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Our Vision and Mission

OUR VISION
Building an equitable future
through transforming health and
wellbeing outcomes, to ensure whanau flourish
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The Health Care Home Program

: Building Blocks of
HEALTH CARE HOME Enhancing the @ HEALTH CARE HOME
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Ko te oranga te tirangawaewae mo te Hauora
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The Enhanced Model of Care

% =] 48 5

1.1 Practice 2.1 Continuous quality 3.1 Reception in 4.1 Workflow

sustainability improvement person and call free
S U
Q j

5.1 Practice layout 6.1 Staff training 6.2 Workforce planning 6.3 Clinical and cultural
& development leadership

When I visit the practice

I1I

7.1 5ame day access 7.2 Access to care

and appointrment during business haurs
systems
7.3 Patient wait times 7.4 Telephone

assessment & treatment
{elinical triage)

When I’'m unwell

8.1 Opporturities 9.1 Hauora/ 9.2 Interdisciplinary 9.3 Community health 9.4 Patients with
stratification Wellness plan approach networks complex needs

To help me stay well

Health Care Home
Model of Care

Summary

L HE

10.1 Impraving 11.1 Routine & 11.2 Prework 11.3 Continuity of care 11.4 Technology 11.5 twi and social
health equity preventative plan and whanaungatanga enablers services
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12.1 Affordability 12.2 Cultural needs 13.1 Alternatives to 15.1 Patient 15.2 Patient
systemns in person consults portal engagement experience

o

16.1 Proactive 17.1 Health literacy 18.1 Call demand 191 Appaintment 19.2 Extended hours 20.1 Health recards
planning manitared systerns

To keep me healthy

.

’
.Q

200404
lvvvv

24000400
OUOC

UOUOULY)

$E00000000%
9
*

DUUUDUUUULAN Y
L LA
00000’:‘:’::;:‘:‘
) AL
0&#’0:‘!‘

’

VOUDUUUULLA N
L
)
»

DOUUDUUDUUUULA AL
£40000040040%

»
0:0
.
.
»

)
L
)

%%%%&&&&&r

\/
L
L
L

sS40
0
9
9

’
J
#

’
’

JUUUUOUUOUUUUUUL)
\J

SRR 000

’f
ﬁ!
1

»
U UL

UL

#
00‘%%&

L

4 0
0‘ 4y

srA

¥
'
¥

;
/

.
y

.



The Building Blocks Model

mahi

The full range of practical
support and resources of

the Health Care Home
Collaborative is available

to any practice embarking

on the Health Care Home
journey — see our website at
www.healthcarehome.org.nz
or e-mail us at
collaborative@hch.org.nz

Introducing the
Building Blocks of the
Health Care Home

The Health Care Home Model of Care is
a practical whanau-centric approach to

modernisation of primary care, leading

to a better patient and staff experience,
enhanced quality of care, and improved
sustainability.

This short booklet gives a basic introduction to the model of
care, which has now been adopted to underpin change and
improvement in many general practices all over Aotearoa.

Implementation of the model may seem a bit daunting, but it's a
process that is flexible and adaptable, regardless of practice size,
location or individual circumstances. Practices typically incorporate
the model over a period of time so it can support their service,
workforce and business priorities in the best possible way to help
achieve better outcomes for their patient population.

The model features a small number of core Building Blocks
designed to improve access and outcomes, including making
more use of telehealth and of a wider range of workforces,
as well as focusing on planned and proactive care.

The Building Blocks continue to be refined, based on learnings
and population health needs, with the most recent enhancements
centred around achieving equity for Maori, Maori aspirations and
tikanga. That includes alignment to Pae Ora (Healthy Futures) as a
vision, a new set of values grounded in equity, and incorporation
of whakawhanaungatanga (creating connection/relationship)

in the delivery of care.

Practices may choose to implement some or all of the building
blocks, choosing aspects that fit the needs of its community/
whanau. This is not a one size fits all model of care but one that
is flexible and adaptive.

The recent experience of Covid-19 has reinforced the importance
of alternatives to in person consults, and we are continuing to
develop our resources to help integrate telehealth options.

Our current focus also includes developing tools and resources
to support the creation of a new networked approach to primary
care and community services.

i/ I Continuous Quality
Improvement (2.1)

Practices have a clear and structured pathway

for introducing new innovations and ways

of working, enabling them to plan, track and

assess the impact of change and involve all
members of the team.

‘ Clinical and Cultural

Q j Leadership (6.3)

All members of the team have a role in
developing and delivering the practice’s
values, vision and improvement plan;
cultural competency and safety is evident
in all practice staff.

[

- Same day access
o)

Processes are in place to ensure same day
appointments are available for those people
who need them most, making use of clinical
triage to prioritise and release capacity.

¥ Telephone assessment
4 &triage (7.4)

Suitably qualified clinicians triage and manage
appropriate patients over the phone, including
providing prescriptions, self-care advice, and
referral for diagnostics without the need for

a face to face appointment.

Practice population
stratification (8.1)

Systematic processes are in place to identify
and target patients who would benefit most
from primary care support, combined with
opportunities to identify what matters most
to people to improve their wellbeing.

“] Hauora / Wellness
Health Plan (9.1)
A holistic plan is developed in partnership
between the practice and patients with
complex or long-term conditions, setting

out goals, care and support interventions
and social and cultural needs.

Improving health equity
_m@ (10.1)

A clear understanding of equity is in place,
allowing resources to be targeted to different
levels of advantage in order to achieve
equitable health outcomes, with a focus

on Maori and other priority patients.

Cultural needs
(12.2)

All health professionals are equipped to
provide culturally competent care to people
and their whanau, reflective of their practice
population.

@ Alternatives to in person
consults (13.1)

Systems are in place to offer a range of
telehealth options, including e-mail, video,
and phone consultations, determined by what
is most suitable for the individual patient.

+] Fully functional patient
= | portal (14.1)

An electronic portal offers patients convenient
and secure electronic access to appointment
booking, prescription requestions and
personal health information.

Patient Engagement
(15.1)

Patient co-design emphasises the importance
of engaging with consumers and whanau in
developing and delivering health care services.
It can be described as a method for partnering
with patients, consumers and service users
right from the beginning of service planning.

Q Call demand monitored
(18.1)

The right number of skilled people and
supporting resources is in place at all times

to manage incoming calls safely and efficiently,
based on accurate modeling.

.

“

.%‘.'

-~

Lt e

E i o

E i i W o

E W e

E N et it et i o

L o i O O e

- e

L L e T T e e o )
Lt D O O O O O
- e 8 s S, P e >
L L et et e e e e o
LS L D D N N e e 2 O 2
L e 0 0 e O O O O )
Ll el e el el el el e e e
a8 8 8 8 8. 8 & »
PSSO ICOCOOTNINIS
-t e . . . . .
- s e & 8 8 & & 8 &
- 5 5. 5. S S 0. 0
- T S S 5 . T S S S N
- " . " " " "
A L L L e e e e e e )
-t 5 5 5. 5 5. % 99
e e e e e
L L e e el e e
BB B B 8 B 8 8 %
atetaa ettt
..... .. .. ‘. ‘. ..

A L L L

- % % N
"...“"“

O U N

.QQ.

ot

St

=z



The P

atient Journey

Health Care
Home Patient
Journey

When | visit the practice

R =g

Greeting at Appointments
reception that value my
time

When | am unwell

2 M

Calling the Talking to my
practice doctor on the
phone

To help me stay well

A =g

My practice Developing a
team contacts  plan to stay
me well

To keep me healthy

Accessing Appointments
my health that meet my
information needs

and care

online

Working to achieve equity
My practice works to ensure

everybody receives the best care _. _‘..

& ]

My extended Improvements in
practice team service delivery

n @

Booking an Valuing my
urgent time
appointment

My care team Getting help Coordination

knows the plan  from others

= @ @

Ensuring access Continuity of Understanding
care my health

.
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Domain Overview

Sustainability/LEAN

Routine and Preventative Care

Working Lean. : :
Fully functional patient portal.
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Continuous Quality Improvement.
Working top of their scope.

Continuity of care.

0000000

Pre-work is routinely utilized
Huddles and Visual boards
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Proactive Care

Urgent and Unplanned Care

Pre-work is routinely utilized.

Practice identifies patients with complex
needs in a systematic way.

Collaborative Care plans.

Clinical/Phone Triage

Same Day Access
Patient Wait Time




What does good look like?

KI feel valued and cared for. \

« | feel like | am treated like a whole
person. My family and community
needs are taken into account.

« | can chose when and where to
consult with my GP practice.

e | can access primary care easily.

« | can use technology e.g. the portal
to make appointments, look at my
records, order repeat prescriptions.

« There are different appointment
lengths that suit my needs.

« | can see the same health
professional and team regularly.

« | am able to contribute to business

\improvements. | feel heard. /

Business / or
System

4

| have enough time in my day to do all

my tasks.

| can go home on time.

| am working to top of scope.

| feel supported and part of a team.

| feel respected and valued.

| am using my time effectively.

| feel like | am doing the best for our
patients and community.

~

/

The practice model is sustainable and \

profitable.

The business can invest in its
workforce.

The practice works closely with the
community to improve.

Quality improvement is embedded in

our workforce culture. Everybody can

make things better every day.
We love where we work.
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Challenges

System capacity and overload
Workforce
- Lack of GPs, and Nurses
- Growing demand and complexity
- Fatigue, exhaustion from capacity issues and increased demand

- Pay Parity, Locum recruitment and costs

The continually changing landscape of Healthcare — Government, Health
Reforms, Localities

Unenrolled population, closed books, wait times

Perceived workload of the HCH model of care and Team Buy in
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experience and better health

improved patient/whanau
outcomes.

sustainability provides an

lity and LEAN

Inab

Sustal

practices to do more for patients/

Workforce development and
extended team enable general
whanau.

Domain




7
The what and why of Kaizen (Lean)? /
A business culture characterised by the /
endless pursuit of the elimination of

waste ez

=
Comes from the Toyota Production e

system SR s
Continuous improvement
Respect for people

‘Everything can be improved’

Clarence W Barron




The LEAN Aims and Why

Eliminate waste — releases time

Reduce Unevenness (Variability) - releases
time, support change, provides consistent
customer experience (and meets expectations),

reduces stress and crisis...

Solve Problems / Improve and standardize

Processes

Deep and thoughtful planning, quick execution!
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KAI ZEN
Change Good

(for the
better)
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Using LEAN to Implement Sustainable Change

 LEAN/Kaizen — small, incremental Improvements, reduction
of waste

* Culture Shift — empowered, growth mindset, improvement
culture

* Change for the better (and know why)

 What problem are you trying to solve? (Root Cause
Analysis)

« Multitasking is a myth



LEAN Leadership

Three fundamental behavior shifts are essential for leaders.

Providing the right answer

Looking for immediate fixes

‘Setting general goals for
everyone to follow

McKinsey&Company

To
Asking the right questions

Digging for root causes

Connecting the organization’s

goals to individuals’ work
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WHAT WILL FIX
GET TO THE BOTTOM THE PROBLEM?

Root cause
Solutions

How can we fix the ROOT CAUSE?

Who needs to do what when?

[ f oian N
& CHECK !'

Structured Problem Solving
Define the problem
Verify

When did it happen? Has it happened before & how often?

Why did it happen & why is it an issue?
How did it happen — sequence of events?

What happened? Speak with data.
Who was involved / affected?

Where did it happen?

What will it look like when it has been

fixed?
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Change Management - ADKAR

Awareness

1. What 15 and =0t
working in my
organization

2. What ara my options

3. Communicate that
there iz a problem

4, Focus attention on the
most important reasons
to change

Desire
1. Communicate banefits
for adoption of scrum
2. ldentify risks involved

3. Build momentum
4. Address fears

Enablement Zone

Learn new technical
skills

. Leamn to think as a

team

. Leamn how to time box
. Share information

=@l reasonable targets

Knowledge
1,

Ability Reinforcement
1. Empty a suitable 1. Engage a scrum coach
governance framework identify champions
2. Training the basics 2. Share scrum
3. Start small gxpenance
4. Don't do it by stealth 3. Leamn from early
5. Adjust processes that mistakes
touch the scrum teams
Engagement fone
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Domain: Urgent and Unplanned Care

Clinical Phone Triage
Overview

What's most important to our
patients/whanau is that when they
are ill or concerned about a health
issue they receive clinical advice

and treatment when needed.
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Why implement Clinical Triage?

Value patients time

Increase capacity to cope
with acute demand

Provide other options
for access to care

Free up time for
—@® proactive and planned
care
Improve business
efficiency
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Domain: Proactive Care

Py %ﬁ% * Bl @

10.1 Improving 11.1 Routine & 11.2 Prework 11.3 Continuity of care 11.4 Technology 11.5 Iwi and social
health equity preventative plan and whanaungatanga enablers services

(

| | L
2= r
— = Eé;i
= — —
L J L ]
12.1 Affordability 12.2 Cultural needs 13.1 Alternatives to 14.1 Fully functional 15.1 Patient 15.2 Patient
systems in person consults portal engagement experience

D| ren

16.1 Proactive 17.1 Health literacy 18.1 Call demand 19.1 Appointment 19.2 Extended hours 20.1 Health records
planning monitored systems

To keep me healthy
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Contact Detalls

Petria Falconer (she/her) | Change Lead — Health Care Home and Digital
Health
Collaborative Aotearoa

Ph. +64 (0) 21 541597
petria.falconer@collab.org.nz
www.healthcarehome.org.nz

Building an equitable future, through transforming health and wellbeing
outcomes every day, to ensure whanau flourish.

The Health Care Home model Health Care Home model supports a
enables general practices to practice-based approach to achieving
systemise their approach to equitable health outcomes.

deliver better health services
to all patients/whanau.
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