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What Matters to you, Matters to Us
Health Care Homes- Getting Practices back on the Tracks 





If the HCH 

approach 

is the 

solution 

what’s the 

problem?

We think...
• Traditional general practice model–too 

focused on the “medicine” not “well-

being” 

• Maori outcomes unacceptably poor

• Providers operating in isolation from 

each other – no single shared view of 

care plan or records (inc. mental and 

physical health)

• Duplication and gaps of care common

• Care largely reactive and technical, not 

proactive and personal 

• Large evidence base for team based 

primary care with wider team skillset





Northland Neighbourhood Healthcare 

Homes

Draft presentation of findings to key 

stakeholders, 7-8 June 2018

Tim Tenbensel, Anthony Pashkov, Ngaire Kerse (University of Auckland)



Data collection

Nov 2017 – Feb 2018: 

• interviewed 21 professionals 

• at 4 primary care practices (one with two locations) 
which that have been implementing NHH

• interviewed 4 stakeholders involved in sponsoring and 
supporting the programme



Aims of NHH

How do different 
professionals interpret 

them?

What are the differences 
between the views of 

stakeholders and 
implementers (primary care 

practices)?







• Too much change – too little time

• Ever-increasing expectations 

Change fatigue: 

Resistance to change is common

Lack of communication about common goals

Understaffing

Organisational factors that inhibit 

implementation



Accentuate the positive

Practices implementing NHH were engaged and 
supportive – would not go back!

Implementing practices were very focused on the 
practical change components

• patient triage is the main focus in early implementation



https://www.youtube.com/watch?v=sQu_BoPv5fk&feature=youtu.be


Informed by Group Health model (Seattle, USA) 

First introduced in NZ in 2011 at Pinnacle, MHN

Series of workshops to apply lean thinking to NZ primary health care

In 2015, a business case was prepared for MoH by the N4 (Compass, Pegasus, 
Pinnacle and ProCare)

NZ Health Care Home Collaborative established 2016

Model of care requirements published 2017&2018

Health Care Homes: NZ History





Over 150 practices

Over 1 million patients









• Person and whanau centred (well-being not disease centred)

• Continuous relationships over time 

• Coordinating access to other services- health/NGOs/Social Services

• Comprehensive – most of the care most people need most of the time

HCH Practices strive to be:



• Problem Solving

• Learning to Learn

• Capability to make intelligent choices

• It’s not  really about being different but doing things better

• We do have control of our own systems and performance

• Exercising Personal Responsibility – TAKE THE PATIENT TEST

HCH is an Ethos



• Take a room full of your patients

• Explain how you currently deliver them “care”

• Ask them if they think that’s reasonable and defensible

• Likely then apologise and consider actually “caring for them”

• TAKE THE PATIENT TEST with patient portals, telephone triage, Shared 

Care?

Pass the Patient Test













HUDDLES



What is a Huddle?
• Typical Meeting

•Purpose - To disseminate 
and share information

Typical Huddle

Purpose – verbal & visual 
communication

Key principle – people are 
involved in planning and 
improving the work that 
affects them



The Nuts and Bolts of Huddles
• Traps

1.Trying to apply problem solving during the huddle

2.Huddles morphing into meetings

• Daily Huddle – (No longer than 10 mins)

1.What are the issues we have listed?

2.Who is working on what?

3.Do people need to know or can they help?

• Weekly Huddle – (15 – 20 mins)

1. Time to review all issues from the week

2. Prioritise and assign improvement activities

3. What are 3 good things we achieved this week?



Typical huddle – the DAILY stand up meeting 
General guidance

• Same time, same place – typically first thing in the morning but can be later

• Everyone stands – if you cannot stand comfortably for 10 mins, grab a chair

• Keep it quick – it’s a huddle, not a seminar. After 10 minutes, you will start losing 
people

• Everyone attends – if you miss it, its your responsibility to catch up on the key points

Agenda

• Opening – Leader spends the first 1 – 2 mins on any important information. 
Focus on information the team needs that day. Don’t waffle!

• Around the circle  - Each person takes a short time to share what they are 
working on for the day. Highlight the priorities but don’t list every little thing. If 
it might impact someone else, raise it 

• Anticipating any issues– do you have any roadblocks?  Who can help? What 
information are you missing? Arrange conversations after the huddle to 
address the questions

• Closing – Leader closes the huddle and everyone returns to work

Visual Management Boards



Using visual boards to help the team keep focus



Todays Wall











Lean Call Handling 

• Standardised call handling  for patients requesting acute same day appt

• Triage runs all day, so consistent process for patients and staff

• Makes it easier for call handlers - no “negotiation” needed

• Simple “script” for both call handlers and triage providers

• Call volume/outcome data allows a match for supply of appts/call 

handlers

























































How are we doing?

• Little or no training required to use form

• All practice staff and patients like triage calls

• No additional data input for end-users

• Reports available to practices





















Clinical Triage Report
Data 
from: 02 Jul 18

Data to: 31 Dec 18

Triage Outcomes

Role Doctor

Triaged by (All)

Measure Outcome Month

2018-07 2018-08 2018-09 2018-10 2018-11 2018-12
Grand 
Total

Triage calls Resolved in triage 129 123 110 95 79 66 602

Same day appointment 164 159 153 138 142 128 884

Future appointment 7 10 15 8 8 3 51

Other 1 3 2 1 3 10

Unable to contact 11 5 3 4 7 10 40

% Resolved in triage 41% 41% 39% 38% 33% 31% 38%

Same day appointment 53% 53% 54% 56% 60% 61% 56%

Future appointment 2% 3% 5% 3% 3% 1% 3%

Other 0% 0% 1% 1% 0% 1% 1%

Unable to contact 4% 2% 1% 2% 3% 5% 3%

Total Triage calls 311 298 284 247 237 210 1587

Total % 100% 100% 100% 100% 100% 100% 100%



Traige Calls

2018-07 2018-08 2018-09 2018-10 2018-11 2018-12

Doctor Dr Alistair Dunn 19 10 18 23 13 13

Dr Andrew Miller 49 67 60 52 23 28

Dr Anna Zender 10 15 7 6 6 10

Dr Christopher Poplar 14 33 37 24 16 4

Dr Denise Limby 3 5 8 6 3

Dr Geoff Cunningham 55 51 57 33 42 35

Dr Grace Couper 11 9 1 10 18 11

Dr Lauren Roche 48 48 56 33 20 26

Dr Noriko Noda 41 24 19 7 36 25

Dr Simon Wilkinson 47 36 29 51 57 55

Dr Vanessa Vallely 14

Doctor Total 311 298 284 247 237 210

Grand Total 311 298 284 247 237 210



Triage Outcomes by Clinican

Resolved in 
triage

Same day 
appointmen
t

Future 
appointmen
t

Unable to 
contact Other Grand Total

Doctor Dr Alistair Dunn 17% 77% 4% 0% 2% 100%

Dr Andrew Miller 55% 43% 1% 0% 0% 100%

Dr Anna Zender 31% 67% 2% 0% 0% 100%

Dr Christopher Poplar 31% 63% 6% 0% 0% 100%

Dr Denise Limby 48% 32% 0% 20% 0% 100%

Dr Geoff Cunningham 35% 61% 4% 0% 0% 100%

Dr Grace Couper 50% 50% 0% 0% 0% 100%

Dr Lauren Roche 29% 65% 3% 2% 1% 100%

Dr Noriko Noda 34% 42% 2% 20% 3% 100%

Dr Simon Wilkinson 43% 53% 4% 0% 0% 100%

Dr Vanessa Vallely 29% 57% 7% 7% 0% 100%

Doctor Total 38% 56% 3% 3% 1% 100%

Grand Total 38% 56% 3% 3% 1% 100%



Average Time per Call
*Only includes calls where patient contact was made

Role Doctor

Triaged by (All)

Avg time per call (min : sec)

2018-09 2018-10 2018-11 2018-12 Average

Resolved in triage 3:44 3:15 3:05 4:02 3:31

Same day appointment 2:11 2:21 2:15 2:25 2:18

Future appointment 2:30 3:21 2:27 2:11 2:40

Unable to contact 0:07 0:23 0:31 0:29 0:26

Other 6:10 2:57 7:40 5:45 5:29

Average 2:49 2:42 2:30 2:53 2:44

Triage calls Avg call time

Dr Alistair Dunn 67 4:04

Dr Andrew Miller 163 3:42

Dr Anna Zender 29 3:45

Dr Christopher Poplar 81 1:19

Dr Denise Limby 17 2:05

Dr Geoff Cunningham 167 1:38

Dr Grace Couper 40 4:36

Dr Lauren Roche 135 3:11

Dr Noriko Noda 87 3:41

Dr Simon Wilkinson 192 1:44

Grand Total 978 2:44



Role Doctor

%

Own GP Other GP

Resolved in triage 50% 39%

Same day appointment 46% 55%

Future appointment 3% 3%

Unable to contact 1% 3%

Other 0% 0%

Grand Total 100% 100%





Summary

• Saving patients unnecessary visits

• GPs enjoy doing triage

• Rich reporting “invisible” to end-users

• Triage form available to any practice in NZ



Using Triage Data

• Using the data as a planning tool

Average triage by day of week.
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Planning from Triage

• Used to take the Temperature

• Template Management – Acute Appts

• Leave Management

• Triage Management – Doc vs Nurse



National
“Standards” 

Standards





Analysis compared health 
care utilisation rates of 83k 
patients at a group of Pinnacle 
Health Care Home (HCH) 
practices with 83k patients at 
comparable practices with a 
traditional general practice 
model of care over a 6-month 
period April-September 2017. 



‘Both the lower ASH and ED rates were also 
particularly pronounced for people living in 

areas of the highest quintile of 
socioeconomic deprivation’ 

‘Significant proportion of acute need being 
successfully dealt with out of hospital’

‘The associations for Maori, highly deprived 
and elderly populations suggest the model is 

pro-equity, and has its greatest effects on 
populations with the greatest needs’

Summary 
Statements



Managing same day demand













CARE PLANNING



‘There needs to be a radical redesign to move the 

focus of health from a quality improvement health 

focus to a courageous pursuit of wellbeing’

The Wise Words of Don Berwick 







1
GPs enrolled 
population

2
Risk 

stratification

4
Care

planning

5
Care delivery  and coordination day 

to day

6
Case 

conference

3
Shared protocols and pathways

Care pathways and agreed 
clinical protocols are used to 

inform assessment, care 
planning and coordination

All ‘at risk’ patients should 
have a plan that is 

proportionate to their 
clinical and social needs, 

risk and ability to benefit: 
logged on e-shared care

Case conferences to be 
used from time to time 

for very complex 
patients who need 

MDT input to their care 
plan

Risk stratification : clinical judgement,  practice 
reports, predictive  risk tool 

SMOGP

Allied 
Health

Community
Pharmacist

Practice
Nurse

District
Nurse

Community
Mental Health

Whanau 
Support









Burnout Matters



From Triple Aim to Quadruple Aim



Understanding the Relationship Between 
Social Determinants of Health and 
Physician Burnout: the US Context

New Zealand HCH Webinar

November 2018

J. Nwando Olayiwola, MD, MPH, FAAFP

CEO, Inspire Health Solutions, LLC

Chief Clinical Transformation Officer, RubiconMD

Associate Physician & Clinical Instructor, University of California, San Francisco

Clinical Instructor, Columbia University Center for Family & Community Medicine

Twitter and IG: @DrNwando



• Healthcare isn’t about medicine/treatment and procedures 

• Health is about well-being and care is about “what matters to you”

• Without a paradigm shift to “what matters to patients”, collaboration and a fit 
for purpose workforce we are just going to frustrate patients and burn out 
providers

• It’s the 20% we aren’t doing that will make 80% of the well-being gain 

• Workforce and current Models of Care inhibit well-being focus

• Don’t do screening if you have no treatment options

Shared Care and Social Determinants of Care



Background: Burnout in US PCPs 





LEAN THE MESS



















Thermoscan

BP Monitor

Tissues Hand sanitiser

Stapler

Pregnancy chart

Note pad1 Pen



Tape measure

Staples Ruler

Scissors

Post it notes

Pens

Black vivid

Paper clips

Calculator

Highlighter

Staple remover

Top Draw



A4 Printer Paper A5 Printer Paper

A4 envelopes

A5 window envelopes

Middle Draw



Bottom Draw

Pamphlets and forms A - Z



What’s 
worked?

• National Shared Clinical Leadership

• Aligned agendas of PHOs, practices and DHBs

• Practice Leadership that wants it to work

• Appropriate staff for the job

• A Proactive vs. Reactive approach

• Shared care planning

• Shared IT systems

• Environment where innovation is promoted

• Culture of doing things differently and taking personal 
responsibility

• MDT’s and Shared Medical Appointments 



• Be continuity and relationship specialists

• Build a “fit for purpose” workforce to 
support ourselves and patients

• “Patient-Centre” our information systems 
and encourage self determined well-being

• Empower clinical and patient leadership

Getting back on the Tracks 



DO THE MATHS



Profit margin







To be more sustainable:
- reduce face to face consults 
- reduce cost/per consult



Bush Road



Why is this concept important?



Ageing 
population



5YearAgeBand Non Maori Maori Grand Total

00-04 4.3 3.8 4.2

05-09 2.2 2.4 2.3

10-14 1.7 1.4 1.6

15-19 1.8 1.1 1.7

20-24 1.7 1.8 1.7

25-29 2.0 1.6 1.9

30-34 2.4 2.3 2.4

35-39 2.3 2.5 2.3

40-44 2.4 2.5 2.4

45-49 2.7 3.0 2.7

50-54 2.9 3.9 3.0

55-59 3.2 3.6 3.3

60-64 4.2 4.9 4.3

65-69 4.8 7.5 5.0

70-74 6.5 7.4 6.6

75-79 7.9 6.7 7.9

80-84 8.9 8.8 8.9

85+ 9.5 8.3 9.5

Grand Total 3.7 3.0 3.6

High consultation 
rates for the elderly



Projecting increased consults and 

reduced profits if we keep doing the same 

thing


