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1. Western Queensland Health Care Home (WQ HCH) 
 
 

Vision 
Patient-centred, Coordinated and Flexible Care 
 

Definition 
WQ HCH’s provide proactive patient-centred, coordinated and flexible care with a team of 
professionals working together to make sure the patient receives care based on their 
needs.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
The Western Queensland Health Care Home (WQ HCH) is a vehicle for change, primary care 
performance and sustainability.  
 
This handbook has been designed to introduce the WQ HCH model to members of the 
patient care team as well as health care providers (WQ HCH Neighbourhood) who are 
outside the WQ HCH. It provides an overview of how care delivered by general practices, 
Aboriginal Controlled Community Health Services (ACCHS) and remote nurse-led clinics may 
change, and the impact this may have on providers working with WQ HCH and their 
patients.  
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Background  

 
The Health Care Home model first emerged in Australia in 

2016 when the Australian Government announced the 

initiative to “transform” the treatment and 

management of care for people living with chronic and 

complex conditions. The rationale behind the change 

stems from the fact that one in four Australians have 

at least two chronic health conditions, and often 

need to access services from different health 

professionals in different locations. Additionally, some 

people also experience a lack of coordination in the way 

services are delivered, which leads to frustration for 

patients, may put their safety at risk and results in increased 

costs to the health system.  

 

In 2017, WQPHN conducted a full review of the Western Queensland primary health care 

system, and the Patient Centred Medical Homes (PCMH) model from the US, UK and New 

Zealand provided the most promise in delivering a more integrated patient centre approach 

for the region. In 2018 the PHN set on a path exploring how best to adopt the model for the 

rural and remote setting including forming an advisory working group and engaged tertiary 

partners. Leveraging international and national learnings, WQPHN adapted the conceptual 

model of the ‘10 building blocks of high-performing health care’ as described by 

Bodenheimer et al. (2014)1 to create the Western Queensland Health Care Home (WQ HCH) 

model which expands to include the three domains of Ready Access to Care, Proactive 

Preventative Care and Engaged Chronic and Complex Care and incorporates 10 foundations 

for high performing primary care2. Intent on testing the new model, WQPHN trialled the 

program and collateral with seven Early Adopter Practices (EAPs). The model continues to 

evolve as feedback and evaluation on the benefits and learnings so far continue to shape 

how best to implement the model across primary care settings.  

 
  

                                                 
1 Bodenheimer, T., Ghorob, A., Willard-Grace, R., & Grumbach, K. (2014). The 10 Building Blocks of High Performing Primary Care. Annals 

of Family Medicine, 166-171. 
2 WQPHN acknowledges the support of these organisations and willingness to share knowledge and resources to inform the development 
of our WQ HCH Model of Care. 
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Quadruple Aims 
 

The WQ HCH program is designed to make it easier for people to get the care they need, 

without unnecessary duplication or confusion, by using a team-based approach that allows 

for flexibility in the way that care is delivered.  

WQ HCH as part of the strategic focus have adopted the Quadruple Aim framework founded 
in the ‘triple aim’ work by Donald Berwick and Colleges at the Institute for Healthcare 
Improvement, and more recent update to incorporate the fourth aim in recognition of the 
importance of workforce and provider wellbeing to the model.  

Ultimately, the quadruple aim is an approach to optimise health system performance. The 
quadruple aim is an essential vision for the WQ HCH approach and practices are encouraged 
to focus on this vision with transformation efforts.  
 

To achieve this the Quadruple Aims have been adopted including: maximising population 

health outcomes; enhancing patient experience; optimising provider experience and; 

improving the efficiency and sustainability of care.  
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Model Overview 
 

Population  
 

There are critical periods throughout life where exposure to risk factors and determinants of 

health can impact on long-term health outcomes. The WQ HCH takes a comprehensive life 

course approach to the prevention and management of health care. Understanding both the 

patient and broader population health needs is important in identifying priority population 

groups who will benefit from targeted support and integrated care.   

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 

 
 

 

The WQ HCH has four population 
groups that relate to the complexity 
of an individual’s needs across the 
health continuum. These population 
segments include; at-risk; mild; 
moderate and; severe. This enables 
each practice to understand their 
patient needs; develop tailored care 
that fits with patient needs and 
preferences; identify opportunities 
to better integrate and coordinate 
services; and deploy relevant 
population health strategies. 
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Domains 
 
The WQ HCH model provides ready access to care, 

proactive preventative care and engaged 

management of chronic and complex care. At the 

heart of the model is a whole-of-system integration 

approach that provides comprehensive, 

coordinated and continuous care for patients. The 

model provides health care professionals with 

greater flexibility to shape care around an individual 

patient’s needs and goals, and encourages patients to 

actively partner in and direct their own care.  
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Foundations 
 
The WQ HCH emerged from adaptions of the Bodenheimer’s building blocks, Better 
Outcomes for People with Chronic and Complex Health Conditions Report3 and more 
broadly the Patient Centred Medical Home (PCMH) model4. Further adapted to the 
Australian context including rural and remote setting, the foundations are the key pillars 
that guide transformation.  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

The WQ HCH Progress Action Plan is based on the 10 foundations and is an action plan 
aimed at helping practices identify and document change and improvement strategies (also 
aligned to the RACGP 5th standards). Summary below provides an overview of how the 10 
foundations are embedded within the WQ HCH Progress Action Plan.  
 
WQ HCH Foundations – Summary Overview 
1. Engaged Leadership –need to have buy in from decision makers in the Practice 
2. Patient Centred - need to be patient centred in the context of WQ HCH 
3. Cultural Competency –accompanying patient centred care, the Practice needs to have a culturally 

competent team 
4. Team Based Care – who will make up the team, how will this team communicate etc 
5. Primary Care Governance – need to demonstrate grounding governance  
6. Embedding Continuous Quality Improvement – into daily workflow and ways of doing business 
7. Quality Data –need to establish good data quality to inform priority populations and needs 
8. Digital Health - will assist with team-based care and patient shared care planning  
9. Infrastructure –need to have workforce issues sorted and thought through 

10. Performance – need to understand how the Practice will demonstrate performance  

                                                 
3 Department of Health. (2015, December). Better Outcomes for people with Chronic Disease and Complex Health Conditions. Primary 
Health Care Advisory Group Final Report. Canberra: Australian Government. 
4 Jabbarpour, J., DeMarchis, E., Bazemore, A., & R, G. (2018). Patient Centred Primary Care Collaborative. The Impact of Primary Care 
Practice Transformation on Cost, Quality and Utilization: A Systematic Review of Research Published in 2016. . Washington: Annual Review 
of Evidence 2016 – 2017. 

Key Foundations that 

contribute to comprehensive 

integrated care 
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Support for Uptake 
 
The WQ HCH model places an emphasis on supporting general practice to operate at scale, 

with efficiency and greater capacity with the patient at the centre of care. Explicitly paying 

attention to achieving a better clinician and provider experience can be an important driver 

of changing the health system.  
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What is WQPHN role in the WQ HCH?  

The WQPHN Coordinators (known as the WQ HCH Coordinators) work with practices to 
identify and understand their unique service support requirements (see Menu of Support 
Services). This includes reviewing the results from the benchmarking progress tools to 
determine the areas of greatest need for development. Based on this, Coordinators work 
with each practice to develop their WQ HCH Progress Action Plan including identifying what 
menu of service offerings and initiatives will be implemented in the practice.  
 

WQPHN six core support for uptake strategies 
 

 
• Education and training to support change management, organisational and cultural 

change 
• Regular use of patient feedback systems allows the practice to adjust and make 

improvements  
• The practice and clinicians are supported to test ideas to make the service better 
• There is a culture of quality improvement 
 

 
• The clinicians have all the information they need from other care providers, when they 

need it 
• Clinicians have easy, rapid access to specialist advice as they need it, reducing the 

number of referrals needed 

 

 
• Improved care co-ordination and outcomes for patients 

• Patients are more confident in their care team as they experience the team working well 
together including the complementary roles of the multidisciplinary team 

• Better trained and supported patient self-care  

• The IT systems support more discussions and collaboration between clinicians for 
complex cases 

 

 
• Practices are supported to implement WQPHN Service Frameworks e.g. Child and Family 

Health, Diabetes Service Framework  

 

 
• Training tools, resources and support 
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• Increased practice performance (financial and patient outcomes) 

• Maturity Matrix tool allows practices to assess their WQ HCH readiness and continuous 
improvement journey including connectivity with the wider WQ HCH neighbourhood 

• WQ HCH Data Dashboard – showing progress tools, MBS and patient data which can be 
used to track changes and make improvements in the practice 

 

 
• Opportunities for workforce capacity building through workforce redesign, staff working 

at the top of their scope of practice, introduction of new roles e.g. Medical assistants, 
Care Coordinator and other workforce strategies. 

• Staff members in the practice are clear about their role in patient care, what they should 
focus on, and what part others will cover 

• Patients are supported by care coordinator type roles (new role or changes to existing 
role) who help the different services work more efficiently together 

• Staff in the practice are encouraged to build their skills and knowledge leading to more 
interesting, challenging and valuable work 
 

WQ HCH Menu of Services 

Support for uptake of the program is provided by WQ HCH Coordinators through the Menu 
of Services which outlines the service supports available as practices steadily progresses along 
the transformation journey.   

 
Toolkits 

Three resource Toolkits are also available in each of the WQ HCH Domains and provide 
evidenced based approaches, tips and links from other patient centred medical home models 
from around the word. To find out more, contact your WQ HCH Coordinator.  
 

Quality Improvement Guide 

A major focus of the WQ HCH is centred around continuous quality improvement. The WQ 
HCH Quality Improvement Guide provides a process improvement approach to create and 
manage incremental change. The Model for Improvement which stems from Deming’s and 
Don Berweck’s work and has been adopted as the key approach for developing, testing and 
implementation changes using Plan, Do, Study, Act (PDSA) cycles.  Implementing the PDSA’s 
cycles then allows the practice to use simple measurements to monitor the effect of multiple 
changes over time.  
 
The work of this program builds on the well-known Australian Primary Care Collaboratives 
(APCC) that was delivered by the Improvement Foundation over ten years ago. Many of the 
ideas in the QI Guide and this program stem from this program along with the Institute for 
Healthcare Improvement (IHI) and The Royal Australian College of General Practitioners 
(RACGP).  
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Progress Action Plan (PAP) 

The purpose of the Progress Action Plan (PAP) is to support practices in understanding each 
foundation element, its purpose, and to assist practices to systematically implement change 
by developing and implementing action plans for each foundation element.  
 
The PAP also provides links to relevant standards in the 5th Edition RACGP Standards that 
align with 10 foundation elements of the WQ HCH model. Any progress made towards 
improving in the foundation elements may also contribute to efforts in preparing for 
accreditation.  It is all about systematically and incrementally improving to achieving patient 
centred high performing quality primary care. 
 

Shared Care Platform 

A key eHealth enabler of the WQ HCH model includes a shared electronic care platform 
(refeRHEALTH) to support provider integration and efficient contribution to patient care. 
This is an important part of the WQ HCH model so providers in the wider neighbourhood are 
linked and can tailor care to each patient. refeRHEALTH is an online e-referral tool that has 
been designed specifically for use by PHN funded services. The system was built around 
collecting the Department of Health’s Primary Mental Health Care Minimum Data Set but 
has now been customised for use in the WQ HCH program.  
 

Security 

refeRHEALTH is secured through multiple methods by RHealth, Brightlabs (Developers) and 
Cloud Central (Data Centre Providers). All data is stored on cloud servers based in 
Melbourne and Canberra and secured and managed by Cloud Central. 

Referral Process 

refeRHEALTH has been developed to make the referral process as easy as possible for 
referring practices and providers. Currently refeRHEALTH is managing referrals for several 
mental health programs and is developing and rolling out AODTS and Allied Health programs 
as well.  
 

My Health Record 

The My Health Record (MHR) provides an electronic health record with information that can 
be accessed by health care providers anywhere, and at any time. For example, the patient’s 
latest shared health summary can be accessed in an emergency or accident situation.  

While not a requirement, patients should be encouraged to register for the My Health 
Record noting the benefits, and the WQ HCH should assist the patient to sign-up for the 
system where necessary. Unless the patient has opted out, all patients will have a My Health 
Record available for their use.  

WQ HCH will be encouraged and assist practices to contribute up-to-date, clinical 
information to patient’s My Health Record where available.  
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Website 

The WQ HCH website provides a comprehensive overview of the program together with fact 

sheets, resources and other information for practices and patients. Please see your WQ HCH 

Coordinator for access to the WQ HCH website. 

Data Dashboard 

The WQ HCH Data Dashboard provides visualisation of performance metrics that are aligned 
to the Quadruple Aim framework. This includes the progress tools as well as clinical and 
population level data that enables practices to track and monitor improvements over time. 
By measuring data, we can also map improvement activities such as the result of increased 
MBS billing activity in the practice. Consequently, inferences can be drawn from the results 
and determine the impact of the change and whether to continue or abandon the chosen 
activity.    

WQ HCH Neighbourhood 

The WQ HCH acts as a gateway to more specialised parts of the health system 

The WQ HCH ‘neighbourhood’ is the wider health system that the WQ HCH operates within 
and integrates with. As a WQ HCH practice, a key role is to facilitate improved coordination 
and communication between the practice team and external supports to assist patients 
navigate the care system. This also means that patients and their family/carer’s also form a 
partnership with the practice, where other services ‘wrap around’ this partnership as 
required. Ultimately, creating a team of people to support and coordinate care for a patient 
is at the heart of the WQ HCH model.  

Through integrated and high-performing care teams, tasks are able to be distributed, 
ensuring team members are working at the top of their scope of practice and using their 
skills and expertise. The wider neighbourhood team members such as allied health 
professionals also play a pivotal role in the WQ HCH as workforce shortages and long 
distances to access care mean that the practice acts as a ‘virtual hub’ with external team 
members, linked to the practice via excellent communication, common goals and strong 
relationships.   
 
A central element of the WQ HCH model is a personalised health assessment or care plan 
that can be accessed by nominated health professionals within the care team. The WQ HCH 
has a key role in coordinating care, and in maintaining a source of accurate, consistent and 
complete clinical information about each person. This includes all team members 
understanding the complete set of goals in the care plan for each patient, and knowing their 
own role in helping to achieve these goals.  
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2. Principle of Patient Centred Care 
 

The principles of the WQ HCH are built upon the Patient-Centred Medical Home (PCMH) 
model developed in the USA in response to the very same challenges we are facing in 
Australia today. These principles are universal; they also reflect longstanding principles of 
quality general practice by colleges in Australia, New Zealand, the UK and elsewhere. 
Many of these elements exist in our health system today and WQPHNs role has been to 
comprehensively strengthen these principles and foundation elements in close partnership 
with general practice, Aboriginal and Community Controlled Health Services (ACCHS), 
primary care and the broader health system.  
 
Five core attributes of the PCMH that the WQ HCH have adopted as defined by the Agency 
for Healthcare Research and Quality are outlined in the figure below. 

 
Source: Patient Centred Primary Care Collaborative (2015) cited in Western Sydney PHN, Transforming Primary Care Part 1 

 
While most primary care practices strive to incorporate all of the principles/attributes, the 
WQ HCH is not a “one size fits all” model. Each practice will implement the attributes based 
on their own unique characteristics, such as: the size of the practice; the location (i.e. 
regional versus remote setting); the composition (solo/small practice, mid-size practice, 
nurse-led remote practice etc.); the patient population it serves (health status, other social 
& economic characteristics) etc. 
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How is the WQ HCH different to current practice? 

The following dot points and figure provides an understanding about how this model of care 
aims to change or adjust the approach to care that is currently offered. Your team may wish 
to consider how these principles impact upon care delivered or how you can apply some of 
these approaches to care in your practice.  

• Population health data is used to 

identify health priorities  

• Patients are identified in registers 

and enrolled in care 

• Access and demand to the clinic is 

assessed to determine how to 

improve patient flow and waiting 

times 

• Care is proactive where patient 

needs are systematically assessed 

• The WQ HCH team supports the 

coordination of a patient’s care 

including tracking tests and follow-

up visits to other services 

• Patients play an active role in 

making decisions about their care 

and are empowered to better 

manage their conditions  

• Quality is measured, and changes 

are made to improve it 

• The WQ HCH team work at the top 

of their scope of practice 
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What are the Shared Key Characteristics of a WQ HCH Practice? 

The overall strategy and purpose of the WQ HCH program is the transition to value-based 
healthcare that improves the comprehensiveness and sustainability of the WQ HCH, but also 
directly contributes to a better experience for the patient and team delivering care. 
 
Each WQ HCH share key characteristics, including:  

 

 

 

 

  

ENGAGED 
LEADERSHIP 

PATIENT 
CENTRED 

CULTURAL 
COMPTENCY 

TEAM BASED 
CARE 

PRIMARY CARE 
GOVERNANCE 

EMBEDDING CQI 

QUALITY DATA 

DIGITAL HEALTH 

INFRASTRUCTURE 

PERFORMANCE 

Adaptive and agile leadership teams build the vision, purpose and 
culture for collective action 

Enhanced access and flexibility provided to eligible patients enrolled 
in the program 

 

Cultural preferences and values are respected, and patients, family 

and carers are genuine partners in their care 

 

A Patient Care Coordinator coordinates team-based care from a 
range of providers 

 

Patients are enrolled in planned and structured care 
 

Enhancement of systematic and quality improvement approaches to 
support evidence-based decision making 

 

Data collection and sharing to monitor and improve performance, 
quality and service 

 

Patient access and uptake of services through electronic systems and 
digital technologies 

Connecting care through infrastructure, facilities and systems 

Committed to quality and safety including accountability for driving 
improvement 



 

July 2019 
17 

Service Redesign Changes 
 

The WQ HCH model that represents a significant opportunity for Western Queensland to re-

shape how services are delivered in providing efficient, effective patient-centred care that is 

flexible, coordinated and provided using a team-based model. The program also provides a 

more integrated multidisciplinary team-based model that connects individuals with the 

broader health and social care system. Equally, changes to how services are delivered are 

key to improved outcomes for patients.  

 

Key Changes 
 

Patients are enrolled in planned and structured care and have a Patient Care Coordinator 

manage team-based care from a range of providers. WQPHN recognise the new demands 

on the workforce delivering care, particularly in areas where there are significant workforce 

shortages. Hence, the need to have strong clinical leadership that encourages and aligns 

improvement effort to supporting change. This can be achieved by incorporating a team-

based approach that enables staff to work at the top of their scope of practice.  

 

A shared care plan is developed together with the patient, including information about 

things like their health goals. This plan is the central tool that the care team use to support 

and coordinate the patients care. It ensures that multidisciplinary team-based care is 

delivered in a coordinated way, centred on the needs and goals of the individual patient. 

Shared care plans aim to increase a patient’s participation in their own care and improve the 

coordination of the services that they receive, both inside and outside the WQ HCH.  

 

Increasing access to care through a greater emphasis on phone, email correspondence and 

telehealth along with new technologies to monitor symptoms all aim to curb the number of 

unnecessary face-to-face appointments. Ultimately, the aim is to build the confidence of 

patients to better self-manage their condition.  

 

Data driven improvement is used to better understand the patient population and to 

monitor and improve performance, quality and service. 

 

Finally, a quality improvement agenda is at the heart of the model where practices work 

towards systematic approaches that support evidence-based decision making. 

 

Implementing the WQ HCH program provides practices with the opportunity to implement 

refined ways of working within their practice and in their interactions with the broader 

health system that will make them even stronger, regardless of where they are starting 

from. 
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What are the Benefits of WQ HCH for Patients?  

Western Queensland Health Care Homes provide proactive patient-
centred, coordinated and flexible care with a team of professionals 
working together to make sure the patient receives care based on 
their needs.  

 

 

 
 
 
 

 
 
 
 

 
 

 

 

 
 

 

 

  

Better linkages with hospitals, allied 
health and other community care 
providers means a more seamless 

experienced for the patient 
 

Each patient has a health 
assessment or care plan which is 
tailored to their individual needs 

and preferences 
 

Tailored health assessments or care 
plans are developed and shared 

with all team members, including 
the patient and their family / carer 

 

Patients can contact their care 
team during the day for support, 
and do not always need to make 

an appointment to get information 
about their condition 

 

WQ HCH provide proactive care, 
rather than a reactive approach 
which focuses solely on treating 

unwell patients 
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3. WQ HCH Early Adopter Program 
 

The WQ HCH model of care was trialled in Western Queensland using seven Early Adopter 

Practices (EAPs) who tested the collateral, and participated in evaluation of the model. 

Whilst, WQPHN were not included in the stage 1 implementation of the national HCH trials, 

a strategic decision to adapt the HCH model to suit the unique features of Western 

Queensland was made.  

 

Key differences between the national HCH trial and WQ HCH model are outlined below: 

 

• The WQ HCH Model reflects the unique setting of rural and remote Australia 

• Design and evaluation have been informed by Western Queensland Working Group 

who live and work in the region 

• A rigorous recruitment process was used to assess ‘practice readiness’ into the 

program using eligibility criteria against the 10 WQ HCH foundations 

• A pre-implementation/onboarding phase is undertaken where progress tools are 

used to inform the development of a Progress Action Plan (including QI strategies) 

• Workshops with practices to orientate them to the program  

• Ongoing support for uptake of the program including training, tools and resources 

• Coordinator support provided to participating practices 

• Maturity Matrix tool adapted to the Australian context including alignment with MBS 

system 

• Practice Performance Analysis (PPA) undertaken to identify revenue generation and 

sustainability 

The EAP was a 9-month WQ HCH trial program, which commenced in October 2018 and 

tested the tools and resources of the program. Additionally, the Mater Research Institute - 

University of Queensland (MRI-UQ), Centre for Rural and Remote Health (CRRH) and James 

Cook University (JCU) conducted an evaluation of the program. The trial EAP Program 

finished mid 2019 and improvements were made based on feedback and outcomes from 

the evaluation.  

 

4. Change Leadership, Systems and Structures 
 

WQPHN plays a pivotal role in supporting the capacity and capability of the primary health 

care sector to implement change and improvement. In the short time since establishment in 

2015, the organisation has developed mature partnerships, alliances and networks that are 

driving clinical leadership across the region. As change management leaders, WQPHN have 

built a Quality Improvement Team with extensive experience in supporting general practice 

to help drive transformation efforts.  
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WQ HCH Coordinators will support WQ HCH practices navigate the change process in 

supporting organisational improvement and systems change. This includes support for an 

integrated model that provides both; vertical integration – care pathways that transcend 

organisational boundaries and connect to the wider WQ HCH neighbourhood and; 

horizontal integration which involves peer based multidisciplinary teams and interagency 

collaboratives to improve overall health. Often there is an overlap of both which leads to 

comprehensive integration – the ultimate goal of the WQ HCH program.  

The WQ HCH program incorporates change management training and development to 

ensure the program is understood, accepted and implemented successfully. Investing in the 

workforce and ensuring clear and consistent communication will ensure that engagement is 

reciprocal and that a valued relationship exists between health care professionals, the 

health care system, and the patients and communities they serve.  

4.1 Practice Progress Tools and Tasks 
 

WQ HCH progress tools are used to track progress and assess continuous improvement. 

Data is aggregated and presented in a report as well as the WQ HCH Performance 

Dashboard (note – PPA is only available to the practice principle/lead). WQ HCH 

Coordinators are located across the region to support transformation efforts including 

completion of self-assessment tools. Each of the tools are completed at commencement of 

the program and then by-yearly. WQ HCH Coordinators will assist with administering and 

analysing the tools and supporting practices to develop their improvement plan.  

  
 

SUMMARY OF PROGRESS TOOLS 
 
What is the Maturity Matrix?  
The Western Queensland Health Care Home Maturity Matrix (WQ HCH-MM) is a self-
evaluation tool to be completed twice a year and designed to assess the continuous 
improvement journey of practices participating in the WQ HCH Program. The three domain 
scores (Access to Care, Proactive Preventative Care and Engaged Chronic and Complex Care) 
are aggregated and plotted on a radar chart. 
 
How will the MM benefit practices? The MM will help practices track progress towards 
practice change and improvement at regular intervals enabling the team to re-imagine care 
delivery and how they interact with patients.  
 
What is the Practice Performance Analysis (PPA)? 
The PPA is a comprehensive report tailored to each individual practice to inform service 
improvements, evaluation and progress of achieving goals and improved financial 
performance. 
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How will the PPA benefit practices? 

• Informs the Business Plan required to meet the 5th Standards Accreditation (Criterion 
C3.1) and the WQ HCH Program 

• Identifies opportunities for improvement in the WQ HCH Domains 
• Provides financial intelligence to improve business sustainability 
• Enables the opportunity to review current processes and systems management 
• Creates opportunities to improve job satisfaction 
 

What is the Patient Satisfaction Survey?  
The Patient Satisfaction Survey is a short 10-question survey aimed at understanding patient 
satisfaction. The survey conducted over a four-week period prior to the commencement of 
the program and then yearly intervals. Patients will complete the survey in the reception 
area following their appointment (target = 80 patients - 5/day).  
 
How will the Patient Satisfaction Survey benefit practices?  
WQ HCH practices will use the information to address access issues highlighted by the 
feedback.   
 
What is the Team Health Check?  
The Team Health Check is completed yearly and aims to identify the effectiveness of the WQ 
HCH team based on the Australian Primary Care Collaborative (APCC) Team Principles. There 
are five sections and scores are aggregated and plotted on a radar chart.  
 
How will the Team Health Check benefit practices?  
WQ HCH practices will use the information to identify ways to improve the effectiveness of 
the team.  
 

4.2 Patient Identification, Registration and Membership to the Program 
 

During 2019-2020, WQPHN and UQ/MRI will be working with Group 1 practices to establish 

the best strategies for WQ HCH practices and patients to consider enrolment/membership.  

 

Examples from other International and National programs will be used to determine 

systems and policies that the WQ HCH program will adopt.  

 

4.3 Change Management Training 

Many of the core elements of the WQ HCH build on the way existing practices operate, but 

some are new and will require changes. The WQ HCH model presents an opportunity for 

practices to re-examine how they provide services and consider how they can take 

advantage of the new model. 
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To support these changes, WQPHN provides WQ HCH’s training during the first years of the 

program. Beyond the first 24 months, the PHN will provide ongoing support through the 

provision of training modules, access to toolkits, resources, website and data dashboard.  

The training resources are based on the WQ HCH foundations for building high performing 

primary care. The foundation structure recognises that transformation is non-linear, that 

there is overlap and that it takes time to build capacity. The WQ HCH Maturity Matrix 

Toolkits are available in each of the three domains Access, Prevention and Chronic and 

Complex and provides not only practical change tools and ideas for systems and 

organisational change, but incorporates tips and skills for practices to work in partnership 

with patients to achieve improved health outcomes and patient experience.   

WQ HCH’s can also use the results of their progress tools to customise their plan do study 
act (PDSA) cycles along with continually updating their Progress Action Plan.  

4.4 Payments 
 

Initial seed funding is provided to WQ HCH practices to support organisational and 

workforce development in the first years. The model does not include a tiered system of 

payment available to practices like the national HCH trial provides. Instead, all services will 

continue to be billed using the current Medicare Benefits Schedule (MBS). WQ HCH are 

essentially building a sustainable model centred around shared care planning by supporting 

practices to build efficiencies and practice capabilities that enable improved care 

coordination functions.  Likewise, funding for health care providers outside of the WQ HCH 

will not change. The model offers these providers a number of benefits, including increased 

flexibility to better support the provision of integrated, coordinated team-based care to 

their patients. 
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5. Evaluation 
 

An evaluation framework has been developed to understand the impact the program is 

having in each practice and to capture learnings so that improvements can be made to 

support activities. WQPHN are working with tertiary partners including the Mater Research 

Institute - University of Queensland, Centre for Rural and Remote Health and James Cook 

University to evaluate the program using the Quadruple Aims to measure the performance 

and success of the WQ HCH approach. Each practice is also able to access their results from 

the WQ HCH Data Dashboard. 
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6 Assuring Integrity of the Program - Practice Responsibility 
 
WQPHN Support for Uptake incorporates a focus on building the skills of the WQ HCH 

workforce through education, training and distribution of collateral. Through this approach, 

participating general practices, ACCHS and nurse-led clinics will have the information and 

support they need to incorporate systems, processes and procedures that align with the 

delivery of the WQ HCH program. Service Provider Contracts (SPCs), schedules and 

annexures also include the key deliverables required for the practices who are at different 

phases of rollout.  

A WQ HCH Toolkits have been developed to support general practices and ACCHS to 

understand ongoing requirements of the program and to test the implementation of various 

approaches that enables practices to progress on their transformation journey to becoming 

an aspirational WQ HCH. The Maturity Matrix is the key self-assessment tool being used by 

practices to track and monitor their improvement maturity. Additionally, the Toolkits have 

been designed to complement the Maturity Matrix, enabling practices to draw on the tips, 

strategies and guides available.  

In the first years of acceptance to the WQ HCH program, the practice will be required to sign 

an SPC and will be provided with a Schedule and Annexure 1 outlining what is required to 

continue to move along the Maturity Matrix to becoming an aspirational WQ HCH. The WQ 

HCH Coordinators are available to assist practices to achieve the requirements of the 

programs against the provided funding.  

WQPHN will report, at Commissioning Level or HHS Level as appropriate, improvements 

made by practices involved in the WQ HCH program. Some of the indicators that will be 

reported on could include but not limited to: 

1. Number of practices continuing and involved in the WQ HCH program  

2. Number of workshops, training provided for WQ HCH practices and number of 

attendees 

3. Number of practice visits, emails, phone calls, events and meetings held 

4. Aggregated results of Baseline/Progress tools to reflect the Quadruple Aim including: 

a. Patient Satisfaction Surveys 

b. Team Health Checks 

c. Maturity Matrix 

d. Practice Performance Analysis 

5. Aggregated Patient Health Outcomes including but not limited to: 

a. Number and % of Diabetes Annual Cycle of Care completed in a 12 month 

period compared to the previous 12 months 
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b. Number and % of people with a Mental Health issue with a Mental Health 

Treatment Plan completed in a 12 month period compared to the previous 12 

months 

c. Number and % of Indigenous peoples with an age appropriate Health 

Assessment completed in a 12 month period compared to the previous 12 

months 

d. Number and % of over 75 year old Health Assessment completed in a 12 

month period compared to the previous 12 months 

e. Number of Case Conferences held 

f. Reduction in Category 4 and 5 Presentations to a hospital in the same region 

as a WQ HCH enrolled practice 

g. Reduction in Potentially Preventable Hospitalisations in a hospital in the 

same region as a WQ HCH enrolled practice 

h. Number and % of My Health Record patient registrations and Shared Health 

and Events Summary uploads 

i. Number of referrals to WQ HCH neighbourhood 

WQPHN is invested in improving the health of the communities and consumers in the region 
we serve. The WQ HCH Model of Care is already proving to be a vehicle for primary care 
change, performance and sustainability. It ensures accountability and transparency to all 
key interested parties and consumers WQPHNs partners with. This Model of Care provides a 
transformational program which enables practices to reach the 4th level of an aspirational 
WQ HCHs where providing optimum patient centred care is considered central to the future 
of health care in Western Queensland.  
 
Disclaimer  
 
The information set out in this publication is current at the date of publication and is 
intended for use as a guide of a general nature only and may or may not be relevant to 
particular patients or circumstances. Nor is this publication exhaustive of the subject matter. 
Persons implementing any recommendations contained in this publication must exercise 
their own independent skill or judgement or seek appropriate professional advice relevant 
to their own particular circumstances when so doing. Compliance with any 
recommendations cannot of itself guarantee discharge of the duty of care owed to patients 
and others coming into contact with the health professional and the premises from which 
the health professional operates. Whilst the text is directed to health professionals and 
primary care staff possessing appropriate qualifications and skills in ascertaining and 
discharging their professional (including legal) duties. Accordingly, WQPHN and its 
employees and agents shall have no liability (including without limitation liability by reason 
of negligence) to any users of the information contained in this publication for any loss or 
damage (consequential or otherwise), cost or expense incurred or arising by reason of any 
person using or relying on the information contained in this publication and whether caused 
by reason of any error, negligent act, omission or misrepresentation in the information. 
 


