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Who are we?
A team of 5 experienced Nurses

• 1 full time manager : Penny, RN
Vets all referrals and distributes to appropriate assessor. Attends to CORE NASC 
business, managers budget, works with older persons portfolio manager.

• 3 Registered Nurses:
- Kate – Full time, community assessments, hospital assessments and            
under 65’s with chronic medical conditions.
- Beth – 0.7 community assessments, hospital assessments
- Patsy – 0.6 community assessments, hospital assessments

• 1 Enrolled Nurse
Treve Swan – Full time, community assessments, hospital assessments and East 
Coast assessments.



Who are we?

• For a Enrolled Nurse to work in NASC you must be 
accomplished level on PDRP. There is a policy within 
TDH that identifies this.

• All assessors have their own case load, this helps with 
continunity of care, and because we are a smaller DHB it 
is more managable.

• Also we have Leanne – full time administrator; she is 
worth her weight in gold.



About NASC

• Older persons (HOP) - Over 65s
• Palliative
• Under 65 with chronic 

conditions
• Access to non clinical supports
• Community support
• Day programmes
• Rest home care



Who do we engage with?

• Close links-Primary care, Aged care, 
inpatient wards

• Clinical nurse specialist falls prevention
• Nurse practitioner intern 
• Allied Health (social work, OT, Physio)
• Mental Health for Older Persons
• NGO providers (Alzheimer's, Life Unlimited, 

Arohaina) - aged residential care, CCS, NPH
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Where do we sit within the DHB?

• Part of the Planning and Funding team, 
situated in Gisborne CBD.

• Clinical service.



Who do we work with (for)?

• People over 65 
• Maori over 55 years
• Under 65 years with chronic 

medical conditions 
• People who need palliative care
• People who use Mental health 

services for older persons
• Their whanau



Our people our services

• 12% over 65 Maori
• 40% NASC clients are  Maori
• In the past 5 years….
• 13% increase in rest home/ hospital level beds
• 31% increase in occupancy
• 20% increase in people receiving home supports
• 53% increase in dementia beds
• 58% increase in occupancy



Area we cover
• From Hicks Bay to Nuhaka and Matawai

• Approx 1000 Health of older people requiring our services, this is steadily 
increasing

• 5 rest homes in Gisborne

• 11 beds at Te Puia Hospital

• About 86% occupancy in ARRC





What do we do

• Needs Assessment

• interRAI: web based electronic comprehensive 
geriatric assessment tool.

• Formal training is required to use this 
programme, complete 10 AIS test every year to 
maintain competences, set by the MOH.

• Always involve whanāu, MDT/support person if 
and when possible.



Service Coordination

• Coordinate packages of care. Identify needs by 
the interRAI assessment outcome scores, 
triggers. 
(this is an evidence based tool)
Also use other supporting documentation from 
nursing staff notes in the hospital community 
and assessments from MDT, specialists.



Things to consider

• Patient rights

• Enduring power of attorney

• “Acopia”

• “Medically stable”

• Dementia Vs delirium

• Hospital level aged care

• RESPECT



Ageing in Place
• MOH commitment to support the elderly to 

remain in their homes for as long as possible.

• Ensure safe care that promotes optimum 
quality of life.

• Need to qualify as needing 24-hour care.



Hospital Clients
• NASC assess for residential care only.

• Need reports from Occupational Therapy and 
Physiotherapy.

• Client MUST consent.

• Clients are not discharged to resthome respite. 
(this is designed for the caregivers)

• People who live alone are not eligible for respite.



Implications
• Significant life changing event. (must remember)

• Need to be able to make choices.

• Unethical to view client as a nuisance and want to 
‘get them out’.

• Clients with dementia can’t sign legal documents.

• Major issues if they don’t consent.



Rest Homes

• All have the same contract to 
provide various levels of care.

• It is not like an acute ward.

• Staffing levels are much lower.

• May be one Registered Nurse for 
90 residents after hours.



Post-discharge short term care

• 6 weeks.

• Managed by District Nurses.

• They refer to NASC if need long-term home-
based support.



Days as needs assessor / coordinator 
for patients / clients on the East Coast
• When: 2 days a month.

• Areas covered: Tolaga Bay, Tokomaru Bay, Te Puia Springs 
(Ngati Porou Hauora), Tikitiki, Ruatoria, Te Araroa.

• Referrals

• Process of Assessment

• The interRAI Assessment

• Co-ordinating Assessment

• Why I enjoy my role



Process of assessment









East Coast



Questions?


