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Q: Have you been doing that a lot?

MS: Yes. The first six practices are now having monthly virtual MDT 
meetings, which means they can invite different teams into the 
meeting, without the physical need for them to be in the building. 

Q: �Data was mentioned last year as something that 
was crucial, that there was a need for there to be 
a means of collecting data about the work you’re 
doing, to support it. Can you talk a bit more about 
how that’s been progressing?

AB: I guess what we’ve been working on together now is to review 
what the data is beginning to demonstrate, and to make sure 
that, as a system, we are all looking at some shared data sets.

What we do want to show with the changes we’re implementing 
is that we’re having an impact, not just for our overall population, 
but particularly for our high needs population. 

So, in terms of data maturity, I think we have made some positive 
improvements. We’ve completed a piece of work with the 
Productivity Commission which is interesting and shows that 

there has been a statistically significant impact on reduced ED 
attendances for our HCH practices, as compared to non-HCH. 
This gives us another level of data robustness, and we need to 
build on this. 

MS: We’ve also increased the suite of data sets available to the 
practices. Through the Practice Portal, we’re getting closer and 
closer to as much real time data as possible. One of the additions 
we introduced recently was patient wait times in the practice, 
which the teams find interesting. 

MJ: I agree: the more data you give practices, the more they want 
data. There is this ‘no story without data, no data without story’ 
mantra. We are lucky, in that we have great data available for 
our practices, and they can self-service and access it through the 
Practice Portal. What we have experienced is this absolute hunger 
for data. Once practices start to see it, they want to share it on 
their team boards, and they want more of it — the data starts to 
drive the conversation.

Q: �This data you’re referring to — does it stay 
within HCH, or is it shared further afield?

AS: We have shared widely, because there’s a real interest at 
every level, both in the overall change for practices and on its 
impact on the wider system. 

Q: �Another key quality you have listed as being 
essential to your relationship with the new 
practices was trust. Is this still the case?

MS: We touched on this at our recent HCH Open Day. I think 
building strong relationships with the practices is still one of the 
fundamental successes of the programme. Even though we’ve 
got 21 practices in the programme currently, we still manage to 
spend a lot of time undertaking bespoke work with individual 
practices who require some additional support. Having regular 
contact with the practices and building up that trust over time 
is one of the key successes of the programme.

MJ: For me, trust is a central feature of our programme, because 
we have a strong relationship with CCDHB and the other two 
PHOs, Ora Toa and Cosine, there’s a high-trust environment, 
therefore we can innovate and the take the occasional risk. 

The practices hopefully trust us, and they trust that the change 
process that they’re going through, while it won’t be without its 
pain points, will be okay in the end. The DHB support us and take 
an evolutionary and developmental approach within the 
parameters of an agreed framework.

Dr Jeff Lowe, Dr Peter Moodie and 
Practice Manager Lyn Allen — Karori 
medical centre receiving Health Care 
Home certification.
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AB: Yeah, we’re all on the same journey so we must work 
together, and I think the best way to do that is being open and 
honest. Without that trust, you wouldn’t be able to drive change 
at the pace we are going. In terms of partnership, I think that’s 
the first thing you need.

Q: �Peer reviews for practices were also mentioned last 
time. Would you say that communication between 
the practices has improved?

MS: Yes, and that refers both to communications within the peer 
review groups, and also informal conversations that practices have 
between themselves, outside of anything that we have organised 
here. They seem to be getting more confident about reaching 
out to each other and helping to pro-actively share their HCH 
learnings and inviting in other services to be part of HCH activity. 

Q: �So, what’s next? What’s changing?  
How do you see the next twelve months?

MS: It’s going to be a fast and furious next twelve months! 
There are lots of exciting things on the horizon. 

I’ll think we’ll see the use of technology continue to grow and 
develop — a lot of our practices are investing in patient self-check-
in kiosks, patient feedback tools and self-monitoring kiosks, so 
patients can take their own BP, weight etc, when they come to 
the practice. 

The continued growth of the patient portal gives patients the 
ability to communicate with their practice in new ways, to view 
their clinical records, book their appointments, secure message 
their clinical team. Tū Ora Compass Health Care Home practices 
have the biggest uptake in the patient portal in New Zealand 
right now!

MJ: We’re looking at new ways of consulting with patients 
with long terms conditions. Having longer, shared medical 
appointments or group consultations with 8-10 people at a time 
rather than individual 15-minute consults, particularly for those 
with long-term conditions, will be a feature in the coming year.

AB: We’ll be looking at increasing the range of services that can 
be plugged into general practices in the coming year through the 
community service integration programme and testing new ways 
of delivering specialist outpatients appointments to patients 
— building on the trial we had with paediatrics this year, when 
we tested the use of virtual appointments.

Q: �By the end of Year 3 you’re going to have 42 practices 
in the programme?

MJ: Well, 35 here and 7 in the Wairarapa. It’s worth mentioning 
that, due to the success of the CCDHB roll out, Wairarapa are 
now moving forward with their own programme. 
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Looking forward 8.

CCDHB’s continued investment in primary 
care, at a time when resources are 
significantly limited, shows both foresight 
and leadership.

Q: �Any thanks or last words?

MJ: Of course. Thanks first to all the practices for all their 
work and the good faith with which they’ve gone into the HCH 
programme. Thanks, too, for all the open sharing of both their 
successes and challenges — and for allowing us to pinch their 
best ideas and spread them rapidly at scale!

We also really need to thank the Community Services teams, 
because for them it’s been a huge change as well. It’s not just 
a lot of work for the practices, but the community services folk 
are having to reorganise themselves, having to think differently, 
having to get used to new technology, and having to respond 
in different ways. 

MS: We should also mention the extended practice teams — how 
Primary Care Practice Assistants and Clinical Pharmacists are now 
pretty much embedded in most of our 21 practices. To begin with, 
we were testing the role of Primary Care Practice Assistants. We’ve 
seen them becoming embedded in practices as fundamental and 
indispensable members of the team. In addition to that are the 
Clinical Pharmacists, who are now attending MDT meetings and 
doing more medicine concordance and prescribing with the 
patients — having more and more patient contact.

AB: It’s also worth talking about the wider workforce, and how 
the HCH model is changing the look and feel of general practice. 
I know that in some people’s views it’s a very General Practice-
centric model, so it would be good to acknowledge how this has 
really evolved over the last year to embrace the community 
services teams — it’s been a real step forward.

It supports one of the key design principles of the programme 
— that primary care is the foundation of any successful health 
care system. We need to build on good, traditional general 
practice to ensure it is sustained — this change is transformational.

The faster roll out of the programme will achieve coverage of 80% 
of the enrolled CCDHB population by the end of 2019.  Māori and 
Pacific Island patients make up in the region of 75% of this overall 
number. The importance of accessible, strengthened General 
Practice is even more vital for these communities.

In the coming year, we will have an increased focus on equity as 
part of our data collection, in order that we can truly understand 
the impact of the Health Care Home programme, particularly for 
high needs patients.

We will, of course, continue to gather stories from our patients 
and staff. Capturing the human impact of the changes that are 
being made is imperative.

We look forward to learning from other areas in New Zealand 
where the Health Care Home model of care is being rolled out 
and, in turn, to sharing our story as it evolves and grows.

Thanks first to all the 
practices for all their 
work and the good 
faith with which 
they’ve gone into the 
HCH programme.

Raumati Road Surgery team 
members receiving Health 
Care Home certification.



Health Care Home Second Year Reflections	 4342	

•	 Advanced call management
•	 Telephone assessment & 

treatment and clinical 
management 

•	 Same day appointment capacity 
•	 Extended acute treatment 

options 
•	 Increased hours of access 
•	 Person centric (varied) 

appointment lengths 
•	 Care planning for those 

with high needs or at risk 
•	 Clinical and administrative 

pre-work to improve the 
efficiency of time spent with 
patients

•	 Consultations over the 
phone and via secure email

•	 Web and smart phone 
based patient portals 

•	 Enhanced layout and 
composition of GP facilities to 
support new ways of working, 
with more effective use of 
physical space

•	 Community Health 
Service Integration

•	 New professional roles to 
expand the capacity and 
capability of General Practice

•	 Application of LEAN quality 
improvement processes

Health Care Home model of care service elements 1

Fundamentally, the model aims to achieve a shift from: 

•	 A system/provider-driven care model,  
to a patient-driven care model 

•	 Face-to-face, to virtual care where appropriate 
•	 Reactive care, to as much planned care as possible 
•	 A universal model, to care that is personalised to patient 

need and context, using a team approach across sectors 
•	 A siloed, fragmented provider environment, to one that 

is a well co-ordinated, shared care environment 
•	 Providers surviving the working day, to providers 

enjoying the day 
•	 Vulnerable practices, to practices that are viable in the 

longer term 

In general, the Health Care Home model of care is centred 
around the patient’s needs and aspirations. It uses the skills 
and capacity of the entire practice team (clinical and non-clinical), 
rather than viewing the extended health team as accessories to 
GP care. In addition, the model builds business efficiency and 
standardisation around facilities and processes at general 
practices, rather than relying on the preferences of individual 
clinicians.

1 Source: Hefford, M. (2017). From good to great: 
The potential for the Health Care Home model 
to improve primary health care quality in New 
Zealand. Journal of Primary Health Care.  
Doi: 10.1071/HC17045

Appendix 2 — Health Care Home  
model of care

Urgent and 
Unplanned 
Care

Proactive 
Care

Routine and 
Preventative 
Care

Business 
Efficiency

The Health Care Home Model of Care 
(HCH) was created to enable primary 
care to deliver a better patient and staff 
experience, improved quality of care, 
and to function with greater efficiency.  

The Health Care Home differs from traditional general practice 
(even ‘good general practice’) in that it fundamentally shifts the 
focus of the practice from the GP to the patient. This is not a small 
thing and requires a significant degree of reengineering. It means 
the activities of the practice become aimed at improving access, 
experience and outcomes for patients and their families, rather 
than the professional demands of the clinical staff. It recognises 
that general practice is part of a wider system of primary health 
care that interacts with patients and shapes their overall health 
and wellbeing. 

The HCH Model of Care Requirements sets out the Health 
Care Home service elements, and the characteristics of a 
Health Care Home practice over and above the traditional 
model. These provide greater clarity for Practices, and are 
grouped into 4 core domains: 

1. Ready access to urgent and unplanned care.
2. Proactive care for those with more complex needs.
3. Better Routine and preventative care.
4. Improved Business efficiency & sustainability.

These four domains can be broken down to the core 
service elements summarised in the table opposite.
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Appendix 3 — Health Care Home 
National Dataset: Inaugural Measures

1.	 Age standardised ED attendances per 1000 enrolled patients 
2.	 Age standardised After Hours Consultations per 1000 enrolled patients 
3.	 Age standardised ASH Admissions per 1000 enrolled patients 
4.	 Age standardised Acute Admissions & readmissions per 1000 enrolled patients
5.	� Triage outcomes — % of patients managed appropriately without a same day 

face to face appointment 
6.	� Age standardised After Hours primary care Consultations per  

1000 enrolled patients
7.	� Primary options for acute care claim volumes per 1000 enrolled population
8.	 Same day access for those where clinically appropriate 
9.	 A&M/other Practice visits during business hours
10.	 Hospital bed days in the last 6 months of life
11.	 Average patient wait time to consult 
12.	 Annual audit of triage patients and re presentations

13.	 Age standardised Nurse Consultations per 1000 enrolled patients
14.	 Percentage of patients seeing their own GP
15.	 Average number of different clinicians seen over the last 10 visits 
16.	� BMJ measure: percentage of consults with the GP seen most often  

over the 24month period
17.	 Percentage of DNAs at hospital FSAs
18.	 Partners in Health Scale — change in average score over time
19.	 % of high needs patients with a care plan and named coordinator

20.	� Number of patient inbound secure messages through patient  
portal/1000 adults 

21.	 No. of virtual (telephone/video) planned consults as % total consults
22.	 Patients with activated patient portal access per enrolled population
23.	 % of patients that have access to own notes (PHO measure)
24.	 Smoking quit rate
25.	 Dropped call rate 
26.	 Patient experience survey scores
27.	 Wait times in the practice (post appointment time)
28.	 Time to 3rd available appointment
29.	 Percentage of DNAs at the practice

30.	 Practice team climate survey results 
31.	 % Room utilisation for clinical interactions
32.	 No of aged standardised patients enrolled per GP FTE
33.	 No of aged standardised patients enrolled per Nurse/ FTE
34.	 % of enrolled population who leave during the year
35.	 Staff turnover
36.	 Sick days per FTE per year
37.	 Total phone calls per 1000 per month

Urgent and 
Unplanned 
Care

Proactive 
Care

Routine and 
Preventative 
Care

Business 
Efficiency

Health Care Home Partners in 
the Greater Wellington Region
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