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Background

 South Western Sydney LHD

 Population 939,460 

(12% of the population of NSW)

 Young profile

 Largest Aboriginal community in

Sydney

Background

 Large culturally and linguistically diverse community

 Only 51% of families speak English at home

 Large refugee population- represents 41% of all 

humanitarian settlers in NSW

 Current Estimates of 129,120 young people aged between 

15-24 years (21.5% of the population)

Background

 Lack of comprehensive services to facilitate transition form 

paediatric to adult specialist care

 Limited post paediatric medical services to continue care

 Lack of services for adolescents and young adults with 

chronic and complex health conditions

 GP teams are best placed to coordinate care of these 

adolescents and young adults

 Limited research in GP led care for this population

 New model of care was required to establish support 

systems for GP teams with defined pathways for specialist 

care

Method

 A Project steering committee was formed April 2018 with a 

temporary project officer appointed to work towards a new 

model of care

 Key stakeholders were identified with representation from

- South Western Sydney Primary Health Network

- Agency for Clinical innovation (ACI)

-Sydney Children’s Hospital Network

-New South Wales Health
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Strategies

 GP survey

 Paediatrician Survey

 Consumer feedback 

Results and Outcomes

 The new model of care was developed and endorsed by 

the chief executive of the LHD- December 2018

Key points

 The GP team as the coordinator of care for the client and 

family

 Early engagement and preparation, with the client’s journey 

commencing at approximately 12 years of age

 A district-wide transition facilitator, who provides linkages 

between the client, GP Team, and LHD-based specialist 

services

 Needs assessment and risk stratification for clients and 

their families

Key Points

 Integrated care and specialist clinical consultations (either 

in person or via telehealth)

 Case conferencing, care coordination and care navigation

 Professional development for GP teams

 Ad hoc support for GP teams

Implementation

 Recruitment occurred for the  P2A Coordinator (position 

commenced February 2019)

 Implementation plan/goals developed

– Establishing intake and triage

– Establishing wait list management

– Establishing clinical consultation, care coordination 

pathways and care navigation

– Recruitment to the unfilled positions (core and extended 

team)

Education and Service Promotion

 Presentations to;

– Primary Health Care network (GP’s)

– Children's Hospital Network

– Clinical Nurse Consultant/advanced practice nurse forum

– Local based teams (Youth Health, Paediatric Ambulatory 

care services, Paediatric Mental health team).
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Evaluation 

 Plans for Evaluation in 2019 will include

 Client/carer feedback through surveys and interviews

 Feedback from General Practice Teams, Paediatricians 

and adult medical providers through surveys and interviews

 Measuring engagement of GP teams, referral rates and 

sources, numbers engaged in the joint care model, duration 

of engagement with the model

 Success of transition and outstanding issues

Current Challenges

 Recruitment

 GP/ adult specialty engagement
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