ACC and Ministry of Health joint funding model consultation meetings November 2010
Key themes 
In November 2010 the National Ambulance Sector Office (NASO), on behalf of ACC and the Ministry of Health, held a series of stakeholder meetings to socialise and discuss the concepts in the discussion document “A joint ACC and Ministry of Health Funding Model for Emergency Ambulance Services” with ambulance sector stakeholders and providers. The stakeholder meetings were advertised publicly. The table below shows the number of attendees (not including representatives from NASO):
	Meeting
	Number of attendees

	Dunedin Stakeholders
	7

	Christchurch Stakeholders
	8

	Auckland Stakeholders
	6

	Wellington Stakeholders
	14

	Providers 
	25


The meetings were focussed around the questions in the discussion document. The following key themes emerged from these meetings. 
Critical Issues (Question 1)

In general, meeting attendees agreed that the critical issues had been identified, with the exception of the sustainability of provider sourced funding (ie fundraising, sponsorship, volunteers etc). Attendees noted that this side of the funding model required further thought. One sponsor attended and from his point of view, retaining a component of community funding was important. It was noted that there was a need to retain regional brands in order to retain regional support. From a DHB perspective, the issue that DHBs could not fundraise, which potentially disadvantages DHB providers, was signalled. 
Attendees also noted that some of the issues might be modality/provider specific – for example, the issues associated with a fee-for-service regime apply more to air and to smaller providers, for whom capital investment and cashflow are key issues. 
A strong theme coming out of all meetings was the desire for a whole-of-government approach to purchasing ambulance services that included inter-hospital transfers as well as emergency ambulance services. 
Goals for a new funding model (question 2)
In general, meeting attendees agreed that the proposed goals for a new funding model were appropriate. 
It was noted that there was a need for a whole of Government approach to ambulances, and that this could be better reflected in the goals – for example, the interaction between emergency ambulance services and initiatives such as Better, Sooner, More Convenient. Some providers considered that the funding model should be more forward looking, and look beyond the emergency ambulance work to include, for example, primary care. There was also a suggestion that one of the goals of the Funding Model should be to support the implementation of the New Zealand Ambulance Service Strategy. 

In terms of ensuring “right care, right time, right place” air providers in particular thought that the model needs to neutralise the issue of choosing transport modality based on budget (ie not favour road over air & vice versa).  

It was suggested that a goal around community/provider sourced funding should be incorporated. 

The quantum of government funding was raised. While there was an acknowledgement from providers that the funding level is not part of the current discussion, rather the method of funding for emergency ambulance services, there were a number of discussions regarding the adequacy of the level. The issue of how category C work would be recognised was raised.  

Proposed high level funding model (questions 3-5)
In general, the proposed high level funding model was well received at the meetings, with the proviso that “the devil will be in the detail”. A number of attendees wondered whether it would be worthwhile modelling an effective, efficient emergency ambulance service from a whole of New Zealand perspective, taking into account the different needs of different regions, and the other functions of ambulances (ie what would an ambulance service look like if you were building from scratch).  This could be used as a baseline for the funding model. 
There were a number of comments regarding the difficulty in getting the split between provider sourced funding, and funding from ACC and the Ministry right. The transparency associated with having (for example) a formula for the level of community funding was supported, but with the proviso that this should not be set in stone. Some thought such a formula should have regional variations, others that it was important to have a nationally consistent approach.
The issue of how to calculate the capacity used by other funders (such as DHBs, Search and Rescue) was raised. 

There were a number of comments regarding whether different models should apply for the different modalities (road and air). In addition there were a number of comments regarding whether there should be national/regional or urban/rural variations.  Opinion among attendees was split regarding whether regional or national models were preferred. 
It was also noted that rather than looking at a blended funding model, that a pure bulk funded model should still be an option, particularly for road. An option that was put forward was a bulk funded option with contingency funding for extreme situations (eg Canterbury earthquake, Pike River). 
Some concern was raised regarding how service standards would be incorporated into a blended funding model. It was explained that contracts and service specifications would still underpin the funding model.  

There was also concern that having a fee-for-service component for each and every service provided would increase compliance costs for providers. There was also a question regarding whether the model might favour larger or smaller providers.  
Discussion of variations of the blended funding model 
Option 1: Bulk funding with a tolerance zone and fee-for-service above and below tolerance zone (questions 6-7)
In general, this option was considered the most simple of the three options outlined in the discussion document. There was support for this model from accredited employers and from some road providers. Some providers noted that this sort of funding model could provide scope for innovation. 
It was noted that setting percentage lines for the tolerance zones may be difficult, and that this would need to be thoroughly modelled prior to implementation. Air providers noted that the bulk funding should be based on historic usage trends, not on population in an area. 
Providers noted that they did not think that a claw-back was appropriate in this model, particular in an environment where reducing ambulance usage and subsequent emergency department admissions was a goal. In addition community funding is provided so government taking back funding seems inappropriate in their view.
Option 2: Capacity-funded fixed costs and fee-for-service variable costs (questions 8-10)
In general, this option was preferred by air providers, again with the caveat that it would depend on the detailed modelling to see if it could work in practice. Air providers liked the fact that this model acknowledged the capacity/fixed costs associated with running an air ambulance service. 

It was noted that other jurisdictions use a standing costs model for aircraft and this could be looked at for air.

Some providers felt that it would be difficult to determine a standard set of fixed and variable costs for the different providers.  
Option 3: Capacity-funded fixed costs and fee-for-service variable costs with a maximum funding cap for fee-for-service (questions 11-12)
This was the least preferred variation of the blended funding model. Attendees thought that it was too complex and would increase the administrative burden on providers. In addition providers did not see the risk being shared in this model regards any unexpected volume increases. 
Comparing the three variations on the high level blended funding model (questions 13-17)
There was little direct discussion comparing the three variations of the blended funding model. Rather, conversations focussed on emphasising key points that a future model should encompass. 
The general feedback from all meetings was that once a model was chosen, determining issues such as what should be considered fixed and variable costs, and what a fee-for-service component should be based on, would require detailed discussion. The service specifications underpinning the funding model would be pivotal. 
Emphasis was given to the fact that road ambulance in particular was striving to be more than just a transportation modality, and that any new model needed to take this into consideration. 
It was also reiterated that air and road had different service dynamics, and it might be necessary to look at different models for the two different modalities. 
