rehabilitation and environmental support services. In addition the Ministry have 
developed different ways of managing and paying direct support staff through the 
development of Funded Family Care, Individualised Funding and Choices in 
Community Living, reducing the need for this type of arrangement through 
Discretionary Funding.  

In the majority of situations, most people’s needs will be able to be successfully met 
through the standard range of services funded directly through the Ministry.However, 
the Ministry notes that there may be occasions when an individual’s needs are not 
able to be met through the Ministry’s directly contracted services and therefore may 
require access to other support options tailored to meet an individual’s needs.   

 
Therefore, the Ministry has supported the development of discretionary funding 
arrangements through NASC as a way of providing more flexible and innovative 
supports to meet the needs of a small number of people. A person can be in receipt 
of Ministry contracted services and/or discretionary funding support. 

 
A3.3 OBJECTIVES 

The original purpose of discretionary funding was to enable NASC to be more 
innovative and flexible in developing support packages that could meet a person’s 
identified needs. Thus, achieving better outcomes for the person that might not have 
been possible through traditional Disability Support Services (DSS). To be able to 
achieve this, the NASC is expected to engage the services of other organisations to 
provide these supports. Dependent on the situation, these supports would usually 
either be one-off, or, in a limited number of cases, may be on an ongoing basis for a 
set length of time.  

Discretionary Funding may also be implemented short term to allow urgent access to 
appropriate support when Ministry contracted options are not immediately available. 
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The NASC will work with the Ministry on moving the service to a Ministry agreement 
should the support be needed beyond a month. 

The NASC will not directly provide flexible support services to people, but will engage 
other parties to do so. The NASC will facilitate the provision of this support. 

 

A3.4 OUTCOMES 

Discretionary funding will complement the natural supports and existing resources that 
the client may have access to by: 

 
• enabling Marae based and/or cultural activities to enhance participation 

• resourcing creative solutions that achieve desired outcomes 

• developing solutions to meet identified service gaps of Ministry contracted 
services 

• tailoring service packages to meet unique individual support needs 

• enhancement of the service users autonomy, control and self-reliance 

• integration of the person into community life, in accordance with each person’s 
needs agreed through the needs assessment and service coordination process 

 

A3.5 EXCLUSIONS 

Flexible service options do not include: 
 

• provision of service that is the responsibility of other funders and agencies such 
as the DHB, ACC, Child Youth & Family, Education and Work and Income 

• reimbursement of payments for services that require a user charge 

• provision of services/supports already purchased though other DSS contractual 
arrangements such as environmental support, residential care, home based 
support services or supported independent living, including services which are 
capacity funded 

• services that do not fit with “What people Can Buy with Disability Funding: 
Ministry of Health Purchasing Guidelines” 

 

A3.6 SERVICE COMPONENTS 

The Ministry will advise each NASC of its budget for discretionary funding and each 
NASC is expected to stay within these budget allocations. 

A3.6.1 Discretionary Funding 

NASC are required to work with individual and groups of providers in their area to 
provide information on the unmet need with a view to facilitating new service 



M i n i s t r y  o f  H e a l t h  N A S C  s e r v i c e  s p e c i f i c a t i o n  ( A u g u s t  2 0 1 9 v 1 . 3 )  
P a g e  31 | 34 

 

developments to respond to that need.  Particular effort should be made to develop 
services in keeping with stated Ministry targets and priority areas. 
 

The NASC may have sub-contractors provide goods and services through its 
discretionary funding budget (in accordance with Ministry policy or frameworks). The 
NASC remains liable for ensuring that all sub contracts are in place and responsibilities 
are met including regular review of these contracts and the actual service provision. 

NASC must ensure the service provision meets all Ministry requirements. 
 
NASC must have contracting, accounting and payment policies and processes for the 
utilisation of discretionary funding.  
 

A3.6.2 Quality Requirements 

The Ministry’s expectations are that any sub-contract set up through a NASC will 
reflect the same level of quality as outlined in all Ministry contracts. 
 
NASC should ensure that they do not enter into sub-contractual arrangements that 
expose themselves, and therefore the Ministry, to any unnecessary service quality 
risks.  

A3.6.3 Essential requirements for NASC Entering into Sub- Contracts with 
Service Providers, utilising Discretionary Funding 
Arrangements between the NASC and provider for discretionary funded support (other 
than providers already directly contracted by the Ministry) will be documented in a 
written agreement between the two parties. 
 

The NASCs will ensure that agreements with providers clearly specify: 

• the services/support to be provided 

• the roles and responsibilities of both parties 

• price and volume 

• the Ministry’s access to premises and records 

• any specific quality standards 

• term of agreement (up to 12 months maximum) 

• start date and end date for the provision of the service 

• any review dates of the service 

• information and reporting requirements 

• method of payment 

• dispute and termination processes 
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• the Ministry’s right of veto of agreements which do not meet requirements 
specified in this agreement at the cost of NASC  

 

A3.6.4Limitations on sub-contracting arrangements with providers 

NASC must not enter into agreements: 
 

• that make payment at a rate which compromises the provision of the specified 
quality of support i.e. rate must be realistic 

• with rest homes or hospitals which do not have a current contract with the Ministry 
for the provision of residential support services (without the prior express 
agreement of the Ministry)  

• with organisations that are business partners of the NASCs  (without the prior 
express agreement of the Ministry) 

• where the proposed service is estimated to cost greater than $1,000 per annum 
without the specific prior agreement of the Ministry.  In this instance the NASC 
needs to work with the Ministry with a view to trying to establish a direct contract 
between the provider and the Ministry   

• with individual providers for provision of discretionary support options i.e. as an 
employee of the NASC. The NASC must ensure that providers who are 
individuals are legitimately classified and treated as self-employed (Employment 
Relations Act 2000) 
 

The Ministry retains the right to veto agreements entered into by the NASC, particularly 
in the event the requirements specified in this Schedule have not been adhered to at 
the cost of NASC. 

 
 

A3.7 REPORTING 
 
The NASC will provide a report monthly to to the DSS Contract Relationship Manager 
(using the Ministry template) detailing: 

• types of support provided 

• who it was provided for  

• how much and at what price 

• why it was needed 
 

A3.8 INVOICING 
 
The NASC is required to submit an invoice to the Ministry on a monthly basis for the 
actual amount spent on discretionary funding.  The NASC is to attach a schedule 
detailing: 

 
• the names of sub-contracted provider organisations 
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• amount spent per provider 

• amount spent per person by NHI number 

• service purchased with discretionary funding 

• provider name who conducted the service 

• service description 
 
 
A3.8 SPECIFIC REQUIREMENTS 
 
Any service costing over $1000 at any one time or that is proposed on an ongoing 
basis (more than 3 months) must be agreed in writing by the Ministry Contract 
Relationship Manager. 
 
A3.9  GUIDELINES 
  
NASC will observe the Support Needs Assessment and Service Coordination Policy 
and Procedure Information Reporting Guidelines, MOH 2002 and Operational Manual 
for Needs Assessment and Service Coordination Managers 2005: 

• to ensure NASC understand discretionary options information requirements 
• to ensure that discretionary options are used well and aligned with the intent of 

the Ministry 
• to provide support to NASC in their use of discretionary options 
• to ensure that NASC are aware of the responsibilities of the Ministry and how 

they impact on the decisions 
• to provide information that enables NASC to use discretionary funding 

appropriately 
 

A3.10 NASC Responsibilities 

There is a balance between managing responsibilities and creating an environment 
that enables service co-ordinators to be flexible and innovative in their use of 
resources.  Where a NASC is not sure that a solution is appropriate then they should 
contact the Ministry for advice. 

There are three key responsibilities that the Ministry needs to consider as it carries out 
its business that are relevant to NASC when considering using discretionary funding. 

A3.10.1 The Funding Agreement between the Ministry and Crown 
DSS receives funds to purchase disability support services to meet the needs of the 
eligible population.  Other government departments, of course, receive funds to 
purchase and meet a range of other needs e.g. Education, MSD. A NASC is not 
expected to purchase solutions that are the responsibility of another funder, although 
solutions may complement the services of another funder, e.g. after school care. 
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For most services there needs to be a level of prioritisation, with highest needs being 
met first.  Discretionary funding should not be used to avoid or shortcut processes and 
criteria for accessing existing disability-contracted services.  However if all other 
options have been exhausted, it may be used to purchase intermediate solutions e.g. 
while a client waits for a residential support service. 

The Ministry is required to assure the quality of services provided.  Where the NASC 
is contracting directly for provision of a service, then the contract should specify quality 
requirements. 

 
A3.10.2  The DSS Framework 
The auditable boundaries separating needs assessment and service coordination 
purchasing and service provision should be maintained. This means that NASC are 
not expected to provide services, and therefore must ensure that they do not engage 
in activities that would usually be carried out by providers’ i.e the recruitment of suitable 
carers for individuals.  Where the parent company of a NASC is also a service provider, 
the NASC will need the approval of the Ministry before they can contract with the 
parent or one of its subsidiaries. 

NASC and the Ministry need to be aware of all legislative obligations in relation to use 
of Discretionary Funding, for example that particular arrangements are not anti-
competitive or restrict trade practice.  

  

A3.10.3  Process 
The NASC is required to: 

• determine that all available contracted support options have been explored 

• determine that the discretionary funded option(s) is the most appropriate option 
for the individual 

• identify the solution, ensure that it is acceptable to the person and will meet 
identified goals and outcomes sought 

• ensure that the solution will not put the person or carer in any greater risk than 
other available support options 

• ensure that the NASC Manager has signed-off the discretionary funding proposal 
and sent this onto the Ministry for approval if necessary (i.e where the cost is over 
$1,000 or is on-going) 

• ensure all internal and Ministry requirements relating to the process, delegated 
authorities and approvals have been followed 
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PO Box 2379 Christchurch 

Ph: (03) 365 9593, 0800 866877, Email: community@lifelinks.co.nz  

 

 

Greetings / Tena Koe 
 
 
Please find enclosed the LifeLinks Information Pack which includes the following 
information sheets for your reference: 
 

• Overview of LifeLinks outcome planning and coordination service 
 

• Purpose and process of LifeLinks outcome planning and coordination service 
 

• Your rights and responsibilities when receiving a health or disability service 
 

• Consent for the collection and release of information 
 

• Privacy Act 2020 and Health Information Privacy Code 
 

• Complaints process flow chart 
 

• Advocacy and the Health and Disability Commission’s Advocacy Service pamphlet 
 

• Client Opinion Survey Questionnaire 
 

If you require any further information about the LifeLinks outcome planning and 
coordination service, please do not hesitate to contact us toll-free on 0800 866 877 or 
at community@lifelinks.co.nz. 
 
I hope you find the information in this Information Pack helpful and we look forward to 
being of service to you. 
 
 
Yours sincerely 
 
 
 
Craig Hutchison 
Managing Director 
LifeLinks 
 
 
 
 
 
 
 
 
 
 
 

mailto:community@lifelinks.co.nz
mailto:community@lifelinks.co.nz


 
 

PO Box 2379 Christchurch 

Ph: (03) 365 9593, 0800 866877, Email: community@lifelinks.co.nz  

 

 

 

Overview of Outcome Planning and Coordination Service 
He tirohangawhanui ō Nga Oranga Mekemeka 

 
 

Whaikaha-Ministry of Disabled People has established a process to deliver community 
based supports for people with disabilities. 
. 
LifeLinks is contracted to provide an outcome planning and coordination service for 
people with intellectual, physical, neurological and/or sensory disabilities and aged 
between 0-65 years. 
 
You are eligible for our service, if you have a physical, intellectual, neurological or 
sensory disability, and are between 0-65 years of age. The disability must: 

• Be likely to continue for at least 6 months; 

• Limit your ability to function independently, to the extent that ongoing support 

is required. 

We accept self-referrals from any person or organisation. Talk to your doctor or health 
professional, or contact us and we can send a referral form. 

The coverage area for our outcome planning and coordination service is Canterbury, 
from the Clarence River in the north to the Waitaki River in the south, and the West 
Coast. 
 
We have asked an Outcome Planner to contact you directly to arrange a suitable time, 
date and place for a meeting to develop your Outcome Plan. You are welcome to invite 
support people to this meeting if you wish.  If English is your second language or you 
are deaf we will arrange a professional interpreter to also be present at the meeting. 
 
If you wish to have cultural support at the meeting we can arrange this for you. 
 
Our service is a client/tangata whaiora and family/whānau centred and directed 
process. 
 
It proceeds at your pace; within your timeframe; and in the place of your choice. At the 
end of the outcome planning meeting, a report is prepared that includes a list of 
prioritised outcomes that you have identified. 
 
Once you agree to the content of the report and the identified prioritised outcomes, 
our LifeLinks staff member will provide you with information on services that may 
support you to achieve your desired outcomes. You will be offered choices of providers 
where possible and the LifeLinks staff member will make referrals as required. 
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Purpose and Process of Outcome Planning and Coordination 
Nga Tikanga me nga Whakarereketanga ote Whainga Aromatawai 

 
 

 
PURPOSE/TIKANGA 
 
The purpose of the outcome planning and coordination process is to facilitate a 
process whereby our LifeLinks staff work with you to identify your goals and outcomes 
in order to determine what supports you may need either to enhance or maintain your 
level of independence within your community.  When putting together a support 
package, LifeLinks staff will consider whether community supports and/or funded 
supports are appropriate; the level of funded support that can be accessed; and, the 
ways in which such support might contribute to meeting your identified goals and 
outcomes. 
 
PROCESS/RAUPAPA MAHI 
 
Planning 
 
The process of outcome planning involves us visiting you to work together to identify 
your strengths  and abilities; what you would like to be doing; and, any support that 
you may need because of your disability to achieve your identified goals.  This is all 
written down and is called the Outcome Plan.  This Outcome Plan belongs to you.  On 
completion it will include a prioritised list of your, and/or your family/whanau member's, 
goals or desired outcomes. 
 
Coordination 
 
The coordination process begins after you have signed the Outcome Plan.  This 
process involves writing a support plan which says what should happen to maintain or 
enhance a more independent/ordinary life for you. 
We will work with you to access particular services that will assist you in your day-to-
day life, and that of your family/whanau.  It is our job to know about many different 
services that can help people with disabilities.  We will then connect you with the 
services of your choice, and also later, check in with you to see if the services are 
okay. 
If we cannot find a service that best fits your particular circumstances, it means that 
there is a "gap" in services.  Records of these "gaps" are kept and used to help 
Whaikaha-Ministry of Disabled People better plan for the services that people with 
disabilities require. 
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Your Rights when Receiving a Health 0r Disability Service 
Tou nei tikanga I Te Wa I Whiwhi Ai Tou nei Hauora / Haua Ratonga 

 

 
1. Respect 

 
You should always be treated with respect. This includes being listened to and 
respected for your culture, values, ideas and beliefs, as well as your right to personal 
privacy. 
 

 
 
2. Fair Treatment 

 
No one should discriminate against you, pressure you into something you do not 
want or take advantage of you in any way. 
 

 
 
3. Dignity and Independence 

 
You should be treated in a way that values you as a person and services should 
support you to live a dignified, independent life. 
 

 
 
4. Proper Standards 

 
You have the right to be treated with care and skill, and to receive services that are 
right for your circumstances. All those involved in supporting you should work 
together for you. 
 

 
 
5. Communication 

 
You have the right to be listened to and understood, ask questions, and receive 
information in whatever way you require. When it is required, and practicable, an 
interpreter should be available. 
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6. Information 

 
You have the right to know what is happening to you and be told what your choices 
are. This includes how long you may have to wait, an estimate of any costs, and 
likely benefits and side effects. You can ask any questions to help you be fully 
informed. 
 

 
 
7. It’s Your Decision 

 
It is up to you to decide. You can say no or change your mind at any time. 
 

 
 
8. Support 

 
You have the right to have someone with you to give you support in most 
circumstances. 
 

 
 
9. Teaching and Research 

 
All these rights also apply when taking part in teaching and research. 
 

 
 
10. Complaints 

 
It is OK to complain and it is your right to have your concerns heard. Your complaints 
help improve service. It must be easy for you to make a complaint, and it should not 
have an adverse effect on the way you are treated. 
 

 
 
A full copy of the Code of Rights is available from the Health and Disability 
Commission.  
  
The Health and Disability Commissioner can be reached on a National Free 
Phone/TTY (0800 11 22 33) or by Email (hdc@hdc.org.nz ); or, Auckland (09) 373 1060; 
or, Wellington (04) 494 7901   
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Your Responsibilities 
Toū nei Mana Whakahaere 

 
 

 
 
 

 
It is your responsibility to let us know as soon as possible if you are unable to 
keep an appointment. 
 
You can do this by phoning us toll free on 0800 866 877. 
 
We will then reschedule your appointment time. 
 

 
 
 

 
It is your responsibility to provide true and accurate information to our LifeLinks 
member of staff. 
 
Giving correct information means we will be able to provide you with the best 
service and the most appropriate assistance. 
 
Any information you do give us will be treated confidentially. 
 

 
 

 

 
It is your responsibility to tell your LifeLinks member of staff of any changes in 
your circumstances that affects the supports provided that contribute to achieving 
your goals. 
 
This could include things like, moving from where you were living; a change in 
your support needs; or, you may have some new goals. 
 
Changes should be recorded because your Outcome Plan will only useful if it is 
kept up to date and reflects your current circumstances. 
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Consent for the Collection, Use, Storage and Release of Personal 

Information pursuant to the Privacy Act 2020 

Whakaae hoki te kohinga me te tuku o te mōhiohio 
 

Name:     NHI: 

  

Address:  DOB: 

 

I understand that LifeLinks New Zealand Limited at 94 Disraeli Street, Sydenham, Christchurch, collects 

my personal information (any information that can identify me, for example, my contact details, health 

information, and care arrangements) for the purpose of facilitating my outcome planning and outcome 

coordination service in accordance with the Privacy Act 2020 (Act).  

 

I understand that in accordance with the Act: 

 

▪ My personal information will only be collected, used and held by LifeLinks for the purpose of 

undertaking my outcome planning and coordination, and for any other purpose directly related 

to my outcome planning and coordination.  

 

▪ LifeLinks will ensure that my personal information is protected, by such security safeguards as 

are reasonable in the circumstances to take, against loss, access, modification or disclosures that 

is not authorised by it and other misuse. LifeLinks uses trusted third-party providers to store and 

process data and ensure that the company’s cloud-based platforms meet New Zealand’s privacy 

regulations. 

 

▪ Subject to certain grounds for refusal set under the Act, I have the right to access and/or ask for 

the correction of any information that LifeLinks holds about me.  

 

▪ When requesting the correction of my personal information, or at any later time, I am entitled to 

provide LifeLinks with a statement of the correction to the information that I seek.  

 

▪ LifeLinks may, on request or on its own initiative, take such steps (if any) that are reasonable in 

the circumstances to ensure that, having regard to the purposes for which the information may 

lawfully be used, the information is up to date, complete and not misleading.  

 

▪ If LifeLinks does not make the correction sought, I am entitled to request that LifeLinks attaches 

my statement of correction to the personal information that I requested the correction of. 

 

▪ LifeLinks will act in accordance with the Act in respect of my personal information.  

 

I acknowledge that: 

 

▪ I have been made aware of my rights under the Health and Disability Commissioner (Code of 

Health and Disability Services Consumers’ Rights) Regulations 1996; 

 

▪ The collection of my personal information by LifeLinks in its capacity as a needs assessment 

service co-ordinator (NASC) service is authorised by Whaikaha’s policies in respect of NASCs 

and outcoming planning and coordination services; 

 

▪ I have been made aware of LifeLinks’ privacy complaints procedure (more information regarding 

this below); and  

 

mailto:community@lifelinks.co.nz


 
 

PO Box 2379 Christchurch 

Ph: (03) 365 9593, 0800 866877, Email: community@lifelinks.co.nz  

 

 

▪ If I do not consent to the collection of my personal information, LifeLinks may be unable to 

facilitate an outcome planning and coordination service that best meets my circumstances. 

 

Further information: 

To access the Privacy Act Privacy Act 2020 No 31 (as at 01 July 2022), Public Act Contents – New 

Zealand Legislation 

To access the Health Information Privacy Code Office of the Privacy Commissioner | Health Information 

Privacy Code 2020  

The Privacy Act has 13 information privacy principles that govern how LifeLinks should 

collect, handle, and use personal information. You can learn more about the principles here: 

https://www.privacy.org.nz/privacy-act-2020/privacy-principles/  

Concerns or Questions: 

If you have any questions about what information will be collected for what purpose or the way in 

which it will be used, please discuss the matter with your LifeLinks staff member.  

If you have any concerns about the way in which LifeLinks has handled your personal information, you 

should discuss the matter with the LifeLinks Privacy Officer (Managing Director 

hutchisonc@lifelinks.co.nz ) and/or management. 

If you still have concerns, you have the right to lodge a complaint with the Office of the Privacy 

Commissioner https://privacy.org.nz/your-rights/making-a-complaint/  

Declaration:   

I understand and consent to LifeLinks collecting, using, storing, and sharing my personal information in 

accordance with this consent form and the Privacy Act 2020.  

 

Signature:      Date:   

 

Or I declare that I have the authority to act on behalf of the named person in respect of their personal 

information and consent on their behalf to the matters set out in the Declaration above. 

 

Representative’s Name:     

 

Representative’s Signature:   Date: 

 

Legal Relationship:         

 

Documentation Attached:     Yes    No (please state reason)   
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Privacy Act 2020 
Ture Motuhake 

 
Health Information Privacy Code 2020 

Hauora Panuitanga mō Te Ture Tahimano Iwā Rauiwa Tekau Ma Toru 
 

 

 
 
You have a right to know about some important parts of the Privacy Act and the Health 
Information Privacy Code.  These parts include: 
 

• Information is required to be collected in order to ascertain appropriate services. 
 

• You must know beforehand, and give your written consent, for information to 
be collected. 

 

• Your information must be kept securely. 
 

• It is your right to have access to, and, if necessary, correct any information 
collected by LifeLinks. 

 

• LifeLinks must only use the information for the purposes for which our company 
collected it. 

 
 
If you have any concerns about the way in which your personal information has been 
handled, you can discuss the matter with any or all of the following people: 
 
 
 
 

LifeLinks Privacy Officer  Toll Free: 0800 866 877 
Christchurch Phone: (03) 365 9593 
Christchurch Facsimile:  (03) 365 5244 
 

 
 

The Privacy Commissioner  Toll Free: 0800 803 909 
Telephone: 04 474 7590 
Facsimile: 04 474 7595 
Email: enquiries@privacy.org.nz 
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COMPLAINTS PROCEDURE FLOW CHART 
AMUAMU WHAKAREREKETANGA MAHERE RIPO 

 

What happens when you raise a complaint with LifeLinks? 
 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
Complaint is about LifeLinks Outcome 
Planning and Outcome Coordination 

Services 

 
Complaint is about 
Disability Support 

Services 
philosophy or 

eligibility criteria 

Receive & acknowledge written or verbal 
complaint 

Discuss with your Outcome Planner or 
Outcome Coordinator in the first 

instance and an agreed plan is made to 
fix the problem 

Is there a satisfactory resolution? Yes 

No 

 

Contact the LifeLinks  
Operations Manager, General 
Manager or Managing Director (Free 
phone – 0800 866 877) who will: 

• Investigate the complaint 

• Keep you informed of the process & 
timelines 

 

LifeLinks and complainant agree on a 
plan to resolve the problem 

No 

Yes 

Advised to contact the  
Health & Disability Commission 

Free Call: 0800 11 22 33 
Email: hdc@hdc.org.nz  

 
 

Discuss with 
Whaikaha-Ministry of Disabled 

People 
 
Free call: 0800 373 664 
Email: 
complaints@whaikaha.govt.nz 
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ADVOCACY 
Kaitaunaki 

 
 

 
Advocacy is available to you and your family/whānau should you wish to be 
supported and/or helped to represent your views during the delivery of LifeLinks 
services. 
This support, advocacy or advice might be offered by members of your family/ 
whānau and friends or by specially trained people working for one of many 
specialist support groups and services. 
 
For example, you are welcome to contact one of the following: 

• A Health and Disability Advocate 

• A consumer advisor 

• A local support group, such as a peer support group 

 

The following table includes the contact details for the Health and Disability 
Advocacy Service that you may wish to access should you decide that you would 
like to be represented or supported during your engagement with LifeLinks. A 
more comprehensive list of consumer and advocacy groups and their contact 
details can also be found on the Office of Disability Issues website:  
www.odi.govt.nz/about-us/organisations.html 
 
 

Advocacy Service Contact Details Additional Information 

 
Health and Disability 
Advocacy Service 

Freephone:  0800 555 050 
Free Fax:  0800 2787 7678 
Email: advocacy@hdc.org.nz 
Website:  www.hdc.org.nz 
 

Refugee and Migrant 
Advocates 
This service also includes 
specialist refugee/migrant 
advocates one of whom is 
based in Christchurch and is 
the contact for the South 
Island. 

For Māori clients and those from Pacific communities, information about culturally-appropriate 
advocacy and support services can be accessed by contacting the Health and Disability 
Advocate  -  Freephone:  0800 555 050 

 
You are also welcome to seek support at any stage during service delivery from 
our company’s kaumatua who can be contacted on: Free phone, 0800 866 877 
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Client Opinion Survey Questionnaire 
Ou Whakaaro 

 
 
 

1. Did the LifeLinks staff member explain their role so you were clear about what they 

could do for you? Please tick one box. 

Yes        No  
 

Comment:  
 
 
 
 
2. Were we clear in all our communications with you? Please tick one box. 

Yes        No  
 
Comment on ways we could improve our communications:  
 
________________________________________________________________ 
 
 
 
3. Did you feel your point of view was listened to by LifeLinks’ staff? Please tick one 

box. 

Yes        No  
 

Comment: ________________________________________________________ 
 
 
 
4. Has the service you received from LifeLinks met your expectations? Please tick one 

box. 

Yes        No  
Comment on what we could do better to meet your expectations:  
________________________________________________________________ 
 
 
 
5. Is there any way that LifeLinks can improve our service? Please tick one box. 

Yes        No  
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Ph: (03) 365 9593, 0800 866877, Email: community@lifelinks.co.nz  

 

 

 
If yes, please comment: _____________________________________________ 
 
6. Overall, how satisfied are you with the service you received from LifeLinks? Please 

tick one box. 

Very satisfied Satisfied Unsure Unsatisfied Very Unsatisfied 
            

                 
Comments: _______________________________________________________ 
 
7. ‘As a result of receiving the LifeLinks’ service I deal more effectively with daily life.’   

Reflecting on this statement, please tick the box that best reflects your experience.  
Strongly Disagree   Disagree    Unsure        Agree          Strongly Agree 
            

                 
 

Comments: ________________________________________________________ 
 

 
Thank you for taking the time to complete this questionnaire 

 
If you are completing this client opinion survey questionnaire on behalf of our 
company’s client/tangata whaiora, could you please identify your relationship to the 
client/tangata whaiora. 
Relationship to LifeLinks client/tangata whaiora: __________________________ 
 
When you have completed the questionnaire, please return it in the reply paid 
envelope or by email or if you are completing the questionnaire on-line then press the 
“submit” button.   
All personal information and /or identifying information received via the client opinion 
survey questionnaire will be kept strictly confidential and securely stored.  
 
If you wish to discuss the questionnaire or any other issues, do not hesitate to contact 
us toll-free on 0800 866 877 or at community@lifelinks.co.nz . 
 
Optional:   
You do not have to include your name on this questionnaire.   
However, if you would be willing for our LifeLinks Community Liaison staff member to 
contact you to discuss in more detail the points you have made, it would be helpful if 
you included your name and contact number.   
 
Your name: ____________________________________ 
 
Your telephone / mobile number: ___________________ 
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