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BRENabilitation is a treatment or treatments
clesle Jnac to facilitate the process of recovery
from) M ry, illness, or disease to as normal a
SO if ion as possible

Ttatla

'h'_-
-

—_—

o_ccupatlonal. These can be combined in a
multidisciplinary approach for moderate to
severely affected people

O'The main types are physical, psychological,
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Figure 1 Population by Broad Age Group, Series 5
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J Jr,mJ,JrJ andrPoOrS Warns aging population will increase
PENSION c nd healthcare costs to 20.9% of GDP by 2050
Fros) l4-ﬁ >/o AOW
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rJ\-‘,}t “Workforce NZ states that there will be a 100%
.m se IN aged care needs by 2026 but only a 30%
e @ase IN resources
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~ » The current healthcare model for aged care is
unsustainable. Each Rest Home admission costs
$40,000 per annum

e Need for elderly people to remain independent
— Rehabilitation fosters independence
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SENETENSIGUITENtY NG comprenensive rehabilitation' system' in'New Zealand.
o Providiog of dndiaccess to services Is fragmented and varies greatly
WELWEEN! r;as an’s.

fJ'

T na ] ain funders of rehabilitation- the Ministry of Health, Accident
Eompensation Corporation and District Health Boards, all’ purchase different
= @ pbnents of rehabilitation leading to the provision of varied and often

ultable services and therefore different outcomes for clients.
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= I The current rehabilitation workforce faces issues of recruitment and
=~ retention at all levels; from the unregulated workforce of caregivers,
through allied health professionals to rehabilitation medicine specialists.

® Training in rehabilitation is limited and uptake is not currently adequate to
meet the needs of a comprehensive system.

Health Workforce NZ — Rehabilitation Forecast Dec 2011
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= ;-! rstavs In_ emergency departments

= _ImDroved access to elective surgery

—
i

=— .Tr._;—_:Shorter waits for cancer treatment
= — Thcreased immunisation

— Better help for smokers to quit

— More heart and diabetes checks

—
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http://www.health.govt.nz/new-zealand-health-system/health-targets/2012-13-health-targets/health-targets-2012-13-shorter-stays-emergency-departments
http://www.health.govt.nz/new-zealand-health-system/health-targets/2012-13-health-targets/health-targets-2012-13-improved-access-elective-surgery
http://www.health.govt.nz/new-zealand-health-system/health-targets/2012-13-health-targets/health-targets-2012-13-shorter-waits-cancer-treatment
http://www.health.govt.nz/new-zealand-health-system/health-targets/2012-13-health-targets/health-targets-2012-13-increased-immunisation
http://www.health.govt.nz/new-zealand-health-system/health-targets/2012-13-health-targets/health-targets-2012-13-better-help-smokers-quit
http://www.health.govt.nz/new-zealand-health-system/health-targets/2012-13-health-targets/health-targets-2012-13-more-heart-and-diabetes-checks
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RENE silitation — treatment, patiways*

GP/Specialist

Diagnosis as
requiring rehabilitation

1 1
90% 9% 1%
Mild pain and/or Moderate pain and/or Severe pain and/or
disability disability disability

programs rehabilitation clinic outpatient CERHREES

Not successful
Consider rehabilitation clinic
outpatient
or day/inpatient if
symptoms worsen

Not successful
Consider rehabilitation clinic
dayl/inpatient

Dayl/inpatient unsuccessful
Consider permanent
institutionalisation

Community low — medium intensity Ecommun:)yrogr;?:su;? Intensity } Rehabilitation clinic
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WG PSKE)Cla) = Back pal
Gz et all BMJ 2002),
—  FalfeEs St ,Jf 5MJ 2005),
RIVETORATIES d!."’ (BMJ 2005)
L /W CEIONGEUK/ CEEB.
— (Crgtfee]is ;pme 2009).

Musetioskele a/ meumatold arthritis
i AR mh‘it)ﬁd 2004).

& = = (Viieland, J Rheum 1997).
c:(témbert BMJ 1998).

__, " (Spiegel, Arthritis Rheum 1986; Anderson, J Rheum 1988; Helewa, Arthritis Rheum 1989).

culoskeletal — ankylosing spondyiitis
— Masiero et al (J.Rheum 2011)

= /Veuro/oa/ca/
Frazzita et al (Neurorehabil Neural Repair 2012) Parkinsons disease.
— Trend et al (Clin Rehabil. 2002 ) Parkinsons disease.
— Cabrera Gomez (Int J MS Care. 2010) multiple sclerosis patients

— Piira et al (J Neurol Neurosurg Psychlatry 2010) Huntingdons’ disease. Zinza et al. (J Neurol
Neurosurg Psychiatry 2010) Huntingdon’s disease.
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http://www.nice.org.uk/CG88
http://www.ncbi.nlm.nih.gov/pubmed/12428820

- “‘..

- — -

S

-~ g

Aol QE Health patient records for 10 years
~"=J;a‘nuary 2001 to December 2010
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2 J“‘Vt) : health outcomes measures consistently
;f*c ected over this time period

‘Please see appendix for detail on the measures used
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=—o AII patients included (no a priori exclusions from
analysis)
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On/ear a‘udit (Approx 7 PPS,
PEWENtS per anAtm)

Table 1) Demographics of QE Health treated population

Time period 01/01/2001 - 17/12/2010
National National
Number of patients 2624 Diagnosis Pain 25%
Number of rehabilitation visits 3214 Osteoarthritis 21%
Rheumatoid Arthritis 15%
Age Mean 59 Fibromyalgia 13%
| Median 60 Post Polio Syndrome 2%
| Mode 74 Other 23%

e
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. Sex M 28% Data Availability Visits with pre and post outcomes data 89.7%
= F

oy e—
—
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Ethnicity Pakeha 83% Number of visits 1 visit 84%

Maori 12% 2 visits 11%
Islander 1% 3 visits 3%
Asian 1% 4 visits 1%

Other 5 visits or more

Funding Lakes 16% Occupation Retired 38%

BOP 22% Working 26%
Waikato 13% Beneficiary 11%
Midland 17% Housewife/Home person 10%
Other DHB NZ 18% Other/NA 14%

ACC 12%
Private and Other



" Global Health

InWVellness score (0=no change) between admission and dischargelat-QE Liealtn
Avscore between, 0.(as goodiasidead)andslONEulIMEalth)
(Changes abeVeri0: are clinically: significant)

T | | | | | T
Fibromyalgia Osteo Arth Other Other Arth Pain Post palio Rheumn Arth

Dataset$Diag?



Grminute walk test

W minute walk test (0=no change) between admission and disehargerat@EHEalth

— e How'many.metres can you walkin6aminutes?

(Changes aboeverd4m are clinically: significant)

B
2 - . | i
T

T T T T T T T
Fibromyalgia Osteo Arth Other Other Arth Pain Post polio Rheum Arth



Getup and.Go test

INNGELGO test (0=no change) between admission and dischargelati@ENHealth
iminarpatients fromawaking to fulllactivity. Itissmeasuredin minutes
(Changes aboeverit0rare clinically: significant)

2.5
I

2.5
I I

4.0

-4.5

-5.0

-55

T T T T T T T
Fibromyalgia Osteo Arth Other Other Arth Fain Post polio Rheum Arth



INGHENGENRNVGEGIN Pain Score (0=no change) between admission and dischargerat-@EHealtn

4 Negative scores, signifying reduced painsare eer;
Negative changes greatertthan -4.0 are clinically significant

| T T T T T T
Fibromyalgia Osteo Arth Other Other Arth Pain Post polio Rheum Arth




R —

S

Hewalong does the treatmentieffect,.
) R . |

aSte

—

. — -

S

s—

J 'Tilf?'funder study
J Or ~ 6% of patients return for a second
e Ewdence from pain patients show

treatment outcomes still strong at 12
months



QE Healthfrehabilitation — analysis to
IPATIONENS inpersistent painfpatients

Quality of life in ACC MDPPP patients at different stages of QE Health
Therapy - combined results of 2 audits in 2009 and 2011

140.00

BEFORE QE AFTER QE

T 4t
6.0 +

265.00
28.00 T T T
Admit Discharge 1st fup 2nd fup 3rd fup
Period of assessment
Admit Discharge 1st fup 2nd fup 3rd fup
Murnber of patients 140 135 108 T3 17
Anwg CIEHS 82.81 108.43 95 895 100.38

S95% Confidence Intersal 3.78 3.62 4 .52 .74




lieNg term benefits across severity.

jfte ri_t patient types benefit: ACC funaed pain patients experience similar

NS to DHB funded rheumatology patients

Average QEHS score for MDPP patients (08/09 thru to 09/10)

maximum)
-
N
[e2]

108 6 498/’ 108

88 - —o— Avg QEHS

minimum, 140

I 80

o)

o

o 68 68 —a&— Severe patients

o

o

(%]

%

I o4

(@4

o

&

> 28 , . , : . N=43

32 o severe patients with admission
) 3 & X R R score < 90

Stage of patient in treatment cycle

N = 41: Data for September review 2010. Severe patients have QEHQ < 90 at admission
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SPHBIOCUS on elective surgery and non
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= Pu ﬁcly funded services declining
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=" Prlvate demand increasing
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60 staff employed



of physical function
results in  ewverything

changing. More
nportantly | don't know who

Experimentation
& Identification

g 2 1y
Full awareness of me being | explore what fits me
wihole, but nothing fits and expresses who |

Loneliness am
Fear and confusion

Try to patch up my body,
maybe find another job, so
that things can be just like
before. But still feeling
uncertain as to who | am

Spiritual Identity

Everything, all my doing is an
expression of who | am, but
these things are NOT who |

The Health Change Process Theory (HCPT)

Faull, K. & Hills, . D. {2006). The Role of the Spiritual Dimension of the Self as
the Prime Determinant of Health. Disabiiity and Rehabiitation, 28, 11: 729-740.

Realisation | cant go
back to what | once was.
Full awareness that

everything as it was has
changed.

| can give up (inertia)

| can see my disability as
me

| see | am more than my
disability, still me, and
move or.



S@IEREistorical rehabilitation senvice
DELLENS

QENow - breakdown of Rehabilitation prpgrammes

$3,000,000

$2,500,000 Vv

$2,000,000

. $1,500,000
O Private

$1,000,000

L) iy
[\I‘z‘

$500,000
EACC

$0 -

Programmes - in order of intensity




QE aS a‘“microcosm ofi the larger
ppictire: MIR rehabilitationsin

GEGIRE

Total intensive rehabilitation patient numbers using QE Health per annum

e

900

836
800 \

771

-
o
S
h
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600

500

400 \

300

Sum of daypatients and inpatients

N
o
S

100

2003/04 2004/05 2005/06 2006/07 2007/08 2008/09 2009/10 2010/11 2011/12
Reporting year (ending June 30)
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SHENIEtology hasispecialised on inflammatory conditions
- OSEdOJrJ |t|c conditions no longer catered for
— Very LJrs ’patlent group left out

4""‘"‘ 010 15.2 per cent of New Zealanders aged 15 and over were living
B Withiat [east one type of arthritis which is equivalent to 660,000 people.
— *_‘By 2020 the prevalence of arthritis is expected to reach 16. 9 per cent.

; ~ ® RA s the second most common form of arthritis in New Zealand,
- affecting 3.5 per cent of the population. In 2008 this was equwalent to
~  more than 149,000 people.

® Pain specialists are beginning to meet the unmet need.
— But very slowly as it is not on DHB priority list

Source: Fit for Work: Musculoskeletal disorders and the NZ
labour market. University of Lancaster 2012
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fortunes — smaller sul

Spa Monthly Revenue

120,000

100,000

80,000

60,000

40,000 +

20,000

: \7\;‘9*\9’\:\’96\?\;\’94\;\’9&0@00
& & éooegzr@@‘b?szé?r')\\ 3\‘@@0‘?00%00@3@@@’0?&

am

TOTAL GYM MEMBERSHIPS - July 2011 to current

[16 Mths GOLD (16 Mths ~ m Other Casual
Gold i removed

increased to
$299

I Jul-11 | Aug-11 Sep-11 Oct-11 Nov-11 Dec-11 Jan-12 Feb-12 Mar-12 Apr-12 May-12 Jun-12 Jul-12

— Linear (Total)




Fiench Spa curiste §: private _jﬂip.
gt nanc?“‘!m—

-} \- .;Cs.,A . 0 0 groW

n numbers

-

_Jp——-ﬂ_
— i
—_

——

I

K $1,000 per head average spend on QE therapies
alone
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J J\JJ u:;r ch nge expected on publlc fundlng
=@ rJ\ ,' reqwred prior to this
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=0 abllltatlon must survive and grow in a
= '_-p rivate market setting

- — Medical spa services
— Dementia rehabilitation




BVAWWIGEr: range of renabilitation

piegrams — target for 2018

O Private

BACC

B DHB

QErehabilitation in future

$3,000,000 -

$2,500,000 ~

$2,000,000

$1,000,000 ~

/
L/
L/
$1,5000004
L/
L/

$500,000

$0 -

Programme in order of intensity
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Avtimicrok é'l ré5|stance poses a catastrophic threat.

,...

IMVENG J)n 3 ct AOW, any one of us could go into hospital in 20 years

—-_.

'ror MINOK surgery and die because of an ordinary infection that can't
DE zr-r ”ﬁby antibiotics.

'--_
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:routme operations like hip replacements or organ transplants
,fOLTI'c'I be deadly because of the risk of infection”.
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Prof Dame Sally Davies; England’s Chief Medical Officer; Annual Report 2011




