
 

Reducing inappropriate referrals at the front door of 

adult social care services in Leeds 

Executive Summary 

Local authorities across England are facing falling budgets 

and increasing demand in many service areas. This means that 

innovation is required to maintain and improve services. The 

largest area of spend for most upper-tier local authorities is 

adult social care, which supports many of the most vulnerable 

people in our society including older people, those with 

learning disabilities, and people with long-term physical or 

mental health conditions.  

In order to support innovation in adult social care services 

the Local Government Association funded the Behavioural 

Insights Team (BIT) to work with Leeds City Council (LCC). LCC 

were interested in increasing the efficiency of their Contact 

Centre; where initial queries about adult social care are 

made. At the start of the project around a quarter of cases 

that were sent for assessment by a social worker were closed 

because they were not deemed to require an assessment.  This 

equated to roughly 10% of total calls. The aim of the project 

was to support Contact Service Officers (CSOs) working in the 

Contact Centre to make fewer of these inappropriate referrals 

in order to free up more social worker time for the cases that 

needed substantive action. 

Background  

When a CSO receives an adult social care call they will aim to 

deal with the query themselves by providing information and 

advice if this is possible. Where this is not possible, they 

have to decide whether the individual requires a social care 

assessment or whether they are below the needs threshold for 

one. If they fall below the needs threshold for an assessment 

staff can ‘signpost’ people to other services which may be 



able to help (for example local charities or community groups, 

or private companies who can provide support services at 

cost). 

When the CSOs believe that an individual should receive a full 

social care assessment, they refer the case to a specialist 

social care team. There are a range of teams that referrals 

can be made to, including:  

 Locality Adult Social Care teams (these teams are 

responsible for more general, non-specialist adult social 

care support including Personal Budget assessment and 

care planning). 

 Disability Services Team (which is responsible for 

providing physical adaptations to homes). 

 The Learning Disabilities Team (which provides support 

for clients with learning disabilities). 

 Initial Response Team (which provides short-term support 

and assessments). 

To support CSOs in making a decision about the best course 

of action for a caller, they have a range of tools available 

to them on their computer. These include: 

 Leeds Directory - An online, publicly-available tool 

which lists over 1,800 organisations (charities, public 

bodies and private companies) that provide health and 

social care support as well as other services to help 

around the home (e.g. cleaning, laundry, meals etc). 

 Various ‘signposting tools’ – generally lists of 

charities and other sources of community support 

available in different areas of the city or for different 

types of need.  

 Second Line - CSOs also have access to a specialist team 

of social workers in the Contact Centre (known as the 

‘second line’) who can provide immediate advice while the 

caller is still on the phone. 

The challenge 

The CSOs responsible for processing social care calls handle 

around 4,000 calls per month and adult social care calls make 

up 27% of calls answered by the team. However, social care 

calls require more time on the phone than other enquiries and 



they also require more wrap-up time afterwards (for example to 

complete paperwork or log referrals). This means the team 

actually spends 36% of its time dealing with adult social care 

queries.3 

In 2016, around 55% of social-care related queries received at 

the Contact Centre were dealt with without the need for a 

referral. Of the cases referred by the Contact Centre to a 

more specialist social work team, 23% are subsequently closed 

without the need for an assessment or any other substantive 

action. This represents 10% of total calls that are 

inappropriately referred. These inappropriate referrals can 

happen for a variety of reasons. The most common reasons are 

that only information or advice is required or that the caller 

is signposted toward another charitable or voluntary 

organisation which can better provide support or the case 

should have been referred to another organisation (usually an 

NHS organisation). 

This trial aimed to reduce the number of inappropriate 

referrals made by CSOs. This could ensure more people receive 

the help they need as quickly as possible and free up the 

capacity of more specialist social work teams to more quickly 

support people who need to receive an assessment. Crucially, 

we wanted to achieve this without changing the number of 

appropriate referrals; ensuring that the number of people who 

received assessments or other substantive support from the 

council did not change. 

Research 

To support the design of our new process for CSOs to follow, 

we spent a considerable amount of time building our 

understanding of the Contact Centre, of the social care system 

in Leeds more generally and of the historic patterns in call 

types, referrals and outcomes. To help us do this, we 

conducted: 

1. A quantitative analysis of referral data. We extracted 11 

months of referral data from Leeds City Council’s social 

care case management system (CIS) and examined it to see 

if we could observe any patterns in the type of calls 

which were inappropriately referred. 

2. A qualitative analysis of call transcripts. We worked 

with Leeds to extract recordings of 60 randomly chosen 



social care calls. These were transcribed by an external 

transcription company, enabling us to conduct a 

qualitative analysis of the conversations. This aimed to 

identify patterns in the way that calls were handled. 

3. A literature review: We completed a short review of the 

behavioural literature relating to professional decision-

making. 

Quantitative call analysis 

One of the core questions we wanted to answer was whether 

particular types of call were more likely to be 

inappropriately referred than others (that is referred and 

then immediately closed or signposted by more specialist 

teams). To help us identify historic patterns in referrals, we 

worked with Leeds City Council to extract data on all 

referrals made by the Contact Centre to adult social care 

services over the period January-November 2016. In total, this 

comprised 21,083 referrals of which 19,817 were made by one of 

our CSO’s of interest (i.e. those in the relevant Contact 

Centre team). Other referrals were made by a mix of staff 

(including those from other teams, and Team Leaders) who 

occasionally answer calls during busy periods.  

We explored whether inappropriate referrals differed in any 

significant way from the total overall referral caseload. We 

found the following: 

 Referrals to local adult social care teams were much more 

likely to be inappropriate than referrals to more 

specialist teams 

The vast majority of inappropriate referrals were found in two 

referral ‘pathways’. Most significantly, nearly half of 

referrals to local adult social care teams (44%) were 

inappropriate. These alone accounted for 77% of all 

inappropriate referrals. In addition, 14% of referrals to DST 

were inappropriate, accounting for 17% of the total number of 

inappropriate referrals (see the diagram below for more 

details). 



 

Figure 1: Outcomes of initial calls to Contact Centre in Jan-Nov 20161 

 Personal referrals more likely than professional ones to 

be inappropriate 

People who were inappropriately referred were slightly more 

likely to have called the contact centre themselves or had a 

friend or family member call on their behalf (as opposed to 

being referred by another professional like a GP). 

 There was no significant difference between genders or 

days of the week 

There was no difference in gender between those who were 

inappropriately referred and the overall population of people 

referred. The day of the week a referral was made also did not 

appear to have an impact on the likelihood a referral is 

inappropriate.  

Predictive Modelling 

Next, we used an approach called gradient boosted decision 

trees (GBM) to test whether there were any observable factors 

that could help predict who would be referred inappropriately. 

                     
1 Note: The data used to generate this diagram includes email referrals as 

well as telephone referrals. In addition, signposting rates were not 

available directly, instead they reflect the number of calls taken by a CSO 

minus the number of referrals they made. This means that calls flagged as 

signposting may also be any other type of call which did not result in a 

referral (e.g. following up on information). It also means that the figures 

are likely to overestimate referrals percentages and underestimate 

signposting (broadly designed). We therefore recommend these figures are 

treated indicatively. 
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In addition, we also ran a generalised model to help us 

establish if there were any other variables that were strong 

predictors of a referral being inappropriate.  

The major finding from this analysis was that there were large 

differences between CSOs, with some being much more likely to 

refer inappropriately than others. Unfortunately, we 

discovered during our analysis that the information we were 

analysing also included referrals which had originated as an 

email to the team. These referrals come from specific public 

bodies (for example, they often come from the ambulance 

service) and are very different in type and severity to 

general Contact Centre calls. Not all CSOs deal with email 

referrals, and we were unable to distinguish for a particular 

referral whether it was an email or telephone referral. We 

therefore could not establish how much of the effect we 

observed was due to differences in the types of calls 

different CSOs handled, and how much was due to differential 

performance.  

Qualitative Analysis 

Our qualitative analysis was based on reviewing the verbatim 

transcriptions of sixty adult social care related calls to the 

Leeds Contact Centre from the period Jan – Nov 2016. These 

were randomly selected by Leeds City Council, transcribed and 

sent to us in an anonymised format. Unfortunately we could not 

establish the subsequent outcome for each call (because the IT 

system which keeps these recordings is not linked to the CIS 

case management system which logs referrals and call 

outcomes). 

We hoped this analysis would help us to answer two questions. 

First, we hoped it would give us an indicative sense of who 

calls the Contact Centre and why. This was important because 

this information is only available quantitatively for calls 

which result in a referral (for the same IT reasons given 

above). While the sample is too small to be confident about 

representativeness, we hoped it would give us some indication 

about whether there were large differences between those who 

call the Contact Centre and those who are referred. We also 

hoped to develop some understanding of how CSOs actually speak 

to callers. We expected this to be important in helping us to 



design an intervention which naturally fitted in with CSO’s 

existing approach to call-handling. 

We found the following: 

 Calls were evenly split between professional referrals, 

friends or family of the person or the person seeking 

support themselves. Likewise, calls were split almost 

evenly between older adults and working age adults. 

 

 The mean call length was ten minutes, but this varied 

very significantly between calls (from 3 to 37 minutes). 

Calls from other professionals took longer on average (13.7 

minutes) than calls by the person themselves seeking support 

(10 minutes). Likewise calls for working age adults took 

longer on average (16 minutes) than those for older adults or 

where the age was unclear (10 minutes). The range of call 

lengths was surprisingly broad, with ten of our sixty calls 

taking longer than 17 minutes. 

Generally, calls tended to be longer when callers displayed a 

lower level of knowledge about what the issue was and what 

help they would like.  

 The majority of calls were reporting a new issue, though 

quite a large number were for ongoing issues. 

Just over half of calls (37) were to seek advice or report a 

new issue. Common themes for those seeking support for a new 

issue were seeking care assistance or physical adaptations to 

the home. In these cases calls were often emotionally charged 

(tears, loneliness, ‘can’t cope’). Callers also wanted to know 

how long they would need to wait for a referral to be dealt 

with but CSOs were unable to provide this information (which 

is in line with the policy in the Contact Centre). 

The remaining calls were made about ‘ongoing issues’ (for 

example returning missed calls or adding new information to an 

existing case) or to chase up existing cases (e.g. “I made a 

referral...it’s taking a long time”). 

 CSOs captured relatively consistent information from each 

caller, although the process they followed and the 

questions they asked were both quite varied. 



Call handlers captured consistent information in each call, 

for example gathering information about the case at hand and 

the personal information of the caller. The process of 

capturing the details didn’t seem to follow a rote procedure, 

with responses were tailored to each call. That said, CSOs 

seemed to appropriately capture consistent information by 

following the callers lead.  Overwhelmingly, CSOs were 

empathetically responsive to the caller. 

 Sentiment analysis showed that three quarters of callers 

were positive about their experience 

Forty seven of sixty callers expressed positive sentiments 

about their experience - which is testament to the warm and 

empathetic nature of the call handlers.  This positivity was 

equally shown in cases which resulted in referrals or 

signposting outcomes. 

 The amount of time CSOs spent collecting contextual 

information about the case before making a decision 

varied. 

In some cases, CSOs spent more time listening to the 

background story of a case before deciding how to proceed. 

This did not seem to be necessarily correlated with the 

complexity of cases. From the tone of voice of CSOs, it 

appeared that it depended on personal variables such as time 

at hand, mood or interest in the topic. 

Intervention – The ‘OAT’ process 

As a result of this research the Behavioural Insights Team 

designed a behaviourally-informed intervention in which CSOs 

were given training and a prompt sheet to help them implement 

a new process while handling adult social care calls. This was 

known as the ‘OAT’ process and had three stages:  

 At the start of a call, CSOs were asked to set out the 

potential Outcomes 

 Before beginning a referral, CSOs Asked themselves some 

key questions about the case 

 If CSOs were unsure about whether to make a referral, 

they could offer the caller the opportunity to Try a 

signposted service for two weeks 

The process had a number of goals; including helping staff to 

set expectations for the call and providing a timely prompt to 



try to reduce the risk that staff ‘defaulted’ to referral when 

busy, tired or unsure what to do next. BIT rolled this 

training out to 23 CSOs that dealt with adult social care 

queries, training two each week for around three months. We 

measured the effectiveness of the intervention using a Stepped 

Wedge Cluster Randomised Controlled Trial which measured the 

differences in inappropriate referrals between CSOs that had 

received the training and those that had not. The process is 

as follows: 

1. Set out the potential Options 

Lots of the phone calls made to the Contact Centre come from 

people who are calling for the first time. These callers may 

not know what the potential options of a call are. We asked 

CSOs to highlight at the start of the call that there are 

three main ways they can help: 

 provide information and advice about people’s issues 

straight away, 

 connect callers straight away to other organisations who 

can help (e.g. signposting them to charitable or private 

sector organisations on the Leeds Directory, an online 

directory of organisations who provide health, personal 

care and other home services like gardening, cleaning, 

etc.), or  

 make a referral to more specialist social care teams (who 

in most cases will conduct an assessment for support 

which is often means-tested) 

Setting out the Outcomes early in the call, we hypothesized, 

would tackle unrealistic expectations early on, and reduce the 

level of ambiguity callers faced. It also sought to improve 

operational transparency; being clear with callers that many 

calls result in people being signposted to other organisations 

who are better placed to offer support. 

2. Ask these questions 

In the second part of the process, we provided CSOs with 

prompts for questions they should ask both themselves and 

their callers just before beginning a referral. These 

questions were:  

1. Do I know what help the caller needs? 



2. Is support best provided by signposting? (check Leeds 

Directory and signposting tools) 

3. If a referral is necessary, am I sure I’m making it to 

the right team? (ask 2nd line if unsure) 

In addition, to support CSOs with question 1 - we also 

provided prompts for questions they can ask the caller to 

gather further information about their needs. These were: 

 What is your typical day like? (Who do you see? 

Where do you go? What do you enjoy?) 

 Are you already using services in your local 

community to help you?                                     

(check Leeds Care Record for further info) 

 What has changed recently to make you get in touch 

with us? What help are you hoping for? 

These questions were designed to act as a timely prompt. CSOs 

were told to pause and ask themselves these questions just 

before they began completing a referral. We hypothesised that 

making a referral to a local adult social care team often 

acted as the default option for CSOs. The goal of this 

intervention was to create a specific, identified break in the 

CSOs routine behaviour when making a referral to Adult Care or 

the Disability Service Team (DST), the two referral routes 

which represent the bulk of ‘inappropriate’ referrals. The 

prompt then provided CSOs with a set of questions that might 

discourage them from defaulting into making a referral when 

they were busy, tired or otherwise distracted by prompting 

them to ‘step back’ and reconsider the case just before 

beginning the referral process. 

3. Try a service for a few weeks 

Finally, we introduced a new, third referral decision for CSOs 

to use in ambiguous cases. We observed in our qualitative 

fieldwork, and our analysis of transcripts of telephone calls 

handled by CSOs, that some staff will ask customers to try an 

outside service or organisation but call back if this has not 

helped. By officially designating this as a potential outcome 

of a call and outlining a process for handling it, we hoped 

that CSOs felt more licenced to use this option.  



The training and prompt sheet highlighted to CSOs that they 

have three potential options when they are about to make a 

referral:  

1. Provide information or signpost to an organisation that 

can help. 

2. Ask the caller to try another organisation or service for 

two weeks, and to call back if it is not meeting their 

needs.i 

3. Make a formal referral to a specialist social care team. 

The goal of this intervention was to tackle risk aversion. In 

ambiguous cases, there is a strong incentive for CSOs to make 

a referral and pass the responsibility of making a decision 

elsewhere. It is also striking that the vast majority of 

inappropriate referrals are made to Locality Adult Social Care 

teams, the most generic specialist team available. We believe 

that some inappropriate referrals are being driven by this 

risk aversion. Allowing CSOs to recommend callers Try a 

service for a short while – a practice which was already 

taking place, but not formalised – was designed to help limit 

the risk CSOs experience of ‘not doing enough’. It was also 

targeted at borderline cases where the CSO might be tempted to 

make a referral which was inappropriate. 

Training 

To support CSOs in implementing the OAT process, they received 

a one-hour training session from a BIT staff member over 

video-conferencing. The training session was designed to 

ensure that CSOs understood the process they were being asked 

to follow but also, crucially, that they understood why we 

believed each stage would help.  

Training was (with two exceptions) delivered on a Wednesday 

morning to two or three randomly selected members of staff. 

The session began with some background on the BIT project. It 

then included a short quiz, designed to test CSOs’ 

understanding of the number of calls they take and where these 

go next and to introduce the specific challenge we hoped to 

address (inappropriate referrals, especially to locality adult 

social care teams and DST). The majority of the session was 

then spent going through each part of the OAT process, with 

the BIT staff member explaining each stage (including the 



rationale behind it) and CSOs practising the different 

components. 

At the end of the training, CSOs were given their A4 laminated 

copy of the OAT training sheet. A team leader (who had also 

been on the training) also came in to the training room at the 

end of the session to see if the staff had any further 

questions. 

Sessions generally went well, though they did suffer from some 

absences due to staff sickness.  

Regular emails 

Finally, we also sent regular fortnightly emails to staff. An 

initial email was sent to all staff on Monday 13th Feb (two 

days before the first training session), which explained the 

project, introduced BIT, and provided specific information 

about the need for CSOs to wait until they have been trained 

before making any changes to what they did. 

Following this initial email, emails were sent every two weeks 

during the trial period to the CSOs that had received 

training. These emails had four purposes: 

1. They provided a reminder to CSOs that they have completed 

the training and that they were expected to be 

implementing the new approach. 

2. They also reminded CSOs not to discuss the training in 

detail with colleagues who had not yet completed it (in 

order to prevent spillover between staff who had and had 

not been trained, which would harm our evaluation of this 

process). 

3. They provided information about who CSOs could speak to 

if they have questions, including Supervisors and a list 

of people who had already been trained. 

4. They asked CSOs to complete a short survey. This survey 

sought feedback and included a number of questions which 

were used to conduct a light-touch process evaluation of 

the intervention. Due to a low volume of responses to the 

surveys during the trial, we sent out a different survey 

after the trial to add to our understanding of how the 

CSOs had received the trial. 

 



 

Main results 

Unfortunately, we did not find that the OAT training had an 

impact on the rate of inappropriate referrals. While we did 

identify a fall in inappropriate referrals compared to the 

same period last year, this fall was equally large for CSOs 

before and after receiving the training.  

We should remember that councils have clear statutory duties 

to assess people that may require support and that CSOs are 

not trained social workers. Hence we would always expect that 

CSOs will ‘err on the side of caution’ in marginal cases and 

refer them. This means that we would always expect, and indeed 

hope for, a reasonable level of inappropriate referrals 

although we do not know what this should be.  

However, we also faced several significant challenges that 

made identifying an effect of the intervention very difficult. 

The most important one was that the level of inappropriate 

referrals was significantly lower than we expected given data 

from the same time period in the previous year. Over January – 

April 2016, 10% of total calls were referred inappropriately 

but during our trial the level was 7.6%. This occurred because 

of a reduction in the number of calls coming into the contact 

centre while the total number of referrals stayed constant.  

We do not know why this occurred but it could be a seasonal 

effect or the result of increased focus on tackling this issue 

within Leeds City Council over the last 12-18 months. As 

discussed above, inappropriate referrals should arguably never 

fall to zero, which means that a fall in inappropriate 

referrals from 10% to 7.6% represents a significant fall. We 

cannot say what proportion of calls should be inappropriate 

referrals but the CSO with the lowest level had an 

inappropriate referral rate of 3% of all calls. If we assume 

this is the lowest rate possible, then the fall to 7.6% 

reduces the proportion of inappropriate referrals by almost 

40%. It is also important to note that our robust trial 

methodology is the main reason that we were able to identify 

that this reduction was not due to our intervention. Simpler 

‘before and after’ methodologies may well have declared the 

intervention a clear success. 



Further findings 

Our secondary analysis also suggested two areas for further 

work.  

Firstly, there is a significant difference in the rate of 

inappropriate referral by CSO. While the gap was narrower 

during our trial period than over the same period last year, 

there is still a six fold difference between the worst and 

best performing CSOs in the proportion of their referrals 

which are inappropriate (from 3% to 18%).  This could be 

something that LCC want to focus efforts on going forwards as 

it may only be a subset of CSOs that do the majority of 

inappropriate referrals.  

Secondly, we found that self-referrals or referrals by friends 

or family were 30% more likely to be inappropriately referred 

than those that came from professionals (increasing from 17% 

to 22%). This could be because the type of referral is 

different or that CSOs behave differently when speaking 

directly to the person who may need support. Again, it may be 

an area that LCC consider for future work. 

We can also say that the intervention did not negatively 

impact appropriate referrals. One concern we had at the 

beginning of the trial was that people that required an 

assessment would be diverted away from services but our 

secondary analysis showed that this did not happen. This is 

encouraging for future testing of changes to service with 

vulnerable groups. 

Conclusion and recommendations: 

While we cannot say that the intervention achieved its 

objectives, we can say the issue that Leeds City Council 

wanted us to address has become less significant since this 

project began. We also think there is scope to test variations 

of the intervention to make it more effective.  

We conclude with four recommendations for Leeds: 

1. Continue to monitor the impact of this new approach. We 

recommend that Leeds continue to monitor rates of 

inappropriate and appropriate referral. It could be that 

our change was crowded out by a bigger change happening 



around the same time or that it required longer than the 

trial period for staff to become proficient.  

2. Focus on narrowing the considerable gap in inappropriate 

referrals between CSOs. The intervention may be narrowing 

this but further analysis is required to confirm this. In 

either case further efforts to reduce inappropriate 

referrals should consider this disparity and whether it 

can be reduced.  

3. Focus on self-referrals and referrals by friends or 

family members. Our exploratory analysis found an 

increased chance of being inappropriately referred if the 

caller was self-referring as opposed to being referred by 

a professional. It could be that the different sources 

present different types of cases (for example health care 

professionals have a good understanding for the issues 

that the council can help with) and so this difference is 

justified. On the other hand it could be that dealing 

directly with the person requiring support increases the 

chances of referral even when one isn’t required.  

4. Consider how to make signposting easier for staff. One 

issue which we hoped to address during our trial, but 

were unable to, was how complex it could be for CSOs to 

identify a service to signpost callers to. A range of 

different tools were available, some of which took a 

while to load or were out of date. In comparison, making 

a referral was a simple, clear process. We know from 

evidence from many different areas that one of the most 

effective ways to encourage a behaviour is to make it as 

easy as possible. We would therefore encourage Leeds City 

Council to consider how to make signposting much easier 

for CSOs, rationalising the tools available and making 

them simple to use. 

In addition, we offer three further lessons learned during 

this project which we would encourage authorities considering 

trying similar approaches to keep in mind: 

1. Think about the number of demands you are placing on 

staff. We had to work carefully with Leeds City Council 

to consider how this project would work alongside an 

additional pilot being run with staff at the same time. A 

crucial concern was ensuring that staff were given clear, 

non-contradictory advice on what to do and that they were 

not asked to implement too many changes in one go. 

2. Consider how you will measure the counter-factual. For 

this project we used a robust evaluation approach. This 

meant we could disentangle the broader fall in 



inappropriate referrals from the impact of our changes. 

Using rigorous evaluation approaches helps you to 

understand what would have happened if you had not made a 

change; and to identify the specific parts of a change 

programme that are having an impact. 

3. Think carefully about what your intended outcome measure 

is and how you will measure it using data which is 

already collected.  In this project we originally 

intended to measure signposting rates at the Contact 

Centre. However, challenges in the way data was collected 

(in particular, differences in the way calls that were 

and were not referred were logged on IT systems) made our 

initial measurement plans difficult. We were able to find 

a workaround, but this was only because we ensured we had 

identified a clear outcome measure which we knew could be 

collected using existing administrative data before we 

began the trial.  

4. Consider how you will do your primary research and think 
creatively about how to overcome any data sharing challenges. 

In this project, we felt it was important that we had a good 

understanding of what calls were like in practice. 

Unfortunately, adult social care calls only take up around 30% 

of the teams time and it is not possible to predict who will 

be taking them and when. Therefore, it was not possible to sit 

in on enough calls to give us confidence we understood the 

process. We therefore suggested that Leeds extract a randomly 

selected batch of call recordings and send these to us. 

Unfortunately, because calls often involve residents providing 

sensitive and personally identifiable information, this was 

not permissible on data sharing grounds. In the end, 

recordings were sent to a professional transcription service, 

who transcribed and anonymised them. These anonymised 

transcriptions were provided to us. While some nuance was 

lost, these helped us to get a much richer understanding of 

how calls were handled than we would have got from 

observations alone. 

Next Steps 

We know that Leeds City Council plan to continue to develop 

the OAT process; using it as a framework for developing a 

strength based conversation for customer access staff that 

deal with adult social care enquiries which will be rolled out 

in the Autumn. This will be supplemented with a new process 

which gives staff in the Contact Centre more options to book 

appointments directly for callers.  

In addition, the authority plans to make changes to the way 

referrals and calls are logged, enabling them to better 



analyse signposting and referral rates and identify failure 

demand in future.  

 “The OAT process was well received by customer 

access staff and is currently being developed for 

further training and full roll out.  This 

conversation will be implemented alongside a new 

way of working that will help Leeds City Council 

monitor the long term success of these changes.  

The other recommendations in the BIT report will 

help the Council tailor training and support 

towards specific areas, types of referral and 

personnel.  The training with CSO went well and 

the analysis of the call data was illuminating.  

The reduction in inappropriate referrals since 

2016 indicates that some of the wider changes may 

be starting to benefit the Front Door. The LGA 

Behavioural Insights Programme has been a very 

positive experience for Leeds City Council”  

David Hargreaves, Operations Manager, Leeds 

Contact Centre   

Contact:  

David.Hargreaves@leeds.gov.uk – Operations Manager, Leeds 

Contact Centre 
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