
Results 
Outcome measures 100% of referrals for a Community Health Services 
will be received via a centralised intake. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Pre intervention referrals were received in multiple ways via multiple models 3000 referrals were 
received in 2016. Post intervention (implemented on 31st January) 2004 referrals had been received via 
CCIS  

Process measures 100% of referrals will be received via a centralised 
intake.  
 
 
 
 

 
 
  
 
 
  
 

Improving Access to Community Health 
Services  

Aim Statement: Within 9 months 100% of Community 
Health patients will receive the appropriate service to meet 
their needs.  
Background to problem worth solving  
Inconsistencies are being observed with the referral, 
access, allocation and delivery of community Health 
services across the LHD. Inconsistent access to 
Community Health Services impacts on appropriate care 
and resource distribution.  
 
A review of the LHD Community Health referral pathways 
found: 

• Multiple referral pathways 
• Multiple modes of referring 

 
A review of the Community Health services found: 

• Inequitable service delivery 
• Clinical variation across services and communities  
• Delays in service delivery   
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Plans to sustain change 
Standardisation of Community Care Intake Service model, CCIS referral pathway and 
referral models i.e. new referral form and Community Health Service models and 
referral criteria. 
Documentation and implementation of Community Health Service Referral Procedure, 
Service Operational Guidelines for all Community Health Services; which outlines 
service delivery model, referral criteria and service outcomes for patients  
Continue to measure impact by creating a dashboard to collect quantitative data. 
Support clinicians to continue service and patient rounding. Record lessons learnt to 
share with new communities to assist with implementation   
Provide ongoing training to support staff and consumers and embed change. Provide  
regular feedback on results and progress to maintain motivation and embed change 

 

 
 
Plans to spread /share change 
Implement Community Care Intake service across LHD 
Continue to work through the solutions to; Implement a standardised referral system, 
embed a clinician led model to improve allocation of resources and services for 
Community Health patients and increase patient access  
Measure the above to understand if 100% of patients received Community Health 
Services that meets their needs and if 100% of referrals for a Community Health 
Services are being received via the CCIS for the LHD 
In 2018 enter: MLHD Quality Awards & NSW Health Awards  
 

 

Link to National Standard 
Governance for Safety and Quality in Health Service 
Organisations: 

– 1.1 Implementing a governance system that sets out the policies, procedures and/or 
protocols 

– 1.8 Adopting processes to support the early identification, early intervention and 
appropriate management of patients at increased risk of harm  

– 1.18 Implementing processes to enable partnerships with patients in decisions about 
their care, including informed consent to treatment 

Literature review:  
• ACI Clinical Innovation Program Service access & coordination centres 

(2014). 
https://www.aci.health.nsw.gov.au/__data/assets/pdf_file/0007/262807/Service-
Access-and-Care-Coordination-Centres-Model-FINAL-ACI-Clinical-Innovation-
Program.pdf  

• Improving quality and reducing inequities: a challenge in achieving best 
care (2006). 
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC1426185/  

• Patient-centred access to health care: conceptualising access at the 
interface of health systems and populations (2013). 
https://equityhealthj.biomedcentral.com/articles/10.1186/1475-9276-12-18  

 
 

 
 
 
 

 
 
 

1. Standardise referral pathway - 
PDSA Cycle 

1. PLAN:  
Introduce one point to receive and manage referrals   

Community Care Intake Team and Community Care Manager, Service 
Managers and Clinicians  

Commenced Jan 31st in 3 Communities  
% of referrals received 

2. DO: 
% referrals by month and community 

Service and Patient rounding  
 
 
 
3. STUDY:  
Increase in number of referrals  
Clinicians and patients found it easy  
Some referrers continued to use the old referral processes 
4. ACT:  
Work with referrers to understand why old referral processes are still 
being used 
Continue to communicate new referral process and results to embed 
change  
 

 

2. Clinician lead intake service - 
PDSA Cycle  

1. PLAN:  
Introduce clinician led intake model to review, manage and allocate all 

referrals   
Community Care Manager  

Commenced Jan 31st in 3 Communities  
% of referrals received 

2. DO: 
% referrals by month, service & community 

Service and Patient rounding 
 
 
3. STUDY:  
Increase in number of referrals to all services  
Referring Clinicians and patients found it easy  
Each patient was contacted and needs discussed to ascertain 
appropriate service 
Some referrers continued to use the old referral process  
4. ACT:   
Work with referrers to understand why old referral processes are still 
being used 
Continue to introduce to new Community Health Services  
 

 
 

3. Standardised referral form - 
PDSA Cycle  
1. PLAN:  
Introduce a single/standardise referral form for accessing all 
Community Health Services    
Community Care Intake Team and Community Care Manager, small 
Community Health clinical and manager group   
Form was circulated to the group for use review and comment 
Review comments and completion numbers    
2. DO: 
Review comments and feedback  
Review small number of referral forms completed, specifically 
observing quality of data provided and completion   

 
3. STUDY:  

Key data fields has been overlooked  
Clinicians liked using one single referral form 

Would like if it was electronic and built into EMR  
4. ACT:  

Update referral to include fields 
Continue to monitor for quality 

Investigate incorporating into electronic systems such as EMR   

 
 

Results continued 
Balancing  measures 100% of referrals that are not received via the centralised 
intake will be redirected prior to allocation 

 
 
  
 
 
 
Discussion  
The introduction of a standardised referral pathway on Jan 31st 2017 has seen a steady increase in referral numbers 
via the centralised intake- Community Care Intake Service (CCIS) over the past 5 months. Overall compared to 
referral number from the previous year across the 3 communities there has been increase in referrals to these 
Community Health Services, 3000 per annum increasing 2004, for 5 months with a projection of 4,810 for 12 months.  
 
Compliance rates for referring patients via the new referral pathway- CCIS also show a steady increase in 
compliance. With referrals via the CCIS being between 40-65% for the sites in February and increasing to 65-90% in 
June. However, a review of service data suggests there are a number of referrals still being made via historical 
referral pathways and steps for redirection of these referrals prior to allocation have not been as successful as 
anticipated. Further work is required in this area to reduce these numbers and ensure all referrals are coming via the 
CCIS.   
 
Moving forward steps will be taken to review the referrals via the CCIS and understand the numbers of patients who 
received a needs assessment at the point of intake to align them with the most appropriate services and what impact 
this has on service allocation.  
 
Currently it is though that approx. 98% of patients are contacted for needs assessment prior to service allocation with 
2% not being able to be contacted. Of the 98% less then 1% are refusing the services they are being offered. 
However, robust data systems required to accurately collect this are still being developed 

Overall Outcome of Project: 
Still working on the stretch goal 

The implementation of a standardised referral pathway accompanied by a 
standardised referral from has seen an increase in the number of referrals for the 3 
communities. Since implementation the percentage of referrals received via the CCIS 
has increased gradually for all communities over the past 5 months. Suggesting there 
has been a good level of uptake by clinicians and consumers. Qualitative and 
quantitative data collected over the past 5 months is being used to introduce the 
process and form to new services and communities. 
 
The implementation of a clinician led intake model to review, manage and allocate all 
referrals and the work undertaken with the clinicians and service managers to develop 
service referral criteria were the initial steps. Helping to ensure consumers service 
needs are identified at point of intake and assist with the most appropriate alignment 
with services. Feedback and end user testing has allowed for the development of 
resources and templates to facilitate the collection of the information to be used when 
introducing the CCIS to other services.     
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4. Develop service referral criteria 
- PDSA Cycle  
1. PLAN:  
Work with services to develop their service referral  
criteria    
Community Care Intake Team, Community Care Manager,  
Service Managers and Clinicians  
8 weeks prior to going live with standardised referral pathway 
Usage of service criteria and completeness and accuracy of information   
2. DO: 
Workshop with clinicians to collate data and understand what 
information is required in service criteria for appropriate service 
allocation 
Develop a small number of service criteria and implement them for use 
by clinicians in intake service 
3. STUDY:  
Variation in the information provided by different services    
Additional information required for clinically appropriate service 
allocation   
4. ACT:  
Workshopping developed clinician partnerships 
Develop template to outline information and level of detail required for 
criteria to be for the criteria to be clinically meaning and assist service 
allocation     
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