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Supporting Patients to Access the Right 
Services at the Right Time

Care Navigation

Catherine Eggett – Hunter New England Central Coast PHN  
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Hunter New England Primary Health 
Network Commissioning Cycle
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Care Navigation involves 

engaging with patients on a one-to-

one basis to:

1. Signpost / connect to health, 

social and community services

2. Overcome personal barriers to 

access, and

3. Provide education on navigating 

the health system
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Who is most at risk of this issue?

• People from rural and regional areas

• Socioeconomically disadvantaged areas

• Aboriginal and Torres Straight Islanders

• Experiencing /at risk of homelessness

• > 65yrs and socially isolated 

• People experiencing a mental health condition

• Culturally and linguistically diverse populations

• Youth transitioning to adults in the health system

2018 PHN Needs Assessment 

Issue: difficulty 
accessing and navigating 
and health and 
community services 

Increased potentially 
preventable 
hospitalisations (up to 
3159 per 100,000 
population)
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Care Navigation outcomes described in the literature:

- Reduce preventable hospitalisations and ED presentations (1,2,3,4,5 )

- Promote independent living at home (2,6,7,8,9)

- Improved self-efficacy / self management (6,7,8,9)

- Increased patient satisfaction with services (6,7,8,9)

- Improve access to services for vulnerable patients without a regular primary care 
provider (10)

Pilot Design – Literature Review 
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• Consultation with Clinical and Community Advisory Committees

• Request for Proposals from local providers from Tamworth, Cessnock and/or 
Taree.

• People from rural and regional areas

• Socioeconomically disadvantaged areas

• Aboriginal and Torres Straight Islanders

• Experiencing /at risk of homelessness

• > 65yrs and socially isolated 

• People experiencing a mental health condition

• Culturally and linguistically diverse populations

• Youth transitioning to adults in the health system

Pilot Design (continued)
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Tamworth Pilot  

• Sept 2019 – Sept 2020
• 600 participants 
• 4 x 30 minute individual sessions

• Partnership and co-location with:
• 2 local General Practices 
• Aboriginal Medical Service

• Referrals from partnered practices or HealthWISE services
• 2 Care Navigation Staff (including an Aboriginal staff 

member)
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• By Robyn Considine - University of 
Newcastle, School of Medicine and 
Public Health

• Patient Activation Measure –
knowledge, skills and 
confidence a person has in 
managing their own health and 
care. 

• Patient Experience

• Clinician / provider experience: 
Challenges, training needs, 
partnerships 

• Value for money

External Evaluation – based on Quadruple Aims
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Questions?

HNECCPHN HNECCPHN.COM.AUCOMPANY/HNECCPHN@HNECCPHN
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