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Introduction 

Western NSW is one of the most vulnerable regions in Australia with a fractured service network and 
poor health outcomes. A strategy to transform current services into a patient centred, coherent system 
of care is well into its fourth year with Western NSW Local Health District (LHD) leading the way as a 
NSW Health Integrated Care Demonstrator Site. The Western NSW Integrated Care Strategy (ICS) 
includes a range of district-wide and locality-based integrated care initiatives that are being 
implemented to better connect health and social providers to improve health outcomes for people in a 
large and sparsely populated region.  

Map of NSW—Western NSW Local Health District 

 

The ICS has achieved some ground breaking changes in how local communities address the care of 
people with complex care needs. The strategy has successfully demonstrated that a place-based, 
general practice led, locally driven strategy can work in the rural setting. The lessons have 
successfully been applied to additional sites with the integrated model of care applied to additional 
priority areas eg antenatal care, the 1st 2000 days of life, as well as expanding chronic and aged care 
to include asthma, dementia and mental health. 

Methods 

The WNSW ICS is a locally driven, place-based, regionally enabled approach to integrated health and 
social care in the region covered by WNSW LHD. It is being implemented collaboratively through a 
jointly governed partnership between Western NSW LHD, WNSW Primary Health Network (PHN) and 
Bila Muuji Aboriginal Health Services (representing the Aboriginal Medical Services in WNSW).  
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Local demonstrator sites are a key element of the Western NSW ICS and enable the testing and 
trialling integrated models of care at a locality level. Local Demonstrator Sites redesign delivery 
models across general practice, LHD primary & community health services, Aboriginal Medical 
Services, local rural hospital/Multi-Purpose Health Service and specialist outpatient services. The mix 
of these varied by locality. However, strong clinical leadership and change management was essential 
to support service redesign and implementation.  

Wave 1 sites commenced in November 2015 and developed place-based solutions to address the 
needs of people with chronic conditions in Cowra, Cobar, Molong, Wellington and Dubbo. Wave 2 
sites in Blayney, Mudgee, Coonamble and Walgett commenced in February 2016 and have extended 
the reach of the strategy to address the needs of mothers, babies and families, again using a place-
based, locally driven approach. 

Western NSW Integrated Care Strategy Local Demonstrator Sites 

 

The integrated model of care at demonstrator sites is locally developed, locally led and locally driven. 
It is tailored to the local context but has the following common elements to provide planned and 
structured proactive care that address all of a patient’s identified health and social care needs: 

• risk stratification of the targeted cohort  

• identification and enrolment of identified patients 

• comprehensive assessment of the patient’s health and social care needs 

• tailored individual care plans which are shared with the identified care team 

• team-based case conferencing for identified patients to address complex health and social care 
needs 

• targeted integrated care interventions for patients, including care coordination and navigation, 
social and community care coordination, self-management support and health coaching 

• structured recall and review. 

Second Wave demonstrator sites 
Commenced implementation Jan 2016 

First Wave demonstrator sites  
Commenced implementation Nov 2014 
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Although the model of care is standard across sites it can and has been transferred to other priority 
conditions ie Mental Health, antenatal care, the 1st 2000 days of life, Aboriginal Health and Aged 
Care. Our initial focus in the IC strategy has been supporting and developing high performing primary 
care and supporting community based services including social care. 

Other key elements of the ICS are: 

• investment in project support and change management 

• leadership by local general practices and Aboriginal Medical Services 

• involvement of local social care providers 

• increasing engagement with the private sector. 

The model represents a unique opportunity to develop local community capacity and implement 
place-based solutions to complex health and social wellbeing issues. 

Results 

The WNSW ICS achievements to date 
The Strategy has been recognised internationally with abstracts accepted and presented at the 16th 
Integrated Care Conference in Barcelona, Spain in May 2016 and the 4th World Congress of 
Integrated Care in Wellington, New Zealand in November 2016. Below we list some of the 
achievements of the IC strategy to date: 

• Growing enrolments in the IC Strategy. WNSW began enrolling people in the ICS at our first 
wave sites in late 2014. In February 2017 enrolment numbers continue to grow with over 1150 
people enrolled across the 9 local demonstrator sites with 24% of the integrated care enrolled 
cohort identifying as Aboriginal  

WNSW IC Strategy Cumulative Enrolments 
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WNSW IC Strategy Enrolments by Month 

 

• Changes in general practice. The strategy has fundamentally changed how general practices 
deliver chronic care providing patients with planned and structured proactive care. Changes 
include: 

– Risk stratification, to identify those most at risk of future health decline and target care to 
identify and manage early deterioration of a patient’s condition. 

– Increased use of shared care planning which includes hospital, community health and social 
care providers 

– Establishing a care team that is wider than the general practice alone to provide 
comprehensive primary based care that addresses all of a patient’s identified health and 
social care needs. 

– The use of social care navigation as a key element of care to manage a person’s identified 
social care needs. 

• Expansion into more sites. An additional four Wave 2 sites were established allowing testing of 
the model with pregnant women, children and families, increasing engagement with Aboriginal 
communities and services and addressing additional chronic conditions (asthma and mental 
health). Lessons learnt from the Wave 1 implementation were applied in Wave 2 sites, including 
implementation of the ‘Support, Training, Advice and Resource Team’ with a focus on project and 
change management support, and assistance with design and implementation of new models.  

• Changes in LHD practices. As part of local demonstrator site projects and Ambulatory Care / 
Hospital in the Home (HiTH) district initiatives, the primary and community health nursing 
workforce are been aligned to potentially fulfil key integrated care functions. The LHD is now able 
to offer Hospital in the Home in Cobar, Cowra, Mudgee, Parkes and Peak Hill, Bathurst, Dubbo 
and Orange. In-home tele-health monitoring is also being trialled to determine whether it assists in 
better managing people by identifying early deterioration of their conditions. 

• Changes in hospital demand. Over 400 Emergency Department (ED) presentations were 
recorded for the enrolled cohort 18 months prior to enrolment, peaking at almost 600 ED 
presentations six months prior to enrolment. After 12 months of enrolment in the Strategy the ED 
presentations have reduced to 323. The graphs below show the changes in health service 
utilisation across all Wave 1 sites as at November 2016. 
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An independent evaluation commenced in September 2016, undertaken by a consortium of the 
Centre for Primary Health Care and Equity (CPHCE) University of NSW, The Centre for Health 
Economics Research and Evaluation (CHERE), University of Technology, Sydney, and the Australian 
Rural Health Research Collaboration (ARHRC), Sydney University.  

A ‘deep dive’ of three Wave 1 sites was undertaken to deliver an ‘early indications’ report in 
December 2016. The report covered Cowra, Molong and Cobar. Wellington and Dubbo were 
excluded because there had not been time to seek ethical approval from the Aboriginal Health and 
Medical Research Council (AHMRC). 

 Cowra Molong Cobar 
Population 12,000 2,400 4,900 
Aboriginal 6.5% 3.3% 12.8% 
Age >65 years 22.1% 13.6% 12% 
Service context 2 General Practices 

Nearest regional hospital 
Orange 95km 

2 General Practices (One 
located in a HealthOne 
facility) 
Nearest regional hospital 
Orange 35km 

2 General Practices 
Nearest regional hospital 
Dubbo 298km 

 

The next data collection will include providers and patients in all Wave 1 and Wave 2 sites, pending 
ethical approval. The evaluation examined ‘deep dive’ practice data from the three sites, including 
MBS data and activity data for activities not claimable under MBS. This data was analysed, along with 
reports provided on patient experience and health service utilisation. The report was based on 
quantitative and qualitative data. The following describes the outcomes of this early report: 

Early Indications Report—key findings 
• A well regarded strategy resulting in practice change. The ICS was very well regarded in all 

three sites. It had fundamentally changed the way the three demonstrator sites identified high 
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need patients, engaged with patients, developed shared care plans and communicated with other 
service providers on the care of individual patients. The number of MBS services relating to GP 
Management, Case Conferencing or Team Care plans rose from 482 pre-enrolment, to 780 post-
enrolment (an increase of 62%). Medicare data shows that review of care plans increased by 150 
and case conferences by 109 over the period. These are major achievements which represent a 
shift towards multidisciplinary care and planned follow up care.  

Other major changes include the introduction of multidisciplinary team meetings which included 
representatives from the wider social care system as well as health care providers. Employing 
social care and community coordinators, to complement the care navigation and coordination 
roles of community and practice nurses, is a major innovation. These positions were identified 
early on as crucial member of the care team and focussed on coordination of social care services 
which enabled people to better manage their health care needs.  

Local demonstrator sites had a good understanding of patient-centred care and were working 
within that framework. 

• Clinical improvement. There were early signs that the ICS may be having a positive effect on 
clinical outcomes. Clinical data were analysed for diabetes care in the three sites. Whilst in the 
twelve months following enrolment there was no measurable change in BMI for the sample of 
patients, there was a small decline in the HbA1c levels which decreased from an average of 7.6 
to 7.3 but these results are not significant at the population level. More data analysis is to be 
undertaken on clinical indicators for other conditions. 

• Health service utilisation. There has been some reduction in health service utilisation for the 
enrolled population. In Cowra and Cobar admissions have decreased compared to 12 months 
prior to enrolment. There has been a downward trend in ED presentations (419 to 353 from 12 
months prior to 12 months’ post commencement of intervention) and unplanned ED presentations 
in all three sites. Outpatient visits appear to have reduced during the trial period from 198 to 139 
visits. Planned return visits showed a downward trend to be expected with the implementation of 
care planning and the engagement of appropriate local health and support services. 
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• Implementation takes time. Survey data indicate that enrolled patients tended to be 60 plus for 
non-Aboriginal and Torres Strait Islander clients and 40 plus for Aboriginal and Torres Strait 
Islander clients. The majority had only one chronic condition (especially ATSI) and this was most 
commonly Diabetes, CVD or COPD. Mental illness was only reported for 7%—representing an 
under-diagnosis especially in Indigenous populations.  

The length of time required to plan and implement a strategy of this size and reach, and the 
degree to which a supporting structure was needed may have been underestimated. There was 
general agreement among those interviewed that all sites were on a steep learning curve to 
implement IC and that a great deal of early work was invested into purpose building the model 
through trial and error; providing staff training on integrated care; developing role descriptions and 
project protocols; and responding to a continuous need to help people understand new ways of 
working required by IC.  

The ICS data shows that care coordination/navigation and social care coordination interventions 
were quite intense. Occasions of service took between 30-45 minutes. The number of visits per 
patient was a mean of 8.3. 35% of contacts were by phone and most were about follow up, 
coordination, care planning.  

Wave 2 sites used lessons learned from Wave 1 sites to reduce the lead time for design and 
implementation of new integrated models of care. Nevertheless, a change of this nature does take 
time. Allowing this time, supported by a well planned and executed change management strategy 
is important.  

• Sustainability. There has been a shift in the use of MBS items that reflects increased use of care 
planning and some reduction in GP consultations. However there has been a significant increase 
in elements of care that are not currently claimable under the MBS (care coordination and 
navigation, social care coordination). All sites agreed this new model of practice was providing 
benefits to their patents and, in most cases, themselves as providers but this has been achieved 
with additional funding support. Although they are planning for it, practices in the three sites have 
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not yet determined the extent to which they could sustain this model within their businesses if they 
were relying solely on MBS claims.  

 

• Integration. To date, clinical integration has been the highest priority and there have been major 
changes in demonstration sites to achieve this. Clinical integration has been achieved to a greater 
degree than other levels of integration. There has been some professional integration, however 
multidisciplinary teams have generally only involved the publicly funded providers, including allied 
health providers employed under LHD arrangements. This may be an issue, particularly in 
engaging private psychologists, if the mental health comorbidities experienced by many IC 
patients are to be adequately addressed. 

Discussion 

Based on the achievements to date the WNSW partners have a clear vision for integrated care and 
how it might develop into the future, with a long term (5 year) Integrated Care Strategy currently being 
developed for WNSW. However, in the shorter term (up to 12 months) the ICS is focusing on 
consolidation and replication across more sites. Further detail on the priority areas for action is 
provided below: 

• Implementation in larger sites. To date, implementation has been limited in larger regional 
cities, i.e. Dubbo, Bathurst and Orange. Dubbo as a Wave 1 demonstration site has demonstrated 
specific challenges associated with regional towns. The model needs further testing and 
refinement in these regional cities.  

• Expanding the population in Wave 1 sites. Sites are now identifying a second-tier population 
who would benefit from the integrated care model—those in the slightly younger age group and 
those who are exhibiting risk factors that put them on a trajectory to becoming the ‘sickest of the 
sick’ if no targeted integrated care intervention.  

• A new target population in Wave 2 sites. Wave 2 sites include three sites that are focusing on 
pregnancy and/or early childhood. While Wave 2 sites are expected to learn from the Wave 1 
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sites (and this appears to have been the case), the inclusion of a new population group may 
create new challenges and require additional resourcing over time.  

• Pushing out further. The WNSW partners are planning implementation for another 10 
demonstrator sites in the region with further expansion of population groups, including chronic 
disease management in younger populations, mental health, Aboriginal health, the 1st 2000 days 
and aged care.  

The ICS will continue applying a whole of community, place-based approach and increase 
engagement with local government, other government agencies, Non-Government Organisations 
and private providers. Fundamental to the expansion will be a move from the patient centred 
medical home to the person centred health and wellbeing neighbourhood.  

The ICS will continue to focus on change management and project management as essential 
enablers to establishing and sustain these major changes in local communities.  

The WNSW ICS is unique in that it has successfully tested a place-based, locally led change in how 
primary health care is delivered in small rural communities. It is achieving what many others struggle 
with, local integration with the social care sector in delivering care to individual patients.  

A key objective the Strategy was to develop sustainable models of care that are easily and rapidly 
transferable to other sites and localities. We consider the learnings from our experience in 
transforming our local health system transferable to other contexts, with suitable tailoring to local 
funding, delivery and accountability environments.  

Presenter 

Louise Robinson graduated from the University of Sydney as a physiotherapist and has lived and 
worked in western NSW for the past 22 years. Louise has worked in both the public and private 
sectors, in a range of clinical and leadership roles. However, her interest lies in working with care 
providers to redesign how care is delivered to better meet the identified local needs. Louise 
commenced as the Program Manager for the Western NSW Integrated Care Strategy in October 
2014. The Western NSW Integrated Care Strategy aims to transform existing services in the region 
into an integrated system of care that is tailored to the needs of our rural communities, and improves 
access to care and health outcomes, with a particular focus on closing the Aboriginal health gap. 
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