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Executive Summary
This report documents the evaluation of HealthPathways Sydney, conducted by the Menzies Centre for Health
Policy, during the period September 2016 – September 2018.
HealthPathways is a password-protected website that contains information designed to assist general
practitioners (GPs) with the management of patients in primary care and the referral of patients to secondary
healthcare providers, including specialists and allied health professionals. The overarching objective of
HealthPathways is to ensure that the right patient is referred to the right place at the right time and with the
right information. Sydney Local Health District (SLHD) and the Inner West Sydney Medicare Local (IWSML;
now Central and Eastern Sydney Primary Health Network, CESPHN) co-purchased a licence to HealthPathways
in 2013 and the local site ‘HealthPathways Sydney’ (HPS) was launched in March 2014.
The Menzies Centre for Health Policy (MCHP) was engaged to design and conduct an evaluation of HPS. After
an initial phase of work to develop the Evaluation Plan, the evaluation commenced in September 2016 and
spanned a 2 year period. Individual sub-studies spanned shorter periods within the evaluation timeframe in
accordance with study design.
The initial plan was to document the reach, acceptability, quality and effectiveness of the HPS program
employing a realist approach. From the start the evaluation was conceptualised as multiple, inter-related
studies that sought to capture these evaluation dimensions from multiple perspectives. An initial series of studies
was proposed, employing a mix of qualitative and quantitative methods for data collection, with a planned
convergent analysis of findings.
As the evaluation progressed it became clear that a systems approach to the evaluation was required that
would also consider the sustainability and embeddedness of HPS within the local health system. Health
systems are complex settings, and introducing new services, technologies and processes is challenging. The
conduct and results from the initial set of inter-related studies served to highlight these challenges and thus it
was deemed important to study them specifically. Systems approaches are based on critical-interpretive
methodologies and aim to ask questions about macro contexts, institutional settings, critical events, agents and
relationships to understand a particular case.
Collectively, the multiple layers of information obtained during the evaluation have been used to draw
inferences about:
i. the effects HPS has had within (and beyond) the local health system,
ii. how the local system (including the macro content, institutions and individuals) has affected the
implementation of HPS, and
iii. what actions are recommended to increase the likelihood that HPS will be sustainable.
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Recommendations
Recommendation 1
That a collaborative program of work is continued between CESPHN and SLHD to enhance the integration of
care within the district, with a continued focus on service redesign opportunities, and that the HPS team and the
district service redesign team continue to select and implement locally feasible projects of mutual interest to
SLHD and CESPHN.

Recommendation 2
Establish a prioritised pathway review process driven by subject matter experts within the district, with an
emphasis on maintaining and improving pathways with the highest volume of use, and the timely identification
of practice-changing information.

Recommendation 3
Limit the development of new pathways by focusing on those pathways undergoing active service redesign (as
per Recommendation 1) and those that are expected to drive the overall sustainability of the HPS program.

Recommendation 4
Expand referral information within HPS to include health services delivered by non-government organisations
and/or private providers (the latter possibly limited to providers who offer bulk-billing services).

Recommendation 5
Remove technical barriers to the uptake of HPS, including password-only access, the lack of compatibility with
practice management software and the inability for GPs to identify appropriate referral pathways for
patients who live outside the SLHD.

Recommendation 6
Improve the perceived quality of the HPS pathways by publishing key information on the pathway
development processes, including patient representatives in pathway development, attributing authorship of
each pathway, and clearly citing key sources relied on during pathway development or review.

Recommendation 7
Expand the membership of the HPS Workgroups to include specialists from Canterbury hospital and GPs from
the western, south-western, and Redfern/Waterloo areas of the district, and experts in implementation science
or co-design methods, and choose to develop pathways or service redesign projects of particular relevance to
these health professionals.

Recommendation 8
Implement strategies to increase the engagement of hospital clinicians with the Workgroups and with the
development and review of pathways.

Recommendation 9
Strengthen current measures to raise awareness and adoption of HPS by GPs who are new entrants to the
district.
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Recommendation 10
Implement strategies (such as re-launching the early ‘HPS supported implementation’ program for practices in
target areas) to increase engagement of GPs and to extend the reach and uptake of HPS into bulk-billing
practices, practices that serve areas of high social disadvantage, and practices that serve populations in
languages other than English.

Recommendation 11
Address gaps and inconsistencies in data collection and reporting to support ongoing monitoring of the
performance of the HPS program (see Recommendation 13).

Recommendation 12
Renegotiate an embedding-phase relationship with the Vendor for sustainable product delivery that achieves
greater value for money for the district.

Recommendation 13
Develop a Strategic Plan for the HPS program that defines specific, realistic objectives and goals for the HPS
program that align with the needs of the program sponsors, recognises the complexity of the local health
system, and identifies meaningful, measurable indicators to monitor the uptake, impact and embeddedness of
the program.

Methods and analysis
Reflecting the evaluation journey, two phases of studies were undertaken. Phase One of the evaluation is a
collection of six individual studies examining the quality and reach/use of HPS as well as its acceptability and
effect at the level of primary and secondary care. This phase included the following studies:
1. Quantitative study of the use of HPS with Google Analytics Data and established GP surveys
2. Qualitative study of semi-structured interviews with GPs who do, and do not, use HPS
3. Qualitative study of patient experience
4. Mixed methods study (time-series analysis + qualitative analysis) of referral quality (completeness
and appropriateness) to the Concord Repatriation and General Hospital Haematology Department
5. Mixed methods study (time-series analysis + qualitative analysis) of referral quality (completeness
and appropriateness) to the Concord Repatriation and General Hospital Renal Medicine Department
6. Quantitative study (time-series) of referral trends to selected SLHD clinics
The implementation of studies in Phase One served to highlight system level issues that impact on the use of
HPS. These issues were subsequently targeted for study in Phase Two.
Phase Two of the evaluation is a collection of seven studies that take a systems analysis approach to
understanding the sustainability, embeddedness and system-level effects of HPS. This phase included the
following studies:
1. Social Network Analysis of active participants in HPS processes
2. Geospatial mapping study of HPS awareness within the SLHD
3. Process tracing study of documents and the identification of service redesign opportunities
4. Workgroup outcomes study (MD student study)
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5. Quality of HPS content in context study
6. Framing analysis
7. Situational Analysis of the internal and external environment (including broader health system,
CESPHN institutional structures) relationships, and capabilities, and future horizons.
The Phase Two systems analysis drew partly on the results from Phase One and combined these into a rich
case study of HPS. Individual studies from both phases were analysed by applying the NASSS Framework
(which considers the Non-adoption, Abandonment, Scale-Up, Spread, and Sustainability of health
technologies).

Key messages from studies in Phase One of the evaluation
Study 1 - Quantitative study of the use of HPS with Google Analytics Data and
established GP surveys


Data from Google analytics, such as the number of unique page views, provides a strong indication
that the number of users and number of sessions of HPS use have steadily increased over time, with
some seasonal variation and that the use of HPS within the district was still on an upward trajectory in
mid-2018.



Although Google Analytics data give a good indication of trends, it cannot provide an accurate
picture of the proportion of GPs in the district who are HPS users.



Previous estimates of the reach of HPS are likely to have over-stated utilisation due to the significant
number of GPs (up to 20%) in the district that appear to be unknown to CESPHN.



There is variability in the extent to which HPS is used. Some GPs do not use HPS at all and of those
that use HPS, most use it infrequently (1-2 times per month or less) suggesting it has not been adopted
as a standard decision support tool at the point of care.



There are indications that HPS is being used to find up-to-date information following national or statewide policy changes, and that it is being used as a portal for accessing information not readily
available elsewhere.

Study 2 - Qualitative study of semi-structured interviews with GPs who do, and do not,
use HPS


HPS particularly works well for GPs new to SLHD and in practices where there is an environment that
supports integration of electronic systems into patient care.



GPs use HPS in a range of different ways including providing reassurance around clinical decisions,
locating and accessing services, facilitating shared decision-making, and assisting in the teaching and
training of new GPs.



Frequency of use does not necessarily correlate with the level of influence HPS has on a GP and the
way they practice. HPS information is sometimes communicated from colleague to colleague, rather
than by each GP searching pages individually. Moreover, once a GP is familiar with the content of a
pathway they may have little need to re-visit that pathway, although that content continues to
influence their practice.



Where there was reluctance to use HPS in place of existing online clinical management resources,
reasons included the perceived lack of localised information within HPS, the comprehensive nature of
the information in alternative resources already in use, or simply no perception of added value in
using HPS.
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There remain both passive and active non-users of HPS. Passive non-users represent a considerable
number of GPs who are unaware of the existence of HPS or find it does not fit within the nature or
workflow of their practice. Active non-users include GPs who find HPS too simplistic or unsuitable for
the types of patients they see.



A large proportion of GPs who were interviewed as part of this study practise in the north-eastern
area of the SLHD in suburbs that surround the RPA. By contrast, it was difficult to recruit GPs in the
south, south-west and north-west of the district (in suburbs that are close to Canterbury or Concord
hospitals) to participate in the evaluation (see also results of Study 8).

Study 3 - Qualitative study of two patient narratives, whose care included the use of HPS


The narratives of the two patient experiences included in this study illustrate that HPS enables GPs to
locate appropriate local services for patients.



In both stories, the GP called the relevant specialist clinic based on the information from HPS and
included the patient in this process, indicating that HPS can help facilitate a dialogue between GP and
patient regarding their management.



The two patients in this study were happy with the use of the computer and the standardised clinical
information referenced during the consultation.



Despite having 14 GPs actively recruiting patients into this study by noting instances where they use
HPS to refer patients, only two instances were identified for patient narratives. This suggests HPS is
used infrequently for referral activities.

Study 4-5 - Mixed methods studies (time-series analysis + qualitative analysis) of
referral quality and appropriateness of referral to Haematology and Renal Medicine
Departments

1



The absence of a unique login for HPS, or other identifier, made it difficult to assess precisely the
impact of HPS on referral patterns and GP behaviour.



A slight trend towards more ‘complete’ referrals was identified for referrals to the Haematology
Department and the Department of Renal Medicine at Concord Hospital since the launch of HPS.



No changes were seen in relation to the appropriateness of referrals to the Haematology or Renal
Medicine Departments. It is likely that one or more of the following factors contributed to this
observation:
o

The rates of appropriateness for the referrals were found to be high before the launch of the
relevant HPS pathways. This contrasted with the impression of secondary providers who
initially judged that there would be a high proportion of inappropriate referrals.

o

The tendency for specialist clinics to see all patients regardless of suitability, completeness of
the referral or compliance with HPS criteria.

o

Limitations of referral-generating software, which is a current, standard method of creating
referral letters in most GP practices1.

o

Around 30% of referrals into the Haematology and Renal Medicine Departments at Concord
Hospital were from GPs located outside of the SLHD, the majority of whom were from NSLHD
which does not have localised pathways for the four HPS pathways under study.

o

Tension between adherence to prescribed criteria versus relying on clinical judgement when
referring patients.

Although the trial of eReferral systems within SLHD is acknowledged
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o

Patients actively pursuing referral.

o

GP workflow creating the need to refer patients before all test results are available.

Study 6 - Quantitative study (time-series) of referral trends to SLHD clinics


Referral trends indicate that HPS may have contributed to an awareness of, and increases in referrals
to, several SLHD outpatient clinics.



In general, increases in referral numbers after the launch of HPS pathways were confined to RPA
clinics, with little difference over time in referrals to Concord clinics. This is consistent with the
observation that a large proportion of HPS users are located in the suburbs surrounding RPA, with
fewer HPS users in the vicinity of Concord and Canterbury hospitals.

Conclusions and reflections from Phase One
Phase One demonstrated that the use of HPS has steadily increased over time and for some GPs the use of
HPS has become a standard clinical tool embedded in their practice. However, for the majority, use remains
infrequent. There have been some positive effects from HPS on GP patient management and referral activities
as well as awareness of local specialized clinics. However, it is not possible to determine the precise
contribution of HPS considering the complexity of the system and other environmental factors.
The conduct of Phase One studies highlighted a number of system level factors within this complex environment
that needed to be better understood in order to monitor, evaluate, improve and gain full value from HPS in
the SLHD. These include:


Permeability of SLHD and the PHN as highlighted by:
o

The movement of patients across districts and referrals in to, and out of, the district.

o

Changing guidelines, care standards and availability of treatments in accordance with
statewide and national policy changes.

o

Changing technologies, such as e-referrals.



Variability in the extent to which the PHN is able to communicate with GPs across the district and the
extent to which GPs are aware of and connect with PHN activities in general.



Early indicators that the value of HPS is not necessarily mediated primarily through its use during
patient consultations.



Barriers to monitoring and evaluating HPS due to variability in data collection and record keeping
across the district (including referrals received, referrals rejected, referral letters and use of
appointment scheduling programs) and an inability to track individual users of HPS.



The impact of changes to the HealthPathways product technology as it is revised and updated by the
vendor.



Determining the extent and potential impact of variation across the district in terms of socio-economics,
GP practice structure and patient cohorts.
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Key messages from studies in Phase Two of the evaluation
Study 7 - Social Network Analysis study of HPS active participants in HPS processes


Despite the relatively low proportion of GPs who have been involved in HPS, a number of GPs have
been highly active in the HPS program due to their work as a Clinical Lead, Clinical Editor or through
participation in multiple workgroups.



Over 80% of GP workgroup attendees (excluding Clinical Editors) were invited to attend by the
CESPHN Clinical Lead, indicating that apparent ‘relationship building’ through HPS has occurred
largely by building on an existing network.

Study 8 - Geospatial mapping study of HPS awareness within SLHD


Data from this study indicate that HPS usage, and involvement in HPS-related activities (with the
potential for positive flow-on effects for reach and uptake) is unevenly distributed across the SLHD.



According to the SLHD website there are 48 postcodes that fall within the district, but half of all
workgroup and CRG participants were located in just 4 postcodes. Very few GPs who engaged with
HPS-related activities were located in areas with higher levels of social disadvantage.



The areas with the highest involvement in HPS-related activities are in the north-eastern part of the
district including Leichhardt, Glebe, Five Dock and Newtown. These are all areas of relatively high
social advantage.

Study 9 - Process tracing study of documents and the identification of service redesign
opportunities


HPS workgroups are a resource that potentially enables the rapid communication of service or system
re-design within the SLHD: HPS workgroups provide a forum through which opportunities for service or
system re-design can be identified and discussed. Usually the identified issues are specific and
practical in nature.



Improved channels for the sharing of clinical information between GPs, specialists, and diagnostic
service providers was a consistently identified theme in terms of system needs.



In most instances it was not possible to trace a link between identification of service and system
redesign issues during HPS workgroups to follow up action and consequent redesign within the district.



However, the workgroups have been a key instrument of service and system redesign. Specifically,
workgroups have been a key platform for identifying when and how to include additional features in
-referral systems and EMRs as they develop; for facilitating the implementation of planned service
and system redesign; and in developing new relationships across the PHN and SLHD to enable
planned redesign.

Study 10 - Workgroup outcomes study (MD student study)


The Workgroup Evaluation study found that similar issues (e.g., knowledge gaps, and ineffective
communication) were identified across a range of disease-specific workgroups implying that there are
common barriers at the primary-secondary care interface that need to be addressed at the SLHD
level or higher.
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For the majority of workgroup participants initial reflections suggested that there would be flow-on
effects from participation in a workgroup. These flow-on effects included gaining new specific
knowledge about clinical care options and services in the district, as well as a positively rated
experience of working with colleagues from primary, allied and specialist care.



Some workgroup participants expressed frustration at being confronted with system and service level
issues for which there is no apparent solution.

Study 11 – Quality of HPS content in context Study


The applicability and reliability of the HPS pathways is generally very high: pathways are easy to
find and navigate, and are written and presented in a style that is appropriate to the intended
audience of GPs.



The credibility of the HPS pathways was variable, and this was partly attributable to incomplete
public reporting of otherwise credible pathway development processes, and partly attributable to the
explicit inclusion of a wider range of healthcare professionals in the development of workgrouprelated pathways versus reliance on a smaller team for the non-workgroup pathways.



Pathways based on state-wide or national standards or programs had very high confirmability, but all
other pathways had very low confirmability. Low confirmability was partly attributable to incomplete
public reporting of the methods used to identify and apply evidence-based sources, and partly
attributable to a very low frequency of citing of such sources.

Study 12 – Framing Analysis


The SLHD and CESPHN work with a range of different stakeholders for whom HealthPathways ‘makes
a promise’ including local GPs, specialists, peer networks and districts, the technology vendor and the
NSW Ministry of Health and its pillars.



Frames that have been most actively adopted include the “reducing waste frame” and the “practice
quality standards frame.” However, other than a stated objective of improving the quality of
integrated care within the district, we have been unable to identify an explicit declaration of the main
‘problem’ that HPS is intending to solve.



Other frames, including the “improved patient experience” frame and the “system improvement”
frame were espoused strongly in the establishment phases of HPS, but have received less focused
attention during implementation.



The range of frames indicates that stakeholders have different expectations and may be working
towards different (sometimes competing, but not contradictory) goals.

Study 13 – Situational Analysis


HPS has achieved a high output via a lean management and administration structure.



The HPS team has sought (and achieved) a leading role in HealthPathways development in Australia.
This has been reputation-building for CESPHN and the SLHD. In terms of content development and
review HPS ‘over’ contributes and it is understood that HPS is commencing a considerable additional
investment in updating pathways according to the Streamliners style guide.



Local priorities are not always recognised by Streamliners, which can add a lot of work for the local
Program Team. Lung cancer and adult congenital heart disease were two examples of ‘battles’ with
Streamliners. Local autonomy over content has diminished over time.
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The spread of HealthPathways into an ever greater number of PHNs in Australia has created a unique
environment characterised by a blend of cooperative and competitive features.

Synthesis of findings using a NASSS Framework analysis
To move towards our key findings and recommendations for the evaluation we have systematically considered
each of the six core elements of the NASSS framework by drawing together findings from across all of the
studies in Phases One and Two. We then discuss Element 7 of the NASSS framework – an analysis of
embedding and adapting the technology – to assess progress towards addressing the factors identified in the
original HPS agreement between SLHD and IWSML/CESPHN as being likely to influence the development and
implementation of HPS.

Condition
HPS aims to include localized information relevant to as many conditions as possible to maintain completeness
and reliability of the resource. Considerable resources have been dedicated towards achieving this aim.
However, considering most usage of HealthPathways is for a relatively small number of conditions, this
presents a dilemma in terms of how much further time and investment is warranted for this task.

Technology
The PHN provides access to HPS by means of a district-wide standard login and password. Both have been
distributed widely, making HealthPathways effectively non-exclusive. However, a login with password still sets
a barrier to access. As an information-only platform the technology has limitations in terms of its personalized
features and compatibility with other software. However, the simplicity of HPS is also one of its strengths;
aside from the need to recall the login details and password, nothing else is required to use the technology
other than a computer with internet connection.
The HPS team is reliant on the vendor for providing the technology platform and must adjust to new
requirements and technology updates as they are rolled out. It is our observation that negotiating this
commercial relationship can be challenging for the single licence holder (e.g. SLHD). But given the widespread
adoption of HealthPathways across the State we believe there is now a stronger incentive for the vendor to
listen to licensee needs and issues.

Value proposition
From the perspective of CESPHN and SLHD there are multiple complementary value propositions expressed in
different framings of the ‘problem’ to be solved. The ‘reducing waste frame’ and the ‘quality practice
standards’ frame have been most actively pursued – aligning with considerable resources and time investments
to (1) reach agreements between GPs and specialists and other local practitioners on best care models and (2)
develop new, localized and revised HealthPathways content – including information on appropriate referral.
Alternative frames have been used by CESPHN and the SLHD at different times since the beginning of the
program. From the time the initial decision was made to invest in HealthPathways, CESPHN and SLHD have
placed a strong emphasis on service redesign and system improvement, to enable better patient experience.
However, in theory, most of the gains achieved within the district could have been achieved with an alternative
ICT tool. Considering the highly competitive space in terms of products that promise the ‘one-stop-shop’ and
‘quality practice standards’ the value proposition from the vendor to CESPHN and SLHD may need to be
clarified and strengthened.
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Adopters
There is variation in the extent to which GPs have adopted HPS. While it is clear that both awareness of, and
use of, HPS has increased over time, a small number of users are still responsible for a large proportion of
HPS ‘pageviews’. HPS is mainly used as an information resource, rather than as a standard clinical tool.
Awareness, use and participation in HPS pathway development appears to be concentrated in the Northeastern part of the district, with gaps in the West and Southwest. However, despite non-adopters in these
areas citing different reasons for not using HPS, the resource does hold particular promise in areas where
there are higher levels of socio-economic disadvantage, bulk-billing practices and patient groups with a
preference for using public secondary care services.

Organisation
HPS ‘champions’ have played a significant role in spreading awareness of HPS throughout parts of the district
in which they were active, and promoting participation in HPS development processes among GPs and
specialists. However, some organisation-level gaps have resulted in limited connectedness between the HPS
team and GPs and hospital-based specialists in certain parts of the region, particularly in the West and
Southwest.

Wider System
As an inner urban health district, within a health system that emphasises clinical freedom and patient choice,
there are limitations to the extent to which HPS is able to steer precise changes in referral behavior or patient
pathways to care. Primary practice is also changing in terms of its business models and employment patterns,
with more GPs working part time, and more GPs employed in large corporate-run practices. This is
accompanied by a rapidly changing health technology landscape, with HPS just one of many products and ICT
systems that are entering clinical practice. Some practices are more equipped to adapt to this changing nature
of practice than others and the PHN is in a key position to support GPs through this change.

Embedding and Adapting Over Time
The evaluation has identified several system-level factors that complicate patterns of HPS use and referral. It
should be noted that the rates of completeness and appropriateness for the referrals that have been audited
were already high before the launch of the relevant HPS pathways – leaving little ‘headroom’ for
improvement. Despite this, the full potential of HPS does not appear to have been realised yet. If HPS was
better able to influence more of its target audience (i.e., GPs in the SLHD) there is the potential for HPS to
have a greater impact on referrals.
Finally, many of the pathway development workgroups identified gaps in service delivery and integration.
When the service delivery gaps are significant the launch of one or more HPS pathways is unlikely to effect
change. The HPS team have a strong track record of identifying and contributing to service redesign projects
within SLHD, and maintaining this key function will be instrumental to the ongoing sustainability of primary care
integration projects within the district.
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Introduction
About HealthPathways
HealthPathways is a password-protected website that contains information designed to assist general
practitioners (GPs) with the management of patients in primary care and the referral of patients to secondary
healthcare providers, including specialists and allied health professionals. The overarching objective of
HealthPathways is to ensure that the right patient is referred to the right place at the right time and with the
right information.
The original content within HealthPathways was developed to support the integration of primary and
secondary care in Canterbury, New Zealand (NZ). Sydney was the third region in NSW and the fifth region in
Australia to adopt HealthPathways, and at the time of writing 30 regions across Australia have purchased a
HealthPathways licence from the originator corporation, Streamliners (NZ) Ltd.
Once purchased, the Primary Health Networks (PHNs) in an Australian region undertake work to develop local
HealthPathways content by preparing text, adding information about local specialist centres to whom GPs can
refer patients, and adding information on what GPs should do (e.g., request tests, provide patient information)
when referring a patient. An individual PHN can choose to localise existing content from other Australian or
New Zealand regions and/or choose to develop entirely new content.

Developing HealthPathways Sydney
Sydney Local Health District (SLHD) and the Inner West Sydney Medicare Local (IWSML; now Central and
Eastern Sydney Primary Health Network, CESPHN) co-purchased a licence to HealthPathways in 2013. The
local site ‘HealthPathways Sydney’ (HPS) was launched in March the following year.
As documented in the Proposal for the Collaborative HealthPathways Project (2013) the purpose of adopting
HealthPathways in the Inner West Sydney region was to “promote high quality, evidence-based patient care
through the collaboration of GP services, Divisions and the Inner West Medicare Local to develop improved
models of health services as well as improving the interface between primary and secondary care”. Unlike
other regions that have adopted HealthPathways (e.g. Canterbury, NZ and Hunter New England), the intent of
HPS was never to reduce the number of presentations to secondary providers: HPS has been developed and
delivered with the intention of improving models of care and fostering collaboration across the primarysecondary care interface.
From the outset the HPS team recognised the importance of developing a critical mass of localised pathways
to drive repeat traffic to the website. To achieve this the HPS team established a comprehensive series of
processes to develop content: the establishment of time-limited topic-specific workgroups; engagement of
secondary specialists and other subject matter experts (SMEs) as required; and a core group of GP Clinical
Editors. As a consequence, HPS now boasts one of the highest counts of localised pathways within the
HealthPathways community.
As documented within this evaluation, HPS has developed a large number of new pathways relative to other
regions (78/683; 11%) and is one of the highest contributors of new pathways to the HealthPathways
international community. In addition, HPS has been one of the leading contributors to the ‘Australianisation’ of
NZ pathways. This reflects the considerable investment that has been made by SLHD and CESPHN since the
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launch of the HPS website. HPS is now recognised as one of the leading sites within the HealthPathways
community, with a large number of sites, particularly those in NSW, choosing to localise content from HPS.

Implementing HealthPathways Sydney
The development and implementation of HPS pathways have occurred (and continue to occur) in parallel. A
range of initiatives have been employed by the HPS team and CESPHN to encourage the use of HPS. Activities
explicitly aimed at raising awareness and encouraging the use of HPS include: employment of an HPS team
member dedicated to providing academic detailing visits to GPs; regular updates to subscribers via HPS and
CESPHN newsletters; promotion of HPS at Continuing Professional Development (CPD) and conference events;
inclusion of questions about HPS in CESPHN surveys; co-ordination with the CESPHN Practice Support Unit to
identify GPs who are unaware of HPS; and linkages to HPS on the CESPHN website.
In addition to explicit implementation activities, it is evident that GP participation in the various HPS
development activities listed above is also a significant driver of awareness and use of HPS. Indeed, as
revealed through our evaluation, social networks within the SLHD appears to be one of the most important
drivers for awareness and use of HPS.

The role of the Menzies Centre for Health Policy
The Menzies Centre for Health Policy at the University of Sydney was approached by SLHD in late 2015 to
undertake an independent evaluation of HPS. This work has been overseen at all stages by REACH – the
Research and Evaluation Advisory Committee of HealthPathways Sydney. Membership of REACH is provided
at Annex A (page 65).
An initial body of work involved the development of a formal Evaluation Plan, focussing on the reach,
acceptability, quality and effectiveness of HPS. The initial Evaluation Plan was approved by REACH and SLHD
in August 2016, and the evaluation commenced in September 2016. A selection of staff at the Menzies Centre
for Health Policy (MCHP; the ‘Menzies team’) were allocated to design, manage and document the evaluation.
This included seeking approval for relevant studies from the Human Research Ethics Committee (HREC) at the
Concord Repatriation General Hospital (CRGH; ‘Concord’ hospital).
As the evaluation has been conducted, changes to the Plan have been required to respond to unanticipated
challenges in data collection and/or analysis. All changes proposed by the Menzies team have been discussed
and approved by REACH prior to adoption. Copies of the Progress Reports prepared by the Menzies team
for REACH are provided as Annex B (page 66).

Evaluation Journey
Initial aim, scope and approach
Prior to the engagement of the Menzies team a significant amount of work was undertaken by Dr Angus
Ritchie (then the SLHD Clinical Lead within the HPS team) to prepare an initial evaluation of HPS (provided as
Annex C see page 71). Included within the initial evaluation was a Program Logic Model of HPS, which is
provided separately here at Annex D (page 72). What is immediately clear from this model is the
extraordinarily complex inter-relationships that exist between the documented Inputs, Activity and Outputs of
the HPS program.
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From the start the evaluation was conceptualised as multiple, inter-related studies that sought to capture these
evaluation dimensions from multiple perspectives: GPs who use HPS, GPs who do not use HPS, specialists,
patients, pathway developers, governance bodies, and public health service providers. An initial series of
eight studies were proposed, employing a mix of qualitative and quantitative methods for data collection, with
a planned convergent analysis of findings. A figure illustrating the relationships between the original studies is
provided at Annex E (page 73).
The initial aim of the evaluation at this stage was to document the reach, acceptability, quality and
effectiveness of the HPS program. A study plan was adopted that would facilitate a question-driven
approach to inquiry. Over time, with changes in context, and with emerging results, additional questions were
added to these to ensure a complete system-level evaluation (see later).


Reach: describes uptake and patterns of use by GPs and others.
We designed studies to answer questions such as: Who uses HPS?



Acceptability: amongst users and the influence on this of the development and feedback processes,
implementation, governance and oversight.
We designed studies to answer questions such as: How and Why do GPs use (or not use) HPS?



Quality: in terms of
a. the incorporation of evidence-based best practice, and
b. the completeness of information about locally available services.
We designed studies that answer questions such as: Can the pathway be trusted? Can the pathway
be relied upon? Is the pathway relevant to its setting of use? Is the pathway linked to source data or
evidence?



Effectiveness: in terms of
a. filling gaps in GP knowledge,
b. changing GP behaviour,
c. increasing the quality and appropriateness of referrals (timely, with adequate information, for
treatment/diagnostic appropriate to the patient, using correct mode of communication), and
d. ensuring patients gain timely access to treatment and enter appropriate diagnostic/treatment
programs.
We designed studies that answer questions such as: What is the impact of using HPS on GP clinical
decision-making and referral behaviour? To what extent does HPS change individual GP behaviour?
To what extent does HPS improve the patient experience of care?

Thus, although the evaluation was initially commissioned for the purposes of Accountability (i.e. assessing the
value that HPS has already delivered), it was also seen by the Menzies team as an opportunity for Quality
Improvement2: that an understanding of the enablers and inhibitors of HPS use could inform decision-making
by the SLHD and CESPHN about how to invest in HPS in the future.
As noted above, the intent of HPS (to develop improved models of health services and to foster collaboration
across the primary-secondary care interface) has informed all aspects of the design of the Evaluation.

Evolution of the scope and approach
Over the course of the evaluation, it became clear to the Menzies team that a systems approach was required.
Health systems are complex settings, and introducing new services, technologies and processes is challenging.
These system-level interactions also create challenges for program evaluation, such as:
 the temporal link between cause and effect may be stretched over relatively long periods of time.
 effects might be emergent, hidden, unintentional, and/or incremental.
2

Stufflebeam DL. (2001). Evaluation Models. New Directions for Evaluation, no. 89, 7-98. John Wiley & Sons.
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the value of impact might be unclear or contested.
ever moving and evolving systems make for ‘contaminated’ environments where cause and effect is
hard to establish.
problems, objectives and goals can change over time with changes in context.

During the course of conducting the evaluation in accordance with the initial evaluation plan, these complexities
were highlighted via data collection and the initial findings; as well as via our arms-length observations of the
work of the HPS team and their partners.
While the original plan was to take a realist approach to evaluate the reach, acceptability, quality and
effectiveness of HPS, this was supplemented by an interdisciplinary, nondeterministic, locally situated
approach, designed to examine the recursive relationship between human action and the wider organisational
and system context. In particular, the Menzies team was interested in identifying instances where HPS is
becoming embedded in everyday practice, or where HPS is becoming an integral part of the local health
system. We have also sought to identify any signals that may indicate barriers to uptake, that HPS is losing
traction, or that HPS is at risk of abandonment.
Given that HPS seeks to influence patient care across multiple types of healthcare professionals operating in
multiple organisational environments within the SLHD, we included consideration of the embeddedness of HPS
within the local health system and the extent to which HPS is sustainable as a model for the future.


Embeddedness: describes the extent to which HPS has become an essential part of ‘daily business’
within the PHN, at clinical as well as administrative levels
o What are the relationships between organisations and the individuals that interact with HPS?
o What are the risks of non-adoption or abandonment within the district?



Sustainability: describes the extent to which HPS remains, and will continue to remain an essential
part of the suite of tools used within the district to achieve broader system goals of efficient,
integrated, high quality care
o Where does HPS fit in the overarching goal to achieve better integrated care within the
district?
o Have institutions developed that add value to HPS processes and support the use of HPS?

We re-conceptualised the initial evaluation plan as two phases of studies, the first of which took a realist
approach and included our initial series of qualitative, quantitative and mixed-methods studies examining the
reach, acceptability and effectiveness of HPS. The second phase of studies addressed systems-oriented
questions and utilised research methodologies compatible with systems approaches, such as social network
analysis, geo-spatial mapping, situational analysis, context analysis and framing analysis. As systems
approaches are based on critical-interpretive methodologies and aim to ask questions about macro contexts,
institutional settings, critical events, agents and relationships to understand a particular case - the
embeddedness of HPS in the district became the case of interest.
Systems approaches are commonly deployed in situations where it is not (yet) possible to make judgements
about the extent to which the introduction of a system change (such as a health technology) is producing clear,
tangible impacts in terms of patient outcomes and also where it is unfeasible to adopt experimental or quasiexperimental evaluations due to complex, dynamic multi-faceted environments. Furthermore, research has
found that the more complex the setting the less likely it is that new health technologies will be sustainably
adopted3.

3

Greenhalgh, Trisha, et al. "Beyond adoption: a new framework for theorizing and evaluating non-adoption, abandonment, and
challenges to the scale-up, spread, and sustainability of health and care technologies." Journal of medical Internet research 19.11
(2017).

March 2019

Page 22

HealthPathways Sydney Evaluation – Final Report
The resulting two-phase evaluation has sought to describe the underlying mechanisms of change that have
been triggered by the introduction of HPS into the local health system4. Ultimately, the evaluation has used
both mixed methods and multiple studies, supplemented by a systems analysis. Collectively, these multiple
layers of information are being used to draw inferences about:
 the effects HPS has had within (and beyond) the local health system,
 how the local health system has affected the implementation of HPS, and
 what actions are recommended to increase the likelihood that HPS will be sustainable within the local
health system.

Reflections on our role as evaluators
From the outset the independence of the evaluation was key and valued by all parties: the HPS team at
CESPHN, the SLHD who commissioned the work, and the MCHP evaluation team. As noted in the
acknowledgements, the Menzies team are grateful for the advice provided by REACH – the contributions from
this committee (who were independent of SLHD, CESPHN and the Evaluation Team) were instrumental in
ensuring the independence of the evaluation.
The Menzies team was however reliant on the HPS team for gathering data, enabling recruitment and giving
us regular accounts of their own work and occupations during the period. It was important we came to
understand how the HPS team functioned and what motivated them in their work and what barriers they faced
in their everyday tasks. Thus, as the evaluation moved from Phase One into Phase Two, which required the
adoption of interpretive study designs, we encouraged more open communication channels and were fortunate
to be able to communicate regularly with the HPS program manager and team staff.

The final approach to the evaluation
Studies in Phase One
Phase One of the evaluation is a collection of six individual studies examining the quality and reach/use of
HPS as well as its acceptability and effect at the level of primary and secondary care. This phase included:
1. Quantitative study of the use of HPS with Google Analytics Data and established GP surveys
2. Qualitative study of semi-structured interviews with GPs who do, and do not, use HPS
3. Qualitative study of patient experience
4. Mixed methods study (time-series analysis + qualitative analysis) of referral quality and
appropriateness of referral to Haematology
5. Mixed methods study (time-series analysis + qualitative analysis) of referral quality and
appropriateness of referral to Renal Medicine
6. Quantitative study (time-series) of referral trends to SLHD clinics.
The implementation of studies in phase one served to highlight system level issues that impact on the use of
HPS, which were targeted for study in Phase Two.

4

The ‘local health system’ is defined as all organisations (including, but not limited to, SLHD and CESPHN) and individuals associated
with the delivery and receipt of health care within the geographic boundary of the SLHD.
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Studies in Phase Two
Phase two of the evaluation is a collection of seven studies that take a systems analysis approach to
understanding the sustainability, embeddedness and system-level effects of HPS. This phase included:
7. Social Network Analysis study of HPS active participants in HPS processes
8. Geospatial mapping study of HPS awareness within the CESPHN
9. Process tracing study of documents and the identification of service redesign opportunities
10. Workgroup outcomes study (MD student study)
11. Quality of HPS content in context study
12. Framing analysis
13. Situational Analysis of the internal and external environment (including broader health system,
CESPHN institutional structures) relationships, and capabilities, and future horizons.
The second phase systems analysis drew partly on the results of the first phase and combined these into a rich
case study of HPS.

Synthesis of findings using the NASSS Framework
There are a large number of theories and frameworks that have been developed to understand and analyse
change in complex systems. The different frameworks stem from various disciplinary backgrounds such as
public policy and political science (institutionalist frameworks), complexity science (with its own varied origins in
biology, engineering and sociology) and organisational psychology. Based on our knowledge of existing
frameworks, we chose the NASSS framework (Non-adoption, Abandonment, Scale-Up, Spread, Sustainability)
to guide both study design and analysis in this evaluation. NASSS has been developed by leading health
systems research Professor Trisha Greenhalgh and her team at the University of Oxford.
We chose the NASSS Framework for three key reasons:
1. Relevance to health technology and the health system. It has been developed based on empirical studies
that examine how technology-based interventions work when introduced into health systems. Those studies
found that the introduction of any new health technology requires significant investment and carries
significant risks. Specifically, the studies found than even technologically sound innovations frequently end
in non-adoption, abandonment, or failure to scale up. Examples cited in earlier research include electronic
health records and tele-consultations. In many jurisdictions across many countries these health technologies
have been notoriously difficult to get off the ground, with many false starts, slow uptake and wavering use.
In their earlier research, Prof Greenhalgh and colleagues found that the main reason why health
technology innovations tended to fail was due to narrow, technology-based implementation, untested
assumptions about how the technology was actually going to function within the system and very few, if
any, individuals seeking to understand ‘what was really going on’.
2. Acknowledgment of complexity. The NASSS framework further developed the earlier “Diffusion of
Innovation” framework from the same authors and maintained its multifaceted, system-oriented nature5. As
such this framework acknowledges that there are no simple, linear cause-and-effect relationships that
determine success, but rather there is a range of factors that need to align to make success more likely. If
alignment does not occur then these factors may prove barriers to success. The types of factors include:
characteristics and drivers of technology adopters, the types of illness addressed by the technology, wider
system antecedents, and the technology itself.
5

Greenhalgh T, Robert G. McFarlane, F. Bate P, Kyriakidou O. Diffusion of Innovation in Service Innovations: Systematic Review and
Recommendations. Milbank Quarterly. 2004 82(4). Not be confused with Diffusion of Innovation theory developed by Communications
Science Professor Everett Rogers in 1962.
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3. Evidence-based. The NASSS framework and its predecessor were developed following a multidisciplinary
systematic review, which included studies from all of the above-mentioned disciplines. As such it
acknowledges complexities and is enriched by not only an understanding of mixed methods research, but
of mixed paradigms – how we can understand the world and the reality of ‘what is going on’.
In the current evaluation we used the NASSS framework in three ways. First, we used the framework to
analyse our qualitative data and to thematically categorise the processes, facilitators and barriers related to
HPS use. The framework was a particularly useful tool to draw themes from qualitative interview data
collected in Studies 2, 3, 4 and 5.
Second, we used the framework as a tool to determine ‘where to look’ for system factors that might influence
how HPS is being used and its effects. NASSS was used to synthesis results from Phase One studies and reflect
on the study journey before determining new evaluation questions and establishing studies for Phase Two. This
iterative process is depicted in Figure 1 below. Grey circles present the first layer of key questions posed in
the initial part of the evaluation with accompanying mixed methods studies (green). Solid lines represent
linkages between the results of those studies and initial and new system-level factors that needed to be better
understood in order to monitor, evaluate, improve and gain full value from HPS in the district. System-level
questions identified via the NASSS framework were overlaid (dark red) and appropriate methodologies to
approach those questions were identified (light red).
Third, we used the framework to add a ‘systems lens’ analysis to our Phase Two studies and draw together the
results of all studies and draw conclusions about how different parts of the system hang together (initially
theorized according to the broken lines in Figure 1. Thus, rather than concluding with a list of questions and
specific answers for each, our synthesis is organized according to the domains of the framework, each of which
represent key domains of challenges for the sustainability and embeddedness of new health technology
initiatives (See NASSS Analysis Section, page 53). The first six core domains are supplemented by a seventh
domain for overarching synthesis, as follows:
1. Condition. This domain is intended to provoke discussion as to whether the technology is more (or less)
suitable to assist in treatment of certain conditions than others.
2. The technology. This domain addresses material and technical features and their suitability, usability
and impact.
3. The value proposition. This domain is intended to provoke discussion about the original purpose of
adopting the technology and whether it matches a clearly identified need.
4. Adopters. This domain addresses the characteristics, motivations and daily routines of the users of the
technology and whether they are a ‘good fit’.
5. Organisations. This domain addresses organizational level capacity to embrace the new technology.
6. Wider context/System. This domain refers to the wider institutional and sociocultural context, including
factors such as policy change and financial constraints.
7. Embedding and adapting over time.
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Figure 1 Reflection Map from Phase One of the evaluation drawing on the NASSS Framework

Phase One Studies
Understanding the reach, acceptability, quality and
effectiveness of HPS
Phase One has been based on the deliberate, planned inclusion of qualitative studies and quantitative studies,
to yield information related to reach, acceptability, quality and effectiveness, from different perspectives. The
intention was to analyse embedded findings (i.e., information from studies nested within others – see below), as
well as convergent findings across multiple studies.
The anticipated contribution of each study to each of the initial evaluation domains is shown in Table 1. Note
that one study (referred to as Study 0), shaded in grey, did not proceed. This is documented in the section
“Reflections and Learnings from Phase One Studies” below. A summary of each of the completed studies is
provided in the following section, and full details of all studies are provided in the corresponding Attachments,
as indicated in the table below.
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Table 1

Contribution of Phase One studies to the analysis of reach, acceptability, quality and
effectiveness of HPS.

Study number and description
0.

Quantitative GP clinical activity study

1.

Quantitative study of the use of HPS
with Google Analytics Data and
established GP surveys

2.

Reach

Acceptability

3.

Qualitative study of patient
experience



4.

Mixed methods study (time-series
analysis + qualitative analysis) of
referral quality and appropriateness
of referral to Haematology



Mixed methods study (time-series
analysis + qualitative analysis) of
referral quality and appropriateness
of referral to Renal Medicine



Quantitative study (time-series) of
referral trends to SLHD clinics

J
A





6.

Effectiveness Attachment


Qualitative study of semi-structured
interviews with GPs who do, and who
not, use HPS

5.

Quality





B



C





D





D



E

Ethical considerations for the conduct of these studies
HREC applications were submitted to the HREC at CRGH for each study that involved the collection of
information from identified individuals (patients, GPs, specialists, or individuals other than the HPS team
involved in the development of HPS pathways). The requests for HREC approval were submitted as two
applications: the first application was lodged in October 2016 and approved in December 2016
(HREC/16/CRGH/292) and covered the three studies in general practice: Studies 0, 2 and 3.
The second HREC application was lodged in March 2017 and approved in June 2017 (HREC/17/CRGH/82)
and covered the mixed-methods secondary provider studies: Studies 4 and 5. As the evaluation progressed,
minor modifications to the study methods were required, and HREC approval of these modifications was sought
as the changes were required. To encourage recruitment, GPs were paid a fixed amount for participating in
Study 2 and this payment was approved by the HREC.
Particular care was taken to ensure that the recruitment of patients to Study 3 was not coercive. In addition, to
ensure the confidentiality of patient data only one employee of the MCHP (Ella Cottee) was granted access to
the patient records at CRGH for the purpose of data extraction and de-identification of data, and this
individual was excluded from the analysis of that data.
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Study details
1. Quantitative study of the use of HPS with Google Analytics Data and established GP
surveys
Aim
This study sought to determine the extent of HPS use (i.e., reach) in terms of the number of users and their
frequency of use, as well as to ascertain the characteristics of HPS users.
Methods
Despite the capacity of HPS software to record each individual instance of use, there are challenges to
determining who is using HPS because users sign into the HPS website using a generic username and password.
This study therefore took a multi-pronged approach to make estimates of HPS use from multiple (5) data
sources, which were then triangulated to make inferences on reach and uptake. A re-assessment of the total
number of GPs in the district was warranted as observations by the Menzies team suggested that the number
cited by CESPHN (750 to 800) was an underestimate. A summary of each data source and analysis is
summarized below, and full details are available in Attachment A. Full methods and tables can be found in
Attachment A.
Data source 1
A data request was submitted to the Commonwealth Department of Human Services (DHS) in July 2018 in
order to ascertain the total number of individual GPs actively practising in the SLHD. At the time of the final
report, we were still awaiting this data.
Data source 2
We drew data from the Productivity Report Commission on Government Services (2016) on the number of Full
Service Equivalent (FSE) GPs per 100,000 people in major cities in NSW, the population of SLHD (NSW
Health statistics, 2016), and the average FSE for a sample of GPs in the SLHD (see Data source 3). By
combining these data sources we estimate that there were 997 individual GPs practising in the district in 2016.
Data source 3
In May 2016 the Central Sydney GP Network (CSGPN developed and distributed an online survey of their
GP members; supplementary questions were added to that survey to determine:
i.

The proportion of GP respondents who were aware of the HPS program.

ii.

The proportion of GP respondents who are users of HPS.

iii.

Within the group of GP respondents who use HPS, a description of the frequency of use of HPS
(adjusted for the FSE workload of each GP respondent).

iv.

The identity of GPs who were interested in participating in subsequent studies within the evaluation
(including GPs who are currently non-users of HPS).

The CSGPN survey was distributed to 550 members of the network and there was a 9.6% response rate. Of
the respondents 89% reported being aware of HPS, and 11% reported no awareness of HPS. This compares
to the findings from the CESPHN survey conducted in June 2014 which found that 53% of respondents were
aware of HPS.
The responses to the CSGPN survey were analysed and adjusted for the proportion of a FSE week worked by
each respondent. The findings appeared to show three clear sub-groups of GP respondents (see Figure 2):
non-users, low frequency users (<2 instances of HPS pathway use per week), and higher frequency users (≥2
instances of HPS pathway use per week).

March 2019

Page 28

HealthPathways Sydney Evaluation – Final Report
Figure 2 Self-reported frequency of use of HPS by CSGPN survey respondents, 2016.
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Data source 4
Google Analytics is used regularly by the HPS team to monitor traffic to the website. As part of the evaluation
we drew additional inferences on use by:


Tracking the estimated number of HPS users over the same 7 month period in 2016-17 and 2017-18.
A user was defined as sets of instances of use of HPS from the same internet protocol (IP) address bearing in mind that the true number of unique users is not possible to determine as all users use the
same log-in and the clearance of website cookies (automatic or manual) or use of different
computers/devices means returning users may be counted more than once. Figure 3 clearly shows an
overall upward trend in the number of users as well as seasonal variability in use.

Figure 3 Estimated number of users per week, 1 November to 30 May, in 2016-17 and 2017-18
600
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Note: Easter Sunday was on 16 April 2017 and 1 April 2018.
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Tracking numbers of users of sessions (defined as viewing at least one HPS page, and any subsequent
pages without longer than 30 minutes inactivity) during the month of May in three consecutive years.
We did this to reduce the effect of clearing of cookies to avoid overestimating the number of users.
This analysis found that the proportion of ‘core users’ grew slightly between 2016 and 2017 before
plateauing in 2018. Importantly, in all three years of available data, 46% of people who accessed
HPS during May only accessed it once during the month.



Tracking the patterns of use using Google Analytics “Explorer” during a single week period, from 14 –
20 May 2018 and a single month period, 1 – 31 May 2018. In both instances we found that the
majority of users only accessed the site once during the month (See Figure 4).

Figure 4 Number of sessions per user during a one-month period, 1-31 May 2018
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Tracing 5 examples of actual HPS use, one from each user from each of the categories shown in the
pie chart above, in terms of the types and number of HPS pages viewed in a single session. These use
‘snapshorts’ demonstrated that some use of HPS is sporadic and not maintained over), whereas some
users maintain consistently high levels of activity.



Determining which pages within HPS are viewed most often, and for how long. We found that popular
clinical pathways receive substantially more traffic than the referral or resource pathways; and that
over time, certain key pathways are responsible for a large proportion of page-views. These include
pathways for:



o

High frequency presentations in primary care (e.g., hypertension; headache; women’s health –
PCOS, irregular menses, pregnancy-related pathways; diabetes).

o

Conditions for which there are detailed and precise care protocols that must be followed in
the District (e.g., Antenatal first consult).

o

Conditions for which there have been recent evidence-based changes at a national level (e.g.,
chronic hepatitis C, cervical cancer screening; see below)

Determining the location of HPS users based on IP address. Although Google Analytics only provides
broad indication of IP address location, we were able to estimate that 86.7% of users and 89.6% of
sessions were occurring from within the district.
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Determining the use of HPS following change in policy and guidance. We tracked HPS page views in
areas where there have been changes in policy or guidance including the use of codeine, management
of chronic hepatitis and cervical screening. In each instance there was an increase in traffic coinciding
with policy change (see Figure 5 below as an example)

Figure 5 Weekly unique page-views for the Cervical Cancer Screening (CCS) pathway
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Data Source 5
We analysed the subscriber list to the HPS Newsletter to get gain insights into the types of health professionals
who have accessed HPS and the proportion of total HPS usage that may be accounted for by each
professional group. We found that the majority of newsletter subscribers are GPs and that the 260 GP
subscribers are spread across 134 practices
Triangulation and Reflection
Self-response surveys conducted across the SLHD area suggest that GP awareness of HPS has increased since
the launch of HPS in 2014 through to 2018. Utilisation data from Google Analytics over the same period show
clear growth in HPS sessions and users over the same time period, with anticipated seasonal fluctuations
related to NSW public school holidays and public holidays. Most users of HPS are located within the SLHD
area, although there has been an increase in users from outside the Sydney area over the last two years (from
4.4% to 10.4%).
In order to quantify the reach of HPS a reliable estimate is required of the total number of GPs within the
district. According to CESPHN estimates there are approximately 750-800 individual GPs who practise in the
SLHD across 260 GP practices. However, observations by the Menzies team suggested that these figures might
be an underestimate: in particular, as we sought to identify GPs and practices that were not HPS users we
identified many GP and practices that were not known to the PHN.
Whilst it is clear that Google Analytics is a useful tool for determining overall trends in the use of HPS, there
are limitations with this data source: we cannot accurately determine what proportion of this use is by GPs; we
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cannot accurately determine the number of unique users; and we cannot accurately track the activity of a
single user over time. In addition, it only tells us about users, not non-users.
Notwithstanding these limitations, the Google Analytics data also tells us that the use of HPS is skewed, with a
small proportion of (apparently individual) users accounting for the majority of unique page views. For
example, in May 2018 less than 25% of users accessed the site one or more times per week on average.
Key messages


Data from Google analytics, such us number of page views, provides a strong indication that the
number of users and number of sessions of HPS has steadily increased over time, with some seasonal
variation and that the use of HPS within the district was still on an upward trajectory in mid-2018.



Although Google Analytics data gives a good indication of trends, it cannot provide an accurate
picture of the proportion of GPs in the district who are HPS users.



Previous estimates of the reach of HPS are likely to have over-stated utilisation due to the significant
number of GPs (up to 20%) in the district that appear to be unknown to CESPHN.



There is variability in the extent to which HPS is used. Some GPs do not use HPS at all and of those
that use HPS, most use it infrequently (1-2 times per month or less) suggesting it has not been adopted
as a standard decision support tool at the point of care.



There are indications that HPS is being used to find up-to-date information following national or statewide policy changes, and that it is being used as a portal for accessing information not readily
available elsewhere.

2. Qualitative study of semi-structured interviews with GPs who do, and do not, use HPS
Aim
The purpose of the Qualitative GP Interviews Study was to explore through semi-structured interviews, how
and why GPs use or do not use HPS and to understand the barriers and enablers of HPS use.
Methods
The study was designed as a series of qualitative interviews, with a target, purposive sample of at least 27
individual practitioners across three sub-regions of the local health district, including a mix of GPs who use HPS
more than twice a week (referred to as ‘high users’) as well as GPs who use HPS less than twice a week (‘low
users’) or not at all. Semi-structured interviews were conducted with GPs in accordance with an interview guide
that was developed by the Menzies team. Digital audio recordings of the interviews were used to produce
written transcripts. These transcripts were managed using NVivo 11. Two researchers (SW and KA)
independently analysed the transcripts for themes and coded the interview responses accordingly. Qualitative
data was analysed using 1) thematic analysis, 2) realist evaluation methodology and 3) NASSS framework
synthesis. Please see Attachment B for full study details.
Results and reflection
Thirty-two (32) GPs were recruited between 12 April 2017 and 12 December 2017. The majority of
participants were female (81%) and eighteen participants were over thirty-five years of age (56%). Fourteen
GPs (44%) worked in practices with more than ten GPs and seventeen of the thirty-two GPs (53%) had more
than ten years’ experience as a GP. Thirteen participants (41%) were either GP registrars or had been
practising for less than three years. It was difficult to recruit GPs from the west and southwest part of the
district into the study. As our recruitment study mirrored the existing PHN and GP practice support activities,
this suggested limited general reach into those parts of the district. We were also unable to recruit GPs that
were located in large corporate GP practices. Compared to HPS users, a greater proportion of very
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infrequent/non-users were male. Most non-users also had more than ten years’ experience as a GP, and
tended to work in smaller practices.
Most GPs reported becoming aware of HPS through an organised event run by the PHN, or by colleagues
who were involved in the development of HealthPathways. GP registrars commonly reported finding out about
HPS though GP Synergy. A few GPs reported being introduced to HPS through other colleagues, but this was
an exception.
GPs were asked what resources they used to inform their management of patients. Almost all GPs reported
using online resources to assist with clinical management or referral. Frequently cited clinical management
resources included the electronic version of Therapeutic Guidelines (eTG), Up-To-Date, the Australian
Medicines Handbook and the Royal Australian Colleges of General Practitioners (RACGP) Redbook.
GPs who used HPS were asked when they used HPS. Some GPs reported using HPS during a consultation,
while many also reported using HPS after receiving test results before a follow-up appointment to decide on
next steps. We have found that while HPS is not always used during consultations, there is variety of ways in
which it is used to spread information. The five main ways HPS is being used by GPs are: (i) supporting and
providing reassurance around clinical decision making; (ii) helping in locating and accessing relevant social
services; (iii) providing patients with health-related information for self-management; (iv) facilitating shareddecision-making and translation of guideline recommendations; and (v) assisting in the training of new GPs. In
addition, within a number of group practices, HPS has become a source of information during clinical
management team meetings and clinical discussions.
Key messages


HPS particularly works well for GPs new to SLHD and in practices where there is an environment that
supports integration of electronic systems into patient care.



GPs use HPS in a range of different ways including: providing reassurance around clinical decisions,
locating and accessing services; facilitating shared decision-making; and assisting in the teaching and
training of new GPs.



Frequency of use does not necessarily correlate with the level of influence HPS has on a GP and the
way they practice. HPS information is sometimes communicated from colleague to colleague, rather
than by each GP searching pages individually. Moreover, once a GP is familiar with the content of a
pathway they may have little need to re-visit that pathway, although that content continues to
influence their practice.



Where there was reluctance to use HPS in place of existing online clinical management resources,
reasons included the perceived lack of localised information on HPS, the comprehensive nature of the
information in alternative resources already in use, or simply not seeing any added value in using HPS.



There remain both passive and active non-users of HPS. Passive non-users represent a considerable
number of GPs who are unaware of the existence of HPS or find it does not fit within the nature of
their practice and workflow. Active non-users include GPs who find HPS to be too simplistic or
unsuitable for the types of patients they see.



A large proportion of GPs who were interviewed as part of this study practise in the north-eastern
area of the SLHD in suburbs that surround the RPA. By contrast, it was difficult to recruit GPs in the
south, southwest and northwest of the district to participate in the evaluation, in suburbs that are close
to Canterbury or Concord hospitals (see also results of Study 8)
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3. Qualitative study of patient experience
Aim
The objective of this study was to explore the experience of care that has been delivered with reference to an
HPS pathway.
Methods
Patients in this study were screened for eligibility by a sample of GPs who use HPS and who had consented to
participate in the Qualitative GP interviews Study. Fourteen GPs actively identified instances where they used
HPS to refer a patient to a secondary provider service. Following such instances, eligible patients were
provided with an expression of interest form that included information about the study. Interested patients
were given the opportunity to read and complete the form and return it to reception after their GP
consultation. Participants were interviewed in accordance with an HREC-approved schedule covering events
occurring during and immediately after the GP consultation as well as their experience of attending the
referral appointment. Participants were also asked what information they received as part of the consultation.
Results and reflection
Two patient narratives were documented from this study. These narratives illustrate that GPs who use HPS are
able to locate appropriate local services for patients. In both stories, the GP had called the secondary
provider based on the information from HPS and included the patient in this process, indicating that HPS can
help facilitate a dialogue between a GP and their patient regarding management. It is worth noting that
neither patient negatively described the use of a computer during the consultation and both patients felt that
they were in the right place at the right time.
Key messages


The narratives of the two patient experiences included in this study illustrate that HPS enables GPs to
locate appropriate local services for patients.



In both stories, the GP called the relevant specialist clinic based on the information from HPS and
included the patient in this process, indicating that HPS can help facilitate a dialogue between GP and
patient regarding their management.



The two patients in this study were happy with the use of the computer and the standardised clinical
information referenced during the consultation.



Despite having fourteen (14) GPs actively recruiting patients into this study by noting instances where
they use HPS to refer patients, only two instances were identified for patient narratives. This suggests
an infrequency of use of HPS for referral activities.

4. Mixed methods study (time-series analysis + qualitative analysis) of referral quality
and appropriateness of referral to Haematology; and
5. Mixed methods study (time-series analysis + qualitative analysis) of referral quality
and appropriateness of referral to Renal Medicine
Aim
These two studies sought to determine the impact of using HPS on GP clinical decision-making and referral
behaviour; specifically, the completeness and appropriateness of referrals in two specific clinical areas,
Haematology and Renal Medicine, at Concord Hospital. The study was designed to:
1.

Identify whether the introduction of HPS has led to more referrals into Concord Hospital being
complete and appropriate.
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2.

Identify the reasons why, or why not, HPS is making a difference to referrals and use this information
to inform a tailored revision and update of the HPS program (Qualitative).

3.

Identify whether the informed tailored revision and/or update of HPS leads to more referrals into
Concord Hospital being complete and appropriate.

Methods
The study utilised mixed-methods study design. The overarching design was an interrupted time series, with
assessment of the completeness (quality) and appropriateness of referrals (1) before the launch of the relevant
HPS pathway, (2) after the launch of a specific HPS pathway and (3) after an intervention period during which
update to HPS content was accompanied by a mail out to GPs in the district.
A pair of pathways was chosen for each clinical area on the basis that each pair accounts for a large
proportion of the referrals received by each department and has been an area where there was advice from
the respective experts on REACH that referral practices could be improved. See Attachment D for full details
study methods, data collection and results.
Quantitative data was collected by means of extraction of relevant records at Concord Hospital for a threemonth period during each of the three time points of interest. Extracted data were analysed in terms of
completeness and appropriateness. Qualitative data was collected following the final quantitative data
collection point by means of structured interviews with (a) referring GPs and (b) secondary providers within the
hospital departments. Findings were thematically analysed and synthesized according to the NASSS
framework.
Results and Reflection
From the audit data there appears to be a slight trend towards more ‘complete’ referrals into the
Haematology Department and the Department of Renal Medicine at Concord Hospital since the launch of HPS.
No changes were seen in relation to the appropriateness of referrals to the Department of Renal Medicine
however the Haematology Department did receive an increase in ‘non-urgent’ referrals which was probably
driven by the Pharmaceutical Benefits Scheme (PBS) listing of ferrous carboxymaltose (Ferinject) in August
2014.
Reason for referral and information on significant history of co-morbidities was provided in around 80-90% of
referrals over the three time periods to the Haematology Department. Less information was provided on
options already pursued, with just over just over a third of referrals in 2017, and half in 2014 containing this
information.
Despite completeness appearing to improve, from the perspective of the specialists, many referrals were still
wanting on the reason for referral. Furthermore, history of the condition and options already pursued
remained poorly reported, unchanged from the situation described in the 2014 HPS workgroups on chronic
kidney disease and haematology. The limitations of the standard referral letter-generating software
commonly used by GPs has in part contributed to this problem.
It is also possible that GPs who are not providing such information or who are referring inappropriately are
non-users of HPS or are GPs that are not engaged with other activities in the SLHD or PHN. In both studies the
number of GP referrers who are HPS users was unknown and it was found that a significant proportion
(around 30%) of referrals into the departments of interest at Concord were from GPs located outside of the
SLHD. The majority of these non-SLHD GPs were located in the Northern Sydney Local Health District (NSLHD)
and while the NSLHD has purchased HealthPathways none of the four pathways under examination in these
studies have NSLHD-localised versions.
Other factors also influence the impact of HPS on referrals to the Haematology Department and the
Department of Renal Medicine at Concord Hospital. These include the tension between following prescribed
criteria and relying on clinical judgement when referring patients. Like the findings in Study 1, more
experienced GPs tend not to rely on HPS for information on patient management.
Barriers to data collection emerged during the conduct of this study. There had been changes in work systems,
including triage methods, during the study period and alternative methods of data collection needed to be
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devised retrospectively. Consequently, it was not possible to clearly track instances of referral which were
rejected in the Haematology department as inappropriate. A discrepancy between the GP names from the
referrer lists at Concord Hospital and the PHN lists of GPs in the district meant that the planned, prospective
intervention (the tailored revisions of the pathways of interest) was not delivered to all eligible GPs.
We also found that the results of this study did not match early discussions with secondary clinics regarding
their impressions of referral patterns of referral appropriateness. The rates of completeness and
appropriateness for the referrals that have been audited were already high before the launch of the relevant
HPS pathways. We also found that for the period from July 2016 to June 2017, 319 GPs had referred
patients to the Haematology Department. While there were a small number of regular referrers, most GPs
had only referred once in that period.
Key messages


The lack of unique login for HPS, or other identifier, made it difficult to assess precisely the impact of
HPS on referral patterns and GP behaviour.



A slight trend towards more ‘complete’ referrals was identified for the Haematology Department and
Department of Renal Medicine at Concord Hospital since the launch of HPS.



No changes were seen in relation to the appropriateness of referrals. It is likely that one or more of
the following factors contributed to this observation:
o

The rates of appropriateness for the referrals were found to be already high before the
launch of the relevant HPS pathways. This contrasted with the impression of secondary
providers who initially judged that there would be a high proportion of inappropriate
referrals.

o

The tendency for specialist clinics to see all patients regardless of suitability, completeness of
the referral or compliance with HPS criteria.

o

Limitations of referral generating software, which is a current, standard method of creating
referral letters in most GP practices6.

o

Around 30% of referrals to the Haematology and Renal Medicine departments at Concord
Hospital were from GPs located outside of the SLHD, the majority of which were from NSLHD,
which does not have localised pathways for the four HPS pathways under study.

o

Tension between following prescribed criteria and relying on clinical judgement when
referring patients.

o

Patients actively pursuing referral.

o

GPs workflow creating the need to refer patients before all test results are available.

6. Quantitative study (time-series) of referral trends to SLHD clinics
Aim
The aim of this study was to determine whether changes in referral patterns to clinics within the SLHD could be
associated the use of HPS.
Methods
In-depth interviews with GPs in the district indicated that one major benefit of HPS is that it enables GPs to
find out about little-known public hospital and community clinics. Several GPs reported that many public clinics
are not well-known in general practice and that it was only through their use of HPS that they had gained
awareness of these clinics. As such, it was hypothesised that the number of GP referrals received by these and
similar SLHD clinics may increase after the launch of a corresponding pathway or pathways on HPS.
6

Although the trial of eReferral systems within SLHD is acknowledged
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A list of SLHD clinics identified in Study 2 was compiled and additional input was sought from REACH. We
extracted data from hospital appointment lists to determine the number of referrals from GPs to those clinics
over time. We used the ‘duration of referral’ field as a proxy for provider type based on the assumption that
referrals of greater than 3 months’ duration originated from GPs. Data was cleaned to eliminate double
counting (seeing multiple providers in one clinic) or subsequent visits to the same clinic.
We graphed numbers of referrals to the clinics from GPs over time to identify trend ‘interruptions’ marked by
distinct increases or decreases in referral. We overlaid these with the launch of relevant HPS pathways to
determine correlation. Full details of this study are provided in Attachment E.
Results and reflection
We were able to graph referral trends to the Mild Concussion Clinic at RPA, Collaborative Centre for
Cardiometabolic Health in Psychosis (ccCHip) Clinics at Concord and RPA, Hosptial in the Home (HiTH), and
Metabolism and Obesity Clinics at Concord and RPA. For all of these clinics there appears to be an increase in
referral numbers around the time of the launch of the relevant HPS pathways. Significantly more data was
available for the latter two services.
Figure 6 shows a trend towards an increase in GP referrals into the RPA metabolism/obesity clinic following
the launch of the relevant HPS pathway, but less effect on the clinic at Concord. Similar results were found with
respect to the ccCHiP clinics at these two hospitals (see Figure 7).
Figure 6 Number of ‘first-time’ appointments resulting from GP referrals to metabolism/obesity clinics
(Concord in blue; RPA in orange) from August 2013 to May 2018
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Figure 7 Number of ‘first-time’ appointments resulting from GP referrals to ccCHiP clinics (Concord
hospital in blue; CPC in orange) from May 2014 to December 2017

There was considerable variability in the total number of referrals to the clinics. In almost all cases, other
factors may have played a part in changes in referral patterns, such as increased clinic capacity (ccCHiP), and
changes in policy allowing direct GP referral (HiTH).
Key messages


Referral trends indicate that HPS may have contributed to awareness of, and increases in referrals to,
several SLHD outpatient clinics.



In general, increases in referral numbers after the launch of HPS pathways were confined to RPA
clinics, with little difference over time in referrals to Concord clinics. This is consistent with the
observation that a large proportion of HPS users are located in the suburbs surrounding RPA, with
fewer HPS users in the vicinity of Concord and Canterbury hospitals.

Reflections on conduct and findings from Phase One studies
Phase One demonstrated that the use of HPS has increased steadily over time and, for some GPs, HPS has
become a standard clinical tool embedded in their day-to-day practice. However, use of HPS is infrequent for
the majority of GPs.
There have been some positive effects from HPS on GP patient management and referral activities as well as
increased awareness of local specialized clinics. However, it is not possible to determine the precise
contribution of HPS to these behaviour changes, considering the complexity of the system and other
environmental factors.
GPs who use HPS report that it is easy to navigate and useful in a number of scenarios. Some of these
scenarios are expected (e.g., guidance for uncommon presentations; checklists of tests to be done for
particular conditions; contact details for specific hospital departments and clinics) and some scenarios were
unexpected (e.g., sharing on-screen HPS information with a patient at the point of care to justify why or why
not a particular course is being prescribed; rapid dissemination of changes in national or state-wide health
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policy such as changes to the national cervical cancer screening program in 2017, and the up-scheduling of
codeine in 2018).
GP experiences of HPS in its early days were heavily influenced by the extent to which the pathways had
been localised – GPs reported frustration at pulling up pathways with only New Zealand content. GPs are not
always aware of the full array of information available and do not keep track of changes in content – if they
find information is absent from a pathway they will choose not to use it again, rather than check back in the
future to see if the content has been updated.
HPS is clearly acceptable to those GPs who use the website on a regular basis. Based on our interviews in
Study 1 HPS appears to have the highest acceptability with GPs who are new to general practice or to SLHD,
especially GP registrars. However, there are aspects of HPS that are not acceptable to some GPs.
Unacceptable aspects include a perception that the pathways to do not reflect the health conditions and
services accessible to general practice populations in areas of the SLHD with a lower socioeconomic status
(SES).
From the perspective of the PHN, the HPS site has proven to be acceptable in a number of ways: it has
allowed for opportunistic communication with local GPs; it has provided a focus for CPD events; and it has
fostered the development of communities of practice within the SLHD (typically around a group of related
pathways developed via the workgroup process).
A key effect of HPS has been as a mechanism for mainstreaming key service delivery changes. A good
example of this has been the high utilisation of the HPS antenatal first consult pathway, which has occurred
alongside the phasing out of SLHD printed materials for antenatal shared care. Another key benefit of HPS
revealed during the evaluation is that it enables GPs to find out about small, specialised public hospital and
community clinics that are not widely known.
Nonetheless, the usage of HPS on an individual level is small as a proportion of all encounters. This means that
changes in referral behaviour associated with individual GPs are undetectable in aggregated data (even
data from their own practice). However, the assumption that GPs must return to a pathway every time they
‘use’ it is misguided: once a pathway has been used and knowledge acquired by the GP they may continue to
care for patients using that knowledge but without future online reference to the pathway itself. In other
words, attempts to quantify frequency of use will always underestimate true use.
The conduct of Phase One studies highlighted a number of system level factors within this complex environment
that need to be better understood in order to monitor, evaluate, improve and gain full value from HPS in the
district. These include:


Permeability of SLHD and the PHN as highlighted by:
o

The movement of patients across districts and referrals in and out of the district.

o

Changing guidelines, care standards and availability of treatments in accordance with
statewide and national policy changes.

o

Changing technologies, such as e-referrals.



Variability in the extent to which the PHN is able to communicate with GPs across the district and the
extent to which GPs are aware of and connect with PHN activities.



Early indicators that the value of HPS is not necessarily primarily through the its use during patient
consultations.



Barriers to monitoring and evaluating HPS due to variability in data collection and record keeping
across the district (including referrals in, referrals rejected, referral letters and use of appointment
scheduling programs) and an inability to track who is using HPS due to one common login.
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The impact of changes to HealthPathways product technology as it is revised and updated by the
vendor.



Determining the extent and potential impact of variation across the district in terms of socio-economics,
GP practice structure and patient cohorts.

Phase Two Studies
Understanding the embeddedness, sustainability and systemlevel interactions of HPS
The design of Phase Two was in response to lessons learnt and system-level flags identified during Phase One.
We used a systems analysis approach and associated methodologies to develop a case study of HPS and its
incorporation into integrated primary-secondary care within the district. The focus was on determining the
embeddedness and sustainability of HPS. Studies in this Phase do not fit clearly along a
quantitative/qualitative plane, rather they are designed to give multi-layered perspectives of how the system
works as a whole. The anticipated contribution of each study to each of the initial evaluation domains is shown
in Table 2 below. Full details of each study are provided in the Attachments, as indicated in the table below.
Table 2 Contributions of Phase 2 studies to analysis of embeddedness, sustainability and system-level
interactions of HPS
Study number and description

Embeddedness

Sustainability

System-level
interactions

Attachment

Social Network Analysis study
of HPS active participants in
HPS processes







F

Geospatial mapping study of
HPS awareness within the
CESPHN







F





F





F

11. Quality of HPS content in
context study





G

12. Framing analysis





H





H

7.

8.

9.

Process tracing study of
documents and the
identification of service
redesign opportunities

10. Workgroup outcomes study
(MD student study)

13. Situational Analysis of the
internal and external
environment, relationships, and
capabilities, and future
horizons.
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Ethical considerations for the conduct of these studies
The studies that relied on material from the pathway workgroups (Studies 7 to 10) was undertaken as part of
a workgroup research project approved by the HREC at CRGH on 22 June 2016 as a low negligible risk
(LNR) project (LNR/14/CRGH/297). Studies 11 to 13 built on information collected during the
workgroups but did not collect any additional data that required HREC approval.

Study details
7. Social Network Analysis study of HPS active participants in HPS processes
Aim
The aim of the social network analysis (SNA) is to understand (i) the size of the HPS network (i.e., how many
individuals have been involved in the process, how are they linked and (ii) the form of the network in terms of
the relative contribution of different individuals and organizations.
Method
This study utilized an SNA method. Participation in an HPS workgroup or community review group (CRG) was
used as an indicator of ‘involvement’ in HPS development processes and thus being part of a HPS development
social network.
To determine the size of the HPS network, HPS workgroup minutes were reviewed to identify all HPS
workgroup and CRG participants. The minutes were also used to identify the workplace/affiliation and the
role of each participant in the workgroup or CRG. The HPS network spreadsheet was then used to calculate a
score for each participant and organisation to explore the extent to which each individual in the network is
influencing the content of HPS. Participants were weighted according to role. GP practices, hospitals and
organisations were also weighted according to the number of individual participants and the extent to which
each individual within that practice or organisation was involved within the HPS process.
A network map was developed using the online network visualisation tool Kumu (https://kumu.io/) to
demonstrate the relative contribution to the network of individuals and their affiliated organisations.
Results and reflection
The first 35 HPS workgroups were attended by 419 participants, of which 75% had clinical roles (i.e., GP,
specialist, nurse, allied health professional). Sixty-two GPs from 30 practices attended workgroups and an
additional nine GPs (three additional practices) were involved in the CRG.
A large proportion of the other 246 clinical participants were based at RPA (including Lifehouse and the
Charles Perkins Centre). RPA and Concord hospitals provided a similar contribution to the HPS program
relative to their respective workforce.7
The significant contribution of each of the Clinical Leads is clearly evident in the social network (see Figure 8).
Importantly, their influence on the HPS program as shown in the figure is likely an underestimate of their true
influence, given that the scores assigned to individuals do not account for their role in inviting other health
professionals to become involved in the HPS program.
Importantly, the network depicted in Figure 8 does not include members of the HPS Program Team given that
their involvement in workgroups and content development differs from other clinical and non-clinical
participants.
7

See Table 3 of the Sydney Local Health District Workforce Strategic Plan 2016-2020 (Available here:
https://www.slhd.nsw.gov.au/pdfs/WorkforceStrategicPlan.pdf).
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Key messages


Despite the relatively low proportion of GPs who have been involved in HPS, a number of GPs have
been highly active in the HPS program due to their work as a Clinical Lead, Clinical Editor or through
participation at multiple workgroups.



Over 80% of GP workgroup attendees (excluding Clinical Editors) were invited to attend by the
CESPHN Clinical Lead, indicating that apparent ‘relationship building’ through HPS has occurred
largely by building on an existing network.
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Figure 8

The social network that has been established around the HPS program

Abbreviations: CRGH, Concord Repatriation General Hospital; GP, General Practitioner; HPS, HealthPathways Sydney; Ind, individual; NGO, non-government organisation; NSW, New South Wales;
RPA, Royal Prince Alfred Hospital; SLHD, Sydney Local Health District.

MENZIES CENTRE FOR HEALTH POLICY

8. Geospatial mapping study of HPS awareness within the CESPHN
Aim
The aim of this study was to understand (1) Does geographical location correlate with awareness and use of
HPS? (2) What aspects of geographical location might explain any observed differences in awareness and
use of HPS?
Methods
We used the subscriber list to the HPS Newsletter as a proxy for awareness of HPS and participation in at
least one HPS workgroup or the CRG as an indicator of involvement in the network of active HPS developers
and users.
Subscribers and workgroup/CRG participants were categorised to be within or outside the district based on
the location of their practice. We relied on the SLHD website to determine what addresses and postcodes
were in the SLHD8. This was compared to the heat map generated by the SLHD Public Health Observatory.
The heat map shows the relative social disadvantage scales across the district per data collected from the
2016 Australian Bureau of Statistics (ABS) Census.
Once location was determined, we used a SLHD Public Health Observatory map to pinpoint number of
subscribers’ and participants’ locations within the district. We mapped each group separately, overlaying
numbers in each location postcode onto a heat map generated by the SLHD Public Health Observatory
Results and reflection
We were able to map 220 GP subscribers of the HPS newsletter, from 107 practices across 36 (of the 48)
post-codes in the SLHD. For the majority of these post-codes, fewer than 5 GPs subscribed to the newsletter.
Over half of the subscribers were located in just 8 postcodes, and these postcodes generally lay in the
northeastern part of the district. Members of HPS workgroups and CRGs were located across 20 postcodes
within the district and one participant was located outside the district.
Half of all workgroup and CRG participants were located in just 4 postcodes, located in the northeastern part
of the district. There was a distinct lack of participants from the western and southwestern parts of the district,
where there are higher levels of social disadvantage (See Figure 9).

8

https://www.slhd.nsw.gov.au/google.html
https://www.slhd.nsw.gov.au/postcodes/postcodes.cfm
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Figure 9 Number of GPs who have been workgroup or CRG participants by index of social disadvantage

Key messages

9



Data from this study indicate that HPS usage, and involvement in HPS-related activities (with the
potential for positive flow-on effects for reach and uptake) is unevenly distributed across the SLHD.



According to the SLHD website there are 48 postcodes that fall within the district9, but half of all
workgroup and CRG participants were located in just 4 postcodes. Very few GPs engaged with HPSrelated activities were located in areas with higher levels of social disadvantage.



The areas with the highest involvement in HPS-related activities are in the northeastern part of the
district including Leichhardt, Glebe, Five Dock and Newtown. These are also all which are all areas of
relatively high social advantage.

Although according to the heat map provided by the SLHD Public Health Observatory there are 59 postcodes within the district.
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9. Process tracing study of documents and the identification of service redesign
opportunities
Aim
The objective of this study was to determine whether the development of HPS pathways had a positive flow-on
effect on local health system improvement. The purpose of this study was to (1) document service redesign
issues that were identified at workgroup meetings and (2) trace, where possible, the flow-on effects of those
workgroup conclusions.
Method
This study adopted a process tracing methodology, whereby a hypothesized causal mechanism is traced using
“detailed, within case empirical analysis of how a causal process plays out”.10
Process tracing methods seek to determine the confidence with which it is possible to determine whether one
phenomenon triggers another. The three phenomenon of interest in this study were: (1) convening of HPS
workgroup meetings; (2) identification of service and system redesign issues; and (3) local service and system
redesign.
We followed standardised methods of process tracing by gathering ‘mechanistic evidence’ of the four
traditional types: patterns, traces, sequences and accounts.
1. Patterns. We sought to identify the number and type of any service and system redesign issues that
were identified during workgroup meeting via workgroup minutes. We documented all instances of a
system or service re-design issue being noted as a discussion item, key point or action item.
2. Traces. We sought reliable records of key decisions to undertake service and system redesign such as
records of HPSAC minutes or SLHD public documents.
3. Sequences. We determined when there was a temporal proximity between the identification of
service and system redesign issues in workgroups and the ignition of service redesign activities that
aligned in issue area.
4. Accounts. During the course of the evaluation, members of the research team were invited to observe
various workgroups and meetings. We also gathered accounts from SLHD staff.
Results and reflection
We examined the minutes of 29 workgroups covering a wide range of clinical areas. Service redesign issues
were identified in 21 of those workgroups, with most of those issues being both precise and constructive
(solution oriented) in nature. System redesign issues were identified in 23 of the 29 workgroups; with the need
for better communication and information sharing between specialists and GPs featuring frequently.
In an early HPSAC meeting (November 2013), a process was devised for dealing with service and system redesign issues that were identified in workgroups; however this process was reliant on case-by-case follow up
by the HPS Program Manager and Heads of Departments.
We were not able to trace the service redesign activities that have arisen as a consequence of HPS activities.
However, accounts provided by the HPS team have confirmed the breadth of activities that have been
completed to date, with 19 pathways having undergone specific redesign since the HPS workgroups and clear
evidence that the HPS program contributed to or enabled these redesign activities across a range of clinical
areas.
Key messages


10

HPS workgroups are a resource that potentially enables the rapid communication of service or system
redesign within the SLHD. In addition, HPS workgroups provide a forum through which opportunities
for service or system redesign can be identified and discussed. Usually the identified issues are
specific and practical in nature.

Beach, Derek. "Process-tracing methods in social science" Oxford Research Encyclopedia of Politics. Oxford University Press, 2017
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Improved pathways for sharing of clinical information between GPs, specialists, and diagnostics was a
consistent theme in identified needs for system redesign.



In most instances it was not possible to trace a link between identification of service and system
redesign issues during HPS workgroups to follow up action and consequent redesign within the district.



Accounts provided by the HPS teams have confirmed that the vast majority of service or system
redesign issues identified by HPS Workgroups have been acted upon by the district, and that the HPS
team have either initiated or contributed to these changes.

10. Workgroup outcomes study (MD student study)
Aim
This study aimed to identify: (1) what issues were identified by HPS workgroup participants as impacting on
the ability of GPs to access secondary services, and (2) identify self-reported anticipated flow-on effects of
workgroup involvement on participants.
Methods
This study was undertaken by two MD students, Haisley Formosa and Laura Bennett, under the supervision of
Dr Angus Richie.
A short, 4-question worksheet was distributed to all workgroup participants at 8 workgroup meetings between
November 2014 and November 2016. Participants were asked to respond to the first three questions prior to
commencement of the meeting, and the fourth question following the conclusion of the meeting. The questions
were:
1. Please describe how you think the patient journey works from your perspective
2. What do you think the main problem is with care pathways between primary care and <disease>
services?
3. To what extent to you think HealthPathways will solve this problem?
4. Please write down a few comments as you reflect on your ‘learnings’ tonight?
Responses to questions 1 – 3 were thematically analysed by each of the investigators independently, using an
initial broad coding scheme which included categories such as ‘Communication’, ‘Time’, ‘Resources’, and
‘Knowledge’; but also allowing for free coding when new content emerged from the data. Responses to
questions 4 were then thematically analysed separately, with a new broad coding scheme which included the
categories: relational, actionable and educational.
Results and reflection
There were 90 participants in total across the 8 workgroups in the study, and 38% of these were GPs.
Responses to questions 1 – 3 were analysed to address the first aim of the study – to determine what issues
were identified by HPS workgroup participants as impacting on the ability of GPs to access secondary
services. ‘Knowledge gaps’ was the most commonly identified theme among all participants and across all
workgroups. This was followed by ‘Referral Issues’, such as not knowing where and when to refer patents
locally; and problems of ‘Ineffective Communication’.
In terms of anticipated flow-on effects from participating in a workgroup, the most frequently anticipated
effect was an increase in knowledge of both patient management and local services. This was followed by
relational effects, such as meeting and establishing a rapport with other colleagues in the district, including
GPs, specialist and allied health.
Responses to question 4 also indicated that a number of participants took actionable lessons away from
workgroups and were able to specify what they would do differently in clinical practice in the future.
It emerged from the data that some of the responses fit into an additional theme, labelled ‘Reflectional’. While
some participants found the overall effects of participating in workgroup meetings was positive, others had
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concerns over the final outcomes of the workgroup meeting or were left somewhat despondent that issues were
raised without an apparent solution.
Key messages


The Workgroup Evaluation study found that similar issues (e.g., knowledge gaps, ineffective
communication) were identified across a range of disease-specific workgroups implying that there are
common barriers at the primary-secondary care interface that need to be addressed at the SLHD
level or higher.



For the majority of workgroup participants initial reflections suggested that there would be flow-on
effects from participation in workgroup. These included gaining new specific knowledge about clinical
care options and services in the district, as well as a positively rated experience of working with
colleagues from primary, allied and specialist care.



Some workgroup participants may feel frustration at being confronted with system and service level
issues for which there is no apparent solution.

11. Quality of HPS content in context study
Aim
This study assessed the quality of the content within a purposive sample of clinical HPS pathways: neutropenia,
iron deficiency anaemia, hypertension, chronic kidney disease, antenatal first consult, breast screening, and
Ebola virus disease.
Method
The sample of pathways included pathways that had been used elsewhere in the evaluation as case-studies,
pathways with a consistently high volume of unique page views, and pathways that had been developed using
the two different HPS processes – with or without a multidisciplinary workgroup. A tailored score-card was
developed that critiqued the credibility, reliability, confirmability and applicability of the selected pathways.
The questions within the score-card draw on internationally recognised methods for the translation of evidence
into clinical practice, whilst recognising that HPS is a clinical decision support tool, not a clinical practice
guideline. Full details of the study are provided in Attachment G.
Results and reflection
All of the assessed pathways scored 100% for Applicability: the pathways are easy to find, are grouped with
and linked to related pathways, are written in language appropriate to a GP audience, are clearly
structured, and contain actionable guidance.
Six out of seven of the assessed pathways scored highly (80% or 100%) for Reliability: in general the
pathways clearly reflected current best practice, and pathway content was consistent within and between
pathways.
There was marked variability in the Credibility scores across the assessed pathways, with all of the pathways
scoring higher when additional information known to the Evaluation team was added to the assessment. The
pathways that were developed with workgroups tended to score higher in terms of credibility because the
attribution to a particular ‘HPS workgroup team’ allowed verification of the types of healthcare professionals
involved in the development of that pathway.
There was marked variability in the Confirmability scores across the assessed pathways with five pathways
scoring 0% or 20% and two pathways scoring 100%. For the pathways that scored low there was typically no
or limited citation of key sources used to develop each pathway, and no information on the methods used to
select sources.
Key messages

March 2019

Page 48

HealthPathways Sydney Evaluation – Final Report


The applicability and reliability of the HPS pathways is generally very high: pathways are easy to
find and navigate, and are written and presented in a style that is appropriate to the intended
audience of GPs.



The credibility of the HPS pathways was variable, and this was partly attributable to incomplete
public reporting of otherwise credible pathway development processes, and partly attributable to the
explicit inclusion of a wider range of healthcare professionals in the development of workgrouprelated pathways versus reliance on a smaller team for the non-workgroup pathways.



Pathways based on state-wide or national standards or programs had very high confirmability, but all
other pathways had very low confirmability. Low confirmability was partly attributable to incomplete
public reporting of the methods used to identify and apply evidence-based sources, and partly
attributable to a very low frequency of citing of such sources.

12. Framing analysis
Aim
The aim of the framing analysis was to determine (a) what stakeholders see as the purpose of having
HealthPathways in the district, and what do they expect from it; (b) whether those expectations are inclusive
and reconcilable, or fatally opposed and (c) to enable an assessment of priorities among the existing frames.
Methods
The framing analysis was conducted as a continuous reflexive study throughout the evaluation period. Texts
collated throughout the study were read periodically and a ‘field diary’ was kept of instances of where
actions including linguistic repertoires were used that suggest a particular framing of the problem to be solved,
or promise the adoption of HealthPathways brings.
The texts were read through by evaluation team researchers SW, CHS and SN. All researchers contributed to
the ‘evaluation field diary’ accordingly. The researchers workshopped interpretation of the different frames
by reviewing field notes in workshops at several points throughout the evaluation. Similar frames were
grouped thematically. Rarely used frames – that might indicate the opinion of sole stakeholders were not
included for final reporting.
Results
A number of different frames were identified over the course of the evaluation. While it is possible for most
stakeholders to relate to more than one frame, usually one frame dominates for each stakeholder. The main
frames identified are:
The one-stop-shop frame
Within this frame HealthPathways is an ‘all-encompassing tool’. The value proposition is that GPs use
HealthPathways as their main port of call during a consultation. This should make general practice simpler,
saving time and energy for GPs. This frame is most often used by the vendor (Streamliners) but the promise of
the one-stop-shop was also expressed in comments from HPS workgroup participants.
The practice quality standards frame
Within this frame HealthPathways provides agreed criteria as to how patients with particular conditions should
be managed across a local health system. Thus, implementation of HealthPathways is seen to have the purpose
of driving consistency in care across primary and specialist services. This frame has been adopted by CESPHN,
specialists and by some workgroup participants.
The reducing-waste frame
This frame is particularly prevalent among specialists who would like to see more patients treated by GPs
when appropriate, and for patients to be referred to the correct specialty at the correct time for their
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condition. This frame is linked to broader goals to reduce health system overuse and has been reflecting in
CESPHN and NSW Health documents.
Frames that were found more frequently in public communication about HealthPathways and during the
establish phase were:
The System Improvement Frame
Within this frame GPs become more engaged and connected with each other, the GP Networks, the PHN,
specialists and other health providers. Health services gaps are identified, and processes redesigned
accordingly. There are agreed standards of care and referral across the region and a greater sense of
common purpose and ownership overcoming a fragmented healthcare system. In the early stages of
development and implementation, this frame was adopted by both CESPHN and SLHD.
The improved patient experience frame
Within this frame, the primary purpose of HealthPathways is to prevent patients ‘falling through the cracks’,
becoming frustrated or confused, or having to spend unnecessary time navigating their healthcare when
moving from one health practitioner to the next. GPs, Streamliners and the Agency for Clinical Innovation were
observed to adopt this frame.
Other frames that have been identified include the “Modern GP Practice” frame, and the “Subsidiarity
Principle” frame, although these have tended to be implicit, rather that explicit and less dominant that the
others listed above.
Key messages


The SLHD and the CESPHN work with a range of different stakeholders for whom HPS ‘makes a
promise’ including local GPs, specialists, peer networks and districts, the technology vendor and the
NSW Ministry of Health and its pillars.



Frames that have been most actively adopted include the “reducing waste frame’, the “practice
quality standards frame.” However, other than a stated obejctive of improving the quality of
integrated care within the district, we have been unable to identify an explicit declaration of the main
‘problem’ that HPS is intending to solve.



Other frames, including the “improved patient experience” frame and the “system improvement”
frame were espoused strongly in the establishment phases of HPS, but have received less focused
attention in implementation.



The range of frames indicate that stakeholders have different expectations and may be working
towards different goals, but they pose no irreconcilable contradictions.

13. Situational Analysis
Aim
The aim of this study is to document (1) the current status quo of the HPS program in terms of its institutional
processes, (2) its position within the local health system and (3) its role in the development of HealthPathways
broadly across Australia and beyond.
Methods
We reconstructed the current environment, activities, choices and future horizons for HPS including key
processes that support the development and implementation of HPS and barriers to further development of
HPS by means of:
 Document analysis – including workgroup resources, clinical editor resources, minutes of key
committees, and documentation of formal agreements between key stakeholders.
 Observations of meetings
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Formal and informal discussions with Project Team and Clinical Leads

Results and reflection
HPS has been resourced with a project team, including the Program Manager, Project Officer, Pathways
Reviews Program Officer and Administrative Officer. HPS has likely benefited from stability in the project
team in producing an uninterrupted output of new, localized and revised pathways since inception.
The program has also benefited from two highly networked Clinical Leads engaged on a part time basis –
one specialist (representing SLHD) and one GP (representing CESPHN). These clinical leads were responsible
for raising awareness of HPS, building relationships with Department Heads and Service Directors, attending
workgroups, and effectively formed the backbone of the social network that emerged around the HPS
program.
In addition to the SLHD and CESPHN Boards, HPS is overseen by the SLHD Clinical Council and HPSAC. REACH
was established to provide strategic oversight, direction and advice for evaluation and research activities
associated with HPS.
Key strategic decisions taken by the HPS team and committees include:





Rapid localisation rather than a slower service re-design model (see Figure 10).
Implementation of HPS with both local and NZ content on the proviso that non-localised content was
clearly identified.
Launch of HPS across SLHD only, rather than across the whole CESPHN area.
In April 2016, it was reported that the linking of HealthPathways sites for inter-regional referrals was
agreed to by all NSW regions at the HealthPathways Coordinators meeting. However, it is unclear
the extent to which this decision has been acknowledged by Streamliners.

HPS has developed a process for prioritizing pathways for development. However, in practice, a major driver
of pathway development prioritisation has been the presence of a highly-engaged service/department that is
committed to the pathway development process.
Workgroups remain the cornerstone of the HPS program, with 29 workgroups having taken place by
September 2018. As noted above, workgroups have been highly effective at identifying system redesign
issues (27 out of the 29 workgroups) and contributing to or enabling change within the local health system (19
of the 27 workgroups with identified service and/or system redesign issues).
Maintaining after workgroup meetings is an important factor in the timely development of HPS content.
Several clinical streams that were the focus of workgroups (e.g., dermatology, stroke, entering aged care
facilities) lost momentum after the workgroup meeting, and pathways were either substantially delayed or
never completed.
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Figure 10 Number of localised pathways at launch and annually thereafter
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Source: DOT. Accessed 7 June 2018.

Information available in DOT indicates that Sydney may contribute disproportionately to the HealthPathways
Community, in terms of content development and review, compared to other regions in NSW and Australia. A
combination of factors may contribute to this including:


The relative early adoption of HealthPathways within the Australian context. Along with HNE and
other early-adopters, HPS has made significant contributions to ‘Australianising’ content and other
regions can simply focus on localisation.



The employment of a full time Pathway Reviews Program Officer. HPS has been able to sustain a twoyear review cycle allowing other regions to use HPS as a starting point for their reviews.



The employment of a part time GP registrar that creates efficiency within the review process.



Headquarters of many peak bodies/NGOs are in central Sydney. Consequently, the HPS Project
Team is often approached to collaborate on pathway development.

In addition to the contribution of Sydney to development of new content and ‘Australianisation’ of NZ content,
conversations with the Project Team have indicated that Sydney also provides a substantial contribution to
updating pathways according to the Streamliners style guide. The changes are often time-consuming and are
associated with a significant financial investment from HPS.
Key messages


HPS has achieved a high output on a lean management and administration structure.



The HPS team has taken the approach to strive for (and achieve) a leading role in local
Healthpathways development. This has been reputation building for CESPHN and the SLHD. In terms
of content development and review HPS ‘over’ contributes and it is understood that HPS is commencing
a considerable additional investment in updating pathways according to the Streamliners style guide.
Local priorities are not always recognised by Streamliners, which can add a lot of work for the local
Program Team. Lung cancer and adult congenital heart disease were two examples of ‘battles’ with
Streamliners. Local autonomy over content has diminished over time.
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The spread of HealthPathways into an ever greater number of PHNs in Australia has created a unique
environment characterised by a blend of cooperative and competitive features

Analysis using the NASSS Framework
Overall approach
To move towards our key findings and recommendations for the evaluation we have systematically considered
each of the six core elements of the NASSS framework (See Figure 11 in Annex F) by drawing together
findings from across all of the studies in Phases One and Two. We then discuss Element 7 of the NASSS
framework – an analysis of embedding and adapting the technology – to assess progress towards addressing
the factors identified in the original HPS agreement between SLHD and IWSML/CESPHN as being likely to
influence the development and implementation of HPS.

Condition
HPS aims to include as many conditions as possible in the pathways accessible for GPs. This is one primary
reason why there has been such a high resource investment in localisation of pathways. Qualitative interviews
with GPs who were HPS users indicated that completeness is important to build trust in HPS as a reliable
resource, and that finding content that has not been localized (at least to Australia) was frustrating.
However, Google Analytics data suggests that the use of HPS is heavily concentrated on only a small number
of pathways for a small number of conditions (See Study 1); these include:
 High frequency presentations in primary care (e.g. hypertension; headache; women’s health – PCOS,
irregular menses, pregnancy-related pathways; diabetes).
 Conditions for which there are detailed and precise care protocols that must be followed in the
District (eg. antenatal first consult).
 Conditions for which there have been recent evidence-based changes at a national level (e.g. chronic
hepatitis C, cervical cancer screening; see below)
This presents a dilemma regarding how much time and investment is warranted to create a breadth of
pathways fully localized to Sydney. A discerning system of prioritization is required to identify those pathways
where local need might be highest or where local information is paramount. Other pathways might be able to
be localized from other Australian districts, or in partnership with other districts (see section on Technology and
Wider System). Healthpathways is particularly suitable for conditions where there has been a change in
standard practice or policy, the availability of treatments, or where precise care protocols must be followed in
the district.

Technology
HealthPathways is based on a software platform provided through licence for use in the PHN by the vendor
Streamliners. While these formalised clinical care pathways adhere to a standardised format, each health
jurisdiction that implements the program effectively creates their own iteration of HealthPathways content.
Sydney has localized a large number of pathways with high efficiency, however some remain that contain
information from the original district (Canterbury, New Zealand).
The PHN provides access to the site for local clinicians by means of a district-wide standard login and
password. This login and password has been distributed widely, making HPS non-exclusive and effectively
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accessible for anyone with the determination to find the login details. It still however sets a barrier to access,
particularly in those instances when the login details are not at hand.
Generally high frequency users praise the comprehensiveness of information on the HPS site. However, there
have been some frustrations that the search tool has limited functionality and the site requires a large number
of ‘click-throughs’ to find relevant information. Feedback to the vendor (outside the current evaluation)
suggested that the user interface is dated – which has prompted the current revamp of the interface by
Streamliners.
The technology is an information-only platform (i.e. it does not have any facility to send referrals, import
and/or store patient data or store user history, notes and preferences.). It has not been set up to be
compatible with other systems and software and thus it cannot take referral information and populate it into
referral letter software. However, the simplicity of HPS is also one of its strengths; aside from the need to
recall the login details and password, nothing else is required to use the technology other than a computer with
internet connection. Removing the login as the final barrier could lead to a further uptake in use.
HealthPathways competes with a range of other online clinical information systems (such as Up-To-Date, eTG
and the RACGP Redbook) as well as emerging technologies in this space, including specialist directories (such
as HealthShare) and, more recently, online booking systems. The majority of GP practices in the PHN use
practice management software such as Best Practice or Medical Director that are also adding compatible
functionality products. This along with changes in eHealth policy create a dynamic, rapidly changing health
technology landscape in which HPS will need to work to maintain its value proposition.
The HPS team is reliant on the vendor for providing the technology platform and must adjust to new
requirements and technology updates as they are rolled out. It is our observation that negotiating this
commercial relationship has been challenging for the single licence holder (SLHD). But given the widespread
adoption of HealthPathways across the State we believe there is now a stronger incentive for the vendor to
listen to licensee needs and issues.

Value proposition
There are three levels on which we can consider the value proposition of HPS (noting that our evaluation was
unable to discern the extent to which patients were aware of HPS or what they expect to receive from it):
1. From the perspective of the vendor (Streamliners): The HealthPathways business model is based
around the provision of the baseline technology and basic content, with the expectation that
purchasers will invest in localizing (and effectively updating) that content and sharing it with other
districts. The effectiveness of the technology thus relies on the additional local investment (on top of
licence purchasing and support costs) in the quality of the product. The promise from this supply side is
a one-stop-shop for fast, high quality primary care that leads to judicious (appropriate) use of
specialist services.
2. From the perspective of CESPHN and SLHD: There are multiple complementary value propositions
expressed in different framings of the ‘problem’ to be solved. The ‘reducing waste frame’ and the
‘quality practice standards’ frame have been most actively pursued – aligning with considerable
resources and time investments to (1) reach agreements between GPs and specialists and other local
practitioners on best care models and; (2) develop new, localized and revised Healthpathwys content
– including information on appropriate referral. Alternative frames have been used by CESPHN and
the SLHD at different times since the beginning of the program. From the time the initial decision was
made to invest in HealthPathways, CESPHN and SLHD have placed a strong emphasis on service
redesign and system improvement, to enable better patient experience. However, in theory, most of
the gains achieved within the district could have been achieved with an alternative ICT tool.
Considering the highly competitive space in terms of products that promise the ‘one-stop-shop’ and
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‘quality practice standards’ the value proposition from the vendor to CESPHN and SLHD may need to
be clarified and strengthened.
3. From the perspective of HPS users. Particularly active and engaged GPs see HPS as an opportunity
to developed closer relationships between specialized and primary care professionals, help train
registrars and look up information on rare conditions or where there have been changes in standard
treatment or policy directives. Some users have expressed finding value in having an up-to-date
resource for local information about public specialist clinics and when to refer into them. For most GPs,
HPS is one of an array of tools to find clinical information during consults: it is addition to rather than a
replacement for other resources.

Adopters
There is variation in the extent to which GPs have adopted the technology across the district. While it is clear
that both awareness and use of HPS has increased over time, a small number of users are still responsible for
a large proportion of HPS ‘pageviews’. HPS is used as an information resource on occasions, rather than as a
standard, frequent clinical tool.
The vast majority (but not all) of the GPs in the district are using software in their practices, and already
access clinical information online. Whilst there are rapid advancements in health technologies that promise
more and more features and advantages, it is important to recognize that the basic tenets of clinical work
remain the same and the nature of these GP work-flows do place barriers on the uptake and use of any
electronic decision support tool. Some GPs were unsure about how patients would perceive having their doctor
look up clinical information during a consultation. Some GPs found HPS too simplistic to handle patients with
complicated histories and chronic and complex conditions. Others found that logging on to HPS during a consult
was simply too time consuming. In group practices where there is a culture of teamwork and high levels of
communications, GPs would rather ask the advice of colleagues (although this was also a mechanism through
which information contained in HPS was spread).
However, there are certain presentations for which the use of HPS is particularly useful (e.g., conditions with
more recently consolidated standards of care or new treatments) or for which HPS has become the only
definitive resource on local requirements of care (e.g., antenatal first consult).
There is variation across the district in terms of the extent to which HPS is seen by GPs as relevant for their
practice. Highly networked GPs and practices were also often involved in some aspect of HPS development
and review, and came to value the program as a consequence of that participation. GPs that are more
isolated from HPS development activities (who also tend to have fewer connections with the PHN) were also
more likely to find that HPS did not fit with their style of practice.

Organisation
Our social network analysis demonstrated that HPS champions had a significant role in spreading awareness
of HPS throughout parts of the district in which they were active, and promoting participation in HPS
development processes among GPs and specialists they were connected with. This strengthened collaboration
within that social network and had anticipated positive flow-on effects for participants, including new
relationships between GPs and specialists.
However, we also found that there were gaps within HPS and PHN organizational processes that meant that
there was limited connectedness between the HPS team and GPs in certain parts of the region. We became
aware of some GP practices that were unknown to the PHN and a found a need for higher level
organizational coordination/oversight of the activities designed to build rapport with GPs. Gaps particularly
emerged in the western and southwestern parts of the region – precisely those regions were HPS holds
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particular promise due to higher levels of socio-economic disadvantage, bulk-billing being more frequent and
a corresponding preference for use of public secondary services.

Wider System
There are several contextual factors that play a part in the embeddedness and sustainability of HPS and the
extent to which effects on secondary provider attendances and referrals are likely to be seen.


Unlike the Canterbury district in New Zealand, for which HealthPathways was originally designed,
SLHD cannot be conceptualized as a closed (or near closed) system. Patients can easily travel into and
outside of the district either following referral from their GP or in exercising choice in primary
provider, as patients do not have to register with GP or a district. The distance to major hospitals in
neighbouring districts, and the distance to SLHD hospitals for people living outside of the district is also
relatively short; making SLHD different to, for example, rural LHDs in the state. This has implications
not only for measuring effects of HPS on secondary attendances and referrals, but raises questions
about the extent to which HPS is suitable for district-by-district development in major urban centres.



As mentioned above, the current landscape of technology use in health is rapidly changing. New
technologies are being introduced into clinical practice from multiple directions, including consumerdriven take-up of health applications; add on features to clinical practice software; national rollout of
the PCEHR, and an array of new products available for purchase (or free of charge) at district,
practice or individual clinician level. Combined, this will contribute to a change in practice culture and
clinical workflows, only accelerating in the coming years and decades. Some practices are more
equipped to adapt to this changing nature of practice than others and the PHN is in a key position to
accompany GPs through this change.



Primary practice is also changing in terms of their business models and employment patterns. More
GPs are working part time, and more GPs are now employed in large corporate-run practices. We
were not able to gain access to these larger corporate practices for this evaluation.



Finally, general practice in Australia continues to maintain a fierce independence, and a level of
resistance to meta-level governance or interference in clinical practice is always likely to be present.

Embedding and adapting over time
The document agreed by SLHD and IWSML/CESPHN titled Proposal for the Collaborative HealthPathways
Project (2013) acknowledged a number of key factors that would determine the likelihood of HPS being
successfully developed and implemented. These were based on the experience of establishing HealthPathways
in the Canterbury and Hunter New England (HNE) regions. These factors and the extent to which they have
been addressed during the development and implementation of HPS (as judged by the Menzies team) are
listed in Table 3.
As illustrated in the table the HPS program has been highly successful at engaging with a range of primary
and secondary healthcare professionals to develop a comprehensive suite of high-quality, local-content
pathways. Without doubt, paying attention to the factors identified at the establishment of the program has
enabled the achievement of these milestones, together with the emergence of a social network centred around
HPS-related activities. In addition, there are many local redesign projects that have been initiated or enabled
as a consequence of HPS pathway development activities.
The table also highlights a key risk factor for HPS not becoming embedded in the local health system: the suboptimal engagement by some specialists and GPs. Our Recommendations are focused on how the HPS
program might adapt to overcome such resistance, and move towards embeddedness and sustainability.
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Table 3

Extent to which the factors identified in the SLHD and IWSML/CESPHN HealthPathways
Proposal document as being likely to influence the development and implementation of HPS
have been successfully addressed

Factors

Effort to
address

Successfully
addressed

Points to Note

Board and Senior Executive leadership
and support from both organisations
(SLHD and IWSML/CESPHN).





This is evident in the membership of HPSAC

A collaborative and partnered approach
between SLHD and IWSML/CESPHN.





This is evident in the activities of the HPSAC

Clinical Leads for each clinical area from
both SLHD and IWSML/CESPHN.





This is evident in the membership of REACH, although both of
the Clinical Lead positions are currently vacant

Not underestimating the resource
requirements for development and
implementation





SLHD and CESPHN have dedicated significant resources to
developing and reviewing pathway content, and to
promoting HPS to GPs in the local health system

Education support for GPs





The HPS team and the Practice Support Unit have provided
group and one-to-one GP support through a variety of
channels, but there is uncertainty regarding the reach of this
support, and some evidence of ‘HPS fatigue’ at CPD events.

Management of negative behaviours at
the onset





Intentional efforts made to recruit GP champions and to
develop a critical mass of pathways before launch of the full
site.



GPs who use HPS clearly have confidence in the tool, but the
HPS team has faced ongoing challenges securing the
engagement of hospital specialists (beyond the membership
of REACH) and GPs in the western and south-western areas of
the district.



Overall activity successfully measured via Google Analytics
but limitations exist because the patient- or provider-level
data required to monitor impact cannot be collected;
consequently, the prospective measurement of clinical activity
or outcomes has not been undertaken

×

Clearly it was reasonable to achieve a critical mass of
pathways to cover a range of clinical areas, but the number
of pathways in development or under review appears to
have become a key (although not the sole) performance
indicator for HPSAC



The links between the HPS and SLHD service redesign teams
were established at the beginning of the program, and there
has been clear progress in a comprehensive range of service
redesign activities arising from HPS-related activities.

-

Unlike the Canterbury and HNE HealthPathways programs,
whole-of-system change (as distinct from specific service
redesign goals) was never planned to be delivered alongside
HPS

Sound communication strategies
established to ensure stakeholders are
engaged and able to gain confidence of
leaders and frontline clinicians

Implementation of active data collection
methods alongside pathway development

Avoidance of setting pathway numbers as
the sole target.

Including resources to continue to manage
redesign projects associated with changes
to pathways.
Creation of a compelling vision of wholeof-system change and a description of
simple concrete short-term outputs to
keep people motivated and on target.









-

Abbreviations: CESPHN, Central and Eastern Sydney Primary Heath Network; HNE, Hunter New England; HPSAC, HealthPathways Sydney Advisory
Committee; IWSML, Inner West Sydney Medicare Local; REACH, Research and Evaluation Advisory Committee of HPS; SLHD, Sydney Local Health
District
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Recommendations and next steps
The Recommendations are presented below, together with the entity/ies to which each recommendation
applies (shaded in red), a rationale for the recommendation, and suggested next steps for implementing the
recommendations.
Recommendation 1
That a collaborative program of work is continued between CESPHN and SLHD to enhance the integration
of care within the district, with a continued focus on service redesign opportunities, and that the HPS team
and the district service redesign team continue to select and implement locally feasible projects of mutual
interest to SLHD and CESPHN.
HPS team

CESPHN

SLHD

ACI/NSW Health

Vendor

Rationale:
The HPS program has successfully developed a comprehensive suite of local-content pathways, a network of
local healthcare professionals across the primary-secondary care interface, and a strong track record of
successful service redesign projects. However, whilst the HealthPathways platform has enabled these activities,
it is worth noting that the ‘HPS program’ is bigger than a single ICT tool, and could conceivably be supported
by alternative ICT tools. Because of the system-level factors identified during the evaluation it is difficult to
predict if the HPS platform itself is sustainable, or if its use will become embedded in practice.
Proposed next steps:
 Consider ways in which the collaboration between the district service redesign team and the ‘HPS
team’ could be more deeply supported, for example, via the co-location of the two teams, or the
explicit inclusion of the HPS team lead in service redesign team meetings.


Continue to use the HealthPathways platform in the near-term, but choose a name that identifies the
team with the broader theme of ‘primary care integration’ rather a single, branded ICT tool.

Recommendation 2
Establish a prioritised pathway review process driven by subject matter experts within the district, with an
emphasis on maintaining and improving pathways with the highest volume of use, and the timely
identification of practice-changing information.
HPS team

CESPHN

SLHD

ACI/NSW Health

Vendor

Rationale:
To maximise return on investment, the effort spent to review and update a pathway should be commensurate
with the likely volume of traffic generated by that pathway. In other words, review activities should be tightly
restricted to the small proportion of pathways that account for the majority of traffic to the HPS website, and
efforts should be made to develop more high-volume pathways (see Recommendation 3).
Proposed next steps:


Only review prioristised pathways on a regular basis (e.g. every two years); all other pathways
should remain unreviewed unless practice-changing information emerges (see point below).



Develop a surveillance process for identifying practise-changing information that might trigger a
review or update to a pathway (e.g. changes to PBS or MBS listings, announcements by NPS
MedicineWise, or the publication of new national clinical practice guidelines).
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Substantially reduce the number of changes that are made to existing pathway content to minimise the
fees charged by the vendor.

Recommendation 3
Limit the development of new pathways by focusing on those pathways undergoing active service redesign
(as per Recommendation 1) and those that are expected to drive the overall sustainability of the HPS
program.
HPS team

CESPHN

SLHD

ACI/NSW Health

Vendor

Rationale:
Two characteristics of the HPS program that are most likely to contribute to the overall sustainability of the
program are the expansion and maintenance of the social network that spans primary and secondary care,
and the inclusion of highly used pathways. Pathways that are expected to help drive the sustainability of the
HPS program are those that are for presentations with a relatively high prevalence where the pathway
provides local information that is unique to HealthPathways. In other words, having more pathways with the
characteristics of the antenatal first consult or the various SLHD clinics pathways is likely to make the use of HPS
more of a ‘habit’ for GPs. Furthermore, getting Workgroups to focus on service redesign in health areas where
there is a high degree of shared care is expected to enhance engagement by hospital-based clinicians, and
strengthen the existing HPS network.
Proposed next steps:
 Limit the development of new or localised pathways unless there is a compelling case to do so at a
local level (i.e., the pathway describes shared care or is expected to become a high-frequency use
pathway).


Leverage the recent announcements by the vendor for regional (instead of local) development of
pathways, and adopt new pathways developed by others in NSW (or other regions of Australia) in
preference to developing new HPS pathways.

Recommendation 4
Expand referral information within HPS to include health services delivered by non-government
organisations and/or private providers (the latter possibly limited to providers who offer bulk-billing
services).
HPS team

CESPHN

SLHD

ACI/NSW Health

Vendor

Rationale:
Only a small proportion of GPs within the district use the referral information within HPS, and those GPs who
are the highest users of HPS tend to serve populations in areas of higher social advantage. These patients are
more likely to have a preference and ability to pay for private healthcare, but there is no information
available within HPS for such services. If information on private providers was included and promoted to GPs
it might increase the relevance of HPS to their practice, and thereby increase uptake.
Proposed next steps:
 Explore options for adding private provider details to HPS (possibly via cost-recovery mechanism e.g.,
private providers paying an annual fee for a local listing, or by connecting with established service
directories).
 Promote the referral information available on the HPS site, as there is a surprisingly low awareness of
this aspect of pathway content, and it is what differentiates HP from other clinical decision support
sources such as eTG.
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Recommendation 5
Remove technical barriers to the uptake of HPS, including password-only access, the lack of compatibility
with practice management software and the inability for GPs to identify appropriate referral pathways for
patients who live outside the SLHD.
HPS team

CESPHN

SLHD

ACI/NSW Health

Vendor

Rationale:
GPs have expressed frustration with a number of aspects of the HPS site that illustrate how the HP tool has not
been designed to align with how Australian GPs work. There are a number of passive non-users for whom the
value proposition of HPS does little to overcome difficulties of use in their clinical workflow.
In addition, unlike Canterbury NZ and HNE, the Sydney district is densely populated with multiple
neighbouring HP regions. Ideally, patients in a district will be referred to hospitals within the same district, but
it often the case that the patient’s GP practice in an adjacent district. To ensure the most appropriate referral,
that GP should be able to access referral details for hospitals in adjacent districts.
Proposed next steps:
 Make the username and password available on demand, so that users are not required to remember
the login details or where they are stored.


Make usernames and passwords available for HealthPathways regions that neighbour SLHD, to
facilitate ‘cross-border’ referrals OR establish a mechanisn whereby a GP can enter the residential
postcode of a patient and the HealthPathways platform will automatically direct the GP to the
appropriate local site (which may or may not be Sydney).



When there is no Sydney version of a particular pathway, change the system defaults to show a
pathway from another Australian site, instead of a pathway from Canterbury, New Zealand.



Embed links to HPS in practice software (Medical Director, Best Practice and/or Zedmed).

Recommendation 6
Improve the perceived quality of the HPS pathways by publishing key information on the pathway
development processes, including patient representatives in pathway development, attributing authorship of
each pathway, and clearly citing key sources relied on during pathway development or review.
HPS team

CESPHN

SLHD

ACI/NSW Health

Vendor

Rationale:
Whilst HPS pathways were scored highly for applicability and reliability they did not tend to score as well for
credibility or confirmability. However, the development and review processes established by the HPS team
already encompass many of the process elements recommended by evidence translation organisations such as
the NHMRC, it is just that these elements are hidden to users. The addition of some of the missing elements,
together with the publication of additional process details would result in high scores for all quality domains.
Proposed next steps:


Add authorship and area of expertise to each Sydney pathway to improve the credibility of the
pathways.



Publish on the About HPS page a brief summary of the methods used to develop Sydney pathways, to
enable an independent assessment of the reliability of the pathways.



Include patient representatives in the development process via appointment to Workgroups.
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List key references as Sources on the relevant pathway page, with an emphasis on ‘high-level’
references such a clinical practice guidelines or state-wide or national standards or protocols.

Recommendation 7
Expand the membership of the HPS Workgroups to include specialists from Canterbury hospital and GPs
from the western, south-western, and Redfern/Waterloo areas of the district, and experts in implementation
science or co-design methods, and choose to develop pathways or service redesign projects of particular
relevance to these health professionals.
HPS team

CESPHN

SLHD

ACI/NSW Health

Vendor

Rationale:
Workgroups have been shown to be a key part of developing the social network of GPs and specialists and
the accumulation of knowledge through dialectic learning. Regardless of which ICT tool is used
(HealthPathways or another platform), the business of the Workgroups remains an important activity in its own
right. It is understood that the specialists at Canterbury hospital were quite involved in the development of
their pathways, and it is suggested that ongoing engagement could be fostered by focusing on clinical services
with high levels of demand at Canterbury hospital, such as paediatric and maternity care.
Proposed next steps:
 Maintain and expand the Communities of Practice that have evolved as a consequence of
participation in pathway development workgroups, by involving these individuals in the review
processes.


Make strategic appointments of GPs who will be HPS ‘Champions’ with an explicit remit to expand the
geographic footprint of the current HPS network.



Engage expertise in implementation science, health economics, and co-design methods (via direct
employment or academic partnerships) to support the service redesign focus of the HPS team.



Undertake a needs analysis of health professionals in geographic areas and hospitals that are
currently under-represented in HPS-related activities, and use the findings to inform the selection of
new pathways to be developed or service redesign projects to be initiated.

Recommendation 8
Implement strategies to increase the engagement of hospital clinicians with the Workgroups and with the
development and review of pathways.
HPS team

CESPHN

SLHD

ACI/NSW Health

Vendor

Rationale:
The HPS team regularly struggles to maintain the engagement of hospital-based clinicians throughout the
pathway development process, and this is engagement is even more difficult to establish as pathways undergo
review.
Proposed next steps:
 Make strategic appointments of specialists who will be HPS ‘Champions’ with an explicit remit to
expand the current HPS network into Balmain and Canterbury hospitals.


Identify ways in which specialists can be acknowledged for their input to pathway development or
review (eg, inclusion in the pathway author list).
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Explore ways in which VMOs can be formally engaged with service integration activities within the
district.

Recommendation 9
Strengthen current measures to raise awareness and adoption of HPS by GPs who are new entrants to the
district.
HPS team

CESPHN

SLHD

ACI/NSW Health

Vendor

Rationale:
The evaluation showed that new entrants to the district use HPS to find localised information about referrals
and to understand the treatment expectations of local patients. This group represents a cohort of GPs for
whom HPS may have a high impact.
Proposed next steps:


Increase awareness of HealthPathways within the Sydney Medical School and foster the use of HPS as
a training tool for medical students.



Link promotion activities with orientation programs offered by the PHN practice support team.

Recommendation 10
Implement strategies (such as re-launching the early ‘HPS supported implementation’ program for practices
in target areas) to increase engagement of GPs and to extend the reach and uptake of HPS into bulkbilling practices, practices that serve areas of high social disadvantage, and practices that serve
populations in languages other than English.
HPS team

CESPHN

SLHD

ACI/NSW Health

Vendor

Rationale:
The utility of HPS will increase with uptake across a broader spectrum of GPs. Active non-users tend to be
located in bulk-billing practices and practices located in lower SES areas of the district.
Proposed next steps:


Encourage quality improvements that focus on systems, policies and culture as this has been shown to
predict uptake and use of HPS within the district.



Identify ways in which educational opportunities at Workgroups can be linked to CPD events.



Establish a repository to monitor advocacy activities across the PHN.



Modernise engagement strategies to include strategic use of social media.



Continue to promote HPS via CPD events, but in a targeted way, being mindful of the risk of ‘HPS
fatigue’.



Identify general strategies to increase the engagement of bulk-billing practices and general practices
that service lower socio-economic areas within the district including strategic engagement of these GPs
in HPS development and review.



Conduct a needs assessment of GPs in the district to identify barriers to improving primary-secondary
care integration and how HPS and other services can be utilised as tools to meet these needs.
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Encourage whole-of-practice level adoption, rather than relying on adoption by individual GPs.

Recommendation 11
Address gaps and inconsistencies in data collection and reporting to support ongoing monitoring of the
performance of the HPS program (see Recommendation 13).
HPS team

CESPHN

SLHD

ACI/NSW Health

Vendor

Rationale:
Future decisions about direction and investment in HPS software, and engagement with Streamliners could be
informed by further monitoring and evaluation of level of use and change in practice. Current data collection
across GP and specialist sites needs purposeful design to allow for reliable monitoring and evaluation of HPS
and its impact on change in practice.
Proposed next steps:


Identify key areas of interest for prospective data collection on GP referral behavior, and ensure that
requisite data can be collected before a new pathway or service redesign is launched.



Establish longer-term data collection of tests/diagnostics ordering and referral.

Recommendation 12
Renegotiate an embedding-phase relationship with the Vendor for sustainable product delivery that
achieves greater value for money for the district.
HPS team

CESPHN

SLHD

ACI/NSW Health

Vendor

Rationale:
In part, the HealthPathways business model (Streamliners) uses competition between health districts to improve
HealthPathway content, and this activity also maintains a proportion of the overall transaction costs/fees for
the platform. A more co-operative approach between districts could reduce maintenance costs and increase
the efficiency of content creation and review. Collectively, NSW is now one of the largest clients for
Streamliners and there could be opportunities to negotiate improved value for money via the collective
purchasing power of multiple regions within the jurisdiction.
Proposed next steps:


Consider using the combined purchasing power of multiple districts to negotiate price reductions.



Seek quotes for district-wide access to alternative decision support tools and platforms (such as eTG)
to provide a price comparison.



Require that the vendor provides validation of the quality of information provided by other regions.



Provide translations of high-volume and/or community-relevant pathways into the most common
languages spoken in the district, other than English.
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Recommendation 13
Develop a Strategic Plan for the HPS program that defines specific, realistic objectives and goals for the
HPS program that align with the needs of the program sponsors, recognises the complexity of the local
health system, and identifies meaningful, measurable indicators to monitor the uptake, impact and
embeddedness of the program.
HPS team

CESPHN

SLHD

ACI/NSW Health

Vendor

Rationale:
The objectives of SLHD and CESPHN around supporting integrated care within the district were articulated in
the MOU between the organisations, but the HPS program has never had a formal strategic plan. A strategic
plan would provide a clear framework for the HPS program to transition from its current ‘establishment’ mode
to a ‘sustainability’ mode. The strategic plan would clearly articulate the needs to be met by implementing
HPS, define objectives and goals of the HPS program (e.g., for the next 3 years), describe strategies for
achieving those goals, and identify the resources required to deliver the strategies. To be fully valuable the
strategic plan should explicitly articulate what will change in how the HPS program works, and how this
change will be managed.
Proposed next steps:


Continue to monitor uptake using indicators such as UPVs from Google analytics, the number and
geographic location of subscribers to the HPS newsletter, and the number and location of HPS practice
visits.



As new pathways are developed identify pathway-specific indicators that can be measured
prospectively before and after the launch of the new pathway. Target these measurement activities to
pathways which are expected to have a measurable impact on local care.



Identify indicators of embeddedness that go beyond the Google analytics data by considering what
‘ideal’ interactions between all of the actors within the HPS program would look like.
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Annexes
Annex A: Membership of REACH
Organisation represented

Name and Position

Period of membership

Co-Chair

Professor Andrew McLachlan
Professor of Pharmacy (Aged Care), Faculty of Pharmacy and Centre
for Education and Research on Ageing, University of Sydney & Concord
Hospital; Chair, Concord Human Research Ethics Committee

2014 - current

Co-Chair

Associate Professor Lyndal Trevena
Associate Professor, Primary Health Care, School of Public Health,
University of Sydney; Joint Head General Practice, Sydney Medical
School

2014 - current

HPS

Mr Paul Bennett
Program Manager, HealthPathways Sydney

2014 - current

HPS Clinical Lead – CESPHN (previously
IWSML)

Dr Linda Mann
General Practitioner, Your Doctors, Leichhardt, NSW

2014 - 2018

HPS Clinical Lead – SLHD

Dr Angus Ritchie
Staff Specialist Nephrologist; Clinical Lead, Electronic Medication
Management; and CMIO SLHD

2014 - current

SLHD Pathway representative

Professor Nicholas Shackel
Professor of Medicine at UNSW & Senior Clinician, Gastroenterology
Department, Liverpool Hospital

2014 - 2016

Associate Professor Ilona Cunningham
Head of Department of Haematology,
Concord Repatriation and General Hospital

2014 - current

Dr Shaundeep Sen
Director Chronic Kidney Disease Services, Statewide Renal Service,
Staff Specialist Nephrologist & Senior Lecturer, Concord Medical
School, The University of Sydney

2017 - current

General Practitioner (independent)

Dr Winston Lo
Conjoint Senior Lecturer, School of Public Health and Community
Medicine, UNSW

2014 - current

CESPHN representative (Board)

Professor Mark Harris
Centre for Primary Health Care and Equity, UNSW, Centre for Obesity
Management and Prevention Research Excellence in Primary Health
Care (COMPaRE-PHC)

2014 - current

Medical Research Institutes

Professor Fiona Blyth
Head, Concord Clinical School, Senior Adviser, Knowledge Exchange,
Sax Institute;

2014 - current

Professor Stephen Jan
Head of Health Economics and Process Evaluation Program, Senior
Health Economist & Professor of Health Economics, Faculty of Medicine,
UNSW Sydney and an Associate at the Menzies Centre for Health
Policy

2014 - current

Professor Tim Shaw
Sydney Catalyst and Professor of eHealth, Sydney University.

2014 - current

Ms Jamie Brugman

2014 - 2016

Mrs Teena Kaur

2016 - current

HPS Administration Officer
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Annex B: Progress reports for REACH prepared by the
Menzies team
Click within each box to view entire document
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Annex C: Initial evaluation of HealthPathways Sydney
(2014)
Click within the box to view entire document
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Annex D: Program Logic Model for HPS
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Annex E: Original design of HPS Evaluation studies
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Annex F: Diagrammatic representation of the
NASSS Framework
Figure 11 NASSS Framework Core Elements
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Attachments (provided separately)
Attachment A

Study 1 - Quantitative study of the use of HPS with Google Analytics
Data and established GP surveys

Attachment B

Study 2 - Qualitative study of semi-structured interviews with GPs who
do, and who not, use HPS

Attachment C

Study 3 - Qualitative study of patient experience

Attachment D

Study 4 - Mixed methods study (time-series analysis + qualitative
analysis) of referral quality and appropriateness of referral
to Haematology
Study 5 - Mixed methods study (time-series analysis + qualitative
analysis) of referral quality and appropriateness of referral
to Renal Medicine

Attachment E

Study 6 - Quantitative study (time-series) of referral trends to SLHD
clinics

Attachment F

Study 7 - Social Network Analysis study of HPS active participants in
HPS processes
Study 8 - Geospatial mapping study of HPS awareness within the
CESPHN
Study 9 - Process tracing study of documents and the identification of
service redesign opportunities
Study 10 - Workgroup evaluation by MD students

Attachment G

Study 11 - Quality of HPS content in context study

Attachment H

Study 12 - Framing analysis
Study 13 - Situational Analysis of the internal and external environment
(including broader health system, CESPHN institutional
structures) relationships, and capabilities, and future horizons

Attachment J

Study 0 – Abandoned study of GP clinical activity
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