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ABSTRACT

Successful Priority Setting:
A Conceptual Framework and an Evaluation Tool.

Doctor of Philosophy
Shannon L Sibbald
Graduate Department of Health Policy, Management ad Evaluation
University of Toronto
2008

A growing demand for services and expensive innegdechnologies is threatening the
sustainability of healthcare systems worldwide. iBilea makers in this environment
struggle to set priorities appropriately, particlydecause they lack consensus about
which values should guide their decisions; thisasause there is no agreement on best
practices in priority setting. Decision makers ‘(eaders’) who want to evaluate priority
setting have little guidance to let them know #ittefforts were successful t. While
approaches exist that are grounded in differemigliaes, there is no way to know
whether these approaches lead to successful gremiting. The purpose of this thesis is
to present a conceptual framework and an evalu&b@ifor successful priority setting.
The conceptual framework is the result of the sgsithof three empirical studies into a
framework of ten separate but interconnected elésrgegrmane to successful priority
setting: stakeholder understanding, shifted presiteallocation of resources, decision
making quality, stakeholder acceptance and satisfgqositive externalities,
stakeholder engagement, use of explicit procefsnmation management, consideration

of values and context, and revision or appeals ar@sm. The elements specify both



guantitative and qualitative dimensions of priosstting and relate to both process and
outcome aspects. The evaluation tool is made tipreé parts: a survey, interviews, and
document analysis, and specifies both quantitaincgequalitative dimensions and relates

to both procedural and substantive dimensionsiofipr setting.

The framework and the tool were piloted in a me=el urban hospital. The pilot test
confirmed the usability of the tool as well as facel content validity (i.e., the tool
measured relevant features of success identifilieiconceptual framework). The tool

can be used by leaders to evaluate and improvatgrsetting.
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Chapter 1: Thesis Overview

Introduction

The sustainability of the Canadian health careesyss dependant on the ability of policy makers
to make difficult priority setting decisions. Theowing demand for services and expensive
innovative technologies further threatens the sushdlity of this system. Due to a lack of
consensus regarding which values should guide deeisions, decision makers in this
environment struggle to set priorities appropriatel successfully. Decision makers, particularly
in the Canadian publicly funded health system uaider growing pressure to improve their
priority setting and to demonstrate the effectiwsnef their decisions. Currently, decision makers

do not have a common framework on which to base phierity setting decisions.

This is not a problem solely faced by Canadiansidecimakers. This problem is world-wide; it
persists in both the developed and the developoripwand presents problems throughout
various health care systems and numerous heakthocganizations. Priority setting is a global
concern, which has made the determination of b@stipes within priority setting an

international endeavour.

A comprehensive evidence-base to evaluate prisetiyng activities is needed, however this is
lacking in the current priority setting literatuk&hile there have been numerous attempts from
around the globe to describe the activities asset’ith priority setting, evaluating the success
of these activities has been difficult since thiereo agreement on what achieving success in
priority setting looks like. This lack of consensarswhat should count as successful priority

setting, coupled with both a lack of agreement ow to evaluate it and divergent views on



which values should dominate in priority settingyé left priority setting decision makers

uncertain as to whether or not they have achieuedess in their decisions.

One way to approach this problem is to determing the relevant stakeholders understand
successful priority setting. Greater insight inf@keholder’s attitudes and perceptions of
achieving success in priority setting could imprtve way in which institutions and health care

organizations set priorities.

There have been numerous empirical descriptiopsiofity setting in various contexts, as well

as the application of different approaches to gyi@etting (cost-effectiveness assessment, health
technology assessment (Battista & Hodge, 1996yraro budgeting and marginal analysis).
There have also been studies examining priorityngefrom the perspective of stakeholders.
However, despite these endeavours, the subjectaritp setting remains incomplete because no

one has attempted to comprehensively define suctg@s®rity setting.

Although frameworks and tools exist to help Canadiacision makers with priority setting (such
as 'accountability for reasonableness' or progradgéting and marginal analysis, described in
Chapter 2), there are no frameworks that desctibeessful priority setting. Creating a
framework to define success in priority setting istep toward improving priority setting
practices in health care organizations. In ordgrémnd such a framework, one must begin by
collecting and synthesizing the views of stakeh@dmcluding decision makers, patients, and

priority setting scholars.

These three groups of stakeholders are importamaious reasons. Decision makers are
responsible for priority setting decisions andtaerefore a key stakeholder group in defining

what it means to achieve success in priority sgtftatients are key stakeholders because the



health system exists for them and because thaistdmsurance premiums and out-of-pocket
payments fund the system. Moreover, patients catribate their experiences within the health
system, as well as an intimate knowledge of theseguences of priority setting decisions.
Priority setting scholars are another key stakedralgioup because they can analyze and improve
the theoretical grounding for decision making withealth systems, and they may identify

concepts that other stakeholder groups would not.

In order to improve something, one must be abtddarly define what they intend to improve.
Ergo, defining what it means to be successful iarjy setting is a necessary first step towards
improving priority setting in general. The nextgtewards improving priority setting is to be
able to evaluate it -- to know whether an orgaitzais achieving success in their priority setting
efforts. Currently, there is no framework for défig successful priority setting and no evaluation

tool for measuring the achievement of successiofifyr setting.

Purpose and Objectives
The overall aim of this thesis is to address tlseaech question: ‘How can we evaluate the

achievement of success in priority setting?’. Tpectfic objectives are:
1. Develop a conceptual framework to define succégsfority setting; and

2. Develop a tool to evaluate the achievement ofesssc priority setting.

This study aims to address two major gaps in tligtex literature on priority setting that align
with real concerns of decision-makers. The firgt gathat currently there is no conceptual
framework for success in priority setting. The s@tgap is that there is no tool for evaluating the

achievement of success in priority setting.



To achieve my first objective, | conducted thraalgts that used different methods of data
collection, but similar methods of analysis. Thésee studies provided a diverse and rich
knowledge base.
o Study 1was a modified Delphi consensus building initiatimvolving a panel of
international scholars and decision makers.
0 Study 2used one-on-one qualitative interviews with a widdety of decision
makers across the full range of the Canadian heatft system.
o0 Study 3was qualitative and was based on multiple intemected focus group

interviews involving patients and policy makersnfracross Canada.

Subsequently, | synthesized the findings from thbsse studies into a coherent and
comprehensive conceptual framework that describesessful priority setting. The conceptual
framework has evolved and been refined throughwmutésearch process. It includes ten elements
of successful priority setting: stakeholder underding, shifted priorities/reallocation of
resources, decision making quality, stakeholdeeptence and satisfaction, positive externalities,
stakeholder engagement, explicit process, cleatrandparent information management,
consideration of context and values, and revisioappeals mechanism. These elements outline
both quantitative and qualitative dimensions obpty setting, and relate to both the procedural
and substantive dimensions. The conceptual franterediects ethical goals of priority setting

and also practically-focused goals of decision mskeis both normatively and empirically

grounded.

To achieve my second objective, | developed aruatian tool (or a “global index”, discussed in
Chapter 3), grounded in the elements of the cone¢ftamework. Subsequently, the evaluation
tool was refined and improved through a real-ist that was conducted in a mid-sized Ontario

hospital. The tool can be used to evaluate theesiscof a health care institution’s priority setting



It includes three components: a survey, interviems, document analysis. These capture both the

gualitative and quantitative dimensions of a ptjosetting process.

The following section provides a summary of theteats of each chapter of this thesis.

Summary of the Chapters
Chapter 2 contains the background and significafitee problems that are addressed by my

research. First, | discuss the context of prics#jting within the Canadian health care system,
including descriptions of actual priority settirfecond, | describe the goal of success in priority
setting and discuss the contributions that ottedddi and disciplines have made towards
achieving this goal. Third, | define and discuggtimacy and fairness as two ‘surrogate goals’ in
priority setting. Fourth, | discuss evaluation amelasurement tools that have been used in the
achievement of success in various fields. Lastyekent the two key gaps in the literature: there
is no comprehensive definition of successful ptjosetting, and no tool for evaluating the

achievement of success in priority setting.

Chapter 3 details the methods that were used iresgarch. Three empirical studies were
conducted that provided the context for the pringata collection and subsequent creation of the
conceptual framework. This chapter includes a dgson of the design, setting, sampling and
participants, methods of data collection and amslgsd a description of the research ethics
process for each study. | also describe the methsels in the development of the conceptual
framework and the evaluation tool. Lastly, | ddserihree ways in which the evaluation tool is
tested: the ways to test its face and contentitglithe methods used for pilot testing, and the

methods that can be used for its evaluation.



Chapter 4 focuses on the results of the primarg dallection (three empirical studies) and the
synthesis of these studies into the conceptualdveark. In this chapter | present three lists of
successful priority setting elements derived fraunlestudy. This chapter also presents the ten
separate but interconnected elements of the camdpamework that were derived from the

synthesis of the three studies.

Chapter 5 focuses on the results of the developamahtesting of the evaluation tool. | describe
the results of the face and content validity testind the results of the pilot test. | also present
analysis of the ‘ease of use’ of the tool and tifesequent refinements to the conceptual

framework and the evaluation tool.

Chapter 6 is the discussion section of the thésis. | describe how this research has contributed
to the available knowledge of priority setting pgeses; in particular | describe how I fill the gaps
in the knowledge that are described in Chaptelafsd describe the implications that this

research can have for policy and practice, anéutore research. Lastly, | discuss the limitations

of this research.

Key Message
Priority setting is complex and is becoming inciegly difficult as both the demand for services

and the cost of care continue to grow. By providiegision makers with guidance regarding the
achievement of successful priority setting, thissth can begin to improve any priority setting
process. The goal of this research is to improiaipyr setting practices in health care
organizations across Canada; by defining succegsfuity setting through a conceptual
framework, and by providing a tool to evaluate ssful priority setting, we have gained

significant progress toward this goal.



Chapter 2: Background and Significance

This chapter presents the intellectual settingtiich this thesis is found. Priority setting is
complex and this chapter aims to organize the agielvackground knowledge to enhance clarity.

It is divided into five sections.

In Section 2.1, | will provide an overview of prityrsetting by providing a definition of terms,
explaining the context in which priority settingooes, discussing the importance of priority
setting in our current health care system, and exagithe main problems faced by priority
setting decision makers. In this section, | wip@et on the priority setting literature emerging

from Canada that is relevant to this thesis, andh®n similar literature from other countries.

In Section 2.2, | will focus on the goal of succispriority setting and discuss the contributions
that other fields/disciplines have made to thisassion. | will highlight the first major
intellectual challenge that is fundamental to teisearch: there is no common understanding of

successful priority setting.

In Section 2.3, | will define and discuss legitimamnd fairness as two ‘surrogate goals’ in
priority setting. | will present ‘accountability oéasonableness’ as an ethical framework for

legitimate and fair priority setting.

In Section 2.4, | will discuss measurements antstihat have been used to evaluate and measure
success in various fields/disciplines. | will higlt the second major challenge that is
fundamental to this research: there is no tooladuate the achievement of success in priority

setting.



In Section 2.5, | will provide a chapter summary @nesent the gaps in knowledge that this

research attempts to fill.

2.1 Overview of Priority Setting
In this section | will: (1) provide definitions qifriority setting terms, (2) explain the context of

priority setting (in Canada and internationally)dg3) end with discussion of the problems that

decision makers face in priority setting.

A Definition of Priority Setting

Priority setting, also known as rationing or reseuallocation, has been defined as the
distribution of resources (e.g. money, time, bedsgs) among competing interests (e.g.
institutions, programs, people/patients, servidesgases)(McKneally, Dickens, Meslin, &
Singer, 1997). Loughlin (1996) defined priorityts®y as the process by which decisions are

made as to how to allocate health services ressetbically.

Priority setting is a complex and difficult probldacted by all decision makers at all levels of all
health systems. Holm (1998) wrote: “Talking aboubrities and, by implication, rationing of
health care resources is difficult. It meagsepting that some citizens will not get treatnteat

is potentiallybeneficial to them” (p.1002).

Daniels and Sabin (1997) have argued that thetelwibys be moral disagreement in priority
setting decisions. For example: balancing compatidges (e.g., equity versus efficiency); the
conflict between best outcomes and fair chancettathggregation problem’ (when should

small benefits for many outweigh large benefitflaw?) (Daniels, 1994). A large problem that



priority setting decision makers face is: theradsclear understanding of successful priority

setting.

In this thesis, | argue that in order to resolve afthe aforementioned moral disagreements, we

need to establish a common understanding of wima¢#ns to achieve success in priority setting.

The Context of Priority Setting: Canada

Macro-Level Priority Setting

In Canada, there is relatively little interactiogtleen decision makers at the macro, meso and
micro levels in regards to setting priorities. tiosetting occurs in both governments (e.g.
Local Health Integration Networks (LHINS), quasivgonmental organizations (e.g. Cancer Care
Ontario), hospitals, and clinical programs andtheen described as a series of unconnected
experiments with no systematic mechanism for capuhe lessons or evaluating the strengths

and weaknesses of each experiment (Martin & Sirk{¥)Q).

Canada has been preoccupied with the public-praebate and defining ‘what is in the basket’
(i.e., what are the publicly covered core servi¢k#py, 2002; Romanow, 2002). Martin and
Singer (2003b) reported that Canada has no certtrafdination and no central accountability
for decision-making regarding health technologidgy maintain that Canada has no single,
widely accepted procedural framework for priorigtteng, but instead various institutions use
different procedures (technology assessment, utistital committees, and waiting-list

management procedures) for their priority settiagisions.



The Architecture of the Canadian Health Care System

Canada is a federalist country. Federalism reteestarrangement of political
institutions and a philosophy of government (Byr2id01) as well as an
institutionalization of the notion of regional digity (Doern & Phidd, 1983). Federal-
provincial relations are complex and multifacetetivorks of influence which have
developed (Simeon, 2007), and are an importancagspée way that health care is
delivered in Canada.

Canada’s health care system is organized intor@nrial and three territorial health

Act, giving individual plans an allocation of fumgj (through tax points and cash
transfers) if they provide care according to tlve ftonditions of the Act:
comprehensiveness, universality, portability, asik@igy and public administration.
Currently (and since the inception of Medicard)pfithe delivery of Canadian health
care services occurs privately (by doctors, holsp#tad other health care professiona
and 70% of health care is funded publicly (by tbeegnment). The remainder falls to
private insurers, employers, and the public (Cha&dsaclLeod, 2002; Deber, 2002).
Publicly funded health care is financed througtefat] provincial and territorial
taxation. British Columbia, Alberta and Ontariocatharge health care premiums, bu
non-payment of premiums does not preclude accesedtilically necessary services.

Medicare is a defining characteristic of Canadaiarsgen as a core Canadian value
(Mendelsohn, 2002), and a defining attribute of mational identity (Axworthy &
Spiegel, 2002). Health care is a key issue in @rfing and shaping public debate an
public policy (Doern & Phidd, 1983).

At the provincial/territorial level, decisions amade about what is included as a publ
covered core service —i.e., what will be considenedically necessary care, that is
delivered in hospitals or by physicians and pardofpthe provincial/territorial insurang
plan. There is considerable provincial variatiortluis. At the meso level, most provin
have shifted to regions or districts (local heaitiegration networks (LHINS) or region
health authorities (RHAS), etc.).

(family doctor, nurse, nurse practitioner, physéstpist, pharmacist, etc.), by way of
physician clinics, or in a team setting (in Ontagdmary care restructuring is moving
toward increasing ‘family health teams’ as welNagse Practitioner led clinics).

At the micro-level in Canada, patients enter thalthecare system through primary care

plans. At the ‘macro’ level, Health Canada uphdtédicare through the Canada Hedlth

s)
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In Canada and around the world, health serviceuress are finite, and greater efficiency and/or

more money will never prove sufficient to accommtedgrowing demand (Jones, Keresztes,

Macdonald, Martin, Singer, & Walker, 2002). Conceatout system sustainability have

increased emphasis on accountability between ladsgind funders.



11

In Ontario, new funding agreements calkexpital services accountability agreemefiisSAA),
between the Minister of Health & Long Term Care #émelhospitals (through the LHINS) require
hospitals to live strictly within their funding eelpe. Annual budgeting processes are now faced
with significant constraints and tight timelinesaith care organizations face the challenge of
meeting community health needs within limited Heakre resources (Edgar, Salek, Shickle, &
Cohen, 1998). Similar problems are experiencedaiiglkovac (1998) reported on rationing in
the hospital sector in Australia, discussing howegoment funding cuts have caused a rationing
of services. He reported that cost shifting is leagipg at a rate detrimental to the system and it is

clear that more accountable and consistent wagsaking allocation decisions are required.

Provincial Budgets
Approximately 70 per cent of total health care expiires are covered by the ‘public purse’;

funds that are generated through provincial andriddaxation. The other 30 per cent is
considered ‘private’ funding and comes from emptedyased insurance as well as personal funds
paid directly by patients. Every province and tery sets its own budget that determines how
much money is allocated to health care over otfeasa(education, roads, etc.) (Figure 2.1).
While each province and territory can decide howpend their revenues, most provincial
budgets have been labeled ‘health care budgetsp&in, 2008) due to their heavy focus on
health care expenditures.
Health care is clearly a fundamental driver of guality of life, but it's important to
understand that other sectors of society also hdegitimate claim on the public purse.
((The Conference Board of Canada, 2001).
In most provinces, health care costs are risingfdban provincial revenues and than fiscal

spending in other program areas (education, the@maent).
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A report published in 2000 estimated that publialtheexpenditures would rise from 31 per cent
in 2000 to 42 per cent in 2020 (The Conference 8o&iCanada, 2000). The 2008-2009 Ontario
budget allocates 46 per cent of all spending (artogimo $40.4 billion) to health care (Ontario

Ministry of Finance, 2008).

Figure 2.1: Government Spending by Province in 2006

Government Spending by Province in 2006
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British Columbia has a unique regionalization appig which utilizes both regional bodies and
one province-wide authority: the Provincial Hedhrvices Authority (PHSA). The PHSA is
different from other meso-level authorities in thatmandate is province-wide and acts as an
umbrella organization for eight provincial agendiesluding cancer care, children’s care,
disease control, etc.) (Cranston & Powell, 2008SR's primary role is to ensure that B.C.
residents have access to a coordinated networigbfduality specialized health care services
(Provincial Health Services Authority, 2008). Thidatively new entity (created in 2002) has
taken strides in priority setting efforts througtopting an explicit, transparent method (Mitton,
MacKenzie, Cranston, & Teng, 2006). Using an adhpeven-step process (Mitton &

Donaldson, 2004a), PHSA engaged in a transparefgrae-based priority setting activity.
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Drug Priority Setting
The cost of drugs and technologies are escalatidglamands for services are increasing, which

is an international problem. Growing demand forltheeare services and the continual
introduction of newer and more expensive drugstaoknologies are threatening health system

sustainability. In this environment, successfubpty setting has become a necessity.

Ontario’s Bill 102, the Transparent Drug SystemPatients Act (2006), “aims to achieve
savingsn the Ontario Drug Benefit (ODB) program, whicrsto$3.4illion a year, by allowing
more inter-changeability of genedougs for brand-name drugs. It will make the systeore
efficient,more transparent, more accountable, more undeedtén (Silversides, 2006). The
ODB program providegrugs to seniaritizens and social assistance recipients at rezdaost,
other than a small co-payment. A recent commertarthe Bill spoke to the increased
transparency of the ODB process since the intraglucif the bill, stating that the public is now
more aware of the pricing of generic drugs andgheing of rebates fgharmacies worth up to

60% of a drug's price (Dhalla & Laupacis, 2008).

In an effort to standardize, inform, and improvagireimbursement decisions, federal, provincial
(with the exception of Quebec) and territorial gowveents created the Common Drug Review
(CDR). CDR, in partnership with the Canadian AgefaryDrugs and Technologies in Health
(CADTH), critically assesses comparative clinicatd cost-effectiveness information of drugs.
“The ultimate objective is to inform formulary lisgy decisions that both maximize health
outcomes and achieve good ‘value for money” ((Mtiia, Morgan, & Mitton, 2006)), p.200).
The process was devised in consultation with tiieggaating drug plans and the pharmaceutical
industry, which submits drugs to the Canadian Bxpang Advisory Committee (CEDAC).

CEDAC considers three criteria for each new dryglibical studies (safety and/or efficacy and
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effectiveness); 2) therapeutic advantages and \disaages; and 3) cost-effectiveness. In a news

release on a recent report by the Standing ConerotteHealth (Prescription Drugs - Part | The

Common Drug Review: An F/P/T Process), CDR is dbedras:
...the single Federal/Provincial/Territorial (F/Pfrfpcess that is used to review both the
clinical efficacy and cost-effectiveness of newgfrand new indications for old drugs.
This review process, which takes place after Heaéthada has approved a drug for sale,
leads to a recommendation regarding formularynigstinder participating publicly-
funded drug insurance plans. Publicly-funded plankide the provincial and territorial
drug insurance plans, except that of Quebec, dsawelx federal drug insurance plans.
Committee members agree that the CDR is a good pffecess but that further
improvements are necessary (House of Commons, 2007)

Key recommendations from the report included: imprg openness and transparency and

developing a separate process for the review @fgifor rare diseases, and for innovative drugs

(Standing Committee on Health, 2007).

In response to this report, Dhalla and Laupaci®&2@iscussed the need for more information to
be given to the public in terms of pharmaceutieadisions. They added that since no country has
full transparency in pharmaceutical policy-maki@gnada has the opportunity to be an

international leader.

McMahon et al. (2006) described CDR and compartmthie National Institute for Health and
Clinical Excellence (NICE) in the UK. The CDR atNICE systems function similarly on
many levels, but are shaped by their own spec@ieegimental priorities; funding, constraints
and local politics. Both processes recognized parent drug selection and opportunity costs in
their allocation as important. They recommendedtiahdl resources to expand both the number
and type of drugs CDR reviews (for both new andtidtment options), as well as to increase
public participation in the process. The authorpleasized the importance of using the best

current evidence to ensure legitimacy in decisi@aking and highlighted three critical issues for
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pharmaceutical priority setting: 1) drug selectidh¢entralized vs. decentralized decision-

making, and 3) local receptor capacity.

Internationally, several countries including Aurand the Netherlands, have directly addressed
drug priority setting with specific approachesAinstralia, Gallego (2007) reported that decisions
were based on safety and effectiveness, budgetithgitmpact and cost on a per patient per year
basis, and on number of patients likely to recéigatment. They reported that information on

effectiveness was hard to find because of the malhirmovative nature of high-cost medicines.

In the Netherlands, de Bont et al. (2006) docuntktite decisions of a national body responsible
for prioritization decisions surrounding the reimigment system in the treatment of growth
hormone (the National Registry of Growth Hormoneakment (LRG)). This study raised
important considerations as to who should be ireiw priority setting decisions; disagreement
with how LRG policies are implemented at the friomé proved that physicians should be

engaged in the process to ensure commitment frakelsolders (often labelled ‘buy-in’).

‘Value for money’ (or efficiency) is the predomintagoal in pharmaceutical priority setting;
however the most notable finding from the aboveistidescribing pharmaceutical priority
setting is that there is a need for increased paesicy and stakeholder engagement. The drug
review experience has taught us that both tranepgr@nd stakeholder engagement are important

to priority setting, and should therefore be ineldés key elements of successful priority setting.

Wait List Management
The Western Canada Waiting List Project (WCWL) \vesated in 1998 as a joint effort of the

Canadian federal government and the western priavigovernments (Saskatchewan, Alberta,

and British Columbia). The intention was to sehdtads and criteria for priority areas with
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existing wait times (i.e., to create standardizéittida to decide how to set priorities (Coster,
McMillan, Brant, McGurran, Noseworthy, & Primary @aPanel of the Western Canada Waiting
List Project, 2007)). The WCWL set out to influerthe structure and management of waiting
lists by developing practical tools for prioritigippatients on scheduled waiting lists
(Noseworthy, McGurran, Hadorn, & Steering Committé¢he Western Canada Waiting List
Project, 2003). A review advocated that key tersev€rity, urgency, need, and priority) needed
to be defined in order to attain standardizatioadbtn & The Steering Committee of the
Western Canada Waiting List, 2000). However, astidland Singer (2003b) reported, their

efforts were largely lost due to lack of buy-inrfrdront-line health care professionals.

In Ontario in 2000, the Joint Policy and Planniragr@nittee (JPPC) launched the Ontario Wait
List Project (OWL). OWL built on the work of WCWIlotdevelop and evaluate priority setting
tools for wait list management in Ontario (McKeerM&acKenzie, 2004). The OWL was taken

over by the Ontario Wait Time Strategy in 2004.

The Ontario Wait Time Strategy (OWTS) increasedreffto improve access and reduce wait
times in five areas (guided by a meeting of th& fininisters (Health Council of Canada, 2006)):
cancer surgery, cardiac revascularization procaedi@eronary angiography, percutaneous
coronary intervention, and coronary artery bypaa$t gurgery), cataract surgery, total joint hip
and knee replacements, as well as Magnetic Resenaraging (MRI) and Computerized
Tomography (CT) scans (Ministry of Health and Ldrgrm Care, 2007). Bruni et al. (2007)
described priority setting of OWTS and concludeat tjust as with the WCWL, there was room
for improvement in public engagement (through sthaecision making, focused outreach, and a

feedback/appeals mechanism).
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Manitoba also created a wait list program usingraralized database for cataracts, designed to
act as a guide for surgery allocation, with thalffidecision remaining in the hands of individual
ophthalmologists (Bellan & Mathen, 2001). Despitasitional problems (increased paper work,
initial back logs), the authors felt that by prawigl objective and reliable measurements, the
program has been shown to increase equity by intiad a uniform set of criteria. This paper
(similar to other studies) showed the importanckeafping stakeholders involved throughout the
entire process (especially those directly affectéde Manitoba program allows for long-term

tracking, which can facilitate improvement overeim

Internationally, New Zealand created a bookingeystor prioritizing access to elective services
and to provide consistency and fairness in alloggpiatients to surgery (Gauld & Derrett, 2000;
Newdick & Derrett, 2006). The system provided refbguidelines and criteria for determining
urgency of treatment, but authors have suggesteduired greater clarity around the notion of
rights to health care in priority setting decisioNsrway has adopted a legal approach to reduce
wait times: The Norwegian Patients' Rights Act.STAtt guarantees the population equal access
to necessary specialized care (Kapiriri, NorheinM@&rtin, 2007). However, Kapiriri et al. found

that despite guidelines in place, lobby groupsmualic pressure often override them.

Summary
At the macro level in Canada, priority setting kaged considerably in composition and process,

and there is little national coordination or cotesigy. Individual provinces have the freedom to
make their own macro-level priority setting deamsipbut most provinces are spending a
considerable portion of their total budget on Heakire which is not sustainable in the current
climate of rising health care costs and demandsrddmitiatives like CDR and WCWL, OWTS,
or the Manitoba Wait List Program show that it asgible to have a common process and to

share information (and possibly lessons) acrossatithsystem, however, more work needs to be
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done to improve buy-in from stakeholders. In regezatrs there has been a strong push toward
transparency in priority setting, as is evidenbtlygh pharmaceutical decision making where both
legal and organization efforts are underway to mmprtransparency. It has been suggested that
increased information in decision making along vegitindardizing decision making processes

will aid in this effort. While a more informed adplicit process can act to improve
transparency, there is no guarantee that these aliiHead to a better process. Wait list

initiatives set out to make priority setting degrss transparent and standardized have fallen short
in gaining buy-in from important stakeholders. g which principles to use in wait list
decision making is an important step, but aloniisufficient in achieving a successful priority

setting process.

Meso-Level Priority Setting
Much of the priority setting in a health systemurscat the ‘meso’ level of policy making. Meso-

allocations occur in health care institutions sashthospitals, regional health authorities (RHAS)
or local health integration networks (LHINS), arrdyincial disease-specific agencies (e.qg.
Cancer Care Ontario). At the meso level in Canadest provinces have shifted resource
allocation responsibilities to regions (RHAs, LHIBI.), and priority setting within each region

is carried out by senior administrators in thes@thecare organizations as well as in hospitals.

Hospital Priority Setting
Recognizing that priority setting is an inhererdthical issue, Singer and Mapa (1998) examined

the ethical dimensions of priority setting for hbatare executives and described five criteria
specifically relevant to hospitals: mission, qualgfficiency, need and process. These five
criteria provided a conceptual base, or commonuagg, to discuss situations and identify

sources of disagreement. The authors suggestethésat five criteria often lead to different
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options for expenditure, and call for the creatiban interdisciplinary, empirically grounded

theory to help health care executives make diffidatisions.

Deber et al. (1994) surveyed 564 Canadian hospta@mining technology acquisition and found
that decisions made in this regard were often ad laoking in input from technical experts,
nurses and patients, and involved little regiomahping. Committees comprised primarily of
administrators, made most of the decisions basedetfical request, manufacturer presentations

and budgetary concerns, and impact was not a @rasion.

Reeleder et al. (2008) examined Ontario’s accoliitiahgreements between hospitals and the
Ministry of Health and Long Term Care (MOH). Theyported on the conflict between achieving
both quality and efficiency, and suggested sevenplovements in the fairness of government
strategies. These included: efforts to increagesparency in processes by enhancing disclosure
of reasons and supporting evidence for accountgbijreements; better mechanisms for broad
stakeholder engagement; and improvements to datibartime. They concluded that
government has the chance to improve the accollibtaid priority setting fairness of its
hospitals through new local integration structyres LHINS), and in doing so “inspire trust and

confidence among stakeholders” ((Reeleder D, God&ikger PA et al., 2008), p. 171).

Bell et al. (2004) described hospital priority B&jtin response to SARS (severe acute respiratory
syndrome). Their study showed that priority settiiegisions were made at all levels of the
institution. The primary criteria for decision magiwas patient and staff safety, but these criteria
were accessible only to those directly involvethia decision making; communication beyond

the core group of decision makers was incompléete. Skudy highlighted gaps between decisions

that were made at a high level and the implememtadf decisions at the front line.
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Internationally, Bochner et al. (1994) describgmtiarity setting scheme devised by an Australian
hospital drug committee to rank drugs for inclustonthe hospital formulary. The method was
based on six principles, focusing on the need tainlthe ‘greatest benefit for the most patients
served’. While cost considerations were part ofpgfazess, they were not allowed to dominate
the final result. A score was created by rankinggdreatments against the six principles; the
score consisted of a numerator (the quality scmd)a denominator (the cost score). The authors
claimed they created a more equitable approachdatp setting; however, the approach is still
expert-driven and does not include all stakeholdene paper did however discuss the important
(and sometimes unacknowledged) connection betwesio end micro decisions and
stakeholders, highlighting the conflict practitioséace between their responsibility to individual

patients and their responsibility to society agyéar

Regional Priority Setting
In a recent commentary on regional priority settifgacock et al. (2006) stated that while

economic approaches can help, it is also impottatteke into account the practical and ethical
challenges faced by health care professionalsA§p). They commented on six stages of priority
setting using Program Budgeting and Marginal Anal{8BMA -- described below). They
provided two checklists for consideration duringppty setting: a checklist for pragmatic
considerations (such as establishing organizatiojektives and ensuring implementation) and a
checkilist for ethical considerations (such as pitlyliand appeals). In the end, they concluded
that the process should be seen as fair througbpgasency and accountability. They concluded
by stating that the most important challenge ionis setting is incorporating organizational

context and ethics into economic approaches taifyrigetting.

Menon et al. (2007) described priority setting picas within Alberta RHAs and found that the

organizations needed improvement in the area digpebgagement. The decision makers
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studied used both technical (such as clinical pragiuidelines) and non-technical factors (such
as alignment with goals in priority setting decisimaking), and the process proceeded in four
steps: (1) identification of health care needsa{®)cation of resources, (3) communication of

decisions to stakeholders, and (4) managemenedbek from them.

Internationally, Ham (1993) found that UK Distridealth Authorities (DHASs) avoided excluding
services, and were instead focusing on guidelioepdtient benefit. The public were involved

via surveys, meetings, and community health cognedwever, absence of information to guide
priority setting (particularly cost-effectivenesédarmation) was a major problem. Hope et al.
(1998) examined the Oxfordshire RHA's “prioritiegdim” which focused on three key areas:
evidence of effectiveness, equity, and patientaddiey issues unaddressed by this forum were:
relative funding for each area of health care, b@scy in spending for treatments with broadly

similar effects, and involving the public.

Disease-Specific Priority Setting
At the meso-level, priority setting in disease-sfiebtealth care agencies has been described in

regards to two publicly funded health agenciestorcer and cardiac care in Ontario (Martin,
Pater, & Singer, 2001; Singer, Martin, GiacominiP&rdy, 2000). From the analysis, Six
interrelated priority setting themes emerged,ratelation to new technologies: institutions in
which decisions are made; people who make theidasisfactors that people consider; reasons
for the decisions made; process for the decisickimgaand appeals mechanisms for challenging
the decisions. Martin et al. (2001) showed thasehariority setting decisions were based on
clusters of relevant factors, or values, and thegters varied with each decision. Individual
factors shaping the decisions of both committeelsidted benefit, evidence, harm, cost, cost

effectiveness, and pattern of death.
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Internationally, Foy et al. (1999) described caidtions between a specialist cancer hospital and
6 RHAs in the UK with respect to funding new cangrrgs. Funding decisions were based on
evidence thresholds determined by information éecéi’eness, and influenced by the value

placed on some clinical outcomes, political pressuand financial constraints.

Internationally, Gallego et al. (2007) describedastralian example of priority setting practices
for high-cost medicines (HCM) that operates throadiospital sub-committee called the High
Cost Drugs Sub-Committee (HCD-SC). The HSD-SC makessions for the allocation of
resources to high cost medicines. Decisions wesedan safety and effectiveness, budgeting
impact and cost on a per patient per year basispanhe number of patients likely to receive
treatment. It was reported that efficacy informatwas difficult to find because of the new and
innovative nature of the HCM. Benefit and need wadse important considerations for priority
setting decisions. While difficult moral decisionsre unavoidable in this situation, the authors
felt an emphasis on procedural justice to enswiineacy in decision making should be used.
The authors concluded that the results of thisystughport the need for strategies to improve

decision making.

Summary
Meso-level organizations carry out a substantiapprtion of health care priority setting

decisions. Traditionally, priority setting in theseganizations has been conducted on an ad hoc
or historical manner, often excluding key stakebdd There is a definite shift toward more
inclusive processes, and decision makers want gagdan how best to execute priority setting.
Priority setting decisions are becoming more pplisi and explicit; decisions are made using

pre-determined criteria (safety, effectiveness, @eridence thresholds) and processes (four-steps,
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PBMA, sub-committees). However, despite variousrégfof hospitals and other meso-level
health care organizations in Canada and arounaahle, there remains a lack of a system-wide
approach to improve priority setting, and theredcommon framework for identifying ‘best
practices’. Organizations determine appropriaterjtyi setting practices on their own, but there is
often substantial room for improvement within indival practices. In order to improve priority
setting, we need to understand what the currectipes are, and what the stakeholders who are

directly involved with priority setting think is iportant to achieving priority setting success.

Micro-Level Priority Setting
At the micro level, clinicians do a substantial amof priority setting in their offices and at the

bedside in hospitals. These decisions are madpémdiently, but are affected by decisions made
at other levels. For example, a macro level degisiat to fund a specific drug will affect how

care is allocated and delivered at the bedside.

At the micro-level, there are two significant pretnis that remain unresolved.

The first problem has focused on the role thaiptingsician plays in priority setting decisions.
The two sides of this argument are: (1) that thetatcshould do everything possible for the
individual patients, and (2) that the needs offgatent should be weighed against competing
claims of society as a whole (Daniels, 1994; Sat®®8). In their traditional ‘care-giver’ role,
physicians feel a sense of unease in decliningianta request (Carlsen & Norheim, 2005).
Moreover, “physicians at the point of care are urly situated to observe the impact of priority
setting decisions on patients in the form of s¢grar less than equitable care” (Hurst, Forde,

Reiter-Theil, Slowther, Perrier, Pegoraro et &002).
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In Canada, Meslin, Lemieux-Charles and Wortley {)9¥eveloped a Management Ethics
Framework to assist clinician managers (CMs) icheay ethically justifiable resolutions to
micro-level priority setting problems. They askell<if they were involved in any of ten

resource allocation decisions, and, if so, howroftey were involved, and how difficult the
decision was for them. The authors also identifezdstrategies for dealing with ethical issues;
from their participants they found that the mostyfsent strategy was consultation, and more than
50 per cent said that their organization avoidedislue itself, or avoided involving stakeholders.
The resulting framework consisted of three parghitosophical foundation (moral point of view
and guiding principles), a template for workingaingh ethical problems (identify problems,
propose solutions, and evaluate the process), atrdtagy to increase the effectiveness of the

health care team (identify barriers and addregerdifit values/expectations).

Berry et al. (2007) interviewed medical oncologist©ntario to determine the impact that
Cancer Care Ontario’s (CCO) new drug funding prog(slDFP) has had on their practice. They
found that many oncologists did not accept thetfirfpriority setting decisions) when the limits
denied access to a drug they felt would be bemficitheir patient, and that overcoming those
limits had a significant impact on oncologists pi@e They concluded that policy makers should
seriously consider the impact of limit decisionstla physician; efforts are required to increase

the level of engagement that oncologists' havestisibns on funding policy.

The second problem has focused on whether micued-tiacision making should be driven by the
idiosyncrasies of individual physicians, or accogdio pre-determined standards. Walton et al.
(2007) found that the Urgency Rating Score (URSaadardized tool developed in Ontario) was
only minimally helpful to clinicians in priority $&ng regarding cardiac surgery. Decisions in
cardiac surgery were based on a mix of clinical mmk-clinical criteria (for example, social

factors including family support and environmebt)t the non-clinical reasons were not publicly
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accessible. They concluded that priority settingurgical programs should be unbiased, which
would require greater publicity of the reasons bdlspecific decisions, and the enhancement of

decision making that is based on the collectiverastdhe individual.

Martin et al. (2003) described allocation of calicare beds for neurosurgery and showed that
both medical (e.g. need) and non-medical (e.g.lfewishes) factors affect decisions to admit

patients and that non-medical factors were not hyikleown.

Rocker et al. (2003) described priority settingelation to seasonal bed closures in a critica car
unit, and concluded that increased stakeholdelmwrent, better data to inform decisions, and
increased publicity of rationales for priority $eff decisions were required. In regard to critical
care admissions, Mielke et al. (2003) found thatsptians’ lack of knowledge of hospital
admissions policies, or understanding of hospitalriies, resulted in their consideration of an
ad hoc amalgam of medical and non-medical facttwesnwmaking unit admission decisions, and
Cooper et al (2005) concluded that formal guidalifte communication should be adopted to

avoid ‘parallel track’ decision making (or, two segte routes for decisions to be made).

Summary
Studies of micro-level priority setting have shotliat physicians have a key role in allocation

decisions and are not always comfortable with tbigt As a result, bedside rationing is often
based on an ad hoc combination of medical and nedigal considerations, often lacks
transparency, and is disconnected from meso-lei@ify setting (e.g. hospital policies). Efforts
geared towards helping front-line decision makengethyielded little buy-in from stakeholders
and have not led to improvements in allocationslens. Numerous case studies of micro-level
priority setting show that the lack of coordinatimmd consistency felt at the macro and meso

levels is also present in the micro level; decisiare based on a variety of inter-connected
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reasons/factors, but guidance is lacking for theggh decisions. Micro-level decision makers

lack the guidance and common language that coukgtbeficial in improving priority setting.

International Experience with Priority Setting
Every country struggles to make decisions aboualiogation of resources; priority setting is

pervasive in health care and is on the agendasvargments world-wide (Ham & Mclver, 2000;
Ham & Robert, 2003b). Although there has been makkhof macro priority setting strategies in
Sweden, Norway, Netherlands, New Zealand and tke(Ham & Robert, 2003b), priority

setting occurs at all levels of health care, aruhédevel affects the others.

Early priority setting efforts focused on the idkat it is possible to devise a rational priority
setting system to produce legitimate decisionsamstimed that using the ‘right’ system would
yield the ‘right’ results (Holm, 1998). Ham and Rob(2003b) brought together experts in the
field of priority setting to summarize and analygerity setting experiences in five countries:
Norway, the Netherlands, New Zealand, Canada, letlhited Kingdom. They found that the
majority of countries used some sort of principkesjore explicit approach, to make priority

setting decisions (Ham & Robert, 2003a).

Norway was the first country to attempt the pritisipvalues-based approach, which uses the
severity of disease as its guiding principle of itNom, 2000). The Netherlands established four
principles for priority setting: necessity, effeghess, efficiency, and individual responsibiltty,
determine which non-essential services should briéed from the national health services
package (Berg M & van der Grinten, 2003). New Zedlased principles of effectiveness,

efficiency, equity, and acceptability, in makingcttons on health funding and purchasing.
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The Experience of Norway

Norway was the first western country to developameti guidelines for priority setting
health care, beginning with the Lgnning | commis&aeport, published in 1987. The
report’s driving characteristic was its concerntfor worst off (the most severely ill).
The commission identified five separate levelsridiities based on the guiding princi
of severity of disease, and developed waitinggisirantees based on definitions of
priority (emergency care for life-threatening dises, treatment which prevents
catastrophic or very serious long-term consequefecgscancer), treatment which
prevents less serious long-term consequenceshiggrtension), treatment with some
beneficial effects (e.g. common cold) and treatmetit no documented effects
(Norheim, 2003). In 1996, the Lagnning Il commissierised the national guidelines ¢
1987 with the goal to involve clinicians’ day-toydexperience with limit-setting
decisions and to improve interaction between thiigad and clinical levels. The resul
was the recommendation that priority setting deaisishould be made from the grout
up, with clinicians making rationing decisions eir own field within four predefined
priority groups: core or fundamental services, seqpentary services, low priority
services, and services with no priority. This secoommission focused on the proces
and called for increased transparency in decisiakimg (Calltorp, 1999; Daniels &

f
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Sabin, 2002; Norheim, 2003).

Sweden placed human dignity as the highest vadliewfed by solidarity and then effici

Denmark focused on equity, solidarity, security antbnomy to make health services

ency.

priority

setting decisions, and outlined no explicit methfmichoosing between these goals, just the

expectation that they would be balanced againstonéer (Sabik & Lie, 2008).

The Experience of New Zealand

In 1992 in New Zealand, the Core Services Committag established to advise on
which services should be funded under the natibealth care system. The Core
Services Committee (CSC, now the National Healtm@dtee, or NHC) usd principle
of effectiveness, efficiency, equity, and accepiigiio make explicit recommendation
In making decisions on health funding and purcliditew Zealand used a combinat
of a principles-based approach and PBMA. Startiitg the existing (ad hoc) list of
covered services, the CSC advised the Ministeraafltd on which services should be
publicly funded by looking explicitly at unit coahd volume of treatment data and
identified areas of improvement (a PBMA approaémother key function of the CSC
was to engage the public in the debate (Bloomfi2d3). The NHC has made some
major achievements, including agreement on praatitbn principles, the creation of a
booking system to replace wait lists, and the dgyaknt of guidelines and clinical
access criteria.

on
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The Experience of Sweden

Sweden followed Norway in @eloping a national framework for priority settitigougH
the Parliamentary Priorities Commission. This vatbased framework placed human
dignity as the highest value, followed by solidaand then efficiency. Through this th
defined five priority groups. This approach offegeday of thinking about priority
setting that could assist in decision-making, butimof the substantive issues were left
to the health authorities. They did not providearete recommendations for change
(Ham & Coulter, 2000), nor did they include a rfiethe public (Sabik & Lie, 2008). In
2001, Sweden created a National Centre for Pri@dtifing in Health Care which acts|as
a countrywide resource with both national and imt@onal interfaces. They provide
education, support, knowledge exchange and cotisultservices for the country’s 20
county councils.

However, these countries soon discovered thatifyrigetting principles were too abstract to be
helpful in specific priority setting contexts. Selgsiently, there was an increased recognition that
priority setting should be considered an ‘ethiextércise (Goold, 1996; Singer & Mapa, 1998).

In 2000, Martin and Singer (2000) suggested psicittting should enter a third phase, whereby

allocation decisions should be based on sound igabs, relevant principles and fair processes.

Experiences from the USA (e.g. Oregon), the UK.(HIEE), and Israel showed a different
approach to priority setting by attempting to defthe services that should be included in a
basket of services (a defining services appro&xryices ‘inside’ the basket are funded by the

health system, while services ‘outside’ of the leaslite not covered.

Oregon used cost-effectiveness analysis (CEA)aathin tool for making recommendations,
which was soon deemed unsuccessful and was abahaofaour of public input and expert
opinion (Bodenheimer, 1997). In the UK, the Natidnatitute for Health and Clinical
Excellence (NICE) is an independent organizati@poasible for providing national guidance on

public health, health technologies and clinicakfice. Israel also attempted to define practices
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when they passed the National Health Insurance \Nivl in 1995, ensuring the provision of a
basic basket of services to citizens (Chinitz &ddr, 1997; Chinitz, Shalev, Galai, & Israeli,
1998). While there was no explicit process to deire the basket, technology assessment is now
being used to update the services covered, ingualiconsideration for evidence based,

epidemiological, and economic information (Shameb3ehner, Luxenberg, & Shemer, 2000).

'The Experience of Oregon, USA

In the U.S. in the 1990s, the State of Oregon gitechto prioritize the health services
covered by the state’s Medicaid program (the pibfilmded health program for people
with low income). Oregon used cost-effectivenessyais (CEA) as the main tool for
making recommendatis for expansions within Medicaid. The first resuf the proces
led to the discrimination of disabled people. Timalflist of covered services was put
into place in 1994 with 565 treatments coveredfanded. CEA was deemed to have|an
ineffective system of priority setting on its owmdawas abandoned in favour of publi¢
input and expert opinion (Bodenheimer, 1997; DankeBabin, 2002; Ham & Robert,
2003b) Currently in Oregon, there have been stridesdkenthe health care system n
transparent. For example, attempts have been roadake health care costs more

“transparent, easily accessible and understandalgiensumers” by comparing hospital
cost data (average payments to Oregon hospitadsjjaality data (risk-adjusted in-

hospital death rates) (Oregon Government, 200®irebsite states: “By comparing
information about hospitals with both cost and guatonsumers, providers, purchasers
and the general public will be able to make moferined health care decisions”.

The Experience of the U.K.

The UK’s National Institute for Health and Clinidakcellence (NICE) is an independ
organization responsible for providing nationaldgnce on public health, health
technologies and clinical practice. NICE makesnigigsetting recommendations in
health technologies based on clinical evidence (iellthe medicine or treatment
works) and economic evidence (how well the medicingeatment works in relation top
how much it costs). NICE has been considered afgignt priority setting initiative
internationally (Ham & Coulter, 2000; Ham & Robe&tf03a). Although there has bee
lack of adherence with NICE guidance (primarily do€ost) (Day, 2006; Mayor, 2006
a recently created ‘Health care Commission’ aimant@liorate and improve this
(Mayor, 2006). In a recent news report, Cole reggbthat the “House of Commons
health select committee has called for a major eshgkin the way the National Institute
for Health and Clinical Excellence (NICE) assessms treatments” (Cole, 2008). The
report says the current method of determining whittys to fund has been considered
unfair and time-consuming and stakeholders havetiueed the quality of information
on which the institute bases its decisions.

=
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International experience with priority setting lag¢ tmacro level in low and middle-income
countries is an area of growing research, and th@sdeen a recent increase of empirical studies
describing priority setting in this context. Formaexple, Mexico’s recent health reforms have
fuelled an intense analysis of the country’s ptjosietting practices (Gonzalez-Pier E, 2006). In
the Ashanti and Northern regions of Ghana, an ew@lu of intra-regional resource allocation
argued for more attention to equity within regioather than between regions, and suggested
several indices which were suggested to providebetechanisms for assessing which districts

require more resources (Asante AD, 2006).

The Experience of Mexico

The System of Social Protection in Health (SSPH) wraated to improve financial
influx into the health system. This was coupled with a heaftbrance component whi
gave rise to increased coverage for citizens wigophaviously had no access to heallh
services. Three pillars provide the foundationrédorm: ethical, technical, and political.
Gonzalez-Pier et al. focused on Mexico’s prioréyting experiences during the reform
(Gonzalez-Pier E, 2006). They argued that econassessments as evidence for
national health priority setting have two purpogé$:to scan for missed opportunities| of
interventions that would provide good value for mpbut that are not ciently include
in the package and (2) to provide evidence to beimter political pressures.
Standardized analytical approaches to decisionmgale.g. CEA and burden of disease)
along with other criteria (e.g. public expectatiordre used to design three health
intervention packages. They held that priorityisgtimplies a trade-off between health
system goals; therefore efforts should be madadare that societal goals are reflected.
They concluded that building priority setting caipam decision makers would be an
important element of reform. (Frenk, Eduardo Goezd&tier, Octavio GOmez-Dantés,
Miguel A Lezana, & Knaul., 2006).

Kapiriri et al. described priority setting in Ugandnd found that Uganda has a significant
component of public participation within prioritgtsing:

Key stakeholders, including both technical and’‘[garticipants, meet face to face to
discuss the annual national priorities. In additidganda also holds national health
assemblies where the performance of the healtbrssatiscussed with stakeholders,
including members of the public ((Kapiriri, Norheig Martin, 2007), p. 92).
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In a survey given to both national and districeledecision makers, they found that personal
experience, discussion with colleagues, and ndtjpolecy and treatment guidelines were most
influential when making decisions in health card planning with the most often used sources of
information being collegial discussions, doctotestaents and text books (Kapiriri & Bondy,
2006). Further, they found that while Ugandan denisnakers are committed to using evidence
in priority setting, there is limited understandioigthe available information (specifically, the

burden of disease information) (Kapiriri, Norhe#@Heggenhougen, 2003).

The Experience of Tanzania

>

In Tanzania, a study on macro decision making efetssential health care interventio
package found that a balanced scorecard approaghassible method that could
facilitate meaningful public involvement in prigrisetting (Makundi, Kapiriri, &
Norheim, 2007. It can improve accountability through expliciteggansparency, and g
commitment to scientific validity They also fourftht many important decisions in
priority setting (such as the assessment and meipon of evidence) are so technicall
that direct participation from the public would r feasible. The Tanzania Essentia
Health Interventions Project (TEHIP) is funded bg Canadian International
Development Agency (CIDA) and executed by the imiéional Development Research
Centre (IDRC) and the Government of Tanzania’'s Migiof Health. (Canadian
International Development Agency, 2002) TEHIP hisnapted to develop a priority
setting approach premised on the idea that a perBealth can be improved not only by
spending more money, but also by spending moneg mimely where the needs are
greatest (The Economist, 2002a, 2002b). In twaidistof Tanzania; Rufiji and
Morogoro, health care professionals were trainags@scarce resources more effecti
(overall package cost .80 cents per person pej gedrthereby increase the well-beirjg
of the community. This led to a reduction in diseasfant deaths per 1,000 live birthg
decreased from 100.1 to 46.6; and the death rathfildren under the age of five went
from 131.5 to 74.0 per 1,000 live births.

A uniquely international study by Kapiriri et aKgpiriri, Norheim, & Martin, 2007) compared
Canadian, Norwegian and Ugandan priority settirgjlahree levels (macro, meso and micro). It
was discovered that priority setting leadership l&aking in all three countries. Lessons were
learned from each country: in Ontario they toutesl iPPC (Joint Planning and Priorities

Council) as an example of effective dispute resmfythe Norwegian Patients’ Rights Act was



32

considered successful in enforcing financial samstifor incompliance with wait list legislation;
and Ugandan participatory methods were commend#tkinreation of their Health Sector
Strategic Plan. The authors argued for mechanisrs built into the priority setting process to
enhance communication within all levels and held thealth planners and practitioners at all

levels desire systematic priority setting’ (p. 92).

Summary: Canadian and International Macro-, Mdgliero- Priority Setting
It has been argued that understanding the curemigidn making practices within health care

organizations is an essential component to impgopmority setting (Martin & Singer, 2003a;
Mitton & Donaldson, 2004a). Efforts are underwagtillly to open ‘the black box’ of resource
allocation, to improve priority setting, and to pige decision makers with adequate, up to date
information. In Canada, Bill 102, the CDR, WCWLda@WTS are examples of macro-level
efforts. Internationally, the most important deyetent may be NICE. This effort by the UK has
resulted in a national and independent organizaeponsible for much of the country’s priority

setting.

In Canada and internationally, each of the threel$eof priority setting decisions affect the

other, yet allocation decisions are often madsahation of one another. Each level has its own
challenges and lessons that provide insight infmontant elements in achieving successful
priority setting can be drawn from each. All thieeels lack coordination and consistency, and
decision makers at every level want guidance wcalion decisions. Macro level transparency
has been lacking in pharmaceutical priority settargd wait list priority setting engagements and
commitment from stakeholders (‘buy-in’) need impeawent. These experiences show the
importance of transparency and engagement in fyrisetting, but alone they are not enough, and

more needs to be done to fully understand how $bo dygerationalize them. Ad hoc processes at
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the meso-level are being replaced with more foradliprinciplist approaches, but lack of buy-in

from stakeholders has meant the processes haygathiced successful results.

National and international descriptions of actuadnity setting experiences are growing; more
needs to be done to share lessons between couha@sof consistency and coordination are
common at all three levels and traditional ad haaripy setting will no longer suffice in the

current environment of increased transparency @odmation. Moving forward, we know that

we need to improve buy-in and engagement from btdlers, and to improve transparency and
the use of information. There is also a call far@ased consistency (and even standardization) in
order to provide an appropriate platform, or commoound, to work from. In order to move
forward, we need not only to comprehend currenttimes, but also to have a clear understanding

of what ‘best practices’ look like from the eyesstdkeholders.

The Problems in Priority Setting
One of the reasons why priority setting is so diffi is that there is reasonable disagreement

about what the right decisions should be. AccordinGalabresi and Bobbit (1978), no matter
how it is done, priority setting is a messy, caftidden, and ‘tragic’ social process.
Fundamentally, priority setting involves choicesatwvalues. However, values often conflict and
people disagree about which values should domiRateexample, when should we allow an
aggregation of modest benefits to a large numbeeople to outweigh more significant benefits
to a few? And how much priority should be givenregatment of the sickest, most disabled

patients? (Daniels, 1994).

This disagreement is normal, and is to be expeantadluralistic democracy. Schattschneider

may have had priority setting in mind when stating:
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The involvement of the public in politics is a natuoutgrowth of the kind of conflict
that almost inevitably arises in a free societye Eploitation of this situation by
responsible political leaders and organizatiorieésessence of democracy; the
socialization of conflict is the essential demoicratocess” (Schattschneider, 1964) (p.
142).
In the absence of agreement about which valueddkyoound priority setting decisions, there
has been a shift in focus away from priorities towdards the process of priority setting (Daniels
& Sabin, 2002; Goold, 1996; Martin & Singer, 2008am (1993) argues, "Given that that there

is no right answer in the priority setting debate jmportant justification for the decisions that

are made is that they have been arrived at asiti oéslue process” (p. 436).

Several discipline-specific approaches to prics#jting have been suggested and are discussed
below, however, there is no agreement on whichdsest approach; there is no consensus on

best practices.

Another problem is that leaders, who are respoa$dl priority setting, lack guidance for doing
it well, and they are unaware of any priority sejttools available to them (Lomas, 1997; Mitton
& Donaldson, 2002b). For example, Gibson et alb§Gn, Martin, & Singer, 2004) found that
“decision-makers seek pragmatic ways to set prariairly in strategic planning, but find
limited guidance from the literature”. Mitton andtien (Mitton & Patten, 2004) found decision
makers were “frustrated with the lack of an explpriority setting framework” and questioned

“the credibility of resource allocation decisionkiray” (p. 1660).

Other studies have shown that decision makers guadance in priority setting (Reeleder, Goel,
Singer, & Martin, 2006). For example, Teng et 20Q77) found that decision makers desire “to
adopt a formal approach to priority setting”. Démismakers in various health care contexts

nationally and internationally have expressed tisfsertion with the current priority setting
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processes (Deber, Wiktorowicz, Leatt, & Champad®85; Miller, 1997; Mitton & Donaldson,
2004b). In a study of hospital Chief ExecutiveselRder et al. (2005) reported that leaders
themselves desired an explicit framework to guideripy setting and acknowledged leadership
as a key area where improvement can make the rffesedce. An important conclusion of
Reeleder’s research was that leaders must momtbewzaluate decision making within their

organization, but to do that well they need an watabn tool.

Priority setting is an inevitable social procesat tturrently has no universal standard for how
decisions should be made. Further, leaders ladkaguae in achieving successful priority setting.
Scholars and decision makers have come to theagiah that there is neither a principled, nor a
technical solution to priority setting. Knowing wthia meant by successful priority setting would
provide guidance to leaders and would help thedesigning their priority setting processes to

achieve success.

2.2 Success in Priority Setting
In order to improve priority setting in health camstitutions, such as hospitals and RHAs, it

would be very helpful to know which institutionsasurrently successful in this area. However,
the central problem in evaluating priority settinghat there exists no agreement about what
achieving successful priority setting means. Tler® accepted framework fevaluating
decisions as right/wrong or good/bad. Decision makent to know if their priority setting was
successful (Canadian Priority Setting Research bigtw2005), but they cannot know until an

appropriate measurement mechanism exists.

Ham (1993) suggested that we should focus on exgdtie process in priority setting. However,

if we think of outcomes using satisfied stakehaddes an example, would there be wide-spread
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agreement on the efficient use of resources angfacess? This is what this research is trying to
do: determine a list of criteria (or elements) tteat be agreed upon to define successful priority

setting.

Other fields have tried to explicitly address theljpem of success. However, these approaches
are varied, and have no overarching definition.@@mple, in education, success has been
measured using concepts such as creativity, flyerayinality, and elaboration (Burton,

Horowitz, & Abeles, 1999). In business literaturepks have detailed corporate success (Collins,
2001) and explained how to achieve success irfihes(Mathur & Kenyon, 2001). Friesen and
Johnson (1995) suggested defining success usiitigétsuccess factors”, or managerial factors,
different for every organization and determineddiegision makers. A key lesson here is that

success must be defined within the context thathieing sought.

Studies on success from other fields show thasaergial part of evaluating or measuring
success is a firm understanding of what succesasn#zat is, before we can evaluate success,
we must first give it a definition. Currently theeeno definition of successful priority setting.
Discipline-specific approaches to priority settoan provide pieces to a definition, but do not

provide a complete picture.

Discipline-specific Approaches
Various approaches to priority setting that areugoed in many disciplines have been suggested

to aid in priority setting. Each approach presantsilternative idea of what a successful process
should consider, and/or what a successful outcomédnook like. While these approaches can
be complementary, their underlying assumptions (inelerlying values) often conflict. By
examining discipline-specific approaches, we cagirb® understand portions of successful

priority setting.
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Some of the approaches discussed below have beenysly discussed in this thesis, through
the various descriptions of national and intermaigriority setting. This section will attempt to
more explicitly define and discuss approaches feeidence-based medicine, health economics,
the law, political sciences, philosophy and intsecglinary approaches. Each disciplinary
approach provides a varied insight into how torteeBuccessful priority setting, and will be

discussed in turn, along with its key assumptiorg distinguishing characteristics.

Evidence-Based Medicine

Evidence-based medicine (EBM) is often used bytheal

Evidence based medicine
focuses on the value of | care professionals in priority setting. It is predoantly

effectiveness
concerned with understanding the effectivenessetfical

interventions; for example, random control triale aften

thought of as the highest measurement of effeatisgn

Haynes et al (1996) defined EBM as “the consciestand judicious use of current best

medicine from clinical care research in the managgerof individual patients”. EBM helps to
guantify, or categorize, benefits, harms and legékvidence, so that providers and patients may
choose an appropriately individualized treatmeanplt does not, however, balance effectiveness

with other competing values, such as cost.

Sackett et al (1996) have warned against using EBM tool for cost cutting, even though EBM
has significantly contributed to clinical guidelgavhich have improved the effectiveness of
care. Others share similar caution, stating thavlEfi/es clinical trials too much authority

(Fienstein & Horwitz, 1997), uses a narrow defonitiof evidence (Cohen & Hersh, 2004), does
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not include valuable information important to dliisins (Upshur, VanDenKerkhof, & Goel,

2001), and is not overly helpful in understanding practice of clinical medicine (Upshur, 2005).

According to EBM, successful priority setting shebubaximize health and non-health benefits
with available resources through trade-off cost lzenefits decisions (Peacock, Ruta, Mitton et
al., 2006). EBM does not, however, consider contxiactors and different values that play into,

and are an essential part of, achieving succegsfuity setting.

Health Economics

Health economics perspectives focus on ‘efficienelgalth

Health economics focuses on
the values ofefficiency. economics provides important information for pitipri

setting decisions, such as the incremental costfeness

of a new drug or treatment. An economic approadgiritwity setting looks at trade-offs based on
the costs and benefits of health services or irt@ions to maximize health and non-health
benefits (Peacock, Ruta, Mitton et al., 2006). Taethodologies that have come out of health
economics are cost-effectiveness analysis (CEA)aogram budgeting and marginal analysis

(PBMA).

CEA is perhaps the most common form of economityaigain priority setting. It involves
estimating the number of dollars required to yiahe unit of benefit, and compares that to the
available alternatives. This requires converting#écts on both mortality and morbidity into
one outcome measure (Quality Adjusted Life Year [@Por Disability Adjusted Life Year
[DALYY]). CEA is a practical tool for priority settig in many contexts, including hospitals
(Mooney, 1987; Olsen, 1997). CEA involves the eatitin of two or more alternatives in which

inputs are measured as economic costs, but atdees of the consequences are valued in non-
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monetary terms. CEA is often applied from a thewdeint of a societal, or national health care
system, whereby the implied decision-maker is anafpr society with an objective to achieve

the maximum possible health benefit with limitedaerces (Weinstein, 1990).

The Institute of Medicine Panel on Cost-Effectivemhargued that CEA should only be used as an
aid to decision makers who must weigh the infororatn the context of other values (Russel,
Gold, Siegel, Daniels, & Weinstein, 1996). Simyathe U.S. Public Health Service Panel on
Cost-Effectiveness stated: “other values of sogiagtuding considerations of distributive justice
and fairness (e.g. giving priority at times to #hekest of individuals) require that CEA be viewed
as an informer of decision making rather than deasion maker per se” (Gold, Siegel, Russell,
& Weinstein, 1996). Williams and Bryan draw on egnic frameworks (Problem-Solving
Model/Normative Economics/Interactive Model/Pogtizconomics) in an attempt to understand
the use and applicability of cost effectivenesdyaimin health policy decision making (Williams

& Bryan, 2007). They highlight the accessibilitydaacceptability of data as two key barriers in

the use of economic evaluations.

NICE, discussed above, has used CEA as a techmgleziding which drugs to fund. While this
use of CEA has been debated (Cole, 2008; Dent &&§a&002; Taylor, Drummond, Salkeld, &

Sullivan, 2004), it has developed standards fouseof CEA in priority setting decision making.

WHO-CHOICE (discussed below) provides CEA inforraatinternationally to aid in priority
setting decisions in developing countries. It Hae seleased reports that detail steps to using
CEA information (Hutubessy, Chisholm, Edejer, & WHBOICE, 2003; World Health

Organization, 2003).
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Program budgeting and marginal analysis (PBMA)‘isragmatic, economic framework that
identifies how resources are currently spent, lgelilmoking at potential changes in service
provision, at the margin, to maximize benefit aridimize opportunity cost”(Mitton &
Donaldson, 2002a). PBMA focuses on two fundamesttahomic principles; opportunity cost
and marginal analysis, with a primary goal of maging the benefits and minimizing the
opportunity costs of a given set of resources. PBAtAmMpts to answer five questions about
resource use; the first three are in regards tgrpro budgeting, and the last two are concerning
marginal analysis:

1) What is the total amount of resources available?

2) How are these resources currently spent (andduo®s this pattern of spending fit with

activity and objectives)?

3) What are the main candidates for more resowcdsvhat would be their

effectiveness?

4) Would any services currently being funded be ablprovide the same effectiveness

with fewer resources; allowing some of the itenasrfit3 to be implemented?

5) Are there services that should receive fewasuaes, despite being effective, because

an item in #3 provides more effectiveness per $tspe

Beyond focusing solely on questions of economiciefficy, PBMA claims to be useful in
assessing how resource re-allocations influende équity and efficiency (Ruta, Donaldson, &

Gilray, 1996).

PBMA has been used to support ‘evidence-basedsiecimaking in primary care (Scott, Currie,
& Donaldson, 1998), RHAs (Donaldson, 1995; MittorbD&naldson, 2002a; Viney, Haas, &
Mooney, 1995) and bedside rationing (Peacock, RMitéon et al., 2006) and is suggested for

use in other program areas (for example, orthopad#iate, Donaldson, & Ray, 2007)).
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Studies evaluating the use of PBMA have shownitltan be an effective tool for aiding in
priority setting decisions at the meso (Miller, Z98itton & Patten, 2004) and micro level
(Mitton, Donaldson, Shellian, & Pagenkopf, 2003)ttivh et al. (2005) described health care
organizations’ experiences with PBMA in Canada, Dliéw Zealand, and Australia. The major
challenges for PBMA are: the need to enhance egbased decision making; the importance
of incentive structures to recognize and rewaradvations and efficiencies; the need to involve
physicians; the need to involve the public; anditmgortance of decision makers more explicitly
incorporating values. In a study to determine #asibility of applying PBMA in Canadian
health regions, Mitton and Donaldson (Mitton & Dtis®dn, 2003) found that context is an
integral part of PBMA application. A recent studyldts that PBMA can be applied within health
organizations at either micro-levels (i.e. withmogrammes of care) or higher (i.e. across broad

service areas) (Mitton & Patten, 2004).

According to an economics approach, achieving sstakpriority setting would focus on
efficiency as the key value in decision making. Witiis important to consider value for money
in achieving successful priority setting, usingstthe only criterion is insufficient. Information
efficiency is often easier to access and to undedstbut this does not justify weighting it above

other considerations.

Legal Approaches

The law sets a minimum standard for the ethicattara of
Legal approaches focus on thg

reasonableness of allocation | medicine. For example, the law holds that a phgsisi
decisions within the framework

of the law. duty is to their patients, and physicians are etqueto

meet a reasonable standard of care. Similarly,itadsr
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regions must act in such a way that is considexfattee best interest of the community being
served. McKneally et al. (1997) state: “it is ursteod in law that although there is no liability
for making a decision that proves to be wrong,ahmay be liability for making a decision

wrongly”.

In Ontario, accountability agreements are legaliyling agreements between the Ministry of
Health and Long-Term Care, the LHIN and the hosfotadelivery of services within a set-
budget (Reeleder D, Goel V, Singer PA et al., 20b8Norway, The Norwegian Patients' Rights
Act guarantees the population equal access to segespecialized care (Kapiriri, Norheim, &

Martin, 2007).

Martin and Singer (2000) identified three distilegal issues that are relevant to priority setting.
First, in Canada, the right to health care canabegorized as a social right, along with the right
to education and freedom from discrimination. “Gdiaas consider equal and timely access to
medically necessary health care services on the bbseed as a right of citizenship, not a
privilege of status or wealth ” ((Romanow, 2002)xyi). The Canada Health Act (CHA)
legislates medically necessary services as positis (an entittement to have or receive
something) and disallows discrimination in the dedy of hospital and physician care (Canada
Health Act, 1985). Second, discrimination is prateith by law through the Universal Declaration
of Human Rights and various pieces of Provinciahho rights legislation. These laws prohibit
the denial of clinical services on the basis ofdexunrelated to the patient’s clinical prognosis
(e.g., age, sex, ethnicity, physical or mentalllgg, etc.). Third, there have been some resource
allocation cases brought forward to the level efd¢burts, and their tendency is to favour the
physician’s fiduciary responsibility to a patieWhile the courts have remained relatively
uninvolved in priority setting of health care sers, a BC court ruled that a physicians’

responsibility to his/her patient should take pdesee over his/her responsibility to Medicare
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(Law Estate v. Simice (1994)). A Quebec court rufethvour of individuals using their own

resources to access the care they need (Chadllebec ([2005] 1 S.C.R. 791).

Successful priority setting according to a legadrapch would involve meeting minimum
requirements as set by legislation within the glid8on that the priority setting is occurring.
However, using solely legal approaches would ndiddpful in achieving successful priority

setting since it would only provide a minimum stardi

Political Science Approach

P : According to Klein, priority-setting is a politicapkocess
Political Science focuses on th g priority g poliuca

political forces that interact to | that involves “pluralistic bargaining between ditfat
produce negotiated policy.

lobbies, modified by shifting political judgmentsade in

the light of changing pressures”((Klein, 1993)309).
Priority setting is a form of policy making; poles in health care ultimately affect front-line

practices and priority setting decisions (Berrybly, Soibelman et al., 2007).

Goddard et al. (2006) argued that the context bfypmaking and potential influences of
normative theories of public policy making are velet to understanding successful priority
setting. He argues that doing so will provide geeaenefit (for example: increased impact and
understanding of decision making behaviour). THey held that there can be value in exploring

and analyzing priority setting using political tlhg@oncepts.

Howlett and Ramesh (2003) described three widedgl @iefinitions of public policy:
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1. Dye (1972)defined public policy most succinctly as ‘anythimgovernment chooses to
do or not to do'.

2. Jenkins (1978) defined public policy as ‘a setbéirelated decisions taken by a political
actor or a group of actors concerning the seledfayoals and the means of achieving
them within a specified situation where those densshould, in principle, be within the
power of those actors to achieve’. Jenkins movgsiik Dye by: a) stating public policy
making is a process, not simply a choice, b) desgipublic policy as a set of decisions,
c¢) acknowledging the government’s internal and rtleconstraints on policy
implementation, and d) introducing the idea of pplinaking as goal-oriented. This last
idea provided a standard for the evaluation of ipyimlicy that included looking at the
relevance of the goal, the congruence of goal agahns, and the degree to which the
means ultimately succeeds or fails to achieverthiali goal.

3. Anderson (1984) described a policy as ‘a purpostugse of action followed by an actor

or a set of actors dealing with a problem or maiteroncern’.

These definitions agree on certain key aspectdigpablicies result from decisions made by
governments, and decisions by governments to rétaistatus quo are just as much policy as are
decisions to alter it (Howlett & Ramesh, 2003). ¥héso all agree that stakeholders (or ‘actors’)

are needed in order for decisions to be made.

Doern and Phidd (1983) describe a simple moddi@ttages of policy development: (i)
identification of the problem (or ‘agenda settilag’' per Howlett and Ramesh 2003), (ii) shaping
or defining the problem, (iii) searching for altative ways to solve the problem, (iv) choosing
the option (or the ‘decision making stage’), (vpiementation (involves both public officials and

private citizens, therefore usually is the longasl most permanent state), and (vi) evaluation.
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The ‘decision making stage’ is where resource atioa discussions are no longer theoretical,
and a commitment to real resources is requiredv&rand DeLeon (1983) elaborate on the
decision making stage of the public policy proadsscribing it as “the choice among policy
alternatives that have been generated and thely léffects on the problem estimated...it is the
most overtly political stage in so far as the mpaiential solutions to a given problem must
somehow be winnowed down and but one or a selecpieked and readied for use” (Brewer &

DelLeon, 1983).

In considering priority setting as a category witthe policy making process, it is important to
consider normative political theories that tellhasv policy making (priority setting) ought to be

done. These theories can also give insight inta vehmeant by successful priority setting.

For example, a rational approach dictates extersiatiation of alternatives, and a maximization
of utility in decision making. Rational choice thgaescribes human behaviour and laws of
decision making; decisions determine behaviourfaliow a set of general laws (optimizing
certain opportunities over others, and individuma)igColeman, 1990). Incrementalism
emphasizes decision making through incrementaaill, steps/choices (Mintzberg,
Raisinghami, & Theoret, 1976) and by exploring astyne of the possible consequences of
alternative actions. Incrementalism also holds ldrae changes occur as a combination of
smaller decisions, or via ‘mixed scanning’ (comba detailed (or rationalistic) examination of
some sectors, with a truncated review of otherssk{Etzioni, 1967). Either rationalistic or
incremental, both agree on the importance of uguaglable information in policy making

processes.

‘Bounded rationality’ takes into account both knedde and computational cognitive limitations

of the decision maker (Lindblom, 1959) - - and lsafdat there are limits in formulating and
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solving complex problems and in processing (reagjvstoring, retrieving, transmitting)
information (Simon, 1972). Instead of maximizingctsion makers use ‘satisficing’ - -

attempting to achieve at least some minimum oitytil

Public choice holds that decision makers (polihsidbureaucrats, and voters) are guided by self-
interest and rationality (Buchanan & Tollison, 19@ad political outcomes are a result of
bargaining between governments (policy producer@)wters (policy consumers). In order to
make an informed decision, all actors need to ltkeatable. This is emphasized in democratic
political theories (Farrelly, 2004) and the ‘pripl@ of participation’, where participation and

equally weighted votes are necessary to achievengodratic legitimacy (Cohen, 1996).

According to a political science approach, achig\saccess in priority setting would focus
heavily on process and aspects of each step whkiprocess - - for example involving
stakeholders who will be able to set the agendéladcope of conflict correctly. For political
science, successful priority setting would be defiby how the agenda and the scope were set.
Together, these theories give insight into somth@historical influences on priority setting as a
policy making process, and provide normative gucgaio priority setting practices today.
Information is a vital part of a policy processdampriority setting process (Klein & Williams,
2000)), but we know that no matter how much infdiorawe have, we still need everyone at the
table for the discussions. Policy making decisidike, priority setting decisions, are not easy, and

we are left trying to achieve at least some mininafnatility.
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Philosophical Approaches

Different philosophical approaches to the probldm o

Philosophical approaches focu
on differe_nt C_onceptions of | distributional justice cover a range of normativalg and
justice.

guiding principles. These goals and principles hlpo

understand both the complexity of real-world piipri

setting and shed light on the foundation on whialue decisions are made. As discussed above,
a core problem with priority setting is that it @lves values which often conflict. Philosophical
theories are explicitly value-oriented: they hedpto understand potential underlying assumptions

in decision making.

Philosophical theories (or approaches) to prigéiting focus on meeting needs justly within
resource constraints (Beauchamp & Childress, 199i4agreements occur because there is no
consensus on what setting priorities ‘justly’ sliboean. Different philosophical theories argue
for different distributive principles for the allation of health care resources. For example,
utilitarian theories emphasize the greatest gootht® greatest number (Mooney, 1987; Veatch,
2002), and egalitarian theories emphasize nee@aquaity of opportunity (Daniels, 1985).
Libertarian theories focus on individual choice @maphasize the process by which resource

allocation decisions are made (Englehardt, 199&jdkp1974).

Williams and Yeo documented a practical applicabba philosophical approach and found that
it was not helpful for decision making, but thatduld be helpful for providing education to
decision makers (Williams & Bryan, 2007; Williaméo, & Hooper, 1996; Williams & Yeo,
2000). In their example, the Queens Region Boatd.[PCanada) RHA deemed ‘utility’ as the a
priori guiding principles in decision making, witonsideration also of community values. The
decision making framework focused on producing ashnmgood as possible with the resources

available. Other principles such as access, sidfaee, and autonomy were incorporated into the
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framework as constraints on utility. So, althoulgis approach to priority setting was helpful in
terms of education, very few practical changes wecu The challenges brought about by
implementing this type of principle based approaciude a lack of agreement on guiding
principles, lack of understanding or knowledge ahmunity values, lack of key stakeholder

buy-in, and lack of follow-up plans.

Different philosophical approaches emphasize dfferalues and conclusions; there is no
consensus about which one is right. Achieving ss&foé priority setting using a philosophical
approach would depend on which value or principlevoked - - however, these approaches are

most often too abstract to be applied in concretgsibn making.

Interdisciplinary Approaches

Health Technology Assessment (HTA)
Traditionally, HTA is a combination of EBM and CEBgIstered by attempts to incorporate

ethics and other social values. HTA is a multigiBoary field of health policy analysis that
evaluates the properties and effects of healthteareology. It studies the medical, social,
ethical, and economic implications of developmdiffusion, and use of health technology and
provides information to support health care decsiat local, regional, national, and international
levels. Battista and Hodge (Battista & Hodge, 1988)inguish HTA from effectiveness and
health outcomes research by four key featurestgdcus is policy-making; (2) its content and
processes are interdisciplinary; (3) it involvestigsizing existing data and, at times, generating
new data; and (4) its findings are disseminatedlyidnd dissemination strategies are tailored to
target audiences. They have further suggestedifhatshould be used within a framework of

“responsible stewardship of resources,” (Battistal@ge, 1996).
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In Canada, decision makers have been encourages tdTA (Romanow, 2002). The Canadian
Agency for Drugs and Technologies in Health (CADT#la primary source of HTA. As defined
by CADTH, HTA is “an evaluation of the clinical efftiveness, cost-effectiveness, and broader
impact of drugs, medical technologies, and hegititesns, both on patient health and the health
care system. ... The findings from this processlz@a summarized in reports that translate
scientific data into information that is relevaotdecision making,” (Available at
http://www.cadth.ca/index.php/en/hta/fagccording to CADTH, HTA provides “impartial,
rigorous, evidence-based reviews of the cliniceativeness, cost effectiveness, and broader
impact of drugs, health technologies, and healshesys.” CADTH has created many HTA
reports for drugs, treatment regimes, diagnosbtst@nd others. A typical report looks at patient
group, regulatory status, current practice, evidenost, adverse effects, concurrent

developments, implementation issues, and technaldfysion.

The Canadian Expert Drug Advisory Committee (CEDAE€he CDR (Common Drug Review,
discussed above) is housed within CADTH. As meihrCEDAC looks at three criteria for
drug recommendations: 1) clinical studies, (sa&etg/or efficacy and effectiveness); 2)
therapeutic advantages and disadvantages; andt3ffectiveness. CDR has been criticized for
being overly concerned with cost-effectiveness, éav, the recent CDR report released by the
Standing Committee on Health clarified that co$¢@fveness also included other costs to the
health care system such as doctors’ visits anditatigption (Standing Committee on Health,

2007). The report states:

The CDR process could be moved from one that has bechnical, scientific and
clinical to one that incorporates an analysis ghpeting human values within an ethical
framework. However, it was also acknowledged tlts¢é human values and ethical
considerations must be balanced with resourcealtwt challenges, pressures from the
pharmaceutical industry to promote innovative mieais and the interests of patients.
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In Ontario, the Ontario Health Technology Advis@gmmittee (OHTAC) acts as an arms length
expert advisory committee to the Ontario healtte aystem and the Ontario MOH to provide the
best health technologies for Ontario. Similarlybéidta has an arm’s length HTA unit within the
Alberta Heritage Foundation for Medical ResearcAEFMR), and Quebec has AETMIS
(L’Agence d’Evaluation Des Technologies et des Modéntervention en Santé). In
Saskatchewan, HTA was done primarily through ThaltheServices Utilization and Research
Commission (HSURC), which ceased to exist in 2002ummer 2002, the HSURC divided into
two separate organizations; the Health Quality €dwamd the Saskatchewan Health Research
Foundation (SHRF), the former of which does HTAttoe province. In British Columbia, The
British Columbia Office of Health Technology Assesst (BCOHTA) runs out of the University

of British Columbia (Lehoux, Battista, & J.M., 2000

Recently, Abelson et al. provided a thorough disimursof the role of the public in health
technology assessment (HTA) decision-making (Abel&bacomini, Lehoux, & Gauvin, 2007).
They provided a framework that maps the criteridd®A onto opportunities for public
involvement and looks at ways to combine the twee framework distinguishes specific roles

for the public and offers a selection of policyigties in which the public may engage.

According to HTA, successful priority setting wouddnsider a variety of elements, most
specifically a variety of information. HTA improvesiccess by providing a substantive process
built on information needs. However, HTA does ngegmphasis to value considerations,
individual needs, or specific context - - in otinards, it is a generalized process that can help

guide priority setting, but cannot guarantee thest successful.
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Interdisciplinary Approaches Specific to DevelopDountries
Both WHO-CHOICE (World Health Organization CHOosingerventions that are Cost

Effective) and the Disease Control Priorities Peb{®CPP) are interdisciplinary approaches to
priority setting that combine evidence-based medi¢EBM) with cost-effectiveness analysis

(CEA).

WHO-CHOICE started in 1998 with the developmenstaihdardized tools to develop regional
databases on the costs, impact on population haadtitost-effectiveness of key health

interventions (sedttp://www.who.int/choice/ei/ It is intended to provide current, regularly

updated information on the costs and effectivenésswide range of drugs and treatments. Since
information is far-reaching, it allows for crossngparison of data, which is helpful in making
resource allocation decisions. It has been usadarny countries in, for example, cataracts
treatment (Baltussen, Sylla, & Mariotti, 2004), greychiatry (Chisholm, 2005). Despite its
intended usage as a supportive and functional studjes have shown that decision makers find
the WHO-CHOICE approach to be too opaque, requinimayvailable expertise, and to be in
conflict with local values (Kapiriri & Martin, 20Q8&apiriri & Norheim, 2004; Kapiriri,

Norheim, & Heggenhougen, 2003).



52

The Disease Control Priorities Project

In the past decade, the Disease Control Priofitregect (DCPP) has become a source of
important information for decision makers in deys#hg countries in priority setting
efforts. The DCPP continually assesses diseaseotgniorities and produces evidenge-
based analysis and resource materials. DCPP hdsqa three technical resource
publications to assist and inform health policyragkiThe Disease Control Priorities in
Developing Countries 2 (or DCP2) is an update efdtiginal World Bank publication
Disease Control Priorities in Developing Count(@sDCP1) (Jamison, Breman,

Measham, Alleyne, Claeson, Evans et al., 2006bPDRighlights cost-effective

interventions, costs of disease burden, treatragit prevention for a comprehensive
range of diseases and conditions. From the DCPRiteethe DCP2 is described as the
following:

Combining insights from DCP2 and knowledge of thetal situation, actors at
many levels—from parliamentarians and health neénssto hospital
administrators, health care workers, and concecitezeéns—will be able to set
priorities, select appropriate interventions, dewbstter means of delivery,
improve management, and be more effective in mmbdiresources. In this
manner, the benefits of technical progress in imipigphealth can be extendeq
and shared by all.

'The DCPP’s second nwjpublication is a companion to DCP2, PrioritiedHiealth. Thi
summary and synthesis of DCP2 is meant to be aylwarded reference guide for
policy makers, and is available in seven languéd@sison, Breman, Measham,
Alleyne, Claeson, Evans et al., 2006a). Some oirtfeemation in the DCP2 draws on
work from WHO-CHOICE (Chisholm & Evans, 2007). Thignificant and powerful
publication cites statistics and stories from arbtive world, providing insight into
global health concerns. The depth and breadthi®féiport speaks to the ever-growing
need to set priorities for disease prevention.

... despite the high burden of dise&s developing countries, success is pos
and has been achieved even against great odds . . .

Their third major publication was the Global Burd#rDisease and Risk Factors (GB
The GBD focuses on health conditions in th& @dntury and provides up-tiate data g
the global burden of disease (Lopez, Mathers, Edatison, & Murray, 2006). This
publication also describes the methodologies fet-effectiveness calculations and
conclusions presented in DCP2.

Problems with Disciplinary-Specific Approaches
Discipline specific approaches to priority setthmye their own principles, processes, and goals

(Table 2.1). However, single criteria priority sedttools (e.g. cost-effectiveness, burden of
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disease) are ineffective since priority settinggesses involve many criteria and interventions

(Baltussen & Niessen, 2006).

Table 2.1: Discipline-Specific Approaches and TheiGoals

Approach Focus/Key Goals
Evidence-based Medicine Effectiveness
Health Economics Efficiency
Legal Approaches Reasonableness
Political Sciences Negotiaion
Philosophical Approaches Justice

The theories and approaches described above axanelto priority setting because they help
provide an understanding of underlying assumptiongheir own, however, they are
insufficient. None of the approaches provide a camensive vision of successful priority

setting, which is a multi-faceted (multi-elemendpcept.

There are two main problems with a discipline-sfieaipproach. First, discipline specific
theories are not often grounded in actual expee®io€ priority setting, Discipline specific
theories often work outside of the process in agnatrstract manner, disregarding many
important components in decision making or prowgdamly a narrow set of values in decision
making (Martin, Pater, & Singer, 2001). By appraagtpriority setting decisions from an
outside position, discipline specific theories ignoase-by-case differences vital in priority

setting.

Second, there are few interconnections among theusdiscipline-specific theories (and even

within each discipline — such as between diffeteatries of justice). Since different theories
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appeal to different values (efficiency, justices.ptit is difficult to argue that one is ‘better’.
Discipline specific approaches are helpful in idgirig the value components of decisions, or for
educating decision makers, but insufficient in jpdowg actual guidance for making concrete

priority setting decisions.

Successful Priority Setting
Four studies have touched on the idea of impropimgyity setting by improving success factors

(Table 2.2). However, these studies explored lidgakeholder groups and had a narrow focus.

First, through a series of workshops with board trers and leadership at two RHAS and one
hospital, Gibson et al. (2004) identified eightopity setting criteria (used to set clinical seevic
priorities), ten key priority setting process eleseand six parameters of success. From the
perspective of these stakeholders, priority settmgld be successful if it considered three
outcome parameters (effect on organizational gigsriand budgets, effect on staff, and effect on
community), and three process parameters (effigiehpriority setting process, fairness,

conformity with conditions of accountability foragonableness (discussed below)).

Second, Teng et al. (2007) surveyed key decisidtersaat the ‘macro-level’ (the executive team
in a provincial regional health authority) and itified factors important to understanding
organizational context in priority setting. Thewfal that an increase in the transparency of the
priority setting process is needed in order to mmprthe decisions that are made. They also
discussed the need for a culture supporting exgiwrity setting, and a focus on fairness in
priority setting. Participants in their study feiat strategic planning and a strong research base
were organizational strengths, despite their admaener of setting priorities. A lack of formal
training in priority setting and the challenge obyiding specialized services for disparate groups

were seen as two barriers to explicit priorityisgtt Participants from their study agreed that
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goals, outcomes and benchmarks for success sheuldfined. They also agreed that key factors
for success are a shared vision in priority sett@mgexplicit process for priority setting, and

increased quality of information (demonstrated ltessand a data-driven culture).

Third, Mitton and Donaldson (2002a) completed aayiof senior executives and medical
directors (priority setting decision makers) andrfd that while data drove the priority setting,
decision making is done mainly in a historical raatThey felt that systematic evaluations are
necessary to improve priority setting. They rembdecision makers have a “desire for pragmatic
assessment of benefit”; however Mitton and Donaldddeo found that decision-makers were
unaware of the priority setting tools availabléitem. They added that politics have a central,
and at times superior, role in priority settingidams, considered to be more important than
‘hard’ evidence. Decision makers in this surveyielsmore dialogue with the public and felt
that PBMA would be a useful tool to aid in prior@gtting. In order to improve the success of
priority setting, they suggested: (1) establislaetual (more systematic) process for developing
priorities, (2) increase the communication betwst@keholders, and (3) increase the quality of

information/data used in priority setting.

Fourth, Mitton and Patten (2004) surveyed senigisiten makers in Calgary health region before
and after the decision making/priority setting tg@obgram budgeting marginal analysis’

(PBMA) was implemented. Their study showed thaisien makers need important and clear
information management beyond ‘higher-level’ infation (such as randomized control trials).
Decision makers also pointed to the need for grebébogue in priority setting which can lead to
an increased understanding in the overall pri@dging process. Mitton and Patten focused on
information in multiple forms, including better orination on ‘capacity to benefit’, which was
identified as being highly desired by decision makélong with the need for better information,

their attempt to apply a novel framework for prigigetting led to other factors to improve the
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success of priority setting: (1) provide opportigstfor re-allocation and re-investment, (2) the

process needs to become part of routine plannimiy(2) stakeholder (in this case, physician)

involvement.

Table 2.2: Summary of Studies

Study

Success Factors

1

Gibson, J.L., Martin, D.K., & Singer, P.A

Outcome Parameters

(2004). Setting priorities in health care
organizations: criteria, processes, and
parameters of success. BMC Health Sel
Res, 4(1), 25.

- effect on organizational priorities and
budgets

- effect on staff

- effect on community

Process Parameters

- efficiency of priority setting process

- fairness

- conformity with conditions of accountabil
for reasonableness

Teng, F., Mitton, C., & Mackenzie, J.
(2007). Priority setting in the provincial
health services authority: survey of key
decision makers. BMC Health Serv Res
84.

- stakeholder engageme#tshared vision in
priority setting

- an explicit process (like PBMA)

- increased quality of informatio® priority
setting culture

Mitton, C., & Donaldson, C. (2002). Sett
priorities in Canadian regional health
authorities: a survey of key decision
makers. Health Policy, 60, 39-58.

(1) establish an actual (more systematic)
process for developing priorities

(2) increase communication between
stakeholders,

(3) increase quality of information/data use
in priority setting.

d

Mitton, C., & Patten, S. (2004). Evidencg
based priority-setting: what do the decis
makers think? J Health Serv Res Policy
9(3), 146-152.

- better information through multiple forms
- provide opportunities for re-allocation anc
re-investment

- process needs to become part of routine
planning

]

- greater dialogue/stakeholder involvemen

L.

Summary: Success in Priority Setting

Successful priority setting is a desirable goaldecision makers. However there is no agreed

upon definition for successful priority setting,tbere is no way of knowing if a particular set of

priority setting decisions were successful. Pryosietting is extremely complex - - choosing

between competing values makes priority settingnaldmentally ethical issue (Singer & Mapa,



57

1998). Different disciplines offer their own perspee to how priority setting ‘ought’ to be done,
defining ‘good’ (or successful) priority settingtlugh values such as efficiency, equity, or
justice. These normative approaches are necesseayife they help identify important values
and considerations for priority setting. Howevédonea they are insufficient and provide only a
piece of a definition of successful priority sedtibecision makers/leaders can use these
perspectives to guide priority setting efforts, thére is no guarantee that this will lead to
achieving success in priority setting. There igjaificant lack of guidance in discipline specific
approaches; they outline which values to include theey do not provide an indication of who
should be involved and what a process should liek Involving different stakeholders will

bring these various values to the table, and vthikis important and necessary, it further
complicates priority setting decision making. Teenaining problem is that there is no way to be
certain which values are better, or which mightlleamore successful priority setting. Values
inherently conflict; we need to look beyond disitipty (value-laden) approaches toward a more
comprehensive approach and develop a common gaumdiich to evaluate the achievement of

Success.

Empirical studies are also important because ttiegtify current priority setting practices. The
studies mentioned above provide insight into defirsuccessful priority setting. The problem
with these studies is that they have a narrow f¢smmall range of stakeholders) and none of them
have provided a practical solution to achievingcessful priority setting. While we are more
cognizant of important factors in successful ptjoseetting, we still do not have a complete

picture of it.

The literature has so far shown that while manyanstand disciplines provide insight into
defining successful priority setting, the definiti,emains fragmented. There is a need to define

successful priority setting, to provide a commanglzage, and to come to some agreement on a
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conceptual basis for the concept. Normative apfprestell us whabughtto be done, empirical
studies tell us whas beingdone, yet there remains a lack of consensus @pjmpriate
approach to successful priority setting. This isgaese defining successful priority setting is a
challenge and no framework exists to charactetidaa the midst of this lack of consensus, one
ethical framework has surfaced as an importantegtadachieving legitimate and fair priority
setting. ‘Accountability for reasonableness’ (A4R}ich focuses on the goals of legitimacy and
fairness (Daniels & Sabin, 1997) is important tkreowledge because of its current international

use and acceptance as a valid priority settingdvaonk.
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2.3 The Goals of Legitimacy and Fairness
Daniels (2005) and others (e.g. Ham (1993)) hagaeat that since we cannot agree on the

correct approach to priority setting, and we camf@éermine best priority setting outcomes, an
appropriate approach to priority setting shouldigon legitimacy and fairness. This next section
describes the goals of legitimacy and fairnesstaeaathical framework developed to achieve
them: ‘accountability for reasonableness’ (A4R)islib important for my thesis research because
A4R has provided a preliminary foundation for birtfiknowledge in one of the three empirical

studies that | conducted.

What Is Legitimacy? What Is Fairness?

Legitimacy and fairness are inter-related moraleons that can act as priority setting goals
when other goals cannot be agreed upon. Scholdrderision makers have turned to legitimacy
and fairness as surrogate goals for success gartichecause there has been no comprehensive
definition of successful priority setting; legiticpand fairness are not substitutes for success, bu

they are considered to be the best goals availaluate.

Legitimacy refers to the moral authority of institunal actors to make priority setting decisions.
Legitimate decision makers may act fairly or ufafbaniels & Sabin, 2002; Rawls, 1999), but
legitimacy can be achieved through a fair procBssiels & Sabin, 2002; Rawls, 1999; Singer,
Martin, Giacomini et al., 2000). Some have categmtilegitimacy as two parallel processes, and
a good priority setting process should appeal th.leirst, a process should consider the internal
concept (establishing confidence for the prioritiethin the health care delivery system itself).
Second, a process should consider the externaépofassuring public confidence for health

care priorities) (Garpenby, 2003).
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Fairness refers to the moral acceptability of therjty setting process. That is, fair priority
setting decisions are made through a processshamd is perceived to be, morally acceptable,

irrespective of outcome (Martin, 2007).

‘Accountability for Reasonableness’
Daniels and Sabin have created a framework thied fiamirness and legitimacy in priority setting

called 'accountability for reasonableness’ (A4R3r(iBls, 2000a; Daniels & Sabin, 1997, 1998).

A4R is a conceptual framework that can be usethfmave the legitimacy and fairness of
priority setting processes in health care orgaiumat(Daniels, 2000b). It is theoretically
grounded in justice theories emphasizing democdatiberation (Daniels & Sabin, 1997, 1998;
Rawls, 1999). A4R is relevant to real-world prigrsetting processes (Daniels & Sabin, 1997) --
it was developed in the context of U.S. Health NMaiance Organizations and has been proven

useful in other health care contexts, such as @pitals.

A4R has been used nationally and internationalblldevels of the health system to evaluate the
legitimacy and fairness of priority setting. It Hesction among decision makers and is a
preferred framework of priority setting researctiar€anada and internationally (Coster,
McMillan, Brant et al., 2007; Gibson, Martin, & $jer, 2005b; Gibson, Martin, & Singer, 2004;
Ham & Mclver, 2000; Madden, Martin, Downey, & Simg2005; Martin, Hollenberg, MacRae,
Madden, & Singer, 2003; Mielke, Martin, & Singef(3; Peacock, Ruta, Mitton et al., 2006;
Walton, Martin, Peter et al., 2007). It can serse@aiseful guide to develop and evaluate the

legitimacy and fairness of priority setting proass

A4R is an ethical decision-making framework thatlinas four conditions of a legitimate and

fair allocation process (Daniels & Sabin, 2002){€a2.3).
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Table 2.3: The four conditions of ‘accountability br reasonableness’

Relevance Rationales for limit-setting decisions must resteasons (information and
values) that fair-minded parties (managers, clamisj patients, and affectgd
others) can agree are relevant to meeting healéhneseds under resource
constraints in the priority setting context.

Publicity Limit-setting decisions and their rationales musiloiblicly accessible.

Revision There is a mechanism for challenge and disputdutsso regarding limit-
setting decisions, including the opportunity fovising decisions in light g
further evidence or arguments.

Enforcement [There is either voluntary or public regulation lo¢ fprocess to ensure thaT

=

the first three conditions are met.

According to Daniels, ‘accountability for reasorei@ss’ provides a common language for
discussing priority setting and so facilitates “noying [the public’s] grasp of the need for limits
and the appropriate grounds and conditions for ntaélecisions about them . . . The value of the
Relevance and Publicity conditions is the ‘casé taay establish regarding limit setting over
time. A transparent and responsive process oficevend appeal similarly contributes to a grasp

of the kinds of reasons that appropriately shapieypdecisions” (Daniels & Sabin, 2002).

Since the creation of A4R, several studies havgestgd changes, additions, or have combined

A4R with new knowledge to advance new conceptffimrity setting.

Combining information about how data is gatheretthwhe concepts of A4R, Singer et al
(Singer, Martin, Giacomini et al., 2000) proposediamond model’ for priority setting
comprising six elements: institutions, people, dastreasons, process and appeals. They

provided a model for priority setting in new teclogies specific to cancer and cardiac care.

In another study, Gibson et al. (2005a) suggesidihg empowerment as a fifth condition to the

framework. The empowerment condition requires steps should be taken to optimize effective
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stakeholder participation and minimize the impdqtawer differences in the decision-making
context. Gibson et al. highlighted that the founaitions of A4R were never meant to be
exclusive and exhaustive; as such there is roommée conditions which provide guidance in

achieving legitimate and fair priority setting.

Since Daniels and Sabin developed A4R in the cootfeldS private managed care organizations,
their fourth condition focused on public or volunytaegulation — that being the most obvious
means of enforcement. However, Reeleder et al édeel Goel, Singer et al., 2006) conducted
their research in a health system that was pubiiciged and administered, and suggested that
the term leadership more accurately portrays tsle dédenforcement, since leadership is an

enabler of the other three conditions of A4R.

Empirical Experience with Accountability for Reasteness

Priority setting has been described and evaluatgdjlA4R as a conceptual framework to guide
the research. These studies have shown that A4Rroaite helpful guidance for priority setting
leaders. Most of this research has been done iad2athrough the Canadian Priority Setting

Research Network.

Martin et al. (2003) described and evaluated habgitategic planning in the context of
operational planning using A4R and found that ttganization partially met all four conditions
of A4R. In order to improve future priority settiitgrations, they developed eight key
recommendations for improvement, including allowpagticipants more time to process
information, developing a coherent and comprehensbmmunication strategy, and developing

an appeals (or revision) mechanism.
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According to Martin et al. (2002) decision makeaxni the Cancer Care Ontario Policy Advisory
Committee for the New Drug Funding Program andGhediac Care Network of Ontario Expert
Panel on Intracoronary Stents and Abciximab feltéhwere two primary elements to fairness in
priority setting: a fair process and recognitioattfairness is relative (i.e., not all-or-nothing).
They identified 11 elements of fair priority segjrwhich the authors related to the four

conditions of ‘accountability for reasonableness’.

Madden et al. (2005) described priority settinghi@ context of hospital clinical activities target
setting with a focus on the appeals process. Th&srohined that an appeals process improved
priority setting by enhancing the quality of infation used and, ultimately, the participants’

perception of hospital fairness.

Gibson et al. (2006) described and evaluated pyisstting in the Calgary health region and in
doing so, evaluated the fairness of subscribif@BMA. They held that PBMA is useful and can
increase the fairness of priority setting and ssgggefour recommendations to improve the
fairness of priority setting: 1) align the stratedirection of the organization with priority seti
and engage a variety of stakeholders in this pep@sutline obvious factors in priority setting
to increase transparency; 3) allow time for theéewnof decisions and deliberation; and 4) have
strong executive leadership to ensure conformity tair process. They added that there is
potential to combine PBMA and A4R to provide stakders with a comprehensive approach

using a fair process aimed at achieving optimakbiewith available resources.

Using A4R Mitton et al. (2006) empirically describand evaluated the fairness of centralized
drug review processes in four countries (Canada,Allstralia, New Zealand) and found that
each country needed to improve the fairness of fitecesses and that stakeholder engagement

should be a part of this. Participants felt thah&parency was critical to the overall legitimacy
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and fairness of priority setting. Mitton et al. ctuded that it is essential that limit-setting
decisions are publicized, proper mechanisms aabkstted to ensure fair processes and formal

mechanisms for appeals and revisions are upheld.

Reeleder et al. (2005) studied reports by the C&@mntario hospitals on the fairness of priority
setting within their own institutions. The studyngey had CEOs (or their designates) evaluate
their current priority setting activities againstiR. Overall, the relevance condition was met the
best (75%) with the most room for improvement ia émforcement (or leadership) condition.
Their most prominent finding was that improvementthe area of leadership would result in

more of an impact than improvements to other areas.

Describe-Evaluate-Improve
A4R has been used by researchers as an evaluatioawork to describe, evaluate and improve

priority setting in real-world settings. This appob aids in capturing and sharing lessons for
improving priority setting all over the world. Inmguing, in this sense, refers to making priority
setting more legitimate and fair. This approacbved for collaborative work between
stakeholders (scholars and policy makers) to gathdrshare systematic evidence as a basis for
improving priority setting in various health ca@ntexts (ministry of health, RHAs, hospitals,

clinical programs, etc.).

This approach has been explained by Martin andeBi(®03a) as a constructive, practical, and
accessible improvement strategy that is both rekda@sed and normatively and empirically
grounded. The research strategy involves combicarsg study research to describe priority
setting, interdisciplinary research to evaluatedbscription using A4R, and action research to

improve priority setting.
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Martin (2007) highlighted the benefits of this apgech stating that it 1) operationalizes the vague
notion of evidence-based policy making; 2) opemesithack box’ of priority setting in a health
system and reveals how decisions are made; ang@&@es an environment in which difficult

priority setting decisions can be accepted by thdip.

Summary: Legitimacy & Fairness
Since there is no agreement on ttight priority setting outcomes, researchers in pricsyting

have instead focused on the process. Legitimacyaintess are two desirable goals of a priority
setting process. The ethical framework A4R candsl by decision makers and leaders in their
organizations and it can also be used post-facém &valuation tool. Studies have shown the
usefulness of A4R and there have been suggestiah#4R can be used as part of a strategy to
improve priority setting efforts. A4R’s philosophigqand normative) grounding coupled with its
empirical application make it an important conttiba to current understanding of priority
setting. What is more, the four conditions of A4fR(g with legitimacy and fairness) are
possible candidates for defining successful pyadtting. It was for this reason that A4R was a

starting point and theoretical grounding for on¢haf three empirical studies used in this thesis.
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2.4 Tools for Evaluating Success

The primary objective of this thesis is to detereném appropriate definition of success, and once
this task is complete the second objective wiladdressed: how we can effectively evaluate the
idea. In 2003, Martin and Singer argued that Camazldd benefit from an emphasis on
organizational development in relation to priosstting. In addition, they argued that it would be
beneficial to develop a common evaluation tool agfaivhich experiences could be assessed,
(Martin & Singer, 2003a). Currently, there is noltto evaluate the success of priority setting;
however, we can look to other fields to see hovwesss has been evaluated and/or measured to
gain insight into appropriate methods. The comnhemie in these studies was, that in order to

evaluate success, it was first defined within thetext.

Lockee et al. (2002) measured the success of distegucation using both summative and
formative evaluations, assessing curriculum deggofessional impact, and increased
enrolment. They suggested a method to determinsuteess of a distance education program
that was based on the program’s own stakeholdefarpeng its evaluation. They concluded that

in order to evaluate the success of distance educ&uccess’ needed to be defined.

In measuring the success of business start-upd,dRei Smith (Reid & Smith, 2000) suggested
guantitative statistical evaluations of employmgmtwth, return on capital employed, and labour

productivity.

The success of software development has been neglassing alignment with business strategy,
stakeholder buy-in, management and infrastructuppart, and learning from stakeholder
feedback (Zahran, 1998). Continuous ImprovementTand Quality Management have been

used to evaluate and measure success in businggh(& Cross, 1995). Organizations exist
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solely for the purpose of measuring the succesparfdrmance of organizations (for example,
KPMG Enterprise i global network of professional firms providingdiy Tax, and Advisory

services, operating in 145 countries and with ntiba® 123,000 employees).

Business evaluation techniques have been appliedaioh care in the United States (Gish, 2002),
and in Canada. For example, the balanced scoreghich was first used in the business sector,
has been used as a measure of performance arjstraanagement in health care
environments (Kaplan & Norton, 1992). A balancedrscard is a strategic management and
measurement system that:
...translates an organization’s mission and stratetgya comprehensive set of
performance measures that provides the framework $trategic measurement and
management system. The balanced scorecard reta@mhasis on achieving financial
objectives but also includes the performance dsieéithese financial objectives. The
scorecard measures organizational performancesafosbalanced perspectives:
financial, customers, internal business proces$)earning and growth (Kaplan &
Norton, 1996).
Balanced scorecards have been used in Canadiaitdt®$phow, Ganulin, Haddad, &
Williamson, 1998; Pink, McKillop, Schraa, PreyrapiMgomery, & Baker, 2001). Zelman et al.
(2003) concluded that the balanced scorecards(Blévant to health care, but modification to
reflect industry and organizational realities isegsary; (2) is used by a wide range of health care
organizations; (3) has been extended to applicatieyond that of strategic management; (4) has
been madified to include perspectives, such adtgudlcare, outcomes, and access; (5)
increases the need for valid, comprehensive, ameltiinformation; and (6) has been used by

two large-scale efforts across many health cararozgtions in a health care sector (hospital

report and critical access in rural USA).

Indicators that are specific to health care hawwnhesed to determine the success of hospitals,

regions, and both provincial and federal governsdvibst of these indicators revolve around
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health outcomes. For example, using self-reportiegsures, patient outcomes (such as longer
and healthier lives) have been used as an indichAtrccess of hospitals (Kind & Williams,
2004). Economic indicators are also often usecetrrahining the success of new technologies
(Phelps & Parente, 1990). Cockerill et al. (200&yaloped a tool to measure the effectiveness of
care networks specific to dementia patients. Tinsirument used indicators such as physician
knowledge, as well as quality and quantity of darevaluate the experiences of both caregivers

and care recipients.

The Hospital Standardized Mortality Ratio (HSMR)saeveloped to help hospitals evaluate
mortality rates. This performance indicator helpsgitals measure patient safety and quality of
care by comparing their rates to the national agee(€anadian Institute for Health Information,

2007).

Report cards have also been used to measure gamaditiacilitate comparison of the quality of
care across health care providers (Mchamara, 2086rotra, Bodenheimer, & Dudley, 2003).
Richard et al. (2005) developed an ethical framé&wothelp guide the development and
dissemination of cardiac report cards (CRCs). Thammework has ten principles: (1) improving
guality of care, (2) informed understanding, (3plmiaccountability, (4) transparency, (5)
equity, (6) access to information, (7) quality wfarmation, (8) multi-stakeholder collaboration,

(9) legitimacy, and (10) evaluation and continuquality improvement.

Acceptance by consumers and providers were meaasanedicators of success in evaluating the
success of telehealth services, the technical taluiify of the system, cost/benefit/effectiveness,
organizational support, satisfaction, recruitmerd eetention, and client outcomes such as
quality of life (Hebert, 2001). Another teleheadtyaluation study stated that ‘readiness to adopt a

new technology’ was one factor that contributethtosuccess of a telehealth program (Hebert,
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Paquin, & Iversen, 2002). Focus groups, home viaitd telephone and face-to-face interviews

were used to collect data.

Australia developed a priority setting frameworlassist the Clinical Senate of Australia (a
clinical advisory group to the Minister and Depagtihof Health) in priority setting decisions
(Leggat, Scheil, Williams, & Kerin, 2006). They pemted a workbook developed from the
literature, which highlights the components andditire of a priority setting tool, in their efforts
to recognize a need for an open priority settiraeess to fairly assign planning resources to a
large number of clinical issues. Their final prothisca largely clinical ‘Gap Finder Tool’ and a
values-based ‘Priority Setting Framework’, meanipécused within a clear strategic plan. The
framework has five criteria: health benefit, equitgnefit to public, cost-effectiveness, and
capacity and sustainability. The Gap Finder Todd weated to identify deficiencies in health
service interventions and examine key aspectseofiialth system to be addressed by the various
clinical programs. Participants expressed conaetheir ability to measure clinical impact given
that limitations from the data elicited and strelssee importance of having a pre-determined

strategic plan.

Several studies have evaluated the process andtimplICE recommendations. Mayor

reported that steps were in place to amelioragetkinough the ‘Health Care Commission’ — a
body created in 2004 to evaluate trusts in the MR & self-assessment of 44 standards, including
conformance to NICE guidelines (Mayor, 2006). Ttendards-driven framework (called the
annual health check) has seven domains (includifedys clinical effectiveness, and patient
focus), designed to cover the full spectrum of theedre, divided into core standards (existing
requirements/minimum requirements) and developrhstdadards (directions for

improvement)(Department of Health, 2004). The franmik “ensures that the extra resources
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being directed to the NHS are used to help meakuraise the level of performance year-on-

year” ((Department of Health, 2004), Annex A, p.3).

Evaluating the success of health care (and otlwtorsd is possible through many of the
aforementioned tools/processes, and differentungnts may elicit different results (Peck, Asch,
Goold, Roter, Ubel, Mcintyre et al., 2001). Howewwraluating success in priority setting is a

new challenge that requires new tools/processesode measures, such as mortality rates, are
helpful in evaluating the success of a health oaganization, but they only provide a partial
explanation of priority setting success. Furthieis very difficult to directly measure health
outcomes due to the many possible confounding rfgckiois most apparent through these studies
that, in order for a tool to be helpful in evalugtisuccess, it should be accompanied by an agreed

upon standard (be it benchmarks, performance ratragefinitions).
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2.5 Gaps in Knowledge
The literature presented in this chapter has pealitie backdrop for successful priority setting.

Experiences from Canada and other countries #irek levels of health care have shown a lack
of coherency and an agreed upon ‘best’ methodrfority setting. Various disciplines provided
an unstable foundation upon which to make recomiamions to guide priority setting decisions,
but provided no way of knowing which values shooN@rride or dominate. Countries around the
world have tried to use principlist approachesrtorfiy setting, but this proved to be too general
and too unclear in practice (Holm, 1998). Prioséfting scholars began to examine legitimacy
and fairness as two goals of priority setting, femain unsure that these goals would lead to
success. The literature shows that decision mad&ekgguidance, and, more importantly, decision

makers want guidance in their priority setting.

There is a call for improved stakeholder engagemeateased transparency, more explicit
priority setting methods, and a method to deterrifia# of these efforts lead to successful
priority setting. Each of these pieces of the peirded to be brought together to form one
comprehensive definition of successful prioritytiegf, next, the definition needs to be

operationalized and turned into a tool to evaltiateachievement of success in priority setting.

There are two main gaps in knowledge that | anmgitang to address in this thesis:

1) There is no comprehensive definition of successfriority setting
No single study has attempted to provide a broadasehing definition of successful priority

setting. There is no consensus about how to dsfineessful priority setting. While a few studies
have reported on pieces of this problem, therebkas no attempt to develop a comprehensive

and integrated framework that combines all of tieegs. A4R provides a framework to evaluate
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fairness in priority setting. This research attesriptfill this gap by providing a comprehensive

definition of success.

2) There is no tool for evaluating the achievemertdf success in priority setting
Given that we lack consensus on the meaning ofesgéal priority setting, we have no tool for

evaluating priority setting decisions in an acie@htext. Outcome measures are helpful in
evaluating the success of a health care organizdiid they do not provide a complete picture of
successful priority setting. A more comprehensoa ts needed. This research attempts to fill

this gap by developing a tool to evaluate the a@meent of success in priority setting.



Chapter 3: Methodology

In this chapter | will describe the methods usernhjnresearch.

The chapter is organized into three sections. &e&il explains the methods that were used in
the development of the conceptual framework. Tlerapirical studies were performed that
formed the basis for the framework; these are pteddn the first half of this section. Study 1
was a modified Delphi consensus study. This consebsilding initiative involved a panel of
international scholars and decision makers. Stuidy@ved interviews with a wide variety of
decision makers across the full range of the Camaldéalth care system. Study 3 combined
patients and policy makers from across Canaddaaias groups. This section examines multiple
factors for each study, including: a descriptiorde$ign, setting, sampling and participants,
methods of data collection and analysis, and arigiti®n of the research ethics process. The
latter half of the section is dedicated to the mdthused in the synthesis and refinement of the
conceptual framework. This includes a descriptibthe ways in which the empirical data that
was collected from the three studies was combinedaaalyzed in aggregate to create the

conceptual framework.
Section 3.2 focuses on the methods used in thdageuent of the evaluation tool. In this section,
| will describe the methods that | used to crelagetbol and the processes used in the sensibility

testing and refinements of the tool.

Section 3.3 focuses on the pilot study and the atstlused in its real-world application.

73
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3.1 Methods for the Development of the ConceptualrBmework

The conceptual framework was developed primarigeblzon the data collected through three

empirical studies.

Methods Used in Conducting the Three Empirical Studks

The primary data collection phase revolved arotmnee empirical studies which were used as
input into the development of the conceptual framd&wThis section will describe the

methodology used in this process.

Study #1: An International Delphi Consensus Panel

Design:

This study used a structured consensus buildinggssoknown as the Delphi method (Adler &
Ziglio, 1996). Delphi is a method for collectingdadistilling information from a group of
individuals. It allows for creative and structumata collection, while simultaneously fostering a

learning opportunity for knowledge exchange betwessth amongst our Delphi panellists.

This study was initiated with a goal to developsadf elements for successful priority setting
that is agreed upon by international scholars awistbn makers. For the purpose of this
research, the Delphi process was modified to mocarately meet the goal of the study: Delphi
provided a forum for the expression of internatlamnion, but was modified (described below)

to provide our results with more integrity.
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Sampling and Participants:
Our Delphi panel consisted of 12 scholars in te&lfof priority setting and health care decision

makers (administrators) from five different heaifstems, chosen for their experience and

interest in priority setting (Table 3.1).

Table 3.1: Delphi Participants

Participant Role Country
Donna Larson Decision Maker Canada
Berit Bringedal Decision Maker/Scholar Norway
Terje Sletnes Decision Maker Norway
Andrew Dillon Decision Maker U.K.
Russell Teagarden Decision Maker U.S.A.
Craig Mitton Scholar Canada
Jennifer Gibson Scholar Canada
Douglas Martin Scholar Canada
Ole Frithjof Norheim Scholar Norway
Chris Ham Scholar U.K.
Norman Daniel Scholar U.S.A.
Lydia Kapiriri Scholar Uganda

Donna Larson is the Executive Advisor to the CE@atRoyal University Hospital, Saskatoon

Health Region, in Saskatchewan.

Berit Bringedal is a Researcher and Assistant Bsofeat The University of Oslo, Department of

Health Management and Health Economics and alsksior The Research Institute of The

Norwegian Medical Association.

Terje Sletnes is Head of Section at the LegefogamMNorwegian Medical Association.

Andrew Dillon is Chief Executive of the Nationakhitute for Health and Clinical Excellence in

the U.K.
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Russell Teagarden is the Vice President of Clirfraktices and Therapeutics Medco Health
Solutions, Inc., and holds academic appointmenRuggers College of Pharmacy, Ohio Northern

University College of Pharmacy, and Albany Collegé&harmacy.

Craig Mitton is an Assistant Professor in Healtads#s at the University of British Columbia. He
also holds a Canada Research Chair in Health Geméty?Setting, and is a Research Scientist
for both the Michael Smith Foundation for HealthrsBarch Scholar and the Centre for Health

Care Innovation & Improvement.

Jennifer Gibson is an Assistant Professor in thealienent of Health Policy Management and

Evaluation at the University of Toronto. She isatse Director of Partnerships and Strategy at

the Joint Centre for Bioethics at the UniversityTofonto.

Douglas Martin is an Associate Professor in theddapent of Health Policy, Management and

Evaluation, and the Joint Centre for Bioethics,ugnsity of Toronto.

Ole Frithjof Norheim is both a medical doctor andfEssor at the University of Bergen in the

Department of Public Health and Primary Health Care

Chris Ham is a Health Policy Analyst and a Profesédiealth Policy and Management at the

University of Birmingham.

Norman Daniels is a Professor of both Populatidiidstand Ethics and Population Health at

Harvard University in the School of Public Health.

Lydia Kapiriri is a Research Associate with the &dian Priority Setting Research Network.
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Data Collection & Analysis:
Our study spanned three Delphi ‘rounds’. Round & eenducted in May/June 2003 via email;

and used the ethical framework ‘accountabilityrimasonableness’ (A4R) as the starting point for
discussions (Daniels & Sabin, 1997). The panel neemtvere presented with the open-ended
research question: How can we measure the effeetsgeof conformance with ‘accountability for
reasonableness?’, and were asked to provide amssplochose to use accountability for
reasonableness (A4R) as a starting point for dsseos because, at the time, it was the only
empirically grounded and theoretically justifiecatation framework for priority setting. Also,

as discussed in chapter 2, it has traction amoogida makers and is a preferred framework for
priority setting researchers internationally - isitherefore an appropriate starting place as agll

a practical guide to develop, implement, and eveltgir priority setting processes.

| analyzed the panellists’ responses by identifyiggreet elements and synthesizing similar
elements under common conceptual labels. | gertbaalist of 54 items, organized into two
categories: 1) elements of successful (or effecpvierity setting (48 items); and 2) methods of

evaluation (6 items).

Round 2 focused on the first category, which whee48 elements of successful priority setting.
It tool place two months after Round 1 was complel® enable direct consensus building,
Round 2 was a face-to-face workshop that includggbael members. Round 2 was a broader
discussion about effective (or successful) pricsisting. All discussions were documented. The
48 elements of successful priority setting generatdRound 1 were the input into Round 2. All
items were listed on large poster board and weseegahroughout the room. During the
workshop, panel members discussed and clarifiekd ga@. The ‘dot’ method was used to
indicate the strength of preference for specifionis: participants were each given 5 dots and

were asked to place a dot beside the elementthtiyafelt strongest about. A refined and
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streamlined list of 14 items remained from the ioa48. Refinements were also made to 6

evaluation methods at the end of the workshop.

Round 3 was conducted by email 4 months after R@ufidhe list of 14 items from Round 2 was
circulated and panellists were asked to make Enghestions and revisions to sharpen the list.

The list was revised accordingly.

Research Ethics:
Ethics approval for this study was not necessahng. Delphi study consisted of discussions by
various people regarding their views about priosigting. Participants did not discuss specific

information about themselves or their organizations

Study #2: One-on-One Interviews with Canadian DegidMakers
Design:

This study involved one-on-one, semi-structureditptave interviews with decision makers
within the Canadian health system. The goal ofshigly was to develop a list of elements for
successful priority setting from the viewpoint adiriadian decision makers. These interviews
allowed me to gain insight into the complexity ®&eyday priority setting from the viewpoint of

decision-makers who work ‘in the trenches’.

Sampling and Participants:

Participants for this study were senior or exe@ilavel decision makers in health care
organizations across Canada; for example, CEOsegyitals and RHAs, Senior Administration
of the Provincial Ministries of Health, and Sendanagement of provincial health care
organizations (e.g. Community Care Access CenDissrict Health Units, etc.). Sample size was

not formally calculated since our goal was to diésccharacteristics of successful priority setting
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from the point of view of decision makers and rmogenerate conclusions that could easily be

generalized.

Decision makers were sampled using a combinatiaw@inethods: (1) theoretical sampling,
meaning people who were involved in a significasget of priority setting and (2) ‘snowball’
sampling, where participants were asked to ideutifiyers (colleagues) who might have
knowledge or insight into priority setting and wéitwould be interviewed. Some of the
participants were originally identified through thiéeendee list of a national priority setting
conference; others were identified through involeetrwith the Canadian Priority Setting
Research Network (a national network dedicatedhfmoving health care through improving

priority setting). (A participant list is summarttén Table 3.2).

Table 3.2: Summary of Interview Participants

MACRO |Provincial Ministry of Health 7
(British Columbia — 1; Alberta -1; Saskatchewary ©ftario -1, New
Brunswick — 1; Nova Scotia - 2)

MESO Hospital Senior Management 18
(British Columbia -2; Alberta -1; Ontario - 12, Chex — 2; Nova
Scotia -1)
Senior Management of Community Care Access Cetr@sitario 3
Senior Management and Board Members of Regiondltlidea 10
Authorities

(British Columbia -1; Alberta — 6; Saskatchewar) - 3
Senior Management of Private Health Care Orgamzat{Alberta) | 2

Directors/Executive Directors of District Health @wils (3) and 5
Public Health Units (2) (Ontario)
MICRO  [Clinician Managers in hospitals 8

(Alberta - 4, Saskatchewan -1; Ontario -1; Quelie®Nova Scotia -1
Other (policy analyst/consultants, ethics board tens) (Alberta 4;| 2
Ontario -1)
TOTAL 55
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Participants were interviewed until conceptual stan was reached, meaning that no new
concepts were identified in successive interviedug. sample included individuals from a wide

range of different system levels and geographicds

Data Collection:

Data collection for this study involved one-on-donterviews. These were conducted in person or
by telephone from July 2003 to May 2004. | condd&B interviews with decision makers from
macro level health care (such as senior leadens fr@vincial ministries of health), meso level
health care organizations (such as CEOs of hospited RHAS, senior management of public
and district health units, as well as senior adshiators of community care access centres
(CCACs)), and micro level health care (such asmsagtinical leaders and clinician managers in
hospital programs). Participants came from 45 gifieorganizations across Canada; the only
provinces not represented were Newfoundland andAREmpts were also made to ensure that
there was representation within provinces; intevgielid not focus solely on the capital regions

of each province.

An interview guide that was developed based onipuswesearch and relevant literature was
used to conduct interviews with key informants. Titerview guide was revised during the data
collection and analysis period to explore emerdindings (See Appendix A for the two versions
of the interview guide). The interview guide contad five main questions exploring views of
priority setting: How do you set priorities in yooirganization? What are the organizational goals
for priority setting? How do you know if you haveetrihose goals? What would successful

priority setting look like? How could priority sitt be improved?

While participants’ initial responses were probedain more in-depth views, no other guidance

was given; participants gave responses based wrothie understanding and definitions of
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success and priority setting. While all questiomstigbuted to the results of this study, the main
focus was on “success in priority setting”. Allentiews were audio taped and transcribed which
generated over 800 pages of transcripts.

Data Analysis:

Data from the interviews was analyzed using a nedlithematic analysis that proceeded in two
steps: open and axial coding. First, in open cqdimgdata was read and then fractured by
identifying chunks that related to a concept onifer example clinical volumes, balanced
needs, frameworks, and communication). Secondial eoding, similar ideas were organized
into overarching themes by grouping similar codds overarching themes were elements of

success in priority setting, and evaluating sucoégsiority setting.

When analyzing the data, | was familiar with theneénts of success from the previous study, but
| attempted to ensure that the data was interpiatamlation. The validity of the findings was
addressed in three ways (Altheide & Johnson, 19d¢5t, two researchers coded the raw data to
ensure accuracy and to guarantee that one peisiasess did not unduly skew the interpretation;
differences were resolved through ongoing discas$$econd, all research activities were
rigorously documented by the researcher to permiiti@al appraisal of the methods (Mays &
Pope, 1995). Third, to address potential interpeehias in the researchers, a member check was
used which allowed participants to verify the ratibty of the findings. Fifteen participants were
invited via email to read the results from the datalysis and consider two questions: 1) Is there
anything you disagree with? and 2) Is there angthiissing? Ten participants responded. Most
felt that the results accurately captured the essehthe dilemma faced; some respondents
suggested minor changes, which were incorporated.

Research Ethics:

Approval for this project was obtained from the Goittee on the Use of Human Subjects of the

University of Toronto. Written informed consent wastained from each individual prior to
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being interviewed. All data was protected as canftéhl and was available only to the research

team. No individuals have been identified in repavithout their explicit agreement.

Study #3: National Patient and Decision Maker Fdgrsups

Design:
This study used a distinctive focus group desidieda “circle within a circle” approach. As far

as | am aware, this technique has only been useddrther study (Gallagher, Waterman, Ebers,
Fraser, & Levinson, 2003). A total of five focusgps took place. First, two independent focus
groups were held, one with patients and one witltypoakers. Second, two additional focus
groups were held using the “circle within a circgdproach: the first had the patients in an inner
circle and the decision makers in an outer cittle,second had the opposite (decision makers in
the inner circle). The final focus group had botbups participating, sitting side-by-side in a

large circle.

This “circle within a circle” approach is innovativand flexible, and holds several advantages
over traditional focus groups. First, by having tseparate stakeholder focus groups, many
group-specific issues can be explored in depth¢hvinay not have been possible in front of the
other groups (i.e., separate groups gave a safe sparticularly for traditionally disempowered
groups, to discuss undisclosed issues). Next, gaame group listen while the other group spoke
provided an invaluable opportunity for knowledgeleange, making each group privy to
information they might not have elucidated in ocmeé group. Finally, by allowing the two
stakeholder groups to discuss as one large grdeasiand concerns were clarified, occasionally

challenged, and ultimately refined and strengtheéhemigh dialogue.
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Setting:

This research was set around an existing everfjl@arta-based Provincial Health Ethics
Network (PHEN) conference on the topic of ethicseisources allocation (April 10, 11 and 12,
2003). The study utilized this conference as aumigpportunity to bring together patients and

policy makers in one location. All study participsuparticipated in the PHEN conference.

This study was done in partnership with the Cha#eBrosst Foundation (FF) for Health Care.
The FF was an educational organization that wotGezhgage members of the public in health
policy decision making; it was a distinct entityatloperated at arm’s length from the drug
manufacturer, Merck Frosst. The original intenthaf study during data collection was to
demonstrate the value of educational/deliberatiabbgues. However, since the FF ceased to
exist shortly after our event - - we assumed s@e@ardship of the data, and brought the study to

completion.

Sampling and Participants:
The FF sponsored a delegation of 13 patients amdi8ion makers to participate, including at

least one of each from every province and territbor ease of reading, the term ‘patient’ has
been used to describe the group who participatéusrstudy since the majority were health
system patients; a more accurate descriptor caultdalth system user’ since all participants
labelled ‘patient’ were familiar with and frequgntised the health system, either as a patient or

with a loved one.

Patients were individual citizens rather than lreatganization or advocacy group delegates.
They were comprised of both sexes and of varioesggagups and they had different health
challenges and experiences as users of the syatdmaugh the majority of participants were

patients, care providers also attended and paateipin discussions. The group was eclectic and
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diverse in medical history and prognosis. For eXapahusband and son of a recently deceased
patient attended; the patient had been askeddodathe conference and passed away after being
invited. Another participant brought her motheg tharticipant was an 18 year old patient who

had been using the system her whole life.

Patients were identified and approached througiowahealth networks, organizations and
associations. A wide demographic range of partidpavas sought, not only regionally, but also
of various age groups, types of diseases or ilegstc. FF sponsored each participant, which

included coverage of their travel and hospitaligts.

In addition, 13 health policy makers were recruitgd-F. There was at least one policy maker
from each province. Participants represented @iffelevels of government and different health

care contexts (Table 3.3).

Sample size was not formally calculated here bexewswere not looking to make

generalizations.

Table 3.3: Summary of Focus Group Participants: Paty Makers

MACRO |National level 4
(Canadian Medical Foundation, Canadian Nurses Aasoc, Health
Canada, Western Canada Waiting List Project)

Provincial Level 3
(Provincial Ministry of Health, Provincial Governmig(other than
MOH))

MESO Senior Management of Regional Health Authorities 5
(P.E.l, Manitoba, Alberta)
Senior Management Hospitals 1

TOTAL 13
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Data Collection:
Data collection involved multiple focus group dissions that were organized into the following

three sections:

1. Two independent parallel focus groups: one witlepés and one with policy makers

2. Two “circle within a circle” focus groups: one thed the patients in an inner circle
discussing while the policy makers listened fronoater circle ; the second was done in

reverse (patients outside, policy makers inside)

3. One common focus group where both patients andidecnakers discussed together

All focus groups were led using discussion guide® (Appendix B for discussion guides). All

discussions were video taped and transcribed.

In the first section of the day, each group (pasigrolicy makers) participated in separate,
parallel focus groups, in order to discuss ideascamcerns related to health care priority setting.
The patient-only and the policy maker-only focusugr were run in the same manner; each was
given an hour and a half for discussion which waslenated by a facilitator. | led the patient-
only focus group and my supervisor DKM led the pplinaker-only focus group. The focus
group discussion began with a brief introductiothi® topic of priority setting; this discussion

was lengthier for the policy-maker only focus grdban the patient only focus group.

In the second section of the day, the “circle-withicircle” focus groups were held; one group
spoke while the other listened, beginning withphé&ents in an inner circle discussing and the
policy makers listening from an outer circle. Ttadi@nts spoke with one another about priority
setting; much of the discussion from the first @atis’ only focus group was re-visited with some

additions and clarifications. Policy makers thenvawinto the inner circle and had a discussion
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similar to their first focus group discussion; pats were in an outer circle listening. Policy
makers began by commenting on the patients’ dismusisut then changed focus to their own

thoughts and opinions.

During each parallel focus group, the moderatok taates using large flip chart paper. These flip
charts served two purposes: they provided discngsiints for the focus groups and a hard copy
of data points for future analysis. During the €t@rwithin a circle” focus groups, the moderator
made use of the flip chart notes from the firsufogroup discussion and added to them. The
other moderator was observing and making detaitéelsron the discussion as well as other non-

verbal observations (body language, tone of va@ioé,pace of conversation).

The final section of the day had one common focosgwith all participants, patients and
policy makers, in one large circle. This interactimetween the two groups was fruitful in
illuminating new issues that had not previouslyrbdiscussed, as well as in bringing other issues

to consensus.

Data Analysis:

The data analysis proceeded into two steps: opgaéal coding (Strauss & Corbin, 1998). In
open coding, the data was read and then fractwyrétkbbtifying chunks of data that related to a
concept or idea (for example, education). In as@aling, similar ideas and concepts were
organized into overarching thematic categoriesdgf@mple, communication and process). | then
further developed these themes using illustraterdatim quotes and illuminative case studies
(Patton, 2002). The overarching themes were infladrby previous literature and by previous
studies. Element labels were created by the rasésam to reflect the results (the comments and
thoughts of participants). Although the researeimtdad knowledge of the results from studies

#1 and #2, results from study #3 were analyzeddedéent of the previous results. The analysis
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was facilitated by, and culminated with writing, iafn served as an important tool in formalizing

elements and making explicit assumptions that @mfae data interpretation (Richardson, 1994).

The primary goal of the analysis was to developscdption of the discussions that would help
in evaluating the achievement of success in pyicetting. A second goal was to determine the
usefulness of this approach to patient/policy ma&keragement, but this thesis will focus only on

the first objective.

Research Ethics:
At first, ethics approval for the data collectioasweceived by Ethica Ethics Committee, an

independent, non-institutional research ethicsdbased in Montreal, Quebec. It was chosen
because the initial sponsor for this study wasHfesst Foundation, which was not affiliated with
any institution that had its own research ethicgess. After FF ceased to exist, research ethics
approval in regard to the ongoing data analysishisrproject was obtained from the Committee
on the use of Human Subjects of the University afohto. Written informed consent was
obtained from each individual before the starthaffirst focus group. The videotapes, transcripts
and observations are protected as confidentialaaadable only to the research team. No

individuals have been identified without their egpplagreement.

Methods for the Synthesis of the Empirical Studies
The first step in developing the conceptual framdgwiovolved synthesizing the three empirical

studies described above. Developing the conceptarakework involved comparison and analysis
between the raw data and the coding lists that developed during data analysis. The end
results of coding from the raw data were thres lidtelements of successful priority setting.
These coding lists acted as thematic codes wheimgéarward to create the conceptual

framework.
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A list of elements of successful priority settingerged from each study, resulting in a total of
three lists. First, | compared the lists from esttidy, and amalgamated them into one all-
inclusive list. Next, any similar items within therge list were merged. When there was
disagreement or uncertainty about merging iteras ¢an they legitimately be combined, or
should they remain separate), | went back to tiggnad data and re-analyzed the individual and

specific meaning of the element and how it oridinemerged in the data.

Elements that were only discussed in one study veeamalyzed as well. To do this, all of the
studies were re-visited using that specific elenasrd thematic code. The data was examined
again, but this time with a specific goal of findimformation to support the element. Elements
that were not supported in the other empiricalistidere eliminated, while elements that were

supported remained in the list.

In the end the similar items merged to createtfi®0 comprehensive elements. Finally, the 10

elements were split into 5 process and 5 outcoemaeants according to their focus.

Validity

The validity of this analysis was confirmed in tways. First, | used email to circulate the
conceptual framework to a selection of participdrdm the three studies and to a group of
interdisciplinary scholars for their comments aefinements. Fifteen study participants and eight
scholars were invited to comment. Seven of thegipaints and all eight scholars replied via

email with comments and questions for clarificatiBevisions were made accordingly.

Second, to increase credibility of the framewohle, tiraft was presented to scholars at four

national conferences and workshops. In order ing¢he framework, participants’ comments
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and criticisms were incorporated, resulting in¢berent framework that contains the ten existing

items.

3.2 Methods for the Development of Evaluation Tool
When considering the development of a scale (on@ex, or tool) to evaluate a phenomenon, it

is important to determine if another scale exiséd tan be used. In the case of success in priority
setting, no such scale exists; therefore a neve sea$ required. The three empirical studies and
the conceptual framework were used as input iritestevelopment. Since success in priority

setting is a complex concept, | developed a glebale (Text Box 3.1).

The creation of the evaluation tool was a multpgteocess. The first step in its development was
to pose questions that attempted to operationatizé element of the conceptual framework. In
this step, | tried to be over-inclusive of quessionhis first step involved proposing indicators fo
the tool derived from the conceptual framework. Trtkcators mapped onto the ethical and
practical goals of priority setting, specified bagfiantitative and qualitative dimensions of

priority setting, and related to both the procetiaral substantive dimensions of priority setting.

The next step was to choose the format of thegoobrding to the questions in order to
determine which would be best for each. Three camapts were chosen: a survey, interviews,

and document analysis. Each question from stepvaseassigned to the appropriate format.

The third step was to revise each of the questidtién their format. The draft tool was
subjected to a cyclical process of proposing etmnandicators and refining them based on the

feedback received from stakeholders.
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The final evaluation tool was revised twice mon@tighout the research: first through face and

content validity testing, and second after the aatmpirical application (‘ease of use’ through

the pilot test). The next section discusses theilsiity testing.

Text Box 3.1: Scale Development - A Global Index

(The following information is taken from ‘Cliniméts’ by Alvan Feinstein (Feinstein,
1987))

Feinstein uses the term ‘global’ to refer to cohtghich is a broad overview of a complex
phenomenon. (p. 92)

“When we form a composite index or a global scafteafcomplex phenomenon, the
scientific goal is to get an overall appraisalle# total phenomenon, not to preserve the
identity of each component. If we want to know ateach component, we would use or
review separate indexes for the component.” (p.100)

The main disadvantage of a global index is thatéisalts are often not replicable by othe
observers (inter-rater reliability; reproduciblensstency). However, global indexes are
valuable in denoting changes of state — that @yidual ratings using the same scale will
reasonably well standardized (internal validity).

than once, there will be standardization) but oftdow interrater consistency (when appl
results can be achieved. Further, it is possibeetpire validity in measuring since
measuring change or transition ratings often yielmssistency because raters are likely t
use similar criteria when measuring, for examplestter, no change, worse”.

within and among the individual members of the gfa. 97). That is, if the evaluation tg

one organization, it would be possible to evalstdtes of change, or to evaluate
improvement.

Sensibility Testing

O

created in this thesis were used to evaluate thiea@ment of success in priority setting in

=

be

Global indices can have a high intra-rater conststéwhen the same person applies it more

by separate researchers). Since global indicesippe®asuring states of change, comparable

Feinstein argues that “a collection of transitiatirgs may be reasonably well standardized

o

There are several important psychometric propetieattributes) that should be considered

when developing a new measurement scale. Tradityothefined, ‘psychometrics’ refers to
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validity (or ‘consistency’) and reliability propé&s of a measurement (Streiner & Norman, 2003).

Feinstein adds sensibility as a third attributar({§ein, 1987).

An instrument can be considered reliable if measergs obtained under different circumstances
yield similar results. Reliability looks at bothetinternal consistency (items within the
measurement measure the same thing) and stalfibtyneasure (inter-observer, intra-observer,
or test-retest). Validity is concerned with of #idglity to reproduce the tool (convergent validity,

criterion validity, and concurrent validity, or csinuct validity where no measure exists).

| did not do traditional psychometric testing; getl | chose to look at the sensibility of the tool

(Text Box 3.2) for the scope of this thesis.

Design:
To establish the ‘sensibility’ of the candidateigadors, the tool was critically appraised by key

informants (researchers and decision makers).

The sensibility testing of the tool proceeded i pphases. First, the entire tool was mapped onto
the conceptual framework and sent to a group aérsévterdisciplinary researchers for comments
and feedback. Each person replied with their owspeetive and revisions were made to the tool

accordingly.

Second, the tool was sent to a larger sample of int¢rdisciplinary researchers and priority
setting decision makers for more specific commantsfeedback surrounding the face and
content validity. The remainder of this sectiodéslicated to this second phase: the face and

content validity panel.
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Text Box 3.2: Sensibility

(The following information is taken from ‘Cliniméts’ by Alvan Feinstein (Feinstein,
1987)).

In the instance where there is no existing scatv&duate a construct, and a new scale
be developed, there are important properties {obates) that should be considered.
Reliability (or ‘consistency’) and validity are tmeost common, and Feinstein adds a tk
attribute, sensibility.

Feinstein holds that sensibility ought to be useeMaluate any index. This evaluation
takes place in 5 steps: (1) understanding the gerpoframework of the index (what is
supposed to do?); (2) checking the overt formatisdhe index comprehensive and
suitable for what it is measuring; (3) judging faegidity (coherency, interpersonal
exchange, focus of data); (@dging the content validity (check for omissiorisrportant
variables, or inclusion of inappropriate ones, al as suitability of scale and quality of
data); and (5) ease of usage.

Face validity is a minimum prerequisite to ovexallidity. It is a subjective judgment
about the overall tool: “on the surface does itesgpo measure the stated construct”.
Content validity applies to the scale as a wholtlaoks at whether the scale has enou
items and ‘adequately covers the domain under tigan’. Content validity can be
measured through expert opinion both formally (gsircontent validity index, or CVI) o
informally (yes/no).

Feinstein concludes that features of sensibilite ‘@ften the most important things that

ird

—*

determine the clinical success or failure of arekidpl165).

Sampling and Participants:

In total, 16 people were asked to comment on tbe &md content validity of the survey. The 16

people included seven priority setting scholars rind decision makers involved in prior

ity

setting decisions. Four out of the seven priortgisg scholars were also clinicians involved in

priority setting decisions. This group represereth ‘experts’ and ‘users’. Out of the 16

panellists who were invited, 12 responded (Tab4@. 3.

Panellists that were invited to participate via génfanellists, who were decision makers

, were

selected based on previous participation in trgeaech, or participation in previous Canadian

Priority Setting Research Network events. Pans]lisho were scholars, were selected based on
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membership or participation in the Canadian Pgdietting Research Network events and the

International Society of Priority Setting Research.

Table 3.4: Content Validity Participants

Name

Jennifer Gibson
Ps scholar Lydia Kapiriri
Ps scholar Jens Mielke
Ps scholar Norm Daniel:
Ps scholar Ole Norheim
Ps scholar Solly Benatar

Policy Maker

David Reeleder

Decision Maker

Laura Freeman

Decision Maker

Lorraine Sederquest

Decision Maker  [Scott Berry

Decision Maker  |Jean Graham

Decision Maker  |Bob Bell

Decision Maker  [Susanne Babic

Decision Maker  |Murray Martin (Hamilton HSC)
15 |[Decision Maker [Chris Powers (QEII)

16 |[Decision Maker  |[Reuben Devlin (Humber River)

An initial email was sent out on April 25, 2007 itivg the various people to participate.
Panellists were provided with the conceptual frammwthe ten elements) and a worksheet with
all of the questions divided into their format (geys, interviews, document analysis). Panellists
used email and the worksheet to comment on thegiquesOn May 6, 2007 a reminder email

was sent to those who had not replied.

Data Collection and Analysis:
Data collection for the face and content validigngl took place from April to May 2007.

Participants were asked to send their commenth@fate and content validity of the tool via

email. Each comment submitted by the panellistsread and analyzed independently.
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Comments were then analyzed in aggregate to findestsus amongst the panellists. The data

gathered was next used to refine the tool.

Research Ethics:
This research did not require research ethics appsince it is a quality assurance study; ethics

approval is not required to question colleaguesexeirts about the face validity of a tool.

3.3 Methods for the Real-World Application —The Pibt Study
In order to test the real-world applicability anshbility of the evaluation tool, a pilot study was

conducted in an organization that had recently deteg a priority setting process.

Design:
The pilot study consisted of two main parts:

Part I: Implementation of the evaluation tool;

Part II: Debriefing of findings from Part | and dwation of the tool.

The purpose of Part | was to perform an actual aogbiapplication of the evaluation tool to test
its feasibility and usability. (See Appendix C focomplete version of tool used in the pilot

study).

The purpose of Part Il was to determine if the onite of the tool (a report on the findings from

Part I) was useful to an organization.

The project started in May 2007; data analysis fivéshed by July 2007. The debriefing

occurred in October 2007. The following sectionaiees the methods for both Part | and Part Il
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Setting

A mid-sized urban hospital in Ontario was chosethassetting for this research due to their
current interest in priority setting activities atiebir willingness to support bioethics research.
They are a fast growing organization that providdiding laboratory setting suitable for testing
this evaluation tool. The hospital’s Senior Managahwas keen to support this research. (See
letter of support in Appendix D). The hospital mety has just fewer than 300 beds, and
approximately 200 physicians and 1800 staff memMdérs hospital provides complex continuing
care, critical care, mental health, obstetrics, gaetiatric care. At the time of the pilot stude t
hospital had recently completed a substantial buatgcation process, which provided a good
opportunity for a retrospective evaluation.

Sampling and Participants

Participants were employees of the hospital anidided those who were involved in the 2007-
2008 budgeting process both directly (Senior Marraayd, administration, program managers

and directors) and indirectly (for e.g., front linerses and physicians, ancillary staff etc.).

In order to sample for key documents and peoptengenience sampling (documents/people
that were available) was performed. Next, a contlmnaof theoretical sampling (people who
were involved in a significant aspect of the ptipgetting initiative) and snowball sampling
(asking those who we interviewed to refer others wiould be appropriate to interview) were

used.

Sample size for surveys and individual intervieveswiot formally calculated. The goal of this
pilot study was to describe the experiences okiddals within this hospital in regards to the
priority setting process, as well as to gain a deepderstanding of the functionality of the tool

in a real-world setting.
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Survey participants were recruited through an irgkemail. Over 5000 hospital employees
received the email. It is difficult to know exactipw many received the invitation to participate
because some of those who possess an internal aoailnt do not actually use it. In total, 105

participants completed the survey.

Participants for the interviews were selected basetiheir position in the hospital. Senior leaders
and program managers were selected, as well agdlagpporate management. Nine one-on-one
interviews were completed in total. The goal okthaterviews was to obtain a sample of
individuals who had participated in the 2007-2008dreting process; the goal was not to reach
conceptual saturation (i.e. until no new concepise&in successive interviews) or to make
generalizations.

Data Collection — Part |

Data collection consisted of three overlapping step on-line survey, one-on-one interviews,

and document analysis.

Survey

The invitation to complete the survey was sentvwiaiemail to the organization’s internal listserv
on a Monday morning. The survey was hosted by ainersurvey tool called Survey Monkey.
The survey was intended to capture

* Hospital staff: nurses, doctors, allied health gssfonals, other health care providers
* Senior managers

* Board of Directors

* Clinical and Administrative Managers

The original intent was to send the survey to allssetection (50-60) of hospital staff; however,

due to a communication error, over 3000 hospitdf sind employees received the survey,
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including senior management, front line staff,ealhealth professionals, and support staff. Any

hospital employee who had an organizational entaibant was eligible to receive the survey.

Respondents were given two weeks to complete thveyguat the end of the first week 88 had
done so. One week into the survey a reminder enaeslsent to the Senior Leadership Team and
the Leadership Group. 105 participants completedsthivey in total. Since it was difficult to
determine how many people received the surveg,nbt possible to calculate an accurate

response rate.

Interviews
Key informant interviews were used to validate syrinformation and to gather information that

required more depth or explanation. Interviewssldsto longer than 30 minutes.

Participants were invited to be interviewed throughrnal email communication. First, in the
email that invited staff to complete the survegp@ndents were asked if they were interested in
being interviewed. Second, an additional email sexg directly to the hospital senior

management team inviting them to volunteer asvigerees.

Interviews started soon after the survey began.gba¢was to have ten one-on-one interviews.
In total nine interviews were completed between M@§7 and June 2007 (Table 3.5).
Participants were chosen based on their involveinethie priority setting process. All were
directly involved in the 2007-2008 budgeting pracesth the exception of one participant who

was working within the budget that was createchfarby her predecessor.
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Interviews were semi-structured and followed apriview guide. The interview guide was
modified and revised throughout data collectioexploit emerging findings (Altheide &

Johnson, 1994).

Table 3.5: Interview Participants
Position

Program Directors
Senior Leadership Team
Program Managers
Other

TOTAL

© |k (W~

Document Analysis

Document analysis was conducted throughout theeguamd the interviews provided quantitative
data as well as insight into the budgeting proeeskoutcomes. Documents were helpful in
highlighting discrepancies between survey resultsiaterviews and what was recorded in the
interviews. The majority of documents were collddby internal decision support services (the
Decisions Support Department). Others were puldauthents that were obtained through the
hospital’'s website. Document analysis helped terdg@ne who should be involved in the

interviews.

In total, ten documents were collected from deaisiopport, four from the website, two
documents through email communications with Selneadership, and a few others were
obtained directly from the Senior Leadership Team.

The Report

All of the information listed above (surveys, intiews, document analysis) were analyzed
(described below) and brought together in a refooithospital Senior Management. The report

had three sections. Section One discussed the fleasidyto the report, introduced the conceptual
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framework and evaluation tool, and summarized deapigcs of the study participants. Section
Two presented the results from the evaluationitotén sub-sections (one section per element of

the conceptual framework). The last section pravidight recommendations for improvement.

Data Collection — PART Il
The results from Part | (see Appendix E for repaeye used as the input for Part Il. Data

collection involved a second round of one-on-orierinews to determine the usefulness and

accuracy of the results from the evaluation tool.

Specifically, | asked:
1. Were the results from the report useful to you angdur organization?

2. Was there anything missing from the report thatldidnelp your organization in
improving priority setting?

3. To what extent did the tool capture elements o€sss in priority setting?
4. Is there anything unhelpful in the report that colihve been omitted?

5. How will you use the results of the report?

Data Analysis
For the surveys, data was analyzed using simplerigése statistics for close-ended questions

and modified thematic analysis for the open-endedey questions. Similar thematic analysis

was used to analyze the interviews and the documoatiected in document analysis.

Thematic analysis was used for the debriefing aerdsecond round of interviews.

Thematic analysis was guided by the ten elemertteiconceptual framework. Data was first

analyzed using open-coding in order to be broadmidsive. Data were fractured by identifying
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chunks that relate to a concept or idea. Next| awiding was used to identify similar ideas and

over-arching themes.

Once the surveys, interviews and documents wellgzathseparately, data was then synthesized
and re-analyzed. All data was re-read both ‘witland ‘between’ material (surveys, interview

transcripts and documents); the conceptual frameacted as a guide to data analysis.

Gap analysis was performed to look at mismatchasgdes the indicators and the conceptual

framework. Here we compared the actual performafndee tool with the expected performance.

The validity of the findings was addressed in thieg's (Altheide & Johnson, 1994). First, data
was presented to a group of interdisciplinary redears several times throughout analysis to
ensure accuracy and lack of personal bias. Angrdiffces were resolved through ongoing
discussion. Second, all research activities wg@ously documented by the researcher to permit
a critical appraisal of the methods (Mays & Po#95). Third, the debriefing acted to verify the

reasonableness of the findings in a type of “mencheck”.

Research Ethics
Research ethics was obtained through both the iiiyef Toronto Ethics Review Office and

the Hospital Ethics Board.

The first page of the survey was the consent fdime. consent form ended with: “by starting this
survey you are agreeing to the terms of this cdrfeem.” Consent was implied by participation

in the survey.
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Written informed consent was obtained from eachigipant prior to their being interviewed. In
the case of telephone interviews, interviewees \seng an e-copy of the consent form prior to

the interview and consent was obtained verbally.

There were no direct risks or harms to any indigldar institution, and there were also no direct
benefits to any individual. Participants were nmpensated for their involvement in this study.
All raw data was (and is) protected as confideratial is available only to the research team. No

individuals were identified in dissemination withi@xplicit agreement.



Chapter 4: Results

Developing a Conceptual Framework

This chapter focuses on the results of the prirdatg collection studies (the three empirical
studies) and the synthesis of these studies ietadhceptual framework. This chapter provides
three lists of elements of successful priorityingtthat were derived from each study, as well as

the ten separate but interconnected elements aftteeptual framework.

This chapter is organized into four sections. Iotda 4.1, | will describe the results from Study
1; the modified Delphi consensus study. In Seddi@, | will describe the results from Study 2;
the one-on-one decision maker interviews. In Sacti@, | will describe the results from Study 3;
the focus group study. In Section 4.4, | will déseresults of the synthesis of the three studies

and the resulting conceptual framework for suceggsfority setting.

102
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4.1 Results of Study #1: An International Delphi Casensus Building Exercise
The purpose of this study was to gain consensuisehenefits of using an ethical framework to

guide priority setting. The ethical framework ‘acotability for reasonableness’ (A4R) was used
as a guiding framework and input into Round 1 efstudy. However, the Delphi panellist
identified elements of successful priority settihgt are too easy to generalize and go beyond

A4R.

Our study spanned three Delphi ‘rounds’. The #rsd third were done via email, and the second

was done in person (Table 4.1).

Table 4.1: Delphi Participants per Round

Participant Role Country Round
1(2|3
Donna Larson Decision Maker Canada VI iv|v
Berit Bringedal Decision Maker/Scholar [Norway VIiv|v
Terje Sletnes Decision Maker Norway VIiv|v
Andrew Dillon Decision Maker U.K. v |V
Russell Teagarden |Decision Maker U.S.A. VI iv|v
Chris Ham Decision Maker U.K. v |v
Craig Mitton Scholar Canada VI ivI|v
Jennifer Gibson Scholar Canada VI iv| v
Douglas Martin Scholar Canada VI ivI|v
Ole Frithjof Norheim [Scholar Norway ViV |V
Norman Daniel Scholar U.S.A. VI iv| v
Lydia Kapiriri Scholar Uganda VI ivi|v

In Round 1, panel members were asked to answeuibstion: How can we measure the
effectiveness of conformance with of ‘accountapildr reasonableness?’ Twelve panellists were
invited to respond, and all twelve responded ebeitally. | generated a list of 45 items from
Round 1, which | then organized into two broad gatees: 1) elements of successful (or
effective) priority setting (39 items); and 2) meds of evaluation (6 items). The first category

was subdivided into (a) items directly related #RNorganized by relevance, publicity, appeals,
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enforcement and other) and (b) indirectly related4R, but relevant to effectiveness/success.
For example, ‘wide professional consultation’ isitem directly related to A4R and the relevance
condition; another item directly related to A4R dhd relevance condition is that
‘representatives of different stakeholder grougsrapresented and meaningfully participate in
the allocation decision-making processes’. Two gdamof items indirectly related to A4R are
‘maximization of benefits and minimization of oppgrity costs’ and ‘commitment to

implementation’ (see Appendix F for a complete disitems).

Round Two was the face-to-face workshop. Here, imeudsed the 39 elements of successful
priority setting identified by participants in Rali®ne. Element labels came directly from
participants in Round One; Round Two provided apoofunity for panellists to refine the
elements and their labels. The ‘dot’ method wasl iséndicate the strength of people’s
preference for certain elements: participants weaih given five dots and placed a dot beside the
elements they felt strongest about. The end re§ibund Two was a refined list of 14 elements
including ‘the degree to which main ideas becombextded in culture’ and ‘reduced number of

complaints’.

In Round Three, we electronically circulated a réflwat included a summary of the workshop
and the 14 elements. Participants were asked toneornon the report. Out of the 12 participants,
10 replied with very positive feedback. All of tbemments were collected and assembled into
one document which was organized under the orididalements. A number of comments
focused on increasing the clarity of each item:

Elements could use some elaboration, ...to make thera fully comprehensible, but

also to make better distinctions amongst them thein designations suggest.

Improved decision making is a too vague and brasin, it must be sharpened.

Consistency is one aspect, end-result is another.

Other comments from the panel encouraged moreigéeorand classification of stakeholders:
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Some specification on who decision makers aregésssary.
The public could be considered a stakeholder inesmays, especially in single-payer
systems. Should this be rolled up under stakehaldezptance?
From the comments, the elements of success wenedednd others were combined. The end-
result was a list of six elements of successfudry setting, which are presented in descending

order according to the participants’ strength @ference (Text Box 4.1).

Elements of Success
(DImproved Stakeholder Understanding

All participants agreed that an improvement in stattder understanding of priority setting
decisions and rationales would be an indicatouo€assful priority setting. Understanding has to
do with recognizing that limits are inevitable veall as a clearer specification of the alternatives
open to decision-makers. It also enables peopleamhaffected by the outcomes of priority
setting to be aware of (articulate or recognize)phority setting decisions that were made (or at

least what is and what is not available in a gdresnase).

Participants used the word ‘stakeholder’ to redepatients, providers, payers, and decision

makers (e.g. administrators, legislators/regultaiescision makers were those individuals who

had a direct role in the priority setting decisions

(2) Acknowledgement of Appeals

Panellists agreed that adhering to an open andpaaent appeals process could contribute to its
overall success by reducing the gravity or numbb@ppeals. According to participants, appeals
(or complaints) may be indicators of lack of trastack of fairness, but they may also be an

indicator of increased awareness of the priorittirgge process. For this reason, the positive
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effects of an appeals process might not immedidtelgbservable, instead increased publicity
might cause an increase in appeals based on thesgréhat when more people are aware of the

process they are better able to complain.

Participants felt that as priority setting beconmese formalized and successful, appeals may
originate from a better understanding of decisiongorrespond to increased stakeholder
participation. Therefore appeals may increaseaneronstant, or even decrease. For this reason,
it would be important to assess the number of dppeaeived as well as their qualitative nature.
All participants agreed that a long-term reductimappeals would be indicative of successful

priority setting.

(3) Increased Stakeholder Acceptance and Satisfacti

All panellists agreed that increased stakeholdegtance of the priority setting process and
outcomes would be a good evaluate of success. farospcan refer to both the decision making
process itself and the quality of the decision genmade. Panellists felt that this could be
manifested through enhanced buy-in with the proaasthrough improved public awareness
around the process and outcomes. Panellists desttiss idea that stakeholder acceptance is
somewhat dependant on stakeholder understandiggfifst element discussed); however

understanding does not necessarily lead to acaaptan

Participants felt that increased stakeholder satifn would be another important indicator of
success. Panellists described satisfaction astepdisther than acceptance, implying a degree of

contentment with the process.

Panellists discussed the public’'s acceptance aisflegdion as a separate stakeholder group, and

it was agreed that public satisfaction was noigaired element of success for priority setting.
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(4) Improved Decision Making & Social Learning

All participants felt that an improvement in orgaational decision making would be a
characteristic of successful priority setting. loygd decision making was defined as a broad
notion which represented a number of smaller idlegiscould be made evident by tracking
decision making over time. For example, improvedglen making would discourage ‘bad
behaviour’ (such as discriminatory reasoning, ‘bexdm’ dealing, and manipulation or
distortion of the decision-making process) and arage transparency and due process (‘good

behaviour’).

Panellists also discussed ‘social learning’ asreefieof a successful priority setting process.
Social learning, for panellists, was indicated Iy tlegree to which reasoning improves or
becomes more consistent over time. It is relataddalegree of institutionalization of, or
compliance with, the priority setting process. panellists, institutionalization meant that
improved decision making, or the goal of improvdegision making, becomes embedded within

the organization as an established part of orgtaiz culture.

(5) Shift in Resource Distribution

Shifts in resources, between or within programggveeen by participants to be an important
element of successful priority setting. Panellcstationed that while shifting resources is one
potential outcome of a priority setting processs itot a definitive one, and does not always have

to occur to denote a successful process.
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(6) External Factors

Most of the participants agreed that successforipyisetting should still be evident even outside
the organization in some respect. Four ideas wangoged and endorsed by participants as ideas
for evaluating successful priority setting extertwathe organization. They are, in no particular
order:

1. Anincrease in positive media exposure
2. Changes in federal and local legislation

3. Peer ‘emulation’ (‘fadmiration’)- - other organizatis learn from and follow the priority
setting process used

4. Enhancement of market perception - - providers pterthemselves through successful
priority setting

Text Box 4.1: Elements of Success - - Views of Intational

Scholars and Decision Makers

(1) Improved Stakeholder Understanding

(2) Acknowledgement of Appeals

(3) Increased Stakeholder Acceptance and Satisfacti
(4) Improved Decision Making & Social Learning

(5) Shift in Resource Distribution

(6) External Factors




109

4.2 Results of Study #2: One-on-One Interviews wit@anadian Decision Makers
The purpose of this study was to gather the vievesaieholders who are directly involved in

priority setting. In the interviews, | asked decisimakers about their experience with priority
setting (how they currently set priorities, settargd meeting goals, and defining successful
priority setting). The results presented here arevdd from interviews with 55 decision makers
across multiple levels of the Canadian health sgstem. Interviews were analyzed and coded
identifying chunks of data that related to a coneepdea; similar ideas were organized into
overarching themes, or elements of success iniyre®tting. According to those interviewed,

success in priority setting is characterized byeseslements (Text Box 4.2).

The seven elements are presented below in no wartiorder; decision makers were not asked
about the relative importance or weighting of tl@ments. The element headings were created by
the researcher (myself) in consultation with theeszch team, and they reflect the comments of

interviewees. Verbatim quotes from participantspmvided to illustrate key points.

(1) Explicit Process

Participants agreed that in order for priority isgtto be successful, decision-makers should
follow an explicit process that has been pre-deteeth(as opposed to ad hoc or historically
determined) and agreed upon by decision makers.
The goal of priority setting here is to, first df, dave a decision-making tool around how
we determine how we invest in our clinical programew we decide in a budgeting
process, you know, what gets X amount of resousoelswhat gets less. So, goal 1 is a
decision-making tool.
Participants stressed that beyond general prodestanature, specific objectives and criteria for
priority setting should be decided early in thegass and there should be buy-in from those

involved in the decision making process.

If you can get a large enough people-- or largeughonumber of people to agree on
some goals and objectives that they all feel appoimant and are doable, put them in that
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order, one they've got to be important and two ¥egot to be something that people
feel can be done, then at least as a beginningvgogit that base of people who are
committed to doing what they can to advance things.
It is worth noting that while the majority of paniants felt that an explicit process would be
helpful in guiding their organization’s prioritytsi@g, very few participants knew of a concrete
process or applicable framework, with the exceptiba small number who were familiar with
the A4R framework. Other tools to aid in prioristiing process, such as cost-effectiveness

(CEA), were mentioned, but participants saw thedrfeeinformation beyond what these tools

could give.

According to participants, a fixed timeline is amportant component of successful priority
setting since it would ensure priority settingirighed in an efficient manner. Participants felt
that a priority setting process that was time caniag and lengthy was a detriment to buy-in and
the overall success of the process. However, jjaatits expressed a need for a balance between
doing it “well” and doing it quickly. One participasaid:

In health care there are incredibly convoluted psses that take extensive amounts of

time and resources... When it really comes down, is a decision that's going to be
made in 10 minutes... | see this as very inefficeamd a waste of people’s time.

(2) Context Consideration

All participants stated that successful priorititisg involves a substantial amount of
information, and one of the most important aspetthis information was context. For most
participants, context included the type of healtrecrganization (community or academic), its
location (which city; urban or rural), and the deyraphics of the population served. Analyzing
the organizational context also meant reviewingipres strategic plans and resource allocation
decisions.

And the goals in terms of priority setting, tendote-- if we sit around the table, ..., we

have usually a lot of participants representindediént organizations, different regions,
different care providers. So that a lot of diffdrenontextual pieces usually at our table
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which bring different priorities. And that's a godiing, because then ultimately you
have-- well, broader input, but broader buy-in.

There was a dichotomy in the interviewees’ viewgarding a framework to guide successful
priority setting. Half felt that while context was important consideration, a framework for a
successful priority setting process should be gdized. The other half felt that the framework
for a successful priority setting process shoulddrgext specific and reflect the specific type of
organization (population served, location, etc)eyhalso expressed that a framework should be
flexible for contextual considerations.
The content would vary depending on the environmemiean what would be a criteria
that would be important to an academic teachingitiaé¢s not as important to a local
community hospital but the process of clarifying tralues and the criteria and linking
them to be able to rate different initiatives, tome up with priorities, the process could

be the same.

Other participants felt that a priority settingrfrawork should be less context-specific and more

generalized to allow broad application.

Interviewees felt that a framework for successfidnity setting should include predetermined
external set of criteria that are specific to ofgational context.

Having consistent markers are very important, pleatple measure the same things
throughout the country... We need more consistency.

With the introduction of the standardized tool rehevould be at the very least a common
assessment that would give a baseline that is,validble.

Participants stated current budget reports, commyaeieds assessments, policy reports (e.g.,
Romanow, Kirby, Health Aare Accord), various evideibased reports (including cost-
effectiveness data and health technology assessy@mt health system information (e.g.,
regional budgets) were all pieces of contextuarim&tion.

We need information on what is happening from awpilag perspective in the regions
that | need to strengthen my original planning cépa
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(3) Consideration of Values

All participants felt that that the mission, visiand values of an organization would be a good
starting point for priority setting. This was esiadlg true for participants from large hospitals
and macro level institutions (such as Provinciahistries of Health).
Creating a new vision for the organization andnieff a mission and developing what
we call ‘key success factors’ that are sort of gigsts on the way to achieving ‘vision’
helped us organize a lot of our priorities.
Participants recognized the need to incorporatgegabf the health care organization with those
of the government, requiring a balance betweenptiiical and the right decisions for health
care”. Values of the organization, (e.g., serviebvery goals, clinical volumes) were seen as
important considerations in successful priorityingt
The outcome goal is that we have a better distdbubf clinical services that more

reflects our mandate that fits within what we caotle have in terms of resources and
what we currently predict we are going to haveemmis of resources.

(4) Inclusive Process

The majority of participants agreed that inclusivét important for success in priority setting, not
only to ensure representation in the process,|batta ensure that diverse reasoning styles are
considered. Participants felt that priority settimguld be successful if it involved the ‘right’
people, meaning not only those who are directiicaped in the priority setting process, but
also those affected by the outcome. Determining sthkeholders are should be a separate and
thorough step in the priority setting initiative.
| think part of the process has to be a real cséalieholder analysis around who are the
people that are going to be most affected, whatltaepeople that are going to be least
affected and who are these professional stakelwlobrk there who they need to know
about.
Participants argued for the importance of balaricedlvement in priority setting, with no over-
representation of any one group.
Some kind of balance between people who are reiperier putting the ideas in place,

that allocate the resources or that make the desisalong with the people who would
benefit from it.
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Many participants stressed the importance of irnomthe public in priority setting. Participants
felt that involving community members would ensareincrease in positive community
perception as well as an increase in the genedadrstanding of priority setting itself.

Participants, however, did not know of a method wauld adequately assess this.

Participants also felt that increased inclusivityhe priority setting process comes with increased
satisfaction, as well as changes in employee moBaieveys (patient, community, and employee)
were described by participants as a way of evalgdtiis.
People don't like stuff being done to them. Andhink-- if you take the time to explain,
...-- you minimize some of the resistance to change (The opposite) part of it would
be reflected in bad morale. People emailing you sadng, we can't believe such and
such a decision was made, and | wasn't involved.
Some participants discussed the value of havingesaomexternal to the organization involved in
the priority setting, such as “an independent auditpe” or an “external review body”.

Participants felt that this would demonstrate ogssrand accountability as well as a

commitment to the larger health care context aradegjic goals.

(5) Effective Communication

All participants felt that effective communicatiaras an important element of successful priority
setting.

Communication is really critical...the need for sonieg that is as open as is possible
and as accepted as is possible and communicatfteasvely as is possible.

Many described communication as multi-directioretMeen decision-makers, the public, the
staff and other stakeholders. Many participantsiffarge health care organizations discussed the
struggle to effectively relay priorities to all k&dnolders and the difficulty of ensuring that
communications are well understood.

There is never enough communication. So even if think you're inundating people
with information, they can choose to read or n@dreAnd that's up to them. ... So
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that's-- again that's part of process. In the ehdpdople don't have the accurate
information, they won't-- they can’t make the riglgcision... | think communication was
our biggest struggle.

Participants also noted that there is a lack ofroamication of priorities and strategic directions
between organizations:
Part of the issues around the budget process akihgndecisions around it, was the lack
of communication where the-- what seemed to bedl, wleey claim it was unclear

communication from us. And we claim that they nergsponded to our request. So it
was a matter of determining a pro- a better process

(6) Comply with External Guidance and/or Directives

Participants from smaller health care organizat(@GACSs, District Health Units, etc.), and
smaller regional health authorities said that exdkdirectives (e.g., those from provincial
ministry of health) were important driving factanssuccessful priority setting. Similarly,
participants from smaller provinces were more iikel consider federal health care directives in
their priority setting. These participants statea tmany of their priority setting goals came from
government-set priorities.

If the Ministry has asked us to do it, and we pretell need a good reason not to.

Not all participants agreed - - some felt the exgosite was true:

The (provincial) government has little or no impaat(our strategic directions), which |
find odd.

Still, participants from all levels of organizat®said that matching up organizational priorities
with the priorities or funding from external sousagould be an indicator of successful priority
setting. An example of this would be aligning progrfunding with provincial Ministry of
Health priorities
We've had a palliative care focus for about fouangenow. We are putting more dollars
into that now. We are developing more expertise;anelooking more closely because

we know that's where presumably at some point tleeripce having said we’ll come
together and say that palliative care is what'dede
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(7) Support a Learning Organization

Participants focused on two specific areas of iegrwithin an organization: the people, and the
organization itself. Participants felt that sucéalsgriority setting would provide learning among
staff (for example, capacity building and improvewerstanding) as well as promote lasting
changes within an organization (for example, shiftsulture, or mission, vision, values).
Successful priority setting would set criteria foture decision making and engrain elements of

success in their organization.

Although learning from past priority setting ex@ates was a key issue discussed by
participants, they were uncertain how to transftrese experiences into lessons. Some
participants suggested qualitative methods to et@la long-term organizational change such as
a shift in an organization’s culture, mission, @isiand/or value statement.

The outcome of any priority setting exercise habdasome sort of an action, a shift in
vision or a shift in growth or validation of whatsirrently happening.

(We're) trying to change the culture of the orgatian to one of a greater sense of pride
and ownership and respect and energy and exciteabent doing what we do.

Text Box 4.2: Elements of Success - - Views of Calian

Decision Makers

(1) Explicit Process

(2) Context Consideration

(3) Consideration of Values

(4) Inclusive Process

(5) Effective Communication

(6) External Guidance and/or Directives
(7) Support a Learning Organization
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4.3 Results of Study #3: National Patient and Deds Maker Focus Groups
This study was designed to gather patients’ antidecmakers’ views on successful priority

setting. Separate focus groups were held with paibps, to gather opinions unique to each, and
then together, to reach consensus on issues amaltipdlyy discover new ideas. Specifically, we
asked focus groups to discuss problems of priggtting and possible solutions. Through
analysis of the focus group discussions, eight efemof success in priority setting were
identified (Text Box 4.3). These elements are pr&skin no particular order, with the exception
of the last element which was discussed by thesgagtimakers only. In the final focus group
(both groups together), it was evident that bottisien makers and patients agreed on the

importance of the first seven elements.

Verbatim quotes and case studies from participamprovided to illustrate key points.

(1) Integrated Process

Patients and decision makers agreed that a vitapooent of successful priority setting is
integration both within and between health carenizations, the provinces and the government.
Integration consists of two main components: caw@tibn and consistency. Coordination refers
to harmonious functioning of the different levetslaareas of the health system, whereas

consistency infers a degree of similarity in ptipgetting practices/processes.

Integration in priority setting was discussed fuee areas or levels: within a health care
organization, between health care organizatiors batween the different levels of government

(federal and provincial).
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In the decision maker focus group, participantsi$ed heavily on the lack of coordination within
their own health care organization.
They say that every regional health authority hashusiness plans, one for the government
and one for the region, what should be done wit?th
This lack of coordination was reflected in an alogeof structure or process within the
organization, meaning that many are left not kngwirmno is making what decisions and what
decisions have been made.
There are a lot of levels and ego and there isontact between the different levels, you have
the doctor... the nurse...the administrator, and eetweverything there is no management or
contact.
We tend to deal with this as silos - - this is tieadnd health is all-important... but once the
dollars implications came out, we had the fedeo&kegnment saying we don’t have the
money, so we'd already made a macro allocatiorsi@tbefore we’'d even considered the
evidence.
Decision makers also highlighted the difficultysietting focused priorities for patient care caused
by a lack of coordination between health care dagaions (for example between a hospital and
a long-term care facility). This is demonstratedtitgy troubles experienced in continuity of care
amongst health care organizations.
There’s a lack of coordination ... so hospitals aking to put out patients earlier, that only
works if ... all those programs are there to catds¢hpeople... that doesn’t seem to be
occurring effectively.
Patients agreed that superior coordination betweeaith care organizations would improve

priority setting and better meet their needs. Omample given by a patient illustrates this point

(Case A).

Both groups agreed that successful priority settaguires coordination between the different

levels of government. For example, among the temipces and three territories, there are
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thirteen different systems across Canada, “If wddcdo a lot more sharing then | am sure we

would save some costs as well.”

Patient C died of breast cancer at a young ageénigaer husband and their small
child. She was being treated for cancer in Bri@gllumbia even though she lived
in the Yukon. Where she lived, there were no aad#etfacilities for her
chemotherapy, so every two weeks she flew, alana Hospital in BC and was
given her treatment. The provincial government wqay for her and one
caregiver to fly to BC, however, the government ldawot pay for their son to fly
and therefore patient C had to fly alone. Patiespént many painful hours
receiving treatment in BC. After her death, pat@ist husband made a large
financial donation to finance a chemotherapy treatnnoom in their local hospita
in the Yukon.

Successful priority setting also requires coordomabetween different levels of government

(federal and provincial).

The problem is the dysfunctionality between thatiehship between the two ‘cause they
can't get together and figure out how to respeethiority setting... That's as much of a
provincial indictment as it is a federal one.

(2) Inclusive Process
Patients and decision makers unanimously agreédhaiving the right people involved in priority

setting is of utmost importance. Decision makeghlghted the importance of the right mix of
stakeholders at the table:
It's more than just talking to the patient who #tgrhe might need, but you also need that
professional component to it, and you have to aghikat balance.
Decision makers felt that involving the public inquity setting can be laborious and difficult.
They expressed dissatisfaction with their past B&pees in public engagement. One decision

maker claimed:
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It is an inefficient use of time to poll public winéheir views aren'’t ever really used.
That creates so much frustration in the systenadgivers and they've spent all this
time and this is what the decision is going to twgnaay - - | just, | see this as a very
inefficient and a waste of people’s time.
While decision makers see value in engaging thdiqubere is difficulty defining who the
public is: “Are they users of the system or (angotfgrouping) ...and how do you ensure
representation?”
Citizen engagement ... is a very difficult exerciséf.it's a uniformed exercise, you
basically get what they saw on TV and read in #hw@spapers, or the big issues. So that's
why the voice of the patient is an interesting abegause you're getting people who've
been in the system recently and in a major way, adhe@ some authority and expertise.
Some decision makers expressed frustration abeurtekperience and involvement in priority

setting. There was disappointment that priorityisgtprocesses were often more of a political

exercise rather than one that generates a “reaifisant policy shift”.

Similarly, patients also expressed their concebaibhow their opinions were used, expressing a
general feeling that decisions makers are toodigmoved from the bedside and the view of the
patient is sometimes lost.

It is a very difficult situation and very easy twbke track of the patient, loose that

compassion when you are dealing on such an abktredt.. | am not saying it is wrong,
but a lot of them are dealing with the patient weay abstract way.

(3) Effective Communication

Both patients and decision makers discussed laek@ttive communication as a current barrier
to successful priority setting. They described latkommunication as a lack of open channels of
communication or multiple vehicles of communicati@Qommunication of the priority setting
process was felt to be important and essentiddd@verall success of the process.

We understand that the system is stressed, butfahe problems we are having is that
the reason it is stressed is that somehow commtioriciaas to be there.
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Decision makers focused most on the external corfoation of priority setting outcomes and
the internal communication of the priority settstgucture.
[H]ard to identify the point of decision-making tvahat level the decision has been
m_ad(_e. Often we are just drifting into things andneger know when it has been set as a
priority.
Decision makers felt that the issue of communicaivas already on the political agenda, but that
there was no immediate solution.
Those are decisions and discussions that havehagkim this country over and over
again, so why is the political chasm not being dpeid?
Patients also focused a substantial amount of éi&iussions on communication between
individuals within the health care system suchdmiaistrators and clinicians. For patients, lack
of communication translates into a lack of knowkedgd understanding, which can manifest as a
fear of the unknown. Not understanding the priosigjting process and potential outcomes left
some patients afraid; for example, some are afratrationing will lead to reductions in care
and services provided.

They are rationing things because of the moneylenady and if something happens and
you need it, | don’t know if it will be there.

Patients felt that lack of communication was ndy@m issue between patients and providers, but
also between groups of health care providers.
So communication is really lacking here and it'$ jast communication with the

patients, its communication between the doctoesntirses, the RHAS, it's a real bad
problem throughout the whole medical community.

Patients saw communication in successful priotyirsg as a two way process which providers
should initiate. Patients in this focus group fitt they were lacking information about priority
setting decisions. Some patients experienced &itsatvhere the lack of communication affected

their personal care or health care treatment (Base
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Patient X was diagnosed with multiple sclerosia gery young age. As a yound
child she was forced to use bulky and heavy whe@lehWwhen she became a
teenager, she and her mother decided it was tirgetta sleek wheelchair that
would allow her to get around better. The wheelctiay picked out was small,
lightweight and purple. When they put forward tipplecation to get the
wheelchair covered by the provincial health insoeartheir claim was denied.
Instead, the provincial insurance would pay foargér, bulkier automatic
(motored) wheel chair as prescribed by the insurautaen. Both the mother and
daughter were quite upset by this outcome. Aftghgr analysis by the mother, |
turned out that the wheelchair she wanted for hegtter cost less than the one
the government would pay foFhere was no attempt by the ministry to involve
patient and her family in this decision making @& nor was there any
communication to them regarding the decision makirggess. The decision was
attributed to a policy that had been made yearsrbef

—

(4) Education
Decision makers spoke of the need to educate irscthe public, and the patients about the
inevitability of priority setting. An increase ihe education of stakeholders would increase the
success of the priority setting.
So how do we take a clinician and a client and atfuthem as to the big picture?
Because every individual is part of a communityd asery community is made up of
individuals. So how do you let them make thosedadgcisions at their micro-level?
Decision makers also saw the importance of edugatiner stakeholders regarding the context of
priority setting within the larger health care gyst Patients talked more than the decision makers
about educating policy makers and clinicians. As patient said: “We need to educate the policy
makers about chronic pain, about taking pills, alo@pression”. Patients felt that a key factor in

priority setting decisions should be consideratibpatient experiences; decision makers and

policy makers need to gain a better understandimghat it means to be a patient.
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Patients also saw the value in gaining educatiaugealth care costs, especially costs
pertaining to their own medical treatments.
Give us [patients] the information: how much it tso§ here ought to be access to that
information on how we can look after ourselves. ydfi know how much one doctor
visit is going to cost, maybe you won't go that deayask him about something irrelevant.
Patients felt they are denied control over theinamedical treatment and are often given
prescriptions or treatments without an explanatasnga “do as you are told” mentality. Patients

wanted more knowledge about the priority settingcpss and the reasons behind the decisions:

in the current situation, “they (doctors) don't emger the patient to help themselves”.

Patients discussed the idea of ‘partnership’ irfilsefocus group. In the large focus group that
combined patients with decision makers, the patiinther clarified partnership as a way of
empowering patients and allowing flexibility. Patig felt that they have been denied control over
their own medical treatment. Decision makers fugbehis idea in their parallel focus group by

discussing the need for education for patientsthagbublic.

(5) Transparency of Process and Information

Although both groups felt that transparency wasyadlement of successful priority setting, and
that there is currently a lack of transparency am&lian priority setting, the issue was discussed

more in depth by the decision makers.

For decision makers, transparency dealt directti tie priority setting process; what the
process looked like, what criteria were being usddt the timeline was, etc. Another key issue
in transparency surrounded the information beireglus make priority setting decisions.
Participants felt that there was insufficient imf@tion available to make legitimate decisions,

and that more effort should be made to ensureatifequate information is available.
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Decision makers felt that a transparent procedades elements of both information and
communication. Specific to the priority setting pess, increased transparency would improve
consistency and legitimacy of priority setting &g tealth care organizations.

One common feature regardless of the level — thatks generally, transparency. | don’t
think that it's just an issue of communicationtte end, could you go back and arrive at
the same decision again if you started at thattpaird often you can't, either
conceptually or otherwise, because there is nepamency and there is no consistency,
and some of that has to do with communicationinktthat’s true whether it's macro-
level decision making or its micro-level decisioaking.

(6) Consideration of Context

Both patients and decision makers agreed that@essful priority setting process needs to
consider the context of the priority setting. Oreeidion maker pointed to “data, client need,
needs assessment, values of the Board, and vdltles @arganization...” as important elements
to priority setting, along with clinical evidencedcost-effectiveness data. Others felt that
context also included current literature and evigein successful priority setting (for example,
Canadian Institute Health Information reports, lte&lare Accord, Romanow and Kirby reports,

good practices of other organizations).

Decision makers felt that current and regularlyatpd information was an important part of the
priority setting context. Some participants thoutiatt such information was lacking, whereas
others felt that it is not the amount of informatidut rather that the interpretation and use @f th
available information was lacking.

I think we have lots of information — more than gan use... The challenge us to analyze

the data, interpret it in some kind of meaningfalwand provide it to those who need to
know.
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(7) Consideration of Values

Decision makers and patients all stated that taeggnized the need to include values in
successful priority setting. Decision makers focuse the values of the organization (such as the
mission, vision, and values) as well as the vatiiésdividuals within the organization. Decision
makers also discussed political values as an infle@®n priority setting, but had mixed feelings
about whether this was a positive or negative arflie to the process.
| can only come back to three possible ways ofkihgpabout this: it's gotta be based on
the values, the evidence, and the interests. Andftea make priority setting decisions
in public policy and do it without explicit recodinin of what values we're trying to
achieve or appeal to.
Decision makers all agreed that the starting pafiriority setting needs to be the mission,

vision and values of the organization.

In any sort of organization or government or sgai@lanning, there’s an overarching
shared vision that you start from. You don’t strpriorities — you start way up.

Patients focused more on patient and public valugssaw the inherent need to consider
organizational goals and values. Patients feltpodtical values should not play a role in prigrit

setting.

(8) Recognized Shift/Change in Resources

Decision makers felt that in order for priority theg to be successful, actual changes or shifts in
resources would be an inevitable result or outcdrhés idea was not discussed by patients in
their separate focus groups, and it was not brouglior discussion in the large (all-together)

focus group.

Decision makers were frustrated with the amounineé and energy that they invest in priority

setting initiatives that have no tangible results.
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We have all of these exercises, yet | wonder hawtice is actually converted into real,
significant policy shift...you see so little of whatu've really articulated being

internalized.

Text Box 4.3: Elements of Success - - Views of
Canadian Patients and Decision Makers

(1) Integrated Process

(2) Inclusive Process

(3) Effective Communication
(4) Education

(6) Consideration of Context
(7) Consideration of Values
(8) Recognized Shift/Change

(5) Transparency of Process and Information

in Resources

4.4 Results of the Synthesis of the Three Studieshe Conceptual Framework
The three studies presented above provide ingighikiey elements necessary for successful

priority setting. When looking at the data in aggt, it is possible to create a list of key susces

elements. The three studies provided 21 elemergsaafess (Table 4.2).

Views of International
Scholars and Decision Maker
(Delphi)

Views of Canadian Decision
Makers
(lonl)

Views of Canadian Patients
and Decision Makers (Focug
Groups)

(1) Improved Stakeholder
Understanding

(2) Acknowledgement of
Appeals

(3) Increased Stakeholder
Acceptance and Satisfaction
(4) Improved Decision Making
& Social Learning

(5) Shift in Resource
Distribution

(6) External Factors

(1) Explicit Process

(2) Context Consideration
(3) Consideration of Values
(4) Inclusive Process

(5) Effective Communication
(6) External Guidance and/or
Directives

(7) Support a Learning
Organization

(1) Integrated Process

(2) Inclusive Process

(3) Effective Communication
(4) Education

(5) Transparency of Process
Information

(6) Consideration of Context
(7) Consideration of Values
(8) Recognized Shift/Change
Resources

Table 4.2: Elements of Success - - Results from 8i8ies

in

In order to make one comprehensive list of elemehssiccessful priority setting, similar items

from the three separate lists were merged. Toidplthe-read and re-analyzed raw data to look
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for similarities. This involved a lot of comparisand evaluation between the raw data and the
coding lists of all three studies to ensure thatrtferged list reflected and captured the original

description and meaning.

First, | compared the lists from each study andlgamated the three to make one all-inclusive

list. Next, similar items within the large list véeemerged.

Making a comprehensive list also involved mergimgilar items within lists; for example,
context consideration and consideration for valuese merged within views of Canadian
decision makers. Similarly, in the focus group, lesinsideration of context and consideration of
values were merged. These four elements were tlegeah together to create ‘consideration of
context and values’. Merging also occurred wherrawpd stakeholder understanding (from
Delphi) and education (from the focus groups) veenmbined to create the element ‘Improved

Stakeholder Understanding’.

In the end, a list of ten items was created (T&l8¢. The element labels (left column) were
created by the research team based on the retthis three studies; where possible, we used
labels that were verbatim from either the origirzal data (i.e. participants themselves used the
words) or from the three separate lists of sucaégsiority setting from the individual studies

(i.e. labels that the research team had previawusyg to reflect study results).

When there was disagreement or uncertainty aborgingeitems, | went back to the original data
and re-analyzed the individual and specific meauwihiipe element and how it originally emerged
in the data. There were few inconsistencies betwlerlements of success derived from each of
the three studies. There were some contradictietvgden the two focus groups in study #2,

(patients/health system users versus decisionjpolakers), mainly regarding procedural
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elements of priority setting. For example, patiemtse less concerned with procedural
efficiency, but more focused on partnership in gutbnsultation and education. Decision
makers saw the importance of public consultatiom spent more time discussing the priority

setting process, highlighting (among other thirigg)importance of efficiency.

ELEMENTS Delphi l-on-1 Focus Grps
1. Stakeholder Engagement ° °
2. Explicit Process ° °
3. Information Management °
4. Consideration of Context & Values ° °
5. Revision or Appeals Mechanism °

6. Stakeholder understanding ° ° °
7. Shifted priorities /Reallocation of resources [ °
8. Improved Decision Making Quality ° °

9. Stakeholder Acceptance & Satisfaction °

10. Positive Externalities ° °

Elements that were only discussed in one study veeamalyzed as well. To do this, all of the
studies were re-analyzed using the specific elemenatthematic code. To do this, | re-read the
data specifically looking for information to supptre element. Elements that were not supported
in the other empirical studies were eliminated,lg/biements that were supported remained in
the list. Both ‘Information Management’ and ‘Rewsior Appeals Mechanism’ remained on the
final list as elements of successful priority sgjtbecause evidence was found in the raw data to
support each of these elements. For example, fimdtion Management’ was explicitly

discussed, but only by decision makers in the fagasps, however, when | reanalyzed all of the
data in aggregate (all three studies), lack ofrmfdion and desire for more information was a

common theme.
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Next, using electronic communications, | circulatieel conceptual framework along with an
explanation of the elements to a selection of gigaints from the three studies, as well as a group
of interdisciplinary scholars, for their commentslaefinements. Fifteen participants from the
various studies were invited to comment on the &aork, in addition to eight scholars. Seven of
the participants and all eight scholars repliederrail with comments and questions of
clarification. Most of the comments pertained te tording of the elements. For example
‘information management’ was clarified and furtiyeialified as ‘clear and transparent
information management’, and ‘improved’ was addettakeholder understanding’ to reflect
the idea of change over time. Revisions were maderdingly. Several of the participants asked
to comment encouraged more organization withidigtheas a result, the elements were
organized into two sections: 1) five process eléseand 2) five outcome elements according to

their focus.

Each element is important individually but is atetated to the others, thus forming a robust and

comprehensive framework (Table 4.4). Each of theetements is described below.

able 4.4 O eptua amewo

Elements

Stakeholder Engagement

Use of Explicit Process

Clear and Transparent Information Management
Consideration of Context & Values

Revision or Appeals Mechanism

Improved Stakeholder Understanding
Shifted priorities /Reallocation of Resources
OUTCOMES |Improved Decision Making Quality
Stakeholder Acceptance & Satisfaction
Positive Externalities

PROCESS
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PROCESS CONCEPTS

1. Stakeholder Engagement

Stakeholder engagement refers to an organizatesfosts to identify the relevant internal and
external stakeholders and to involve those stakiehsleffectively in the decision-making

process. This should include, at a minimum, adriviaisrs, clinicians, members of the public and
patients. To ensure adequate engagement, idewgtifyid engaging stakeholders should involve
multiple techniques, such as round tables, opamisr departmental meetings. There should be a
genuine commitment from the organization to engdgkeholders effectively through

partnership and empowerment. Stakeholder engagesalsb concerned with stakeholder

satisfaction regarding the level of their involvernin the decision-making process.

2. Use of Explicit Process

An explicit process is one that is transparent,amby to decision makers, but also to other
stakeholders. Adhering to a predetermined procas®ohance trust and confidence in the
process. Transparency means knowing who is makimgécision as well as how and why the
decision will be made. Communication needs to bk aeerdinated, systematic and well-
planned. All stakeholders (internal and externajutd be probed for information relevant to the
priority setting decisions, and information shobhlcommunicated effectively using multiple

vehicles (town-hall, departmental meetings, meraosils, etc.)

3. Information Management

Information management refers first to the inforioaimade available to decision makers during
the priority setting process. This includes whaswaed and what was perceived to be lacking.
Second, information management considers how foenmation was managed, including how it

was collected and collated. Relevant informatiariudes, but is not restricted to: health
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outcomes data, economic data (such as cost effeetbs analyses), community needs

assessment, current policies or policy reports thaaxperiences of both clinicians and patients.

4. Consideration of Values and Context

Values and context are important consideratior@inpriority setting process, including the
values of the organization, the values of stafhimithat organization, and the values of other
stakeholders (such as patients, policy makerstig@ahs, and members of the community). The
mission, vision and values of the organization &hguide priority setting. Priority setting
decisions should be based on reasons that aredgdum clear value choices, and those reasons
should be made explicit. This also involves notydabking within the organization at previous
priority setting decisions, but also studying watter health care organizations are doing. This
would involve looking at organizations in the locammunity, at other health care organizations
with similar mandates, as well as looking at tHeeotevels of health care provision. Context is
distinct from values and considers the organiz&igpoals in the health care environment, as

articulated in its strategic directions.

5. Revision or Appeal Mechanism

A revision process is a formal mechanism for thaesg of decisions, and for addressing
disagreements constructively. Such a mechanismpsritant to ensure the priority setting
process rules and requirements are communicatadyckhead of time. The dual purposes of a
revision process are to: 1) improve the qualitgedisions by providing opportunities for new
information to be brought forward, errors to bereoted, and failures in due process to be

remedied; and 2) to operationalize the key ethioaktept of responsiveness.
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OUTCOME CONCEPTS

1. Improved Stakeholder Understanding

Stakeholder understanding implies more than basvledge of the process. It assumes
stakeholders have gained insight into the prigditing process (e.qg., its goals, rationale and
rationale for its decisions) and/or the organiza(e.g., mission, vision, values, and strategic
plan). As stakeholder understanding increaseselstddter acceptance and confidence should also

increase.

2. Shifted Priorities and/or Reallocated Resources

A successful priority setting process results mahocation of budgets across portfolios, changes
in utilization of physical resources (e.g., opergtiheatre schedules, bed allocations) or possibly
changes in strategic directions. Effort that dogtsresult in change may encourage the perception
among stakeholders that the process is an ingificiee of time or is done for the outward
appearance (‘window-dressing’) of pre-determinett@mes. A reaffirmation of previous

resource allocation decisions (e.g. the previoas' yéudget) may, in some circumstances, be

Seen as a success.

3. Improved Decision Making Quality

Decision making quality relates to appropriate efsavailable evidence, consistency of
reasoning, institutionalization of the priority e process, alignment with the goals of the
process, and compliance with the prescribed protiesiso captures the extent to which the
institution is learning from its experience in arde facilitate ongoing improvement. This
component is most visible as subsequent iteratbpsiority setting are evaluated; where
consistency and building on previous priority sejtwould be indicative of a successful process.
Institutional learning, increased institutionalipat of priorities, more efficient decision making,

more consistent decision making, and increased kange with decisions (i.e. ‘buy-in") are all
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valuable outcomes of successful priority settirag tire difficult to achieve. Institutional learning
from experience facilitates ongoing institutionalprovement, which is made more visible as

subsequent iterations of priority setting are eatdd.

4. Stakeholder Acceptance and Satisfaction

It is important to consider the satisfaction ofstikeholder groups, both internal and external to
the hospital (community groups/public and governtaemealth agencies/ministries of health).
Successful priority setting leads to increasedfatiion over multiple decision cycles.
Stakeholder acceptance is indicated by continuithgness to participate in the process (i.e.
‘buy-in’) as well as the degree of contentment witl process. Stakeholders may be able to

accept priority setting decisions, even if they mayalways agree with the outcomes.

5. Positive Externalities

Positive externalities can act as a sort of checklmlance, ensuring information is made
transparent to stakeholders through various aveane$or establishing good practices for
budgeting in other health care organizations. Amditator of success, externalities may include
positive media coverage (which can contribute tolipudialogue, social learning, and improved
decision making in subsequent iterations of pyasitting), peer-emulation or health sector
recognition (e.g. by other health care organizati@CHSA, etc), changes in policies, and,

potentially, changes to legislations or practice.



Chapter 5: Results

Developing and Testing the Evaluation Tool

This chapter focuses on the results of the devedopiaind testing of the evaluation tool. In this
chapter, | will discuss how the tool was develogenly it was applied in a real-world setting, and

how both the framework and the tool evolved thraudthe process.

This chapter is organized into three sections.dctin 5.1, | will describe the development of
the evaluation tool, operationalizing the ten eleta@lescribed in Chapter 4. In this section, | will
also describe the results of assessing the faceartdnt validity of the tool. In Section 5.2, llwi
report the results of the real-world applicationtta# evaluation tool, which is referred to as the
pilot study, and | will present the results of tevey, interviews, and documents analysis in
aggregate. | will also briefly describe the recomdsgions derived from the application and
interpretation of the evaluation tool results. Bc&on 5.3, | will discuss the perceived usefulness
of the evaluation tool, first from the point of wieof pilot study participants, and second from the
point of view of the researcher. | will also disstise refinements to the conceptual framework

and the evaluation tool as a result of the pilotigt

5.1 Results of the Development of the Evaluation b

The evaluation tool was designed to operationalizenotion of successful priority setting and to
help health care organizations identify strengtits @pportunities for improvement in their
priority setting activities. It was developed usthg ten elements of the conceptual framework
(described in Chapter 4). | developed the evalonabol through an iterative process of proposing

indicators (questions) and then refining the intticathrough feedback from stakeholders and
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scholars. The questions reflected both quantitatik qualitative dimensions of the conceptual

framework.

The first step in developing the evaluation tookwa propose questions attempting to
operationalize each element of the conceptual fnarie In this step, | tried to be over-inclusive
with questions. The indicators mapped onto thecatld@nd practical goals of priority setting,
specified both quantitative and qualitative dimensiof priority setting, and related to both the
procedural and substantive dimensions of priogtyirsg. Questions were created to relate to the
elements of the conceptual framework; however esgach element is multi-faceted, more than
one question was created to capture the variowecespf each element. For example, to capture
the ‘revisions or appeals’ element, | created si@sgions (Text Box 5.1). 56 questions were

developed in total.

Text Box 5.1: Tool Development: Example Question®f Revisions and Appeals

Element
1. Was there a revision or appeals process preséme ipriority setting process/?

2. What happened if people did not agree with thesilgeithat was made, or the
process by which the decision was made?

3. How would you grade the quality and thoroughnegisfrevision or appeals
process?

4. Are there any documents surrounding the use oppeal process?
What did the revision or appeals process look like?
6. What communication devices were used for the rerisi appeals process?

ol

The next step was to choose the format for thettalwould be most suitable for eliciting
responses for questions, as well as be approfoiatee purpose of evaluating the achievement
of success within a health care organization. ldi#tto use three components (or formats): a
survey, one-on-one interviews, and document arsl$sirveys can be anonymous (to deal with

sensitive questions) and allow for more breadthusstions in a short amount of time (through
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simple yes/no or Likert scale). Through surveyss #lso possible to engage more stakeholders in
less time. Interviews allow more depth and, beaxgfto-face, provide the opportunity to clarify
ideas and discover new themes. Document analysigdass the opportunity, firstly to harmonize
information from surveys and interviews with acteedords, and secondly, to more objectively
gain understanding about the background and procelssse these three methods of assessment
because they could provide a comprehensive andletergvaluation of the priority setting
process. Further, participants from Study #2 (#&sion makers; Sections 3.1 and 4.2)
suggested that a survey was an appropriate methgathering data about successful priority

setting.

Once | had determined the format (surveys, intersjelocument analysis), | took all 56
guestions and assigned them to the most approgpnatponent (Table 5.1). Table 5.2 shows the
total number of questions from each component®gthaluation tool (survey (S), interviews (1)

and document analysis (D)) as well as the totastes for each domain.

Table 5.1: Tool Development: Example of Assigning @estions to Different

Components (Revisions and Appeals Element)

Survey Interviews Document Analysis
Was there a revision orlWhat happened if people did nolAre there any documents
appeals process presefagree with the decision that wasjsurrounding the use of an
in the priority setting |made, or the process by which tlappeal process? What did the
process? decision was made? How wouldjprocess look like? What
lyou score the quality ar communication devices wer
thoroughness of this process? |used?

D

The end-result was a survey comprised of 26 questisee Appendix G for the first draft of the
evaluation tool). Questions were formatted as yesimple Likert scales, check box, and open-
ended questions (please list or please explairgtdar to make the survey less complicated and

more logical, questions were organized into seeetians reflecting a logical sequence of a
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priority setting process, as opposed to accordirthe ten elements (i.e. process questions came

before outcome questions).

Table 5.2: Total Number of Questions from Each Compnent of the

Evaluation Tool

S 3

Stakeholder Understanding 4 I 1
D 0

S 0

Shifted Resources 2 I 1
D 1

S 3

Outcome [Improved Decision Making 7 | 2
D 2

S 5

Stakeholder Acceptance 6 I 1
D 0

S 0

Positive Externalities 2 I 0
D 2

S 6

Stakeholder Engagement 8 I 1
D 1

S 5

Explicit Process 8 I 1
D 2

S 7

Process [Information Management 11 I 0
D 4

S 1

Values & Context 3 I 1
D 1

S 3

Revisions Process 5 I 1
D 1

Interview questions were also refined to ensurdtgland avoid jargon. Questions were
consolidated and organized with probes, which ¢eee the number of questions from 18 to
five. Interview questions were also organized adicgy to the sequence of a priority setting

process.
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Document analysis questions were revised to ernmitestraightforwardness and that each
guestion related to only one element of the conmftamework. Document analysis questions

remained organized according to the conceptualdveork; there were 14 questions in total.

Validity Testing
Once the draft tool was finalized, the next steg wetest and validate it. As discussed in Chapter

3, I chose to focus on two aspects of validityefaod content. Since face and content validity
pertains to perceptions of the tool, it is therefonportant to test the tool with individuals sianil

to the group that will be using the tool, or ‘usefesting face and content validity involved

giving the items to a group of users and/or a gafugxperts to determine if any items should be
added to fill any gaps in relation to the concepluzamework being used. While it is possible to
test content validity using statistical analysieath question (explored further Chapter 6), |
decided to test the content validity of the survieyemail with a group of users and experts in the
field of priority setting. In order to assess thed and content validity, | assembled a panel of

both experts and users, which | have called the/Eantent Validity Panel (FCV Panel).

All three components of the draft tool were dissaated to an interdisciplinary group of
researchers to assess readability, clarity, andviseiwthe questions captured or reflected the ten
elements of the conceptual framework. In totaleg@ert panellists participated in the FCV Panel
(See Section 3.2 for a list of panel participargnellists were provided with the conceptual
framework (the ten elements) and a worksheet Wiithf ¢he questions divided into their format
(surveys, interviews, document analysis). Panslliside comments on the worksheet and also

sent comments electronically (email).
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Panellists suggested very few conceptual changemast changes concerned wording (deleting
confusing words and consistency of wording). Pnobtpiestions were re-worded. For example
the question: “Were the decisions that were madkeeirpriority setting process reflected in other
areas? If yes, where?” was changed to: “To whatedegre the following items reflected in the
2007/08 budget? (followed by a list of seven spedéms including mission, vision, values, and

staff, patient and community values).

Overall, the panel members believed the survetedtid, with some minor revisions. Three of
the participants felt that the flow of questionswlld be revised. Two participants felt that the
subject headings in the survey should better reftecelements of the conceptual framework. As
a result, two headings were added (‘More on Proeests'Stakeholder Engagement’) and the
existing five headings were re-worded to be moggieit and simplistic (e.g.: ‘Communication

of Process’ was changed to ‘Communication’). Anotheticipant thought that clarification

could also be greater if some sections includeded introduction preceding questions. Four
participants felt that there was some confusioteohs in the survey, such as using words

interchangeably that should not be used that wayeffample: ‘components’ and ‘items’).

Almost all participants suggested questions thay felt should be added to the survey. Most of
the add-ons were open-ended to allow survey regmaado explain yes/no answers (“please
explain”). Five panellists agreed that the surdeyud include a question aimed at capturing the
level of respondent involvement in priority settifggg. “How involved were you with the priority
setting process?”). Another panellist felt thauastion regarding job title (demographics) should

be included.

One panellist cautioned that the survey might nedtve context-specific questions, depending

on the priority setting process being evaluatedthAar panellist furthered this statement by
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saying that the survey seemed to be geared towaydrlacute health care organizations and

would have to be contextualized.

The survey was revised accord to panellist's comsdy addressing issues of flow (which
guestions should come first, etc.), | was ablditoieate similar questions. | also changed two of
the subject headings and added a brief explanb#tore the questions in order to clarify. The

wording of certain questions was also altered gusnconsistency.

As a result of the FCV Panel, eleven questions wdded and three questions were deleted.
Other questions were combined or their format itesexd. The original survey had 26 questions;
the revised survey had 34 questions, and"agB®stion to gather demographic data (see

Appendix H for a table detailing the tracked changethe survey as a result of the FCV Panel).
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5.2 Results of the Real-World Application - The Pot Study
This section describes the results of the impleatant of the tool, or Part | of the pilot study.

The overall aim of this pilot study was to test thal-world applicability of the evaluation tool by
applying it to the 2007/08 budgeting process atitspital. The first objective of the pilot study
was to use the tool to evaluate a priority setsintyvity at the hospital, specifically the 2007/08
budgeting cycle. The second objective was to evaliee usefulness of the tool. This section

deals with the first objective; the second objextnill be dealt with in the next section (5.3).

The pilot test (methods described in Chapter 3abeg May 2007 and was completed by July
2007. It was led by Shannon Sibbald (SS) in collation with the Vice President, Corporate
Services & Chief Financial Officer and the Orgatimaal Development Leader/Ombudsperson
of the hospital, with academic oversight from Douglas Martin (DKM, supervisor) and Dr.
Jennifer Gibson (JG, Assistant Professor, Depattiofeidealth Policy, Management &
Evaluation and Director, Partnerships & Strategyersity of Toronto Joint Centre for

Bioethics).

Participants were recruited to participate in b survey and the interviews via email

invitation. In total, 114 hospital employees pap@ted in this study.

Background
This study evaluated the hospital’s 2007/08 budgegieocess, which was conducted between

June and September 2006. The context for the ladsgiiudgeting process included: recent
change in the hospital’s Senior Leadership, thatime of Local Health Integration Networks

(LHINS) in Ontario, and the new Ministry of Healthd Long Term Care (MOH) Hospital
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Accountability Agreements (HAPS). The first chatjerof the 2007/08 budget process was to
achieve a balanced budget within the context ofélseurces available as well as a predicted
salary increase of 3%. Second, managers were @ptrtreate their own budget for the first
time, using a new computer-based budgeting to;tarked a significant departure from past

practice where accountability for budgeting regigtharily with the senior team.

Program managers and directors were asked to ctarpkbudget tool over a 4-week period in
the summer of 2006. A meeting to present the preghbsidgets was held soon after budget
submission. Budgets were analyzed by senior managfesnd areas of concern were identified;
managers and directors were asked to implemengelsahrequired. From there, the budget was

presented to the Board and submitted to the MOHp4atsof the HAPS report).

Interpretation
A link to the survey was sent through internal énaaiyone with an organization email address

received a survey link. The response rate of thieeesurvey could not determined because it is
difficult to know how many people actually receivibé email: there are over 5000 employees at
the hospital, and while most have an organizatamoant, not all have activated, or used, their
accounts (a number of employees use personal asdostead of hospital email). Response rate
on a question by question basis started off hiQ¥4 of the people responded to the first

guestion), and decreased as respondents did ¥eygdil% responded to the last question, #34).

In total, 105 hospital employees responded to thia® survey; however, 27 surveys were not
analyzed because they were incomplete. The resfufi® surveys were analyzed (Table 5.3).
Thirty-one were front line staff, 13 were prograiredtors (PD), 8 were program managers (PM),
one was from the senior leadership team (SLT)d&#&ted ‘other’ under job title and 17 did not

indicate a title. Although there was an option‘Board Members’, no respondents selected this
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as the Board of Directors did not receive the surifront line’ was used to define health care
professionals who work at the bedside and havetdientact with patients (nurses, allied health,

and physicians). ‘Other’ captured hospital emplsysech as clerical and engineering staff.

Table 5.3: Survey Respondents

Job Title

Front Line Staff 31
Program Directors 13
Program Managers te]
Senior Leadership Team |1
Other

Unknown/did not say 17
TOTAL 78

Nine hospital management level staff participatedrie-on-one interviews (Table 5.4).
Individuals were interviewed based on their invahent in the priority setting process: eight
were directly involved in the 2007/08 budgetinggass and one participant started her
management position immediately following the pss;dut had to work within the budget that

was created for her by her predecessor.

Table 5.4: Interview Participants

Position

Program Directors
Senior Leadership Team
Program Managers
Other

TOTAL

O [P W[k |
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Eighteen documents were analyzed (Table 5.5):

Documents

Decision Support Documents|10
\Website Information 4
Email communications 2
Meeting Information 2
TOTAL 18

Pilot Study Results
The results from the survey, the interviews anddibeument analysis are presented in aggregate

in this section, according to the ten elementfiefdonceptual framework. (See Appendix | for

complete results of the survey).

Stakeholder Engagement

RECALL: Stakeholder engagement refers to an orgdioiz's efforts to identify the relevant
internal and external stakeholders and to invdhesé stakeholders effectively in the decision-
making process. Stakeholder engagement is als@owedt with stakeholder satisfaction
regarding the level of their involvement in the idean-making process.

The survey had seven questions specific to staBehehgagement. Fifty-nine per cent of
respondents stated they were ‘not at all invohiedhe budgeting process, 21.8% were ‘very
involved’ and 19.2% were ‘somewhat involved'. Thigestion was followed by a question on the
satisfaction of involvement: 37.3% were not saidfivith their involvement, 26.7% were
satisfied, and the remainder (36%) were not suabl€rs.6). Respondents had a chance to
explain their answer in an open-ended question nyw@spondents commented that there was
not enough involvement or input from front linefstahis was followed by comments
expressing desire to be involved, but not knowiagynot being invited or not being informed.
Many participants (both in interviews and the syjyminted to tight timelines as a primary

reason why broader consultation was not achievedp&nhdents were asked: “Was everyone
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involved in the 2007/08 budget who should have Bégvhile 62.3% (n=48) answered ‘|l don't
know’, 11.7% (n=9) said yes. 26% (n=20) answerecand were prompted to specify who

should have been involved; eight respondents sar@ fnont-line, four respondents advocated
specifically for more involvement from nursing $tafnd others suggested increased engagement

from unions and allied health professionals.

Table 5.6: Involvement in Process and Satisfactiowith Involvement

Very Somewhat Not at all Not Sure
How Involved 21.8% (17) 19.2% (15) 59% (46)
Satisfied with 26.7% (20) 37.3% (28) | 36% (27)
Involvement

These results can be cross-analyzed accordindp tiitl@. A key strength of the 2007/08
budgeting process was the involvement of the progtaector and managers, which was a
significant departure from past budgeting exercibaswere largely driven by senior
management decision-making alone. Managers (inadusienior leadership team (SLT), program
directors, and program managers) were the group imaslved in the budgeting process: 90.9%
of managers who completed the survey reported tsingewhat or very involved in the
budgeting process. The results suggest that thigpgivas generally satisfied with their level of
involvement. By contrast, front line staff was leasolved in the budgeting process: 87.5% of
front line staff who completed the survey reponed being involved in the budgeting process at
all (Table 5.7). The results suggest that this prioad little understanding of what the process

entailed, and was therefore generally unsatisfiitl tive budgeting process.

Table 5.7: Cross Analysis of Job Title and Involvemant in Budget Process

Job Title Not at all involved] Somewhat/ Very TOTAL
involved
Front Line 35 (87.5%) 5 (12.5%) 40
Management 2 (9.1%) 20 (90.9%) 22
TOTAL 37 25 62
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Interview participants all agreed that front linaf§should have been more involved, and that
increased consultation and engagement of extetatk@solders, such as community groups, the
public, and other health care providers, was reguir
They didn’t seem to get their groups (front linejalved. The other thing | think was a
struggle was getting the programs talking to eabkrcand some of the clinical areas
engaged as to where the pushing factors were iarganization and what decisions were
made and how they might impact on the other areas.

Interviewees expressed an interest in greatemiakeollaboration on budgets to capture

significant cross-departmental interdependencies.

In a question about methods of engaging stakelm|88f46 (n=53) of survey respondents did not
know if there were multiple methods of stakeholelegagement; while 16.7% (n=13) said there
were not multiple methods; 15.4% (n=12) said thate were. Respondents were asked if the
methods of engagement were effective: the maj@rizy5%; n=50) did not know. The next
guestion asked respondents to explain their regpdi8srespondents gave open-ended replies,
commenting on the limited timeline of the budgké inaccessibility of budgeting meetings to
front line staff (due to bad timing/shift workemsadequate communication, and the assumption
that front line opinion wouldn’'t be considered).r&é respondents said that there needed to be
more opportunities for inter-departmental discussichis was loudly echoed in interviews,
where almost all interviewees (who were closelylagd in the process) said that better

engagement strategies were needed.

Shortly before budget submission, a large meetiag meld to allow program directors and
program managers to present proposed budgetsniEgsng helped inform and engage decision
makers; however, some interviewees felt that theszled to be more standardization in budget

presentations to decrease confusion. Interviewggeaints felt that there could have been more
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communication throughout the process, especialtii@rform of inter-departmental meetings
where there seemed to be a lack of informationishaRecords of meetings about the ‘2007/08
budget (such as minutes) were limited as depar@hbotigetary discussions were mostly

informal and records were unavailable or did nastex

Explicit Process

RECALL: An explicit process is one that is transggdrnot only to decision makers, [aiso tq
other stakeholders. Adhering to a predeterminedga®can enhance trust and confidence
process. Transparency means knowing who is makiagdecision, how the decision will
made, and why decisions were made.

The first question of the survey asked if respotslaere aware of the process and the steps
involved in the 2007/08 budgeting. 59.1% (n=62)aveot aware of the process and steps
involved; 36.2% (n=38) of respondents were awack4a8% (n=5) answered that they did not
know. When asked if they thought that the process fair, the majority (69.5%; n=73) said they
did not know, 20% (n=21) said yes, and 10.5% (n=shld no. 54.8% (n=57) of respondents said
that they did not understand the purpose and gbale process, while 45.2% (n=47) did

understand.

Through interviews and document analysis, it wasagnt that an explicit and pre-determined
timeline existed. In the survey, 42.3% were awdr@ncexplicit and pre-determined timeline,

while 3.9% were not. The majority, 53.9%, answeélelbn’t know’ to this question. However,
interview participants felt that the time of yeadahe short time frame that was allotted to
complete the tool were limitations to a fully exgiliand transparent process. Decision makers felt
rushed to complete the budget tool and did nottfestithey had adequate time to collect or
analyze data. Participants from both interviews sundeys suggested that allowing more time for
data collection and analysis would improve the pssc When this questios analyzed against

those who were involved versus those who werewmiee that 78% of those somewhat or very
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involved were aware of the timeline, whereas 76%ho$e not involved were unaware

(answered: “Don’'t know)Table5.8).

Table 5.8: Was there an explicit and predetermined timeline?

Yes No | don’t know
Survey Result 42.3%(44) 3.9% (4) 53.9%(56)
Participants Somewhat 76.47% (26) 8.82% (3) 14.71% (5)
Involved
Participants Not Involved 21.74% (10) 2.17% (1) 76.09% (35)

When asked about how decisions for the 2007/08 dtudgre made, 50% (n=39) said they did
not know, 33.3% (n=26) were not sure, and 16.7%.8+eported that they did know how
decisions were made. 55% (n=12) of program managetprogram directors involved in the
survey reported knowing how decisions were madedd@fd (n=45) of those survey respondents

who were ‘not directly involved’ in the process wemcertain of how decisions were made.

When asked if respondents knew who was making idesis37.2% (n=29) said yes, 34.6%
(n=27) didn’t know, and 28.2% (n=22) said no. Resfemts who answered yes were asked to
specify who the decision makers were: 29 resposd#fered a reply, most agreed that SLT had
the decision making power, some thought that tleedalso had a hand in the decision making,
and others felt that the decision making lay saolelthe hands of the CFO. Interviewees were
also uncertain as to who was accountable for tred budget decisions: the various options were
the senior management team, the chief financiateffand the MOH.

Managers are maybe confused about whether theykinigna decision within their own

budgets or whether their director is or whethersdugior team is ... the process is very
iterative, it goes back and forth between levels.
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Information Management

RECALL: Information management refers first to theermation made available to decision
makers during the priority setting process, inahgdivhat was used and what was perceived to
be lacking. Information can take a number of forgpgcifically documents or data used in the
decision making. Second, information managemensgidens how the information was
managed, including how it was collected and callate

Decision makers were provided with various documemd data during the hospital’'s 2007/08
budget process. The computer-based tool was prelggep with data and information that came
from previous year's budgets as well as existingding structures. Staffing information and
calculations (number of staff, vacation days, slaks, etc.) were also included in the tool along
with calculations for the mandatory pay increagegRam directors and managers were asked to
benchmark their decisions against the hospital'er pgrganizations. Information about total
expense per patient activity was provided from rpeer hospitals. If decision-makers felt that
their department was not accurately representezhbyof the nine, they were encouraged to find
another hospital that was a better fit. Programagars and program directors also had access to
three decision making frameworks to guide theialdmidgeting decisions:

1. The Ministry of Health and Long Term Care’s Pri@ation Framework (a.k.a. ‘Six
Steps’), which outlined the government’s directiansund hospital allocation of
resources and steps toward achieving a balancedtogeposition.

2. An ethical decision making framework, adapted fi@ihson et al, ‘Evidence,
Economics and Ethics: Resource Allocation in HeSkhvices Organizations’
(2006), which provided guidance on how decisiormifthbe made from the
standpoint of fairness.

3. An activity analysis tool developed at the hospitdlich provided six questions to
help program directors and managers identify buadgedptions, including possible
disinvestments.

The results showed that the decision-making frannkesvprovided were rarely used. Only one

interviewee mentioned drawing on the ‘six stepahfework and it was never mentioned in
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surveys. Moreover, program directors and managdtrghiat the information available was often

insufficient to make decisions, causing many tawdoa additional information sources.

The most common input program managers and prodiattors used to inform budgeting
decisions was capital need (e.g. equipment neatlsrampdating existing materials). Next,
participants mentioned interdependency, or conaiier for impact on other departments within
the hospital (intra-hospital) as well as inter-ntpmpact. Strategic directions (including the
hospital’s mission, vision and values) were adddicconsiderations in decision making,
although these were not built explicitly into trengputer-based decision making tool. Trust fund
availability (or the ability to apply for more mop&om sources other than the capital budget),
and revenue sources (alternative ways of bringingaw in to a department) were used by

several participants to make budget decisions.

Financial information (such as historical budgetisigffing and salary information) also played a
role in decision making for the 2007/08 budget, thetavailability of such information was felt
to be insufficient. A few interview participantdtfpoorly informed or unprepared to make
budget decisions and thought that more informatroald be helpful in this process. Some
suggestions included: budget forecasts, stafffaatien evaluates, and patient care information.
Trying to develop the operating budget which wastal frustration because there was no
history ... or at least no accurate history as to Hmprevious budgets were developed.
Length of time working within a department was captl informally though interviews, meaning
that it was not a formal question, but often caménuconversation. Length of time in a
management role and within the organization as @evkeemed to have an impact on what
inputs were used in decision-making. Participartie Wad been with the hospital long term
tended to rely on their “own forecasting” and “pmral knowledge” for decision making. Long

term employees also had information made avail@bleem that newer participants struggled to
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gather, such as information acquired through wayketationships with colleagues both internal
and external to the hospital. Newer employeesasdmewly promoted to their positions felt at a

disadvantage in terms of making budgeting decisions

Information was managed largely through the complodsed budgeting tool. Efforts were made
to help program directors and managers use thertdoiding: a training session, a Decision
Support Services personnel dedicated to their depat, and electronic communications with
the Decision Support Services team.
There were major hurdles because the templatéotihewas brand new and it had
horrible hitches in it, bugs that should have be&erked out, and the managers wasted a
lot of time which was a crime and there was a foework because it was brand new and
it was done probably way too quickly. So they sigte...that was a huge problem.
The computer-based tool seemed to increase thalbtransparency of the budget process from
the viewpoint of tool users. The tool standardittezibudget process. As a result, program

directors and managers knew what was expectecenf &nd of their colleagues, and they also

gained a better understanding of the overall budggirocess.

Program managers and directors were able to sdbeuback and questions to Decision Support
electronically through a shared folder on the hagpiinternal computer network that they all
could access. An electronic bulletin board callBddget Issues” compiled frequently asked
guestions including how to retrieve information,atkto do if work was lost, how to incorporate
MOH directives/funding, and how to include inforioatthat did not fit in the pre-populated
areas. Questions and answers were continuouslyagptaoughout the budget process. Decision
Support Services compiled feedback from programagears and program directors into an intra-
web document, “Feedback Regarding Budget ProceBsmiplate”. All interviewees expressed
gratitude for the accessibility and expertise ef frecision Support Services department

throughout the process.
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Three survey questions focused explicitly on themoinication of different components of the
budgeting. These included the purpose and goasn#dthods, the outcomes, and the
revision/appeals process. Respondents were asHesldifferent components were
communicated to them; the majority of respondebitss@s) felt that the purpose and goals as
well as the methods were communicated; 41.4% itelicénat the outcomes were communicated.
Regarding the revisions/appeals, 62% said thatweg not communicated. When asked ‘how
well’ the components were communicated, 50.4%tlglt the purpose and goals were
communicated ‘adequately’, ‘well’ or ‘very well’.He remaining components (the methods, the
outcomes, and the revisions/appeals) were seerafpyity to be poorly communicated (50.7%,

54.5%, and 71.6% respectively).

Both the surveys and the interviews confirmed tlstrprevalent form of communication to be
email (58.3%; n=28 surveyed sited email). Intenaew highlighted that email communication
was done largely between Decision Support Senaodshe Program Managers/Directors, but
not front-line staff. Despite attempts, | did niotcf any emails to analyze. Departmental meetings
(54.2%; n=26) and peer-to-peer informal (43.8%;I)=&ere also used. Eleven open-ended
responses highlighted ‘other methods of commurdoatncluding: staff meetings, training
sessions, local media, informal supervisor to steffussions, and Q&A from shared folders

(computer based).

Next, respondents were asked how communicatiorddmiimproved. Thirty-one respondents
provided ideas on how to enhance communicationdiet: increased electronic communication
(use of hospital-wide emails and desktop backgraomfmmation), more meetings (departmental,

open-forums, or town-hall meetings), more informat{on how to get involved, on the steps
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within the process), more training and more dicechmunication between managers and staff

(fewer large group meetings).

Values and Context

RECALL: Values and context are important considerst in any priority setting process,

including the values of the organization, the valaéstaff within that organization, and the
values of other stakeholders (such as patientgypwolakers, politicians, and members of the
community). Context is distinct from values and sidaers the organization’s goals in the heglth
care environment articulated in its strategic dicets.

The hospital had recently gone through a revievisadtrategic directions. Although the mission,
vision, and values were not explicit criteria irdigetary decision making, they were an implicit
part of the budget process, as indicated in batstimvey and the interviews. In the survey, the
majority of respondents felt that the mission, aisand values of the hospital were considered in
the 2007/08 budget (60%; n=42); all interviewedistfat the budget followed the strategic
directions, and saw at least some reflection oizational values in the budget.
They were always reviewed — the mission, visiotyes— were always reviewed at
every budget session and the strategic directmresy budget had to be supported by the
strategic directions.
The majority of respondents felt that the stratgdgn was considered in the budgeting (65.7%,

n=46). 51.4% (n=35) felt that culture was conside&8% (n=36) thought community values

were considered, and 50% (n=34) thought patientegalvere considered.

Interviewees and survey respondents felt that stdifes were not considered as much as they
should have been; evident mostly through the sumtesre many responder(9.7%, n=27) felt
their values were not considered (in contrast,2318=23 thought they were). In interviews,
participants related this to the emerging cultdrehared accountability at the hospital.

I think it was a huge cultural shift for hospitédsstart to be accountable and to start to be
responsible for multi-year planning...And it's a wagaradigm shift.
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Several interviewees described how the new budgetiethod and the resulting increased
accountability would take time to adapt to and miakepen. Most were very positive that this
shift would occur in upcoming budgetary cyclestastool is improved and as stakeholders

become comfortable with it and the accompanying@actability.

Context played a role in the hospital’'s 2007/08d®idSurvey results indicated that the majority
of respondents felt that contextual factors wemsiiered in the budget (57.4%, n=39);
interviews echoed this. Several interviewees meetidhat their city is a high growth area which
has exacerbated the pressure on the hospital’sbtalgieet the increased demand for health
care services. The impact of emerging LHIN conteas discussed by interviewees as important
considerations for budgeting, although it was redtgfear to interviewees what the implications
would be.

(Impact) is becoming more of an issue as the LHiiMscture becomes a reality for
upcoming budgets.

Program managers and program directors also caesidtgformation from peer hospitals to

situate the hospital in the larger health careextrand make priority setting decisions.

78.3% (n=65) of respondents did not know if thesswtegration of the hospital’'s 2007/08
budget with other health care organizations. Thinodgcument analysis, it was apparent that PDs
and PMs had access to information about their ‘pespitals’ (the 25th percentile of hospitals in
Ontario with similar services and budgets). It vebbé the decision of PMs and PDs to use that
data in their decision making for budget settimgeiviewees discussed the shift towards the
hospital budget aligning with LHINSs, but intervieagswere uncertain of the end-result of this
shift or how it might affect the program’s bottoimd. Some interview participants pointed to

poor communication of data available regardingLtHéNs.
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Respondents were asked if other items should hese tonsidered in the 2007/08 budgeting
process. 61% (n=36) thought that there should lher dhings considered in the budgeting
process, the most common item being ‘staffing igvé&bllowed by population growth, under
funded areas, HAPS submission, clinical prioriteas] external factors (such as home care and

family support set up).

Respondents were asked if there were items tha ewarsidered in the budget that should not
have been. The majority of respondents (81%, naA&jvered no. Three respondents said yes,
and provided open-ended responses including: ‘iddat units should not have been

considered’, and ‘the focus was too much on thed@géease in the budget'.

Respondents were asked about seven values andfcitertes (mission, vision and values;
strategic plan; context; culture; community valyssjent values; and staff values) and their
reflection in the outcome of the budget. The méasf respondents said that all elements were

‘somewhat’ or ‘appropriately’ reflected in the buadg

Revision Process

RECALL: A revision process is a formal mechanismdecisions to be reviewed and for
addressing disagreements constructively. The parpba revision process is to improve the
quality of decisions by providing opportunities feew information to be brought forward,
errors to be corrected, and failures in due prottebe remedied.

The 2007/08 hospital budget procedure did not laafegmal revision process. In the survey,
70% (n=58) of respondents made this clear whenrbsgyonded that they were unsure of
avenues for revisions or appeals. Document analyglsnterviews communicated that there was

no formal revision or appeals process, and mostvigwees didn’t know what they would do if
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they wanted to contest a decision. Some interviewstaged that if they disagreed they would
bring issues to their superior, but beyond makiregracern known, they were not aware of the

process which followed.

Interviewees talked about the ‘back and forth’ tvaht on between different levels of
management; however, these were seen largely asandiscussions. Interviewees felt a that a
two-way dialogue to allow changes to final budgstisions was lacking; instead interviewees
felt the final budget was more reflective of thede of senior management.
In the absence of that | felt very frustrated thate really wasn’'t a second round. ... a
culture there where indeed that | could have awtatson where | had more of a chance
to talk to a senior group.
Despite this, most interview participants indicatieat they were sufficiently satisfied with the
decision outcomes and that they would probablyagoess a revision process if one were
available. However, some interview participants tleit a ‘second round’ of discussion should

have been available.

Outcomes Components

Stakeholder Understanding

RECALL: Stakeholder understanding implies more thasic knowledge of the process. It
assumes stakeholders have gained insight intoribsety setting (e.g. goals of the process,
rationale for priority setting and rationale foiquity setting decisions) and/or the organizatipn
(e.g. mission, vision, values, and strategic pl&tgkeholder understanding is a key element of
fairness in a priority setting process.

According to interview participants, the new budpetcess provided an opportunity for
innovation in thinking. Program directors and peogrmanagers had to learn the tool as well as
the intricacies of budgeting. Interviewees felttttie priority setting process improved their

understanding of the budget process, of spendiothier areas of the hospital, and of the
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accountability required in the budget. Interviewtjgépants regarded the learning that occurred
through the budget process as a very positive equss.
the biggest outcome was that the managers learhatiwas in their budget, ...it was a
huge learning curve it was a huge accountabiliégg@itoo - - accountable for something
that they built and they understood. ...and thati®a experience
62.3% (n=43) of respondents understood the outadrtiee 2007/08 budget (either completely or
somewhat), whereas 37.7% (n=25) did not understaratder to get a sense of the learning that
occurred during the 2007/08 budgeting processpratgmts were asked to rank their familiarity
with several items that may or may not have be@sidered during the budget: (1) mission,
vision and values, (2) strategic plan; (3) conté&};culture; (5) community values; (6) patient
values; and (7) staff values; each of which weratiaed earlier in the survey surrounding
information used in decision making. The majorityespondents did not become more familiar

with any of the items.

Shifted Resources

RECALL: A successful priority setting process résuh the allocation of budgets across
portfolios, changes in utilization of physical rasmes (e.g. operating theatre schedules, bed
allocations) or possibly changes in strategic dioas. A reallocation in resources from the
previous year’s budget is not necessary for sutlgssority setting, however, in some
circumstances this may be one indicator of success.

When asked whether the 2007/08 budget processamasstent with previous budgets, the
majority (73.8% n=76) answered “| don’t know”. 9.7#=10) felt it was consistent with previous
budgets, and 16.5% (n=17) said it was not. Whilstrpoogram directors and program managers
welcomed the accountability and the flexibilitysloift money within a department, some
interviewees did not understand where surplus maveyt or how funds were being used at an
organizational level. This lack of transparencydallocations was the cause of several
participants’ dissatisfaction with the overall pegss. Three survey participants said that they were

not satisfied with the priority setting process dousmall identifiable changes in the actual
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budget, stating it felt more like a “status-quoreige”. Although the complexity of budgeting
material made it difficult to evaluate actual shifir changes in resources on a hospital level, it
became apparent through interviews that budgetitgdd to resource shifts both within their

own departments and between departments.

Decision Making Quality

RECALL: Decision making quality relates to apprape use of available evidence, consistency
of reasoning, institutionalization of the priordggtting process, alignment with the goals of the
process and compliance with the prescribed protteslso captures the extent to which the
institution is learning from its experience to faate ongoing improvement. This component is
most obvious as subsequent iterations of prioatiirey are evaluated; where consistency and
building on previous priority setting would be indtive of a successful process.

According to those most involved in the budgetingcess, the new approach to budgeting was
an improvement in the quality of decision makinopc® budgets from previous years had been
set centrally by the finance department, many d&timakers valued the increase in
accountability. Interviewees felt that the chanigeseased their overall awareness of the
organizational budget.
What's always useful.. is to have the boundariés.sédon’t ask me to get creative if |
don’t know how far | can go — | need to know howlfaan go with this..l can’t be real
creative if I'm being cautious about money.
Senior Management encouraged decision makers toagpbudget decision making not just
from a mechanical stand-point, but also from a nfioreative lens” (i.e. coming up with
innovative solutions and not sticking to historidakisions). While some interviewees welcomed
this approach, others were hesitant due to inadedpimrmation and training/education.
Participants felt that training before the budggiimocess began could help to implement a

creative approach to decision making and budgetimbwould make them more comfortable in

making priority setting decisions.
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The interviews and surveys contained some complaggarding the lack of standardization in
the budget process. Specifically, some intervievatssussed room for improvement in the
budget presentations at the Leadership Forumdeegy department should bring forward the
same information). There were also complaints attdbie lack of communication in making both
inter-departmental budgeting decisions (e.g. howvadgpartment’s decisions would effect the
other) and inter-organizational decision making.(bow decisions made at other organizations

would effect the hospital and vice versa).

Stakeholder Acceptance

RECALL: Stakeholders may be able to accept pricréiting decisions, even if they may not
always agree with the outcomes. Stakeholder aceepia indicated by continued willingness
to participate in the process (i.e. buy-in) as waslthe degree of contentment with the process.
This element is difficult to evaluate after oneopity setting iteration. However, it is possiblg to
gain insight into stakeholder acceptance by as&iakeholders about satisfaction with the
process and outcomes. It is important to consilistakeholder groups, both internal to the
hospital and external to the hospital (communigugs/public and the MOH).

Stakeholders internal to the hospital generallyeptad the budget. The survey explicitly asked
respondents if they accepted and were satisfiddhutiget outcomes. 95.4% (n=21) of
managers/directors and 32.5% (n=13) of front liieee completely or somewhat accepted the
outcomes of the budget. Some respondents werdidfgghwith the outcomes because they felt
that they were unaware or uninformed. The majaritsurvey respondents (54.3%, n=38)
accepted the outcomes. Some interviewees were pyhéth inter-departmental resource shifts,

but overall accepted the process and the reasdimsdidne budget decisions.

Participants were asked how satisfied they werk thi¢ process behind the budget and were
asked to explain their answer. Twenty-six respotsdprovided open-ended responses including:
they were not satisfied because they did not knleswathe process, they were not involved in

the process, or they were not engaged in the buBget respondents listed lack of, or poor,
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communication as a reason for decreased satigfiadtimse who were involved in the process
stated the computer-based budget tool was a sobifogstration; others saw the new tool as an

increase in accountability and as a “work in pregréhat will) improve over time”.

54.3% of respondents accepted the outcomes o0A@3 budget (either completely or
somewhat), 41.4% were unsure, and 4.3% did nopatice outcomes. 38.5% of respondents
were satisfied with the outcome of the 2007/08 letidgither completely or somewhat), 38.6%
did not know, and 22.9% were not satisfied withdhiecome. 62.3% of respondents understood
the outcome of the 2007/08 budget (either completesomewhat), whereas 37.7% did not
understand. (It is important to note that if thécomes were not well communicated, it would be
difficult to understand, accept, or be satisfiethvthem; recall that 41.4% said the outcomes were
communicated, 41.4% said they were not, and 17i#%ralid not know or did not answer.)
When asked how well the outcomes were communic&®e8% said they were not well
communicated, or were communicated very poorly. fEsponse trend of decreasing percentage
from understanding to satisfied might be explaibgdhe fact that the outcomes were not well

communicated to respondents (Table 5.9).

Table 5.9: Three Outcomes Questions

Yes No | don’t know
(completely or somewha|
Q1: Accept Outcomes 54.3% (38) 4.3% (3) 41.4% (29)
Q2: Satisfied with Outcomes 38.5% (27) 22.9% (16) 38.6% (27)
Q3: Understand Outcomes 62.3% (43) 37.7% (25) 0

Respondents were also asked: how satisfied argvithuhe outcomes of the budget, which is
similar to the previously asked question: “are gatisfied with the outcomes of the 2007/08
budget?” The main difference between these twotguesswas the response options. For the

guestion “are you satisfied”, respondents coulcosbBaompletely, somewhat, not at all, or |



160

don’t know. For the question “how satisfied areyaaspondents could choose neutral or
somewhat satisfied (64.1% chose this), not ataibed (25%), and satisfied or very satisfied
(11%) (Table 5.10). Participants were asked toaRrpheir answer in each circumstance.
Twenty-one respondents provided a reply. Eightaoedpnts repeated what they had stated for
the previous open-ended question on satisfactigmazfess; “unable to comment because | am
not aware of the outcomes”. Other respondents cartadehat the lack of communication was a

problem, sending “mixed messages” about the outsome

Table 5.10: Comparison of 2 Questions on Satisfaoti

Middle
Category Completely
Question Not Satisfied | (somewhat, or Very |l don’t know
neutral, Satisfied
satisfied)

Are you satisfied with
the outcomes?

How satisfied are you
with the outcomes?

22.9% (16) | 31.4% (22) | 7.1% (5) | 38.6% (27)

25% (16) 64.1% (41) | 11 % (7)

When participants were asked the open-ended quedtioow they would improve, or what
changes they would make to the 2007/08 budgetioggss, 28 offered a reply. The two main
ideas were to increase communication, and devehsitar tool. Other respondents discussed the
need for a better timeline (not in the summer)egplicit appeals process, more transparency, and

increased involvement (front line staff and extéstakeholders).

External to the hospital, it was less clear whethere was acceptance and/or satisfaction with
the budget process or outcomes. Once the budgetamgsete, it went back and forth to the
MOH several times before agreement on its termsreashed. This was done at the upper

management level and included little discussiomwther stakeholders. Neither the public nor
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any community groups were directly involved in thalget process, making it difficult to get a

sense of their acceptance and/or satisfaction.

Positive Externalities

RECALL: As an indicator of success, externalitiesynmclude positive media coverage (wh
can contribute to public dialogue, social learniaggd improved decision making in subseq
iterations of priority setting), pe@mulation or health sector recognition (e.g. byeothealt
care organizations, CCHSA (accreditation),)etthanges in policies, and potentially chang
legislations or practice.

There was no evidence of positive externalitieg. f@r media reports, peer commentaries, or
health sector responses) to suggest that othersiped the hospital’s budgeting process to be
successful. There were no survey questions refiggositive externalities, and further, there was
no pertinent information available in document ga@l or one-on-one interviews. Interviewees
were probed regarding peer emulation and policynges but were unaware of any relevant

information.

Pilot Study Interpretation
Validity for the pilot study was addressed in thvesys. First, the data was triangulated from

three different sources (documents, interviews,@rgirvations) to maximize
comprehensiveness and diversity (Mays & Pope, 1¥#ondthe results of the pilot study
were analyzed and interpreted by three resear¢8&<DKM, and JLG). Third, although |
primarily collected the data, members of an intigilinary research team enhanced the
“reflexivity” in the analysis by becoming familiavith the data and participating in the data
analysis (Rosenfield, 1992). This was done thraughinterim analysis meetings where the data

was presented to a team of researchers and thegsaere discussed in detail.
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The analysis culminated in an 8-page report whiak disseminated to hospital Senior

Management (See Appendix E).

The report was organized according to the ten ael&sr(@ve process elements and five outcome
elements) of the conceptual framework. Each secliscussed findings from the tool, and two
provided evidence and concrete data from the staayn the analysis and the interpretation, we
also identified eight recommendations (or oppottes) for improvement which were presented

and described in the report (text box 5.2).

Text Box 5.2: Recommendations for Improvement

Increase consultation with stakeholders (interndl external)
Develop an explicit and formalized communicatioarpl
Reuvisit data and information needs

Include a revision or appeals process

Improve the computer-based budget tool

Address key timing concerns

Provide training for decision makers

Build on lessons learned

ONoO G~ WNE

5.3 Usefulness of the Evaluation Tool
This section focuses on the perceived usefulnetgdbol; recall that the second objective of the

pilot study was to evaluate the usefulness ofdbé This pilot study demonstrated that it is
feasible to use the tool in a health care orgaimizaHowever it is important to determine if the
tool is sensible (specifically; is it useful andpbagpriate?). The pilot test provided an exceptional

opportunity to test this and to answer this quastio

First, | will discuss the results from debriefingdpital senior management. These results focus
on the user’s perception of the usefulness ofrtf@rination gleaned from the tool. The

debriefing addressed the questions: How appropniatethe tool for evaluating success? Could
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the results be used in a real-world setting? Wihangthing) has been done with the
recommendations? Second, | will explain my expeesras a researcher with tool

implementation (part of Feinstein’s ‘ease of usékdon for a sensible tool).

This section also explains refinements and chamgete to the tool as a result of the pilot study.

Pilot Test Debriefing
A report was generated from the pilot test that eiezilated to the hospital senior management

(See Appendix E for report). Once they had reviethedeport, we discussed the usefulness of
the information, their thoughts on their participatin the study, and the results of the pilot.test
Three one-on-one phone interviews/debriefing sassigere held; one with the CEO, one with
the VP of Finance (CFO) and one with the Leadédmgfanizational Development and
Ombudsperson. The main purpose of the discussiasgawdetermine the usefulness of

information generated from the evaluation tool.

The specific questions asked were:
1. Were the results from the report useful to you angour organization?
2. Was there anything missing from the report thatldidne important in evaluating or
improving success in priority setting in your orgaation?
To what extent did the tool capture elements o€sss in priority setting?
Is there anything unhelpful in the report that colshve been omitted?

How will you use the results of the report?

All three participants felt that the report genedatiseful information that could be translated to
positive changes in organizational priority settiRgrticipants felt that the report captured the
essence of the process and that it spoke to therlyivdy cultural shift that was occurring in the
organization. They were grateful for the insigtattthe report provided and valued the

perspective of an external researcher.
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The timing of report dissemination came just affier completion of the 2008/09 annual budget
setting process, which used a similar processa®tie that was evaluated previously in the study
(2007/08). One interviewee felt that the reportlddwave improved the 2008/09 budgeting since

it had similar areas needing improvement.

If we’d done these (recommendations), would it haagle a difference? Yeah

Specifically, the interviewee pointed to the congptiased budgeting tool and a continued lack
of external consultation in areas still requiringprovement. Another participant focused on the
organization’s continuing struggle to get decisigkers engaged in the process and hoped that

this report would improve that.

While the report covered general and broad spectesmmmendations, interviewees felt that it
would have been more useful if it provided morectffiedetails on implementing
recommendations and potentially providing detailgtee practices of other health care
organizations; what works and what does not.

What managers want: ... tell me what it is, andddlit.

It would be helpful to have more about other orgations, feedback about some things

we have never tried, best practices... success ar otiganizations.
The report was distributed to Leadership Forum (&@eprogram directors and managers) for
further discussion and brainstorming on how to anpént the recommendations for the 2009-
2010 budget process.

This is the first stage, to get feedback and pall together. Next, we need action steps.
This is the data collection phase, now we haveywraove this.
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No one felt the report contained any informatioat tivas unhelpful or that needed to be omitted.
One interviewee stressed the importance of doiisgkithd of evaluation regularly and qualified

this by saying:

It is essential to have buy-in from Senior Managetirom the beginning.

Through these interviews, it became evident thainformation obtained from the evaluation

tool was useful to key stakeholders.

Senior Management’s willingness to adopt the recendations for improvement is further
evidence of the usefulness of the tool. The rejpastresulted in four major changes within the
organization since it was disseminated. These are:

a.Change to TimingAs per recommendation #6 (address key timing eors), the

hospital has ensured that budgeting does not @e¢be summer months. The 2009/10
budget process began in the Fall of 2007, and ctmenits have been made to finish it

by Spring 2008.

b.Development of Global Objectives and Go#@H program directors and managers were

asked to create ‘global objectives and goals’ sgpdrom the budgeting process, in
order to have a long-term plan in mind when makirigrity setting decisions. This
change in practice stemmed from both the recomntemd® increase information for

decision makers (#3) and the call for increasdditrg of decision makers (#7).

c.Adoption of Information Databas@&he hospital has recently started using a new

information database. This “leading edge, Rubikibecof information” provides
decision makers with up-to-date and accurate indion for decision making and is a

direct response to recommendation #3 (re-visit dathinformation needs).
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d.Focus Group Consultations order to learn more about the strengths areknesses of

the budgeting process, hospital senior managenasidid focus groups with
employees. These groups focused discussions withrremployees. This directly
touches on two recommendations from the reporirttgased consultation) and #7

(increased training, especially for newer employees

Researcher’s Experience
The pilot test of the evaluation tool provided gportunity to see how the tool performed in a

real-world setting. Through this experience, | \abke to gain a better understanding of how the

tool functioned and its applicability in the heattire context.

Being an external researcher had both advantagkdisaddvantages. One advantage was that |
was not seen as an ‘investigator’, which allowedto®rm a trusting relationship with
interviewees with decreased the possibility of iabdesirability’ bias (responding in a way that
is favourable to the research question, or, sayimgt they think they should say). Another
advantage was the expertise that | brought to t@nization, which was appreciated and led to
increased cooperation in executing the researatreguespondents valued the opportunity to

express their concerns to a removed third pargpeak with.

A disadvantage was that | lacked ‘internal’ orgatitmal knowledge. Perhaps the most salient
example of this is the culture shift that accompédrihe 2007/08 budgeting process. | was told by
many interviewees, and hinted at the fact througtieys and document analysis, that this budget
process represented more than just number crunahisgudget meant a new mode of operating
in the organization. As an external researchegd unable to capture the depth of this

transformation. Another example of my lack of in@rknowledge came when | tried to evaluate
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externalities of the budgeting process. Since thegss was finished there was no information

(that | could find) that captured an external reacor perspective (if any) on the process.

The tool was limited in the area of ease of analyzhe budget. The Ministry of Health and Long
Term Care has very specific accounting and reppriggulations that health care organizations
must follow. These regulations can (and do) chdraya year to year, which made it difficult to
track organizational changes or shifts; many resmshifts happened as a result of Ministry
directives to change protocol for financial recofdegulations across organizations can be
advantageous in future iterations of the tool vaitg the comparison of results both within and

between organizations.

Refining the Conceptual Framework and Evaluation Tol
The pilot test provided an opportunity to re-evéduie conceptual framework and the tool,

providing ideas for further refinement. As a reshtith the conceptual framework and the
evaluation tool were revised in several ways. Refiants were made based on researcher
experience with the tool, feedback from pilot stypdyticipants, and further collaborative
conceptual thinking (i.e. writing the report withetother researchers (JLG, DKM) provided a

chance to re-think and fine-tune the framework tead).

The following section presents the changes tha¢weade to the conceptual framework and the
evaluation tool (the survey, the interview guideg ghe document analysis guide) as a result of

the real-world application.

Transformation of the Conceptual Framework
The pilot test provided the opportunity to re-ththke conceptual framework as well as its

elements and their descriptions; some of the tittesdescriptions of the elements were changed
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or refined as a result. To do this, | went bacth®primary data (the three studies, detailed in

Chapter 4) to ensure the element captured thenatigieaning that was intended. (Table 5.11)

While this tool could be used to evaluate changs time, its main use is to evaluate priority
setting. Words like ‘improved’ imply a shift ovente, so elements with that descriptor were
refined. For example, ‘Improved Decision Making Qawas re-titled: ‘Quality Decision
Making’ to more accurately capture the institutikretion of the priority setting decisions, social
learning within the organization, and increasedgparency and consistency of the process.
Similarly, ‘Improved Stakeholder Understanding’ wdmnged to ‘Stakeholder Understanding’.
Again, ‘improved’ was eliminated because it impl@egression or a lapse in time, and while
this tool can evaluate improvement or change dwes,tit's the original purpose was for one-

time use.

Table 5.11: Changes/Refinements to Conceptual Framwerk
Elements Change
tmprovedStakeholder Understanding |Removed ‘improved’ - - implies a time
lapse
O [Shifted-Prierities/Realocation-Of Removed words to simplify
g Resources
% tmprovedDecision Making Quality Removed ‘improved’ - - implies a time
O lapse
Stakeholder Acceptance & Satisfactiono change
Positive Externalities no change
Stakeholder Engagement no change
»  Jse-OfExplicit Process Removed words to simplify
8 [Clear And Transparent Information  no change
09_ Management
Consideration Of Values and Contextino change
Revision Or Appeals Mechanism no change

In the pilot study and debriefing, individuals nef@ to elements in brief or truncated forms. For
this reason, it made sense to try and simplifyelbenent labels. A more stream-lined element

label decreases excessive jargon and simplifiefdangework for use within an organization. In
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order to simplify the conceptual framework, thenedat ‘Shifted Priorities/Reallocation of
Resources’ was altered, and words were deletedtiieroriginal label and shortened to ‘Shifted
Resources’. Similarly, ‘Use of Explicit Processthene ‘Explicit Process’. The core meaning of

the element remains the same.

The new conceptual framework is more stream-lineahaining comprehensive without being

verbose (Table 5.12).

Table 5.12: New Conceptual Framework

Stakeholder Understanding
OUTCOMES [Shifted Resources

Decision Making Quality

Stakeholder Acceptance & Satisfaction
Positive Externalities

Stakeholder Engagement

Explicit Process

PROCESS Clear & Transparent Information Management
Consideration of Values & Context
Revision Or Appeals Mechanism

Transformation of the Evaluation Tool
The pilot test provided the opportunity to re-thogetain aspects of the evaluation tool including

ease of use, how questions were worded, duplicafiomformation, etc. Changes were made as a
result of the following factors: (1) experiencesSS in implementation/data collection; (2) direct
comments from interviewees (in both Part | and(B); experiences/results of SS in data analysis;

or (4) a combination of the aforementioned.

Interview Guide:
The interview guide was changed once during dadtaatmn (see Appendix J for tracked
changes). Five probes were deleted because theyfawerd to be repetitive (a similar question

was better answered in another component of thieaian tool) or redundant (the interviewee
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naturally answered them). Issues of repetition imecavident during interviews when probing
guestions such as “Was anyone involved that shaléR” were asked, and the interviewee
would respond something to the effect of: “| ansydethat in the survey already”. Any repetitive

guestions were omitted.

Analysis of the survey results illuminated that tareas of the conceptual framework were not
being adequately addressed. For this reason, imtgrview guide, one probe was made into a
guestion to ensure that appeals/revisions weretlliraddressed, and one question was added to
capture stakeholder learning. Additionally, onebgravas moved to a new question where it was

better suited.

The original interview guide had five questions & probes, the new guide had seven

guestions and four probes.

While the time commitment for a one-on-one intewigas more demanding than that of the
survey, all interviewees agreed that the intervieag a more valuable method of discussing
opinions and feelings. Interviews facilitated ratdita collection that was not as accessible through

the survey or document analysis.

Focus groups are one possible avenue to simplifyingplementation. A focus group could also
act as a method of stakeholder engagement. Ongievee during the pilot test suggested that a
group debriefing would be helpful for understanding outcome of the budget. A focus group
could provide two-way communication for stakehotder become more fully engaged in the

priority setting process. (See Appendix K for sugdgd focus group discussion guide)

The Survey:
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As mentioned previously, the question by questesponse rate in the pilot test started off high
(100% of the people responded to the first quelteomd decreased as respondents completed the
survey (the last question, #34, had only 41% respoate). Out of the 105 surveys collected, 27
did not complete the survey in its entirety (25.iéh-response rate). One possible reason for the
low completion rate was the length of the survdye &verage length of time it took to complete
the survey was difficult to ascertain since resgonsl could start the survey, leave it open, and
complete it at a later time. Further, there wasime limit or suggested time of completion.
Ideally, the survey should take 20 minutes to ceteplin order to facilitate a faster completion
time, some survey questions were omitted. In dsogshe survey with interview participants,
almost all reported that the survey was an acceptabgth and that they would be fine with
completing the survey again for future prioritytsgs. However, this group is not representative
of majority of people filling out the survey (retadterviewees were ‘more involved’ in the
budgeting process, whereas survey respondentdyldedjevithin the ‘not at all’ involved to

‘very’ involved categories).

The total number of questions was reduced frono3Ht Nine questions were omitted, including
five open-ended questions. Some were eliminatel@toease repetitiveness (for example, the
guestion: “How satisfied are you with the outcorobthe budget?” was similar to a previous
question: “Are you satisfied with the outcomeshe 2007/08 budget?” and was therefore
deleted). Other questions were eliminated becdesewere too complicated (poorly designed
ranking lists for example). Open-ended questioasdid not generate useful or novel
information (discovered by SS during data analysie also eliminated (for example: List other

methods of communication (used in the priorityiegtprocess)”).

Two questions were added to the survey. First: ‘@\@u aware that [the health care

organization] had a priority setting process?” (geywas added. Many of the open-ended
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answers from respondents stated that they werearaanf the process; by adding this question
correlations with other questions can be made canchelp create a stronger analysis. Second, in
the demographic section, a question was addedasiérrespondent the length of their
employment with the organization. During intervigwtsecame obvious that the length of time
working in the organization had a direct effectpoiority setting decisions due to the information
they had available and the contacts they had nmatteir employment. “Physician” was also
added as a category choice for the demographiditjebquestion, which is helpful in survey

analysis. (See Appendix L for changes made touheey)

Document Analysis:

The most significant change to the document argfysition of the tool was in the way that
guestions were organized. Headers were createdliate the types of documents to analyze
(e.g. a header ‘Analyze Meeting Minutes’ was adgfadowed by questions to analyze the
documents with (e.g. is there a record of who waelved?). Most changes to the document

analysis guide were driven by the experiences ali8Big data collection and analysis.

Some questions were separated to ensure thatsareeviss considered during each question. For
example, the question: “Is there a record of tleegss by which decisions were made and the
people involved?” was made into two questionstlikre a record of the process by which

decision were made?” and “Is there a record optwple involved?”

The original document analysis guide containeddestions in no particular order or category.
The new guide had 12 questions in five catego@e®& question on communication was omitted
because it was better captured in the survey dadviaws, thus it was repetitive and not as
accurate in the document analysis guide. (See Apypé&h for changes made to document

analysis guide).
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Certain questions in the document analysis wefedif for an external researcher to answer;
specifically, questions pertaining to the fiscatipet (e.g. ‘Does the budget reflect a change in
resources or priorities given to programs?’). Thgsestions required extensive knowledge, not
only of the organization’s budget, but also of Miny of Health and Long Term Care’s
accounting and budgeting guidelines. For exampbhaage in the budget from year to year
might occur not because of a priority setting deaiso shift resources internally, but because of
a change in MOH guidelines for hospital accountlhthe organization implements the tool
(especially the document analysis section) witesearcher/individual internal to the

organization, this should be less of a problem.

Similarly, the question: ‘Were any media reportegyated from this process?’ would be easier to
answer for someone internal to the organizatiorstmotably public relations staff. It was

difficult and time consuming to collect this infoation from an external perspective.

The final conceptual framework and tool (surveyeimiew guide, and document analysis

guestions) is presented in the appendix in itgetgt{Appendix N).



Chapter 6: Discussion

In this chapter, | will provide a discussion anahclading remarks for this thesis. | will also

examine its limitations, and steps for further ezsh.

The chapter is organized into five sections. Intiad.1, | will recap and synthesize the main
findings of this research. In Section 6.2, | wibelss the way in which this research contributes
to knowledge by examining the relationship betwitefindings and the literature. | will review
the gaps in knowledge described in Chapter 2 amditided these gaps. In Section 6.3, | will
describe the implications for policy and practicattresult from this research. In Section 6.4, |
will describe the limitations of this research Saction 6.5, | will discuss future research

possibilities and will provide a conclusion to thesis.

174
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6.1 Synthesis of Findings
The first intention of this research was to devedagnceptual framework for successful priority

setting. The second purpose was to develop adamldluate the achievement of successful

priority setting in real-world allocation decisions

The conceptual framework and evaluation tool prieskhere can guide the development,
implementation, and evaluation of priority settangjivities in health care organizations across
Canada; more research is required to determimeyf &re internationally applicable. The
framework and tool can provide guidance for deaisiakers in their priority setting, and may
also help them to avoid difficult issues or probdetimat can arise in organizational priority

setting.

The Conceptual Framework for Successful Priority Stting
In Chapter 4, | presented the findings from thiteeliss, that described various stakeholders’

views regarding successful priority setting. The¢hstudies were 1) a Delphi consensus panel
involving decision makers and scholars from fivemoies, 2) interviews with decision-makers
from across the Canadian health system, and 3jpteufocus groups with Canadian policy
makers and patients. From these findings | creatszhceptual framework that can guide
decision makers (and other stakeholders) in bettderstanding successful priority setting. The
conceptual framework serves as a foundation foradegic and practical approach to developing

priority setting practices.

The conceptual framework contains ten elementsi@fessful priority setting. It is advancement
in knowledge because it is the first attempt to paehensively describe components of
successful priority setting. It provides a wayifiking about successful priority setting and the

considerations, or elements, essential to its &ement. It also offers a common language for
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decision makers and stakeholders to discuss stickpesrity setting and share learning, both

within and between institutions.

The ten elements identified in this framework artericonnected and interdependent. While each
of them represents a unique element that can atihe toverall success of priority setting, it is
difficult to use these elements in isolation. Paar@ple, communication has a role in many of the
other elements; it is vital to stakeholder invohesmto ensure open and consistent

communication.

While each element of the framework is importardma of itself, the framework is held together
by the connections between elements, and thesectimms provide insight into the complexities
of priority setting:
1. Stakeholder engagement, both internally and extgrigaa vital component of
successful priority setting. It was evident throtigis study that all stakeholders surveyed
wanted to be involved in priority setting and fblat they should be involved, and that
their involvement in the process is directly retbte each other’s satisfaction/acceptance.
Stakeholder engagement is also directly linkedakeholder understanding, which is in
turn linked to stakeholder satisfaction. Thesedhpilars of stakeholder ‘inclusion’ are
also related to almost every other element of thméwork. While stakeholder
engagement has been resisted in the public séxamidls & Sabin, 2002), it is an

important element of success in priority settinggiie potential challenges.

2. Stakeholder inclusion is vital to ensuring the tigalues are considered, and to
determining information needs (information managetneéstakeholder inclusion ensures
that relevant information is included in the pracdaformation management ensures that

the right people have the right information to méke right decisions; part of this is
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including the right values, elicited from stakelatl Revision/appeals mechanisms
allow new information or arguments to be considefathis end, information
management, consideration of values (and contaxd) revision/appeals process are
connected to each other and to the improvemengaisithn quality throughout the

process.

Communication links stakeholder engagement andaixptocess. Using multiple
methods to communicate also allows for broader gengant of potential stakeholders.
Ultimately, the transparency this entails will iroge stakeholder satisfaction and

acceptance of the process.

Revisions and appeals are an important part opanyity setting process and help to
further engage stakeholders and strengthen infammatanagement by allowing a
second look at the decisions made and the infoomatsed. Information thought to be
lacking and new information can be used in a rewisippeals process. Improving the
responsiveness of decision makers in using a mevgiocess can directly improve

decision making quality.

Stakeholder understanding directly effects staladradatisfaction and acceptance,
therefore increasing confidence and buy-in forghezess. By increasing opportunities
for institutional learning, future iterations ofigumity setting processes will be more robust
and grounded in organizational values, that isy thid have improved the quality of
decision making. Increased understanding of annizgiion’s mission, vision, values

and strategic directions directly affects buy-inl averall satisfaction and acceptance of

the process.
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6. Improving the decision making quality can be an ienitself of a priority setting process,
however, as the quality improves, so too will otelements of successful priority setting

such as a more explicit process, and better infoomananagement.

7. While shifting priorities can be important in order a priority setting process to be

successful, they are not necessary and do notlgiretate to any other element.

8. Similarly, positive externalities have little to doth other elements with one exception:
taking a priority setting process beyond the org@tion can be a method of broadening

communication to stakeholders.

Elements identified in this research were neitheked nor weighted since there was no
empirical evidence to suggest that one elementmase important than another. However, it is
important to note that in data collection (the éheenpirical studies), we did not ask any questions
on weighting or ranking; it is possible that addimgights or ranking would be appropriate and
more research would have to be done to confirm Eas example, we could take the conceptual
framework to a new group of stakeholders (includhng public) and ask them (quantitatively) to
rank the elements. Economic approaches stronglgcade weighting criteria (Mitton &
Donaldson, 2004b). As the conceptual frameworktantare implemented and used in similar
contexts as well as others, it is a possibilityt thaatural weighting (or ranking) of the elements
will occur (i.e. without quantitative studies). Feaxample, if organizations that use the tool are
consistently asking for more information or focus'stakeholder engagement’, this might be an
indication to weight ‘stakeholder engagement’ heattian other elements. Similarly, if decision
makers and leaders feel that there is a gap bettheanformation that the tool produces and

what is needed to make changes to improve thairiprisetting, it would be important to
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investigate the difference (gap analysis) and detexr which area of the tool and framework

need more weight.

Fact-Value Distinction
Although the ten elements are not directly derifrech moral theory, they hold normative

relevance for two reasons.

First, they are derived from overlapping consemgusnpirical observations involving the
participants’ reported values. Many of the partcifs were actual priority setting decision
makers who are motivated to improve priority settiecause they are directly involved in it. It is
important to distinguish here between facts andeslThe ‘fact/value distinction’ differentiates
statements abouthat is the cas&om statements abowuthat ought to be the caseacts are
descriptive, telling us what was done; values aesgiptive, telling us what should be done. The
value-relevance of this study comes from the paéits’ values, such as their normative
reasoning, and not from the data analysis. Inrddearch, | have 'described' participants' views;

the participants have provided what they thoudidutd be' included.

Second, individual elements are connected with episcgrounded in normative theories about
public policy making in a pluralistic democracy. elp provide a way in which to decide
between competing theories, Rawls discusses ‘Wale&ive Equilibrium’ (WRE) (Rawls,
1971). In WRE “. . . one is to be presented witlpabsible descriptions to which one might
plausibly conform one’s judgments together withralevant philosophical arguments for them.”
(p- 49). This form of deliberation aids in moratdgon making. WRE holds that agreement can
be achieved when we look at all of the possibleriles and how they interact with moral
principles to come up with the “correct” (moral)ciidon. Daniels expanded on the concept of

WRE and holds that WRE attempts to produce cohergnmdividuals’ personal beliefs,
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including his/her moral judgments, moral principlasd relevant background theories (Daniels,
1979).
Through the process of public discussion with agity of differently opinioned and
situated others, people often gain new informatiearn of different experiences of their
collective problems, or find that their own initighinions are founded on prejudice or
ignorance, or that they have misunderstood th¢ioelaf their own interests to others
(Young, 2000).
For example, stakeholder engagement promotes ienaat beyond the decision makers, which
is closely related to theories in deliberative deraoy (Rawls, 1993), which consider political
equality through a commitment to ‘equal concerm’tfee interests of all (Moon, 2004) and the

‘principle of participation’ (Cohen, 1996). Theddsold participation needs to be meaningful,

and so, stakeholders should be actively engagdisaussion.

In Dahl's (1989) thinking, democratic deliberatimcluded ‘enlightened understanding’ or equal
opportunity for discovering and validating a deamisiln my conceptual framework, ‘Stakeholder

Understanding’ encourages learning or ‘enlightenthimyond mere participation.

Another example is the element that supports cergiithn for context (both internal and external
environment), which is part of rational choice theaevhere consideration of external
environment is important in evaluating decisiorzaitwise exchanges in social life do not take
place in a vacuum. They take place in a settinghith there is competition for the resources

held by each actor" (Coleman, 1990)(p. 131).

The Tool for Evaluating Successful Priority Setting
The evaluation tool was based on the ten elememts the conceptual framework. The purpose

of the evaluation tool was to provide a simplecpcal way for an organization to evaluate what

it means to achieve success in its priority seticiiyities and identify areas for improvement.
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The creation of the evaluation tool was an itemfpivocess that included proposing evaluation
indicators and refining them based on the feedbectived from stakeholders and the actual
empirical application (the hospital pilot test)dicators were derived from the conceptual

framework and mapped on to the ethical and prdaimals of priority setting.

Traditionally, outcome measures that are usedlatioa to health policy analyses refer to health
outcomes in a selected population (e.g. morbidiy mortality). However, my framework
identifies priority setting outcomes rather thaallieoutcomes. Health outcomes may be
influenced by priority setting decisions, but alsodanfluenced by a myriad of other factors such
as quality of care. It is difficult to directly asss the achievement of priority setting success by
measuring or evaluating health outcomes. Measumitogity setting success is possible by
evaluating direct priority setting outcomes suclngzoved stakeholder understanding, shifted

priorities, improved decision making, stakeholdereptance, and positive externalities.

The tool is made up of three parts: a survey, weers, and document analysis. The tool specifies
both quantitative and qualitative dimensions obpty setting and relates both to its procedural
and substantive dimensions. As the tool is appliedore health care organizations, it may
become more streamlined. Future research is rebigrdetermine the best combination of the
components; for example, the need for one-on-ateevilews could decrease and the use of
surveys could increase, since surveys are easianare cost effective to implement, and do not

require a trained interviewer. However, these ee-offs that would need to be assessed.

Two issues that are specific to the tool and remaamswered by this thesis, are timing of tool
implementation and, what priority setting procéss tool is best suited for (operational versus
strategic planning). Further research is neededdar to determine an appropriate time to

implement as well as the suitable priority prodessvaluate.
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The ideal timing for implementation of the evaloattool is not known. There are several
options, each with advantages and disadvantagss, décision makers/leaders could implement
the tool soon after a priority setting processasiplete. Disadvantages to implementing too soon
include: (1) actual shifts or changes from the pssgor lack thereof) will not be known and (2)
possibility of response bias (people will over itiigrthe process as good because they feel good
about the process). Second, the tool could be mmgeéed six months after the priority setting
process in order to allow stakeholders time toasteal changes. Disadvantages to this
implementation option are: (1) stakeholders migihgjét details of the process (history bias),
and/or (2) long-term changes will still not be ecapt. Ideally, the tool will be implemented each
time an organization goes through the specificrityigetting process and the problem of
capturing actual changes will be ameliorated. Hsellts of the evaluation tool can then be used

to improve future priority setting iterations.

Both operational and strategic planning are pyétting processes; the major differences are
that the former is short term and has a financiali§, and the latter is more often long-term,
conceptual and should have a guiding role in oerak planning. Strategic planning defines the
direction of the hospital and its priorities, wheseperational planning looks at budgetary

decisions (for example, to cut or reduce a clinpragram or to eliminate nursing staff positions).

The pilot study in this thesis looked at operatigtanning, and discovered that the tool was
successfully implemented, meaning that we now kti@at/the tool (and framework) can be used
in operational planning. The primary advantagesifg this tool for operational planning is
firstly budgetary, but it is also important to nét@t operational decisions directly impact
frontline staff more than strategic decisions; ¢fiere they might be better suited to answer

guestions. Second, since operational planningegalar process, it could be easier for
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participants to review previous year’s decision ingland more easily compare the processes.
However, disadvantages of using it for operatigahning include the several weaknesses found
during implementation such as the large percentéfalon’t know’ responses (discussed

below) and the issue with response rate calculation

The framework and tool might be better suited taded in strategic planning where, by its
nature, more stakeholders are involved and theegsois more multi-faceted. One advantage of
using this framework and tool in strategic plannimthat having more stakeholders involved in
the process would mean that the number of peopdeeanf the process would be larger (than if
used only in operational planning). Having moregeanvolved would translate into an increase
in information available for the process. Also,iseteadership may prefer to dedicate resources
to implement the tool for strategic planning whistmore elaborate and happens once every five
years, rather than operational planning which hapmeore frequently. Implementing the tool
during strategic planning would also work to beih@r improve) decision making at the
operational level. The conceptual framework ex@diaw a successful priority setting process
increases decision making quality at every levelligadvantage of using the tool for strategic
planning is the increased workload that stakehsld&wuld incur from doing a lengthy priority
setting process followed by a potentially lengtklaation (this has been discussed by Peacock
(1998)). Another disadvantage is that strategieaion decisions have less of a direct impact on

frontline staff, and staff might therefore lack #reowledge to answer some questions.

The tool is not intended to be a blueprint for ptjosetting practices. It is expected that thd too
may need adjustment according to each organizatimoritext (add or remove questions). While
the framework presents unifying ideas that undetiecessful priority setting, modification to

contextualize the tool is anticipated. (This iscdissed below in reference to future research).
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Testing and Implementation of the Tool
To determine the ‘sensibility’ of the tool to prityrsetting, it was critically appraised and pilot

tested. First, key informants (researchers andsabecimakers) assessed the overt format, and the
face and content validity of the tool. Second,dhee of use was assessed in the pilot test that was
preformed in a mid-size hospital in Ontario. Theragsal and the pilot test confirmed that the

tool could effectively evaluate the relevant featuof success identified in the conceptual

framework. The pilot test further confirmed theea$ use of the tool.

The analysis of the results from tool implementatioovided an excellent opportunity to assess
the usefulness of the data collected and the wbilithe tool to adequately capture the
characteristics of each element. One of the biggedtiems that came from this analysis was
from the survey component and the large percerdbgasure responses (‘I don’t know’ and/or
‘Not sure’). This overwhelming trend of unsure r@sges could have arisen for a number of
reasons. First, it could be poor wording of thesjioa or the response options; it may have been
better not to offer ‘l don’'t know’ as an option, torrephrase questions into statements to elicit
agreement or disagreement (for example: “Do yonkthie process was fair?” yes/no/l don't

know, would become “the process was fair” agresdgliee).

A second possibility is that the words themseleeshe meaning of the words, were unclear to
respondents. For example, in the question, ‘In @mpn to previous decision making or priority
setting at [the hospital], is there consistencie@soning between previous and the 2007/08
budgeting process?’, the term ‘consistency in neiagp is complex and can mean different
things to different readers. Similarly, the queasti®o you think the process was fair?’, where
69.5% of respondents said ‘I don’t know’, it is pitie that respondents did not feel that ‘fair’

was an appropriate term to use, or that they were mnsure of the meaning of the term ‘fair’
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than they were about the fairness of the procegaéstion. Similarly, it is possible that some

guestions were too abstract to relate to theiygagctice and experience.

Third, it is possibly inappropriate for front-lirtakeholders to complete the survey for this
particular type of priority setting exercise (anhioadgeting/operational planning); that is, it is

possible that respondents truly didn’t know thewaars to the questions.

The trend in the pilot results was that the pergaof ‘| don’'t knows’ decreased as the survey
progressed (this is an opposite effect than whawvaudd expect in a lengthy survey where the
percentage of ‘I don't knows’ increases throughveyrmprogression, sometimes called
‘respondents fatigue’). Therefore, a fourth podisjbior why ‘I don’t knows’ were so high early

on in the survey is that respondants were not denfiin their responses, and that this confidence

grew as the survey progressed.

Discussions with pilot test participants that faled the assessment demonstrated the usefulness
of the outcomes of the tool. More research needie twone to determine the validity and

consistency of the tool in other health care orzions and levels of the health system.
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6.2 Contribution to Knowledge

Relationship with Existing Literature on ‘Priority Setting Success’
Evaluating the achievement of success in prioatyirsg is difficult to do when ‘success’ has not

been defined. Other fields unrelated to health parity setting (such as education, business)
have suggested how to define and evaluate suatisssgsed in Section 2.4); within the priority
setting literature, a few studies and disciplingpgcific approaches have examined pieces of
successful priority setting (discussed in sectid). However, this research provides a more

coherent and comprehensive definition of succeas émy previously existing tools or attempts.

Some of the ten elements in this framework have lblescribed in other research. For example:
use of an explicit process (Martin & Singer, 20@@psideration for stakeholders’ needs (Stone,
1997), the use of a revision or appeals mecharidadden, Martin, Downey et al., 2005), and a
thorough communication plan (Bell, Hyland, DePédliegt al., 2004). Other elements have not.
This research brought the elements all togethethfofirst time into a comprehensive conceptual

framework.
In this section | will compare what my conceptuahfiework offers as a comprehensive
definition of successful priority setting with whatithors within the priority setting field have

identified as partial definitions of success iropity setting.

Compared to Accountability for Reasonableness (Elam@ind Sabin)

‘Accountability for reasonableness’ (A4R) was dissed early in section 2.3 as a framework for
evaluating fair priority setting (Daniels & SabR002). | argued that fairness and legitimacy have
been used as two surrogate goals to achieving ssige@riority setting. The four conditions of

A4R are reflected because they were embedded iDehghi study (Study #1) and because many
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of my interview participants (Study #3) explicitlgferred to them (See table 6.1). A4R is an
acceptable normative framework that has been ustdifiternationally and in Canada; it has

real-world applicability and traction among decisinakers.

The first condition of A4R, relevance, is similarttivo elements from my framework: stakeholder
engagement and consideration of values and corite&trelevance condition and stakeholder
engagement are both concerned with involving stalkieins to ensure that the right reasons are
brought to the decision making table. Like thevatee condition, consideration of values and
context, speaks to the importance of the bestalaiinformation as part of priority setting

decision making.

‘Use of Explicit Process’ is very similar to thecead condition of A4R, publicity, since both
incorporate a core focus of making the process ifaralitcomes) accessible to all stakeholders.
Use of explicit process takes the condition a ftegher by highlighting the importance of having

a process planned out from the start, includingraraunication plan.

Lastly, the third condition of A4R, revisions/ap{seas comparable to the revision or appeals
element of my conceptual framework. Both stiputhteneed for a mechanism for challenge,
including an opportunity for revising decisiondight of considerations that stakeholders may

raise.

The fourth condition in A4R, enforcement, is nakedily reflected to elements of my framework,
but it did influence the logic of creating the frework and tool, that is, enforcement refers to the
importance of regulation (voluntary or public) b&tprocess, and is an area that requires
improvement (Reeleder, Goel, Singer et al., 200bis framework and tool fit into the goal of

improving (or meeting) the enforcement conditionifaproving leadership.
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=10](SHe O eptua a ewo O pared to A outanb or Reasonablene
Elements Daniels and Sabin: ‘A4R’
Stakeholder Engagement Relevance Condition
Use of Explicit Process Publicity Condition
PROCESS |Clear and Transparent Information
Management

Consideration of Values and ContexRelevance Condition
Revision or Appeals Mechanism  |Revision/Appeals Condition
Stakeholder understanding
Shifted priorities /Reallocation of
resources

OUTCOMES |Decision Making Quality
Stakeholder Acceptance & Satisfact
Positive Externalities

My conceptual framework is complementary and adearaccountability for reasonableness’ by
considering the outcomes of a priority setting pss; whereas A4R focuses mainly on the
process of priority setting. Further, my framewadds information management as a key
procedural element for successful priority settiplgcing an emphasis on the importance of not
only communicating information, but of effectivatyanaging it through each step of the priority

setting process.

Compared to Gibson et al.

Gibson et al. (2004) identified six parametersumicess from the perspective of health care
administrators (three outcome elements and threaeps elements). Effect on organizational
priorities and budget is very similar to the outeoetement ‘Shifted priorities /Reallocation of
resources,’ as both are concerned with actual @simgresources allocation. Effect on staff is
most similar to ‘stakeholder acceptance and satisfd as both focus on the broad impact of
priority setting (satisfaction, morale, organizaibrecruitment and retention initiatives) and are
also similar to ‘stakeholder understanding’. Theird outcome parameter, effect on community,

is related to two elements from my conceptual fraor&: ‘stakeholder acceptance and
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satisfaction’, and ‘positive externalities’. Gibs®parameter and my elements capture a number
of variables: neutral or positive public media rgaition, improved public acceptance or
community support, improved public perception ditutional accountability, health care
integration through increased partnerships, entthadacation/research peer recognition, and

emulation by other organizations.

Gibson et al. also identified three process pararseEfficiency of priority setting process has to
do with capacity and ease in decision making se‘af explicit process’ also deals with these
issues as well as concerns about transparencyutidity of the process. Gibson talked about
“conformity with the conditions of ‘accountabilifpr reasonableness™, which, in my framework
can be compared to the ‘revisions or appeals mésinarlement. The last process parameter is
‘fairness’, which included: considerations for gh&lders’ understanding, stakeholders’
engagement, justified and reasonable decisionsjstent and fair process, and Winners/losers
issues well-managed. Again, this parameter diregethbtes to two elements: “stakeholder
engagement” and “use of explicit process”. In Tdb | map out the comparison between my

conceptual framework and the parameters identifieGibson et al.

My framework is complementary and advances Gibsah ley widening the scope of stakeholder
involvement in data collection. Data was colledte&ibson et al through a series of workshops
with board members and senior leaders at two RHWsome hospital, whereas data collection for
my study was done with over 200 participants ragdiom the patient level to Senior
Administration, allowing for a more complete (opresentative) representation of successful

priority setting.
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Table 6.2: Conceptual Framework compared to Gibsoet al

Key Element Gibson et al.
“Parameter of Success”
Stakeholder Engagement Fairness

Use of Explicit Process

Efficiency of Priority Setting Process
& Fairness

PROCESS Clear and Transparent Information
Management
Consideration of Values and Contex
Revision or Appeals Mechanism  |Conformity with the Conditions of

'Accountability For Reasonablenesg

Stakeholder understanding Effect on staff
Shifted priorities /Reallocation of  |[Effect on Organizational Priorities
resources And Budget

OUTCOMES |Decision Making Quality

Stakeholder Acceptance & Satisfact

Effect on Staff &
(Effect on Community)

Positive Externalities

Effect on Community

Compared to Teng et al.

Teng et al. (2007) presented “essential elemeritaficove priority setting”. This study found

that decision makers desired a more explicit fraor&wr process for priority setting, which is

comparable to the ‘use of explicit process’ in manfiework. Both have the desire for explicit

priority setting that is well communicated and ddegate of all stakeholders at their core. Teng’s

‘stakeholder involvement’ is similar to ‘stakehal@agagement’ in that both highlight the

importance of stakeholder opinion and participatibeng highlights that increased engagement

can lead to shared vision in priority setting, @portant piece in priority setting culture. Teng’'s

‘priority setting culture’ is captured in my condegl framework through ‘decision making

quality’ where a key indicator is to make prioriigtting a part of organizational culture. (Table

6.3)

The essential elements brought forward by Tend) refparesent an important piece of successful

priority setting; however, their elements do naiyide a complete illustration of success in

priority setting. My framework is complementary gmbvides a more comprehensive
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representation of the elements of successful pyisgtting. Teng et al. also indicate that lack of
tools for priority setting is a barrier to improvent in priority setting- - the conceptual
framework (and evaluation tool) developed in thissis fill this gap by providing a priority

setting tool.

Table 6.3: Conceptual Framework compared to Teng el.

Elements Teng et al.
“Elements to Improve priority
setting”
Stakeholder Engagement Stakeholder Involvement
Use of Explicit Process Explicit Priority Setting Process
PROCESS - . . .
Clear and Transparent Information Increased quality of informatiory
Management

Consideration of Values and Context
Revision or Appeals Mechanism
Stakeholder understanding

Shifted priorities /Reallocation of resourg
OUTCOMES [Decision Making Quality Priority Setting Culture (shared
priority setting vision)

Stakeholder Acceptance & Satisfaction
Positive Externalities

Compared to Mitton and Donaldson

Mitton and Donaldson (2002) surveyed priority sejtdecision makers and reported that they
have a “desire for pragmatic assessment of benéf@tision-makers felt that there was no clear
process for setting priorities and were unawarefpriority setting tools available. They also
found that politics have a central, and often sigpeole over ‘hard’ evidence in priority setting
decisions; more of a balance was desired. ‘Cledti@msparent information management’ aims
to address the issue of imbalanced informationiddmt makers in the survey desired more
dialogue with key stakeholders including physiciand the public, which is similar to
‘stakeholder engagement’ where dialogue with botérnal and external stakeholders is
recommended as a key element of successful pregtting. Decision makers felt that an explicit

priority setting process would be useful; thisaptured by my framework through ‘use of
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explicit process’ which outlines the importancettth@ process is clear, transparent and

understood by decision makers and other stakels(d@able 6.4).

Table 6.4: Conceptual Framework compared to Mittonand Donaldson

Elements

Mitton and Donaldson
‘what decision makers want in a
priority setting process’

Stakeholder Engagement

Increase communication/dialogue
between stakeholders

Use of Explicit Process

Establish an actual (more systematic)

PROCESS process for developing priorities (e.
PBMA)
Clear and Transparent Informatiorjincrease quality of information/data
Management used
Consideration of Values and Cont
Revision or Appeals Mechanism
Stakeholder understanding
Shifted priorities /Reallocation of
resources
OUTCOMES |Decision Making Quality

Stakeholder Acceptance &
Satisfaction

Positive Externalities

g.

Mitton and Donaldson found that decision makersrdes explicit framework and that there

remains a role for academics in presenting optéansproviding guidance. My framework is

complementary and advances this thinking by progai framework that is functional for both

decision makers and stakeholders. Mitton and Daoalélso pointed out that there is a lack of

meaningful measures to compare diverse healthacingties and inform policy decisions. My

framework and evaluation tool addresses and baildis, providing a common language for

evaluation and comparison. In addition, my studypiwame step further by using a broader

sample than that of Mitton and Donaldson, who fedusn decision makers in one province

(Alberta).
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Compared to Mitton and Patten

Mitton and Patten (2004) surveyed decision makef3algary health region pre and post PBMA
implementation. Their study highlighted the needifiqportant and clear information
management, which is supported by my research sidecmakers in their study pointed to the
need for more information and greater dialogueriorjpy setting, the latter of which can be
compared to ‘stakeholder engagement’ in my fram&wbiney also held that opportunities for re-
allocation and re-investment are needed, whicimigas to shifted priorities /reallocation of
resources, but different in that Mitton and Pa#tea it more as a process component, whereas in
my framework it is an outcome element. My reseatgbports Mitton and Patten’s argument that
in order to make priority setting part of a leagorganization (decision making quality in my
framework), a priority setting process needs tmbezpart of routine planning. They conclude
that greater dialogue (increased communication)ezah to greater understanding in the overall

priority setting process (an outcome element offragnework) (Table 6.5).

able © O eP A A ewo O palred 1o ONnana alle
Elements Mitton and Patten
Stakeholder Engagement Greater dialogue/stakeholder
involvement.
Use of Explicit Process
PROCESS Clear and Transparent Information Better information through
Management multiple forms

Consideration of Values and Context
Revision or Appeals Mechanism
Stakeholder understanding

Shifted priorities /Reallocation of resourgProvide opportunities for re-
allocation and re-investment
OUTCOMES [Decision Making Quality The process needs to become
of routine planning

Stakeholder Acceptance & Satisfaction
Positive Externalities

Again, my framework is complementary to the surlgitton and Patten. | also build on their

work by spending time looking equally at procesaas outcomes. Mitton and Patten focused on
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types of information the decision makers wantedciiwas not originally covered by my
research. However, an important finding that hanksded to the ‘information management’
element to boost the comprehensiveness is thagideanakers want information in multiple
forms, including better information on ‘capacitylienefit’. In Mitton and Patten’s study,

participants talked about ‘hard’ and ‘soft’ infortiman (e.g. anecdotal stories and expert opinion).
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Summary
To summarize, my research is complementary to pusvstudies that identified pieces of

successful priority setting, and it builds and exggupon these previous works by describing a
broad range of stakeholders’ views about succepsifulity setting and synthesizes them into one
conceptual framework that can be used by decisi@kens to improve priority setting. Table 6.6

shows that each element in my framework has besusled by at least one author.

»
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Elements A4R Gibson Teng Mitt/Don | Mitt/Patt

Stakeholder
Engagement

Use of Explicit
Process

Clear and
Transparent
Information
Management
Consideration of
Values and Conte
Revision or
Appeals . o
Mechanism
Stakeholder
Understanding
Shifted Priorities
Reallocation of U ]
Resources
Decision Making
Quality
Stakeholder
Acceptance & .
Satisfaction
Positive
Externalities

Process

Outcomes

My framework provides a comprehensive image of essful priority setting, which supports
and is supported by the existing literature. Myrfeavork also re-introduces elements that had not
been as prevalent in the literature (e.g. stakemaldderstanding), but are equally important in

striving for success in priority setting. Priorttos thesis, the dominant literature was focused on
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process elements; this framework is unique initredds outcome elements to the comprehensive

view of successful priority setting.

Gaps in Knowledge

In Chapter 2 (Section 2.5), | identified two gapknowledge. In this section | will describe how

| answered the questions that had been left opehdse knowledge gaps.

GAP #1: There is No Comprehensive Definition of &ssful Priority Setting

No single study has attempted to provide a broadasehing definition of succesg
priority setting. There is no consensus about howefind successful priority settiy
While a few studies have reported on pieces of phablem, there has been
attempt to develop a comprehensive and integratedefwork that combines all
the pieces. A4R provides a framework to evaluaimdas in priority settingThis
research attempts to fill this gap by providingpaprehensive definition of success.

This study has allowed us to identify and illumaé&tn elements germane to successful priority
setting from the perspectives of decision makedsgatients from Canada, and priority setting
scholars from around the world. A few studies hdescribed decision-makers’ views of priority
setting, but this study advances the priority sgtknowledge through use of a broad range of
participants in our three studies (i.e. decisiokens from over 50 institutions across macro-,
meso- and micro- policy levels, patients, and ima&onal priority setting scholars), and the

richness and specificity of the ten elements watitled.

The creation of a comprehensive conceptual frameigaan important step forward in priority
setting literature. The framework was developedugh the lens of priority setting decision

makers and stakeholders, and fills a gap in knogdda providing guidance for decision makers.
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In other words, it was created by stakeholdersstakeholders. The conceptual framework
provides an overview of successful priority settiryglisting ten elements to achieve success
(stakeholder understanding, shifted resourcessidecinaking quality, stakeholder acceptance
and satisfaction, positive externalities, stakebohgagements, explicit process, clear and
transparent information management, consideratimalaes and context, and revision or appeals
mechanism). Other studies have described some@l¢ments of success, which this research
illuminates, however most research has only focased piece of the problem while this

research provides a comprehensive view.

This research is the first comprehensive descnpifcsuccess in priority setting across
stakeholder groups. This work provides meaningaaddfinition to the abstract concept of
successful priority setting and provides concretms to help facilitate discussion around
successful priority setting. Further, organizationg have an identifiable target. Through the
development of the conceptual framework and théuatian tool, organizations and priority
setting scholars have access to a common langBgg#efining the concept of successful priority
setting, it can be discussed more frequently anamorposefully. As research continues, this

can work to benefit priority setting in many ways.

The conceptual framework is a broad descriptiothefnecessary elements of successful priority
setting. Decision makers and stakeholders stilettavevaluate their organization in order to
contextualize the framework. In other words, tinggrfework isn't ‘one size fits all’. The
framework attempts to describe ten elements tleaingportant for achieving successful priority
setting, however, it assumes that the organizégi@oming from a stable environment with
existing mission, vision, and values statementd,isialso an organization that is open to change.
In order to effectively use the framework, an oiigation should have several facilitators in place

(such as a culture to learn, leadership, resouarespthers (Mitton & Donaldson, 2003)).
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Facilitators for achieving success in priority seftprocess have been defined in the literature.
Examples include: leadership and/or process chani{Bieeleder, Goel, Singer et al., 2006),
learning culture, resources, (Mitton & DonaldsodQ2) and commitment to process (Teng,
Mitton, & Mackenzie, 2007). For this reason, anamigation lacking any of the aforementioned
elements might not find the framework very helpfuits current construction. In this case, an

organization could use the framework as a tootleweloping organizational direction.

GAP #2: There is No Tool for Evaluating the Achieent of Success in Priority Setting

Given that we lack consensus on the meaning ofesgtal priority setting, we ha
no tool for evaluating priority setting decisions in an acteaintext. Outcon]
measures are helpful in evaluating the successhetlih care organization, but t
do not provide a complete picture of successfulorfiyi setting. A mor
comprehensive tool is neederhis research attempts to fill this gap by depig &
tool to evaluate the achievement of success inmipyrisetting.

Based on the conceptual framework, | developedratuation tool which is intended to help
health care organizations identify strengths armqbdpnities for improvement in their priority
setting and resource allocation activities. Thduation tool has three components: a survey,
one-on-one interviews, and documents analysis.eVhakiation tool is intended to be used by

health care decision makers involved in priorititing activities.

This is the first attempt to create a tool to eatduthe achievement of success in priority setting
in health care organizations. The combination ef ¢bnceptual framework and the evaluation

tool provide a definition to the previously vaguion of successful priority setting.

Further research is needed in order to determmédist implementation method for this tool.

Currently, this study shows that it is possibledarindividual external to the organization to
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come in and implement this tool; however, in thiglg, the external researcher (SS) had
knowledge and expertise in the field of prioritytse. This may not be the case in every

situation.

This evaluation tool is an important contributionthe priority setting field since it is the first

its kind. Currently, there is no comprehensive wagvaluate an organization’s priority setting
activities. Priority setting has been evaluateagishe ethical framework ‘accountability for
reasonableness’, but those evaluations focusedime$s, which is only one aspect of priority
setting. This tool takes the evaluation beyondhiss to evaluating the achievement of successful
priority setting. Fairness is a component of susitépriority setting, but it is not the only

indicator.

Economic evaluations have also been used to eeghnitrity setting, but there is no consistent
set of indicators or methods to be used to askess. {This research filled a gap in knowledge by
presenting an original tool which can be used ysiien makers who are involved in priority
setting activities daily. The main strength of ttusl is that it provides an organization the
opportunity to evaluate their priority setting asek good practices as well as areas of needed
improvement. The tool does not provide ‘best pcadti or solutions to areas of needed
improvement - - this could be an add-on, but naliy part of the tool. It could enhance it's
usefulness to health care organizations; howeweould require constant updating and therefore
would not be as comprehensive a tool. Again, this possibility for the tool, but not one that was

pursued during this research.
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6.3 Implications of this Research

Implications for Policy and Practice
The conceptual framework and evaluation tool thedtencreated from this research can guide the

development, implementation, and evaluation ofrisigetting activities in health care
organizations across Canada. The framework ancc&oprovide guidance for decision makers
in their priority setting. Further, by consideritige ten elements of the framework and
implementing the evaluation tool, leaders can n&&ps to improving priority setting in health

care organizations.

1) Guidance for Decision Makers
The conceptual framework, the evaluation tool, gnedlessons learned through this study provide

practical guidance to decision makers across thatop More than that, the tool and the
framework provided will assist in improving heattare leadership. Studies have shown that
leaders want guidance; Reeleder et al. identiBadérship as the aspect of priority setting most
in need of improvement (Reeleder, Goel, Singet.e2@06). It is the goal that the conceptual
framework and tool from this research will provalstrategic and practical improvement tool for
leaders, along with a common language and the tpgtr to increase priority setting capacity

within organizations (an important finding from Rkeet al. (2006))

The conceptual framework and evaluation tool prexddcision makers with a means to create
successful priority setting within their organizatiwithout the need for expertise or special
knowledge of existing priority setting tools. Thidl ultimately improve the quality of decision

making in health care organizations.
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Decision makers can use the conceptual framewattkein daily activities as a guide to ensuring
that successful priority setting is achieved. Ragabministrative activities (such as budgeting,
strategic planning) and even unexpected priorit§ireedecision making (such as a natural
disaster) can be improved by using the ten elenwntis framework as a starting point for
process planning. The evaluation tool can also wmikiprove any decision making process by
evaluating the outcome of a process, and by promatiganizational learning and stakeholder
satisfaction. Both the conceptual framework andetveduation tool are easy to understand and
easy to use. The conceptual framework can be nsmédiately by decision makers and priority
setting scholars nation-wide. Although further sgsh is needed to determine the applicability of
the tool in various health system levels (i.e. mesanacro vs. micro), decision makers can still

make use of the tool in its current format.

Further research in other organizations and irediffit health care contexts would allow for the
comparison of lessons between hospitals and coaldde an understanding of the problems
faced in various hospital contexts. It is helpfuhtave an idea of the level of priority setting
success that is currently achieved by health cest@utions. By applying the evaluation tool in
numerous health care organizations (at the maatoraso levels), we could:

1. capture lessons from priority setting experienbas tould be used to improve future
priority setting processes;

2. bring that learning into academic literature, iniathhospital priority setting is under
described, and in particular to provide leaderghifhe form of ‘good’ practices that can
be shared with other health care organizations; and

3. cultivate learning organizations.

The conceptual framework can also be used whemiplgra priority setting exercise. By
considering the ten elements important for suctepsority setting, decision makers can work

toward achieving success (or improving prioritytisg) from the planning stages of priority
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setting. When planning a priority setting procgdanners should focus more on the process
elements of the conceptual framework. Once thegqa®ds planned out and is in the
implementation stage, priority setting plannersusthdocus on the outcome elements of the
conceptual framework and attempt to maximize sucbgsachieving the five outcome elements.
The conceptual framework and evaluation tool atgush to be used in major decision-making
processes; they can ultimately foster a learnigguization for all staff allowing them to learn
good practices and opportunities for improvememnatagies for good decision-making and

organizational involvement throughout the process.

2) A Useful Evaluation Tool
The evaluation tool developed in this researchipiessa guide for decision makers to improve

the quality of their priority setting. The toolilgended to be used by senior leadership (CEOs,
CFOs, executive directors, etc) in health caremmmgdions across the country. Since the pilot test
was performed in a meso-level organization, théitocurrently best suited for meso-level
organizations (though further research is suggestethke the tool useable in other contexts at

all levels of health care).

Through this tool, health care decision makershmasked to rate themselves on their
organization’s ability to promote a successful ptyosetting process. This tool could be used to
advance priority setting practices in health caganizations nation-wide. Through its use, an
organization will be able to identify areas of gquodctice as well as areas needing improvement.
Areas of improvement could be included in perforogaagreements (for e.g. Ontario’s

Accountability Agreements (Reeleder D, Goel V, 8inBA et al., 2008)).

The evaluation tool can help facilitate and essibjood priority setting practices within health

care regions; for example, the new Ontario Localthelntegration Networks (LHINS). LHINs
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could use the evaluation tool in their regions arghte incentives for sharing successful priority

setting practices.

This evaluation tool provides the opportunity fealth care organizations to build capacity in
priority setting decision making. Any priority setj or decision-making processes should be fair
and rigorous with an explanation of the reasonsngetiecisions (Daniels & Sabin, 1997). Use of
this evaluation tool could facilitate a greateraiaifity to incorporate relevant information for
decision making with the potential for greater feag and innovation. The evaluation tool can
provide explanation and further rationale to stakedrs on priority setting decisions and reasons.
This, in turn, can be a learning experience, nbt for the health care organization itself, butoals

for other organizations and decision makers.

The results of the pilot study may help to improvganizational priority setting within that
hospital, and can also provide guidance for otlesphals nation-wide. My experience with the
tool shows that by working toward achieving suceéesmy decision making process,
organizational learning can improve, capacity fecidion making could increase, and ultimately
the priority setting process could become more esafal with each iteration. This tool can help
increase transparency and inclusivity in decisiakimg; further research is required to verify
this. If the results are shared broadly with otiealth care organizations, the lessons learnt from
one organization’s priority setting can be usetdlp improve priority setting across a health

care region or system.

More research is required to contextualize the gimosuit different organizations) before it can
be used by decision makers and leaders in anyhhesde context. This includes determining the
best time to implement (how long post-process),intathe tool more user-friendly (stream-line

components), and determining the most approprisdgeifor the tool (strategic planning versus
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operational planning versus other priority setémxgrcises). All of these issues are discussed

throughout this chapter.

Second, the alignment between the conceptual framieand the tool needs to be improved and
simplified to allow individuals (internal to theganization) straightforward implementation and
analysis. As it currently stands, a researchersgetave intimate knowledge of the conceptual
framework, the tool, and their relationship to @m@ther in order to analyze the results of the

tool. This limitation should be minimized with fuuiterations and pilot tests.

Third, the appropriate role of the public in thelesation tool needs to be determined. In the pilot
study, the public was not involved in surveys (deiviews), so it is difficult to know if this tool
can be used by the public in its current form. Befwe can determine the appropriate role of the
public, it is important to define what is meantthg term public. The meaning of public might
also change depending on what priority setting @sec¢he evaluation is used for (strategic versus
operational). In general, hospitals are publiclycamtable for the use of funds generated through
taxation; this would be one meaning of public. Geaeral public should have a role at the
strategic level. Another meaning of public is thed® are most affected by the decisions;
democratic justice requires that those affected dgcision (particularly the most vulnerable and
least powerful) should have the opportunity touefice it. At the operational level, specific
patient and staff population views and perspectaregelevant since they will be most directly

affected.

3) Education for Leaders and for Organizations
Improved priority setting can, ideally, lead toostger and more cohesive organizations. As

stakeholder engagement increases, so will stakehsédisfaction, which could help in

facilitating a culture that is aware of the needdnority setting and the best way to meet that
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need. Specifically, by following the ten elemerdsguccessful priority setting, organizations will
start to form better habits in priority setting.elten elements of successful priority setting aan b
thought of as ‘Ten Habits of Successful Prioritytig’ in health care organizations. By

committing to evaluate priority setting, a succekkfarning organization is created, and, in turn,

can work to create a more successful health sygteugh the sharing of lessons learned.

Currently, lack of quality leadership is a sigréiint barrier in every health system. As Reeleder et
al. (Reeleder, Goel, Singer et al., 2006) pointatl effective leadership is required for fair and
legitimate priority setting. They also found thia¢ tenforcement, or leadership condition of
‘accountability for reasonableness’ was the coadithat left the most room for improvement. It

is important to note that leadership is a requirgrfier implementing the conceptual framework
and evaluation tool from my research. Once a champi a leader commits to using the
framework and tool within an organization, capadaitglecision making can only be bettered and

priority setting improved.

Martin and Singer (Martin & Singer, 2003a) presdradramework for improving priority
setting: describe-evaluate-improve. This stratelggcribed in Chapter 2, involves combining
case study research to describe priority settimtgrdisciplinary research to evaluate, and action
research to improve priority setting. This strateggn important part of leadership, and can build
capacity for leaders - - this strategy can be tiyexpplied to my research.

1. Decision makers (leaders) need to describe thgarozation’s priority setting activities,

made possible through the use of the evaluation too

2. Next, decision makers need to evaluate the prisgtjing by comparing the results from
the evaluation tool with the ten elements of theceptual framework; what are the areas

of good fit, what areas need improvement?
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3. Lastly, decision makers can work towards impropnigrity setting by tackling areas

needing improvement.

Implications for Other Countries, Cultures, and Hedth Systems

The framework and the evaluation tool were creatdbe context of the Canadian health system,
and although this limits international applicalyilit may be that both the framework and the tool
can be used to enlighten priority setting practioésrnationally. Further research is needed to
determine the exact use of the framework and toother countries, cultures, and health systems
(discussed below); however, by becoming awareeshehts of successful priority setting in the
Canadian context, other countries can begin tauat@lor compare elements of success in their
own organizations. Lessons learned through thécgtign of the tool can be shared with other
countries, and hopefully decision makers will bkedab see elements of their own priority setting

in some of the results.

As mentioned above, the lack of effective priosgtting leadership is a significant barrier in
every health system. If the conceptual framework @raluation tool can be the starting point for
conversations about success in priority settingjlitbe a positive endeavour. Kapiriri and

Martin (Kapiriri & Martin, 2007) advocated for theed to improve priority setting in developing
countries since current priority setting processespolitical and value-laden. They argued that
the information and tools available to decision erakn these countries are insufficient and
suggest an approach to improving priority settimgeveloping countries that includes three
strategic foci: (i) capturing current priority set practices, (i) improving the legitimacy and
capacity of institutions that set priorities, aiij eveloping fair priority setting processes.
Martin and Singer (Martin & Singer, 2003a) speakhfirst focus by providing methodology to

describe, evaluate and improve priority settingsTasearch can speak to the second and third
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foci by providing a means to enhance awareneskeofents of successful priority setting and, in

doing so, to build capacity.

6.4 Limitations

Limitations of Individual Studies
The three studies undertaken in this research liraitations. All three revolved around

gathering the views of stakeholders regarding ssfaépriority setting, but from different
perspectives. While each study had a similar metlogy for data analysis, each used different

strategies of data collection. While the limitasaare similar, there are some differences.

Each study was limited by its participants; themgeand results from each study are not
generalizable to other stakeholders. Generaliz&laisybeen defined as the degree to which the
findings can be generalized from the study samptbéd entire population (Polit & Hungler,
1991) p. 645). However, the rich description thiglg has presented still provides a valuable
contribution to the knowledge base of successfority setting. Studying more stakeholders in
other contexts would provide an ever richer desionpand is a potential for future research and

refinement of the elements of success presentiulsinesearch.

It is possible that the views provided by partioifzain the three empirical studies were shaped by
social desirability bias, and responses given énitterviews might not correspond to what the
various organizations actually do in terms of ptjosetting. However, we found no glaring
inconsistencies between the interview data andélcementary support in data collection,
suggesting that what participants were saying wéisé with what was actually happening in the
organization. It is also possible that because amjigpant pool contained a majority of decision
makers and leaders and not toward the public (@ietupatients and community), that the

conceptual framework (and evaluation tool) was sgtward one stakeholder group. Had |
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included more public perspective in the empiricgtadcollection phase, there might have been
more emphasis on stakeholder involvement and emgstivat patients/public were included as a
key stakeholder group. Since the general publinatanake decisions at the level that hospital
administrators do, their input is the most theyhigxpect to contribute. The existing
‘stakeholder engagement’ element could be brokemdboto types of stakeholders to ensure that
a successful priority setting process includedohi@ions of public stakeholders as well as
internal staff. Furthermore, more emphasis on thi#iqty aspect of both the process and the
outcomes could allow for the public to be involmdfirst being informed. More public
involvement might dictate a strong education pre@sment. As it is now, education is captured
in the outcome ‘stakeholder understanding’, wherifethgre was more public involvement this
might become a process element. In general, | arfidant that the participant pool in the three
empirical studies, along with the member checksuesd that the public voice was heard and

included in the conceptual framework and evaluatarh.

The use of ‘accountability for reasonableness’ gsiding framework leading off Round #1 was
a limitation specific to Study #1 (the Delphi conses panel). | deliberately chose to use the
existing ethical framework ‘accountability for remsbleness’ as a starting point for discussions
because, as discussed in Chapter 2, it has treatiomg decision makers and is a preferred
framework of priority setting researchers interoadlly; it is a useful tool and a practical guide t
develop, implement, and evaluate fair priority isgtprocesses. Despite this deliberate choice to
use ‘accountability for reasonableness’ as a ggittammework, the possibility remains that the
conceptual framework (and therefore the evaluabof) is biased to the four conditions of

‘accountability for reasonableness’.

The main limitation for Study #2, the one-on-onidiews, was its focus on Canadian decision

makers. The sample of decision makers was broafeamdaching; however, some areas were
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clearly under-represented, such as mental hedithviews expressed in this thesis may not
accurately represent the exact environment prisetying decision makers are facing today,
especially in provinces such as Ontario where regdipation through LHINs is causing changes

to many health care policies, including priorityteg practices.

Study #3, the focus groups, used an innovativenigale called circle-within-circle. This novel
technique might be considered to be less robustukeng traditional focus group techniques.
While we could have used a traditional focus grapproach, the circle-within-circle technique
provided a unique opportunity to have a discussiith both patients and decision-makers. It is
my belief that the final focus group (where boté ttecision makers and the patients discussed
priority setting together) would not have beenragffil had there not been the earlier focus
group discussions allowing the patients to disquesity setting without the decision makers

present (causing potential power relations).

In amalgamating the three lists of successful fiyigetting from the three empirical studies, |
made the decision to eliminate ideas/elementsibet only discussed in one study. This
decision was made after analyzing the data in @gdeeand discovering the similarities between
the three studies and the lack of consistency;ishatith the exception of two, most items were
discussed in all three studies. First, in the omeoe interviews, ‘external guidance and/or
directives’ was discussed, but not elsewhere; & tharefore not included in the final list.

Second, ‘education’ was discussed in the focuspggdmore so by the patients); this was also not
included in the final conceptual framework. Itmsgortant to note that before these two elements
were omitted, | re-analyzed all the data usingeéaxal guidance and/or directives’ and

‘education’ as thematic codes: | searched throligheatranscripts to see if anything was said

that would fit into these codes.
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It was impossible to calculate the survey respoatefor the hospital pilot test, due to
complications in administration. Recall from theuks (section 5.2) that the survey went out to
the entire hospital instead of a select (and ctiatfpgroup. Using demographic information
from the survey, | know that the majority of resgents were front line staff with little to no
experience with the hospital budgeting (priorititisg) process. It is possible that the front line
staff who responded did so because they were diaged or angry with not being involved in
the priority setting process. It is also possiblat there were front line staff who were involved,
but who did not respond to the survey. Howevengheas no evidence to suggest that this was
the case, and to be sure, data was analyzed ufitey éor involvement in the process. Another
limitation to understanding front line staff perspee is that one-on-one interviews with front
line staff were not performed. Future pilot te$tsidd complete one-on-one interviews with a

sample of all stakeholders, including community patlent groups.

Limitations of Study Overall
Overall, the primary limitation of this researchtsgeneralizability. The results reflect the veew

of a wide range of key stakeholders, but mostmma the Canadian health system, and they may
not represent the views of stakeholders in othent@es or cultures. The sampling technique was
designed to probe a robust range of perspectiwethdt research is required to determine the
wider applicability of the elements described hétewever, the goal of qualitative research is
not generalizability. Rather, it is to provide efridescription of context-specific phenomena that

have an independent, valuable, and significant mgan

Priority setting is about putting forward recommatioins or making changes to allow more
benefit to come from the available resources. ttepto determine if priority setting was
successful it is important to know if those recomdegions were implemented, and if they

caused success (greater benefit of the resouseepposed to if they had not been implemented.
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This research does not make the distinction betvagaiority setting exercise and implementing

the recommendations from the priority setting ebsex.c

If | were to perform this study again, | would dgsihe three studies to feed into one another.
For example, | would present the results of ondysta participants from the next study for
comments and feedback. While member checks were fdorall three studies, allowing for cross
referencing of the results may have built moreurgato the conceptual framework and
evaluation tool. It would also be interesting tol aore public stakeholders to the discussion to
ensure that the elements were truly based on astadleholder perspective. It is possible to take
the existing conceptual framework and tool and gmethem to a public audience to gather
feedback and potentially revise them. Doing thisildancrease the legitimacy of my framework

and tool and increase their acceptance by all std#ters.

I would also be more careful of leading questi@specially in Study #1, the Delphi, where
participants were guided by the ethical framewaidcountability for reasonableness’. While |
feel strongly about the merit and internationakfical applicability of A4R, its explicit use

caused some questions surrounding the key eledent&d from the research.
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6.5 Conclusion
Future Research

1) Empirical Studies to evaluate the conceptuah&aork and the evaluation tool in different
contexts

The evaluation tool will need to be adjusted fartehealth care organization context. While the

framework presents unifying ideas that underliecessful priority setting, modification to

contextualize the tool is anticipated.

a. Within the Canadian System

In order to refine the evaluation tool, a pilotdstwas conducted at a mid-size urban hospital in
Ontario. This pilot study was extremely useful @tetmining areas of needed improvement for
the evaluation tool, as well as sorting out issafesemantics and of comprehension. In order to
make the evaluation tool useful for health carepizations across Canada, more pilot testing is

required.

Recall that during the face and content validigtitey of the evaluation tool, one respondent said
that the tool would need to be contextualized tblser organization; ideally, after several
iterations the tool will have contextual modificats to meet these needs. By piloting the tool in
other organizations of various sizes and levelsijlitbecome a more substantial and influential

instrument for health care decision makers.

Piloting should be done in a variety of health canganizations across the country. Ideally, pilots
would be performed in different hospital localegét vs. urban), different hospital types

(community vs. teaching), and different levels o$§pitals (tertiary, quaternary). Pilots would
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need to be conducted in health care organizatithres than hospitals in order to make this tool

accessible to organizations such as long-termfeaigies and mental health organizations.

As more pilots are achieved, the reliability antdity of the tool will become stronger. Recall
that in this research, | tested for ‘sensibility'tloe tool (face and content validity and ease of
usage). The more validity the tool can accrue thincaubsequent tests, the stronger and the more

reliable of an evaluation tool it will become.

b. In other Countries and Cultures

To take this tool another step further would begen it up internationally. Again, in order to
ensure that the tool would effectively capture othemographics, pilots would need to be
conducted in other countries. The conceptual fraonkwand evaluation tool from my research
can be used to improve priority setting in develgpiountries by providing a common language
and an easy to use tool, which is somewhat ansgv&@piriri & Martin’s call for improved

priority setting in developing countries (Kapir&iMartin, 2007).

It is also important to test the tool and framewatlkernationally to determine applicability and
context. For example, Mshana et al (Mshana, SheMdawi, Momburi, Olsen, Byskov et al.,
2007) illustrated the appeal of ‘accountability feasonableness’ with Tanzanian decision
makers. They focused on improving priority settingbugh capacity building with district
planning teams and showed that it is possible pddment A4R, however, it is not clear as to
whether actual improvements in priority setting vgained. The conceptual framework and

evaluation tool from my research can be used ttuatatheir process.
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Another potential location for application is Megjavhere the government is undergoing a large
health system restructuring (discussed in Chaptértits would not only test the framework and

tool in an international context, but it would atest it at the macro level.

c. With the Public

In order to determine the best place for the publiparticipate in the tool (when, if at all), more
pilot tests need to be carried out with the puldlisove | discussed two possible definitions of the
public: the general public and the affected publizolving the public' may take a variety of
forms and there may be some evaluation questioesengublic involvement is more relevant

and some engagement modalities which are morebutia address these questions to the public.
Research will need to be done to determine ap@tpguestions, appropriate format, and

appropriate timing for public involvement.

2) Quantitative Studies to Confirm Conceptual Franom and the Evaluation Tool
As | have already noted, the tool which | have @éaatisfies criteria for sensibility. However,

further statistical validation is a requirementofy newly developed tool. The main ways to
validate a tool is through tests of reliability @8 Feinstein calls it, ‘consistency’ (Feinstein,

1987)) and validity (primarily criterion and congtt validity).

Consistency can be evaluated both internally abereally. External consistency can be tested
by reapplying the test to the same entity. If @lgs similar results when tested by the same
person, it demonstrates intra-observer reliabilitit. yields similar results when tested by anethe
person, it demonstrates inter-observer reliabibye to the impact of time (and potential testing
bias), testing this tool by the same person mightyreld any fruitful results. It may be helpful to
perform another pilot test with two separate ressens to implement the tool; if the two

researchers came out with similar results, we castime some sense of external consistency.
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Internally, the consistency of this tool is lesievant since it does not use a sum of scores within
the measure to determine success. However, infam &f streamline the tool, it would be
valuable to measure its performance consistencyrdechal homogeneity to reduce the
duplication of questions. While these two attrilsutan be tested using statistical methods (split-

half or Cronbach’s alpha), doing so was beyondstiope of this thesis.

In the absence of a definitive standard of priosigjting, there was nothing against which to test
our tool in order to gain validity. To combat thiinstein suggests ‘consensual validation’
(Feinstein, 1987), which involves experts (or “agprate authorities”) discussing and agreeing
on the correct standard against which the todiéa tested. This, in effect, was done for the
conceptual framework in Study #1 of this reseatioh,Delphi Consensus Panel. This could be
done again using the tool and broadening the gobtigppropriate authorities”.
Suggestion 1: create a survey asking how impogaci element in the conceptual
framework is and send to a large number of decisiakers locally, nationally, and
internationally
Suggestion 2: create a survey asking how well dacision maker's (or organization's)
current practice scores on each element
Studies using approaches similar to the suggestiboge have been performed in other areas of
research. For example Reeleder et al. surveyedi@@&Os and asked them to rate their

organization’s priority setting efforts on meetifg four conditions of ‘accountability for

reasonableness’ (Reeleder, Martin, Keresztes,1G05).

Validity can also be proven (or gained) with sulssy iterations of the tool. Feinstein calls this
‘validation by application’, whereby we determinbat happens as the tool is implemented,
noting its ability to predict, identify, and/or tnsct on our construct (successful priority setting

(Feinstein, 1987).
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3) Create a forum to capture experiences and $bssens
An important step in further research is to enshia¢ the experiences of organizations that use

the conceptual framework or apply the evaluatiah &we captured. Allowing lessons learned to
be captured and shared will work to strengthentheare regions and health care systems

nationwide and internationally.

To facilitate this, health care organizations wh® @mmitted to using the framework and the
tool should also commit to reporting their findirgsd sharing them with other health care
organizations in their region, and other healtle @aganizations in similar situations. For
example, a hospital in Ontario could implementttia, evaluate the results and share them with

the other hospitals in their LHIN.

Sharing lessons was a suggestion from the one-erinterviews with Canadian decision makers.
Decision makers want to be aware of good pracb€esher organizations and determine how
best to apply them to their own organizations.riivees from the debriefing of the pilot test
(implementation of the evaluation tool) echoed,thég/ing that knowing what works well in

other organizations would be a helpful add-on toyihot test report and make it more useful to

implement.

Similarly, lessons should be shared with other toes Sharing good practices and learning
what works well in various health care contexts Mddenefit any health care organization,

locally, nationally or internationally.
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As mentioned above (Section 6.3), comparing lesbetween hospitals would help us to
understand the problems faced in different hospitatexts and to gauge the current level of

success enjoyed by health care institutions.

4) Making the tool more user-friendly
With further research and pilot tests, this todl sécome marketable, and will be usable by

health care decision makers. As discussed aborbgfuesearch is required to determine the
best combination of the evaluation tool componésiisvey versus interviews versus document
analysis). Ideally the need for one-on-one intergivould decrease and the use of surveys
increase; surveys are easier to implement and are cost-effective, and survey implementation

does not require a trained researcher (interviesys d

In addition, further research should be done terdane the best way to implement the tool. The
pilot at the hospital proved that an external reses can effectively implement the tool. Ideally,
the tool will be implemented by someone internaghi organization, again for cost-effectiveness
and ease of implementation. The advantage of hanngdividual internal to the organization
implementing the tool is that he/she will have iites knowledge’ of the organizational culture
and values, and ideally the priority setting precas well. This can ultimately save time in tool
implementation and produce more comprehensivetsesalthe end, this can only help to

improve priority setting activities in the orgartioa.

Concluding Remarks
The conceptual framework and evaluation tool ceettieough this research provide a platform to

discuss, evaluate, and improve current priorityirsgipractices. Having a definition of success
(the conceptual framework) will help decision maker discussing and planning priority setting;

having an evaluation tool will help decision maki@rsnonitoring and evaluating priority setting
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efforts. While the framework and the tool are igithinfancy, it is possible for them to provide
guidance and open up potentially muddled priorél§isg processes. It is my hope that at the very
least, the framework and tool will foster meanidgfiscussions and enlighten stakeholders as
they move forward in priority setting activitieshdve not created a solution to priority setting,
but have provided guidance in a comprehensivepredide, and usable manner. | hope that those

‘in the trenches’ of priority setting will find thicontribution helpful.
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APPENDIX A:
INTERVIEW GUIDE FOR ONE-ON-ONE INTERVIEWS WITH DECISION MAKERS ACROSS CANADA

Priority Setting Interview Guide

May 1, 2003

Thank you for agreeing to be interviewed. The purpose of this interview is to describe the views of
decisions makers about effective priority setting interventions.

You are being interviewed along with many other decision makers from different organizations in
order to capture diverse viewpoints regarding priority setting. Priority setting is one of the most important
and thorny problems facing the Canadian healthcare system -- indeed any health system. It is complex and
difficult, and there is no agreement about the goals of priority setting. Consequently, it is unclear how we
can know that interventions intended to improve priority setting in healthcare institutions actually provide
improvement.

In this interview you will be asked to describe your views on the needs and goals of priority setting.
Before we begin, do you have any questions?

Questions:
1. What goals do you or your organization have for priority setting?
2. How do you know if you have met those goals?
3. What would a successful priority setting process look like?
4. How could your priority setting be improved?

*** All responses will be probed for clarity and comprehensiveness.

Priority Setting Interview Guide

May 8, 2004

Thank you for agreeing to be interviewed. The purpose of this interview is to describe the views of
decisions makers about effective and successful priority setting interventions.

You are being interviewed along with many other decision makers from different organizations in
order to capture diverse viewpoints regarding priority setting. Priority setting is one of the most important
and thorny problems facing the Canadian healthcare system -- indeed any health system. It is complex and
difficult, and there is no agreement about the goals of priority setting. Consequently, it is unclear how we
can know that interventions intended to improve priority setting in healthcare institutions actually provide
improvement.

In this interview you will be asked to describe your views on the needs and goals of priority setting.
Before we begin, do you have any questions?

Questions:

How do you set priorities in your organization?

What goals do you or your organization have for priority setting?
How do you know if you have met those goals?

What would a successful priority setting process look like?

How could your priority setting be improved?

a2

“** All responses will be probed for clarity and comprehensiveness.
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APPENDIX B:

FOCUS GROUP DISCUSSION GUIDES

Patient Focus Group

Over the past 3 days you have heard and read a lot about health care priority setting.

1. What are the most important things you have learned?
2. What concerns you most?
3. If you could have a few minutes with Canada’s health policy makers — the people who have

the responsibility for making priority setting decisions:
a.  What would you like to ask them?
b. What would you like to tell them?

Policy Makers Focus Group

Priority setting in health care is a difficult and complex problem. It occurs at all levels of the health care
system, and it is different at each level and in each health care context. Each of you has experience with
health care priority setting that is unique and, to date, undescribed.

1. What do you find the most difficult part of priority setting?
2. What do you think would help with the difficult problem of priority setting?
3. If you could have a few minutes with patients — the people who are the most affected by

priority setting decisions:
a.  What would you like to ask them?
b.  What would you like to tell them?

Circle-within-a-circle

Good Afternoon. We are at the stage in the day where we want everybody to talk together. We
appreciate you all being here.

To make sure that we have a valuable discussion, | would like to set some ground rules:

1. We have two perspectives represented- be respectful of the other points of view
here today. Please let the other group members talk.
2. There will be times in the discussion where just patients or policy makers speak.

If you are listening, please respect the people talking and do not talk during that
time. You will have a chance to comment.

| will be the group moderator, which means that we will be asking questions, listening, and moving the
conversation along. There are no right or wrong answers to anything | am asking today — and all
opinions are valuable to the discussion.

So, let’s discuss some basic information about how this focus group will go.
e 75 minutes per segment
* location of bathrooms
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» what they should do if they need to leave for any reason
» cell phones and pagers

Is everyone ready? We are going to start by having the patients come to the center of the room to talk while
the policy makers listen. Later, the policy makers will come into the center of the room. In the final
segment, we have a joint discussion with everybody involved.

Segment 1 - Patients In

With regard to health care priority setting:

1. What concerns you most?
2. What would you most like to tell the policy makers around you?
3. What concrete action steps would you like to see taken next?

Segment 2 - Policy Makers In
With regard to health care priority setting:

1. What is the most difficult part of health care priority setting?
2. What would you most like to tell the patients around you?
3. What concrete action steps would you like to see taken next?

Segment 3 - Open Forum - Both Groups

1. What questions do you have that remain unanswered?
2. Open discussion: Where do we go from here?
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APPENDIX C:

COMPLETE VERSION OF TOOL IMPLEMENTED IN PILOT STUDY

Royal Victoria Hospital 2007-2008 Budgeting Process
Evaluation Tool

PART 1: Survey

General Process
The following survey is in reference to the 2007/08 operating budget completed over the summer of 2006 and
concluded in September with the HAPS submission.

The first set of questions is about the budgeting process (not the budgeting outcomes).

1.
2.
3.
4

5.

Were you aware of the process and steps involved in the 2007-2008 budgeting? (yes/no/l don’t know)
Do you think the process was fair? (yes/no/l don’t know)

Did you understand the purpose and goals of the 2007-2008 budgeting process? (yes/no)

Was there an explicit and predetermined timeline for the 2007-2008 budgeting process? (yes/no/l don’t
know)

In comparison to previous decision making or priority setting at [the hospital], is there consistency in
reasoning between previous and the 2007-2008 budgeting process? (yes/no/l don’t know)

More on Process

6.

7.

8.

9.

10.

Was there a revision or appeals process available (whereby a decision could be contested or reviewed)?
(yes/no/l don’t know)
Was there integration of [the hospital]'s 2007-2008 budgeting process with other healthcare organizations?
(yes/no/l don’t know)
During the 2007-2008 budgeting process, the following were considered: (rank strongly agree, agree,
disagree, strongly disagree or N/A)

a. [the hospital] Mission, vision, e. Community Values

values f. Patient Values

b. [the hospital] Strategic plan g. Staff Values

C. [the hospital] Context

d. [the hospital] Culture
Are there other items that should have been considered in the 2007-2008 budgeting process? (yes/no and
please specify)
Are there items that were considered in the 2007-2008 budgeting process that should NOT have been?
(yes/no and please specify)

Stakeholder Engagement

1.
12.
13.
14.

15.
16.
17.

Were there multiple methods of engaging stakeholders/decision makers? (yes/no/l don’t know)

Were these methods effective? (yes/no/l don’t know)

Please explain (open-ended)

Was everyone involved in the 2007-2008 budgeting process who should have been involved? (yes/no/l don’t
know... if no please specify who should have been involved)

How involved were you in the 2007-2008 budget?

Were you satisfied with your involvement in the 2007-2008 budgeting process? (yes/no/not sure)

Please explain. (open-ended)

Decision Makers

18.
19.

Do you know how the decisions for the 2007-2008 budgeting process were made? (yes/no/l don’t know)
Do you know who was making the decisions for the 2007-2008 budgeting process? (yes/no/l don’t know and
please state who)

Communication
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20. For the following elements of the 2007-2008 budgeting process, please if they were communicated to you.
(yes/no/l don’t know)
a. Purpose & Goals C. Outcomes
b. Methods d. Revisions/Appeals
21. For the following elements of the 2007-2008 budgeting process, please indicate how well they were
communicated to you. (rank: they were not, very poorly, adequately, well, very well, and N/A)

a. Purpose & Goals C. Outcomes
b. Methods d. Revisions/Appeals
22. How were the above items communicated to you? (select all that apply)
a. Via email Meeting: Departmental

e.

b. Paystub f. Meeting: Hospital-wide

C. Hospital newsletter g. Peer-to-peer Informal
d. Announcement posting h. Peer-to-peer Formal

23. Other methods of communication (list)

24. How could the communication be improved? (open ended)

Outputs and Outcomes
25. Do you understand the outcome of the 2007-2008 budget
26. Do you accept the outcomes of the 2007-2008 budget
27. Are you satisfied with the outcomes of the 2007-2008 budget
28. Now that the 2007-2008 budgeting process is finished, please indicate if you are more familiar with the
following items yes, more familiar; no, not more familiar; same now as before; | don’t know)
a. [the hospital] Mission, vision, e. Community Values
values f. Patient Values
b. [the hospital] Strategic plan g. Staff Values
C. [the hospital] Context
d. [the hospital] Culture
29. To what degree are the following items reflected in the 2007-2008 budget? (rank: not reflected, somewhat
reflected, appropriate amount, very reflected, overly reflected)
a. [the hospital] Mission, vision, e. Community Values
values f. Patient Values
b. [the hospital] Strategic plan g. Staff Values
c. [the hospital] Context
d. [the hospital] Culture

Overall View of the Process

30. How satisfied were you with the process behind the 2007-2008 budget? (rank: not at all satisfied, somewhat
satisfied, neutral, satisfied, very satisfied)

31. Please explain. (open-ended)

32. How satisfied were you with the outcomes of the 2007-2008 budget? (rank: not at all satisfied, somewhat
satisfied, neutral, satisfied, very satisfied)

33. Please explain. (open-ended)

34. How would you improve/what changes would you make to the 2007-2008 budgeting process? (open-ended)

PART 2: Interview Guide

1. Please talk to me about the people who were involved in the 2007-2008 budget process.
a.  What was your role?
b. Was anyone not involved that should have been?

2. Tell me about the 2007-2008 budgeting process?
a. Was there an explicit process that you were aware of? // Was the process transparent and clear?
b.  What were the major considerations?
c.  What information/data was used?
d. What role did values play? (organizational values [mission, vision, values]; staff values; community
values etc.)
e. Did you know who was making the decisions?
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1.

12.

13.
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f. Did you know how decisions were made? // Were there explicit and predetermined criteria and
timeline? // What happened if people did not agree with the decisions or the process?
What was the outcome of the 2007-2008 budgeting process?
a. How are things different from before this 2007-2008 budget process?
b. How were the decisions reflected elsewhere in the organization?

What did you learn from the 2007-2008 budget process?
a. Improved knowledge or understanding of the organization? (mission, vision and values?)

How satisfied were you with the 2007-2008 budget process overall?

How would you improve the 2007-2008 budgeting process?

PART 3: Document Analysis

Is there a record of who was involved during each phase of the 2007-2008 budget process? Are the records
consistent?

Is there a description of the 2007-2008 budget process in documents?

Is there a record of the process by which decisions were made and the people involved?
What information/data was used to inform the 2007-2008 budget process?

What forms of communication were used? (memos, meeting minutes, website, etc)

Was information tailored to the various stakeholders allowing access and comprehension at a number of
levels?

Was there a clear communication plan?

Review mission, vision and values statements and other related documents; were the mission, vision and
values considered during the process or changed/revised after the process?

Are there any documents surrounding the use of an appeal process? What did the process look like? What
communication devices were used?

Does the budget reflect a change in resources or priorities given to programs?

Does the budget have similar or different goals/priorities than other organizational documents (e.g. strategic
plan, other departmental/program budgets)?

Were any media reports generated from the 2007-2008 budget process? (before, during or after?) (Internally
or externally driven?)

Have there been any legislation or policy changes as a result of this 2007-2008 budget process?
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APPENDIX D:

LETTER OF SUPPORT FROM HOSPITAL

February 19, 2007

Ms. Shannon Madden

University of Toronto Joint Centre for Bioethics
88 College Sireet

Toronto Ontario

MS5G 1L4

Dear Ms. Madden

Re: Study of Tool for Priority Setting in Hospitals

it is with. enthusiasm that | write to support your research surrounding the
evaluation of priority setting in our organization. | understand that 1hrough your
previous research, you have developed a tool to evaluate prcorrty setting in
hospitals and | am pleased 1o offer you support from SEESEEEEEEE Hospital m

1 understand that 3 will be the first to use this tool. | aiso understand that you
and your research team will be solely responsible for data collection and data
anaiysis. | will be available to assist and advise in the study's dissemination and
knowledge translation.

in hospitals, very little research has been done to evaluate the success of priosity
sefting, and it is very much needed. Lack of information leads to a lack of
consistency and quality decision making. Your research protocol 1o evaluate a
recent priority setting process at Bl is both commendable and desirable.

I look forward to collaborating with you on this project.

Sincerely,

The SESPESRREERRE Hospita)

orporate Services & CFO

People

“IIM
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APPENDIX E:

HOSPITAL REPORT GENERATED FROM PILOT TEST

Evaluating Success in Priority Setting at the [the hospital]

Report on Findings

DRAFT for DISCUSSION
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EXECUTIVE SUMMARY

Growing demand for healthcare services and the continual introduction of newer and more expensive
technologies are threatening health system sustainability. In this environment, effective priority setting is
fundamental. In Ontario, a new funding agreement between the Minister of Health & Long Term Care and
hospitals requires them to live strictly within their funding envelope. Annual budgeting processes are now faced
with significant constraints on tight timelines. There is a challenge of meeting community health needs within
limited health care resources. Concerns about system sustainability have increased emphasis on accountability
between hospitals and funders.

In “May of 2006" [the hospital] began their new budget process for the 2007-2008 fiscal year. For the first time, a
computer-based budgeting tool, “budget sys” was used. Also novel to the process, program managers and
program directors were involved in a new and more accountable role - - setting their own budgets.

Overall, the '07-'08 budget process featured many positive elements. The new process made great strides in
broadening stakeholder engagement. In an attempt to ensure a well informed budget, leaders tried to provide
adequate information to decision makers. [the hospital] provided further support to decision makers throughout
the process as well as a mechanism for questions and feedback. Those who were involved in the '07-'08 budget
were satisfied with the process and accepted its outcomes. Many of this group's complaints surrounded the
computer-based tool (e.g., losing data, incomplete information)

Stakeholders who were not involved in the budget process (e.g. many front line staff) were not satisfied with it
and had very limited understanding of the process or its outcomes. The lack of understanding is due in partto a
lack of communication throughout the process. In hind sight, the '07-'08 budget process would have been more
successful if decision makers were provided with more complete information, and a specific process for appeal
or budget revisions.

In order to improve the future budgeting processes this report offers eight recommendations:
Increase consultation with stakeholders (internal and external)

Develop an explicit and formalized communication plan

Revisit data and information needs

Include a Revision or Appeals Process

Improve the computer-based budget tool

Address Key Timing Concerns

Provide Training for Decision Makers

Build on lessons learned

N>R W~
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Priority setting is complex and
difficult; it is done at every level
of the healthcare system, but
there is no agreement on how to
do it well or what doing it means
to do it well.
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1. OVERVIEW

1.1 - Purpose of this document

The purpose of this document is to report preliminary findings, including
recommendations, from a pilot study to evaluate [the hospital]'s 2007-
2008 budget setting process using a new evaluation tool. This report is the
result of a research collaboration between [the hospital] and S Madden.
The evaluation tool was developed by S Madden as part of PhD research
in the Department of Health Policy Management and Evaluation and the
Joint Centre for Bioethics at the University of Toronto. The authors are
grateful to [the hospital] for having agreed to collaborate with us in testing
the evaluative framework.

There are three main parts to this document: 1) a background & overview,
2) summary of key findings, and 3) draft recommendations for
improvement to inform future budgeting or priority setting processes at
[the hospital].

1.2 - Background

1.2.1 — Challenges of Priority Setting in Health Care

Priority setting, also known as rationing or resource allocation, is a
complex and difficult problem faced by all decision makers at all levels of
all health systems, including macro (e.g. governments), meso (e.g.
regional health authorities (RHAs), hospitals), and micro (e.g. clinical
programs) levels. As there is relatively little interaction between decision
makers at the three levels, or among institutions, regarding the setting of
priorities, priority setting may be described as a series of unconnected
experiments with no systematic mechanism for capturing the lessons, or
evaluating the strengths and weaknesses, of each experiment.(Martin &
Singer, 2000).

Hospital administrators, constrained by budget restrictions and confronted
by increasing demand, find it a particularly difficult challenge to maintain
services and quality, while controlling costs. In recent years, there have
been several empirical descriptions of priority setting in various hospital
contexts (Coulter & Ham, 2000; Foy, So, Rous, & Scarffe, 1999; Hope,
Hicks, Reynolds, Crisp, & Griffiths, 1998) and studies evaluating hospital
priority setting against an ethical framework (Bell, Hyland, DePellegrin,
Upshur, Bernstein, & Martin, 2004; Mielke, Martin, & Singer, 2003).
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The conceptual framework specifies
the elements of a successful priority
setting process.

The evaluation tool operationalizes
the framework to measure
successful priority setting.
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However, there has not been a common framework to measure success
of priority setting, and the strengths and weaknesses of different
approaches.

One of the reasons why priority setting is so difficult is that there is
reasonable disagreement about what the right decisions should be.
Priority setting decisions involve value choices and well-intentioned
intelligent people often disagree about which values should dominate -- for
example, When should we fund an expensive intervention that provides a
small benefit? or Who should be the first to receive vaccines in a
pandemic influenza crisis? Given that we lack consensus on these and
many other thorny priority setting decisions, we have no ‘gold-standard’ for
evaluating decisions. However, the framework we describe here is a new
development in evaluating priority setting and providing guidance to
decision makers and scholars interested in successful priority setting.

1.2.2 - Conceptual Framework and Evaluation Tool

The conceptual framework (see Appendix A) consists of five process and
five outcome elements of successful priority, which were identified through
1) expert stakeholder consultation (a Delphi panel with decision makers
and scholars), 2) public consultation (focus groups with policy makers and
patients), and 3) decision-maker interviews (across Canada in all levels of
healthcare); these elements were augmented by validation from the
literature (Bell, Hyland, DePellegrin et al., 2004; Gibson, Martin, & Singer,
2005b; Madden, Martin, Downey, & Singer, 2005; Martin & Singer, 2000;
Peacock, Ruta, Mitton, Donaldson, Bate, & Murtagh, 2006; Stone, 1997).
Based on the conceptual framework, we developed an evaluation tool,
which is intended to help healthcare organizations identify strengths and
opportunities for improvement in their priority setting and resource
allocation activities.

1.2.3 - Overview of [the hospital] Budgeting Process

The context for the [the hospital] budgeting process included: recent
change in the hospital's Senior Leadership, the creation of Local Health
Integration Networks (LHINs) in the province, and the new Ministry of
Health and Long Term Care Hospital Accountability Agreements. The '07-
'08 budget process was conducted between June and September 2006.
The first challenge of the 2007-2008 budget process was to achieve a
balanced budget within available resources and a predicted salary
increase of 3%. Second, managers were expected for the first time to
create their own budget, using a new computer-based budgeting tool; this



Two objectives:
1) Evaluate RVH '07-08
budget process
2) Evaluate the
effectiveness of the tool
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marked a significant departure from past practice where accountability for
budgeting rested primarily with the senior team.

Program managers and directors were asked to complete the budget tool
over a 4-week period in the summer of 2006. A meeting to present the
proposed budgets was held soon after budget submission. Budgets were
analyzed by senior management and areas of concern were identified;
managers and directors were asked to implement changes if required.
From there, the budget was presented to the Board and submitted to the
MoHLTC (the HAPS form).

1.3 - Overview of the study

The overall aim of this pilot study was to test the real-world applicability of
the evaluation tool by applying it to the ‘07/08 budgeting process at [the
hospital]. This pilot study had two objectives:

1) to use the tool to evaluate a priority setting initiative at the [the
hospital], specifically the most recent budgeting cycle; and

2) to assess the effectiveness of the tool.

This pilot study was led by Shannon Madden (PhD Candidate) in
collaboration with ** (Vice President, Corporate Services & Chief Financial
Officer) and ** (Organizational Development Leader/Ombudsperson) of
[the hospital], with academic oversight from Dr. Douglas Martin and Dr.
Jennifer Gibson at the University of Toronto Joint Centre for Bioethics.
The pilot study was conducted in May-June 2007. In total 120 [the
hospital] employees participated in this study. Research ethics was
acquired through both the University of Toronto Ethics Review Office and
the [the hospital] Research Ethics Board.

The evaluation tool consisted of three parts: an online survey, one-on-one
interviews, and document analysis. Participants were recruited to
participate in both the survey and the interviews via email invitation. Data
analysis proceeded in four steps: 1) analysis of the survey, 2) analysis of
the interviews, 3) analysis of documents, and 4) a synthesis of the three
parts.

105 [the hospital] employees responded to the online survey (table 1):



This is a draft report of the study
findings. The next step is to learn
from RVH how valuable and useful
the information in this report is
and how it might be improved.
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Table 1: Survey Respondents

Job Title

Front Line (or other) 40
Program Directors 13
Program Managers 8
Senior Leadership Team 1
Unknown 43
TOTAL 105

9 [the hospital] management level staff participated in one-on-one
interviews (table 2):

Table 2: Interview Participants

Position

Program Directors 4
Senior Leadership Team 1
Program Managers 3
Other 1
TOTAL 9

18 documents were analyzed (table 3; Appendix B):

Table 3: Documents Analyzed

Documents
Decision Support Documents 10
Website Information 4

Email communications
Meeting Information
TOTAL 18

1.5 - Use of this document

The findings from this study will be used primarily in the doctoral thesis of
the primary researcher of this study (S Madden). The next step of this
research is to learn from [the hospital] how helpful the information
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contained in this report is. This document describes preliminary findings of
the study and is for the information of Senior Management. This report
may be disseminated by [the hospital] Senior Management at their
discretion. Anyone who has comments about the evaluation, please send
comments to Shannon Madden (shannon.madden@utoronto.ca).



A strength of the '07-08 budgeting
process was its broader engagement
of internal stakeholders compared to

previous processes.
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2.0 FINDINGS

The study findings are organized according to the 10 components (5
process and 5 outcome) of the conceptual framework. Each section will: 1)
describe the component, 2) discuss findings from the tool, and 3) provide
evidence and concrete data from the study. At the end of the report of the
findings, we will identify opportunities for improvement.

Overall, while this evaluation identified opportunities for improvement, the
'07-08 [the hospital] budget process exhibited a number of good practices
consistent with successful priority setting. The evaluation of the budget
process using the evaluation tool showed that while the budgeting process
did not meet all of the 10 components of successful priority setting, the
process still had several key strengths.

2.1 - Process Components

2.1.1 Stakeholder Engagement

Stakeholder engagement refers to an organization’s efforts to identify the
relevant internal and external stakeholders and to involve these
stakeholders effectively in the decision-making process. Stakeholder
engagement is also concerned with stakeholder satisfaction regarding the
level of their involvement in the decision-making process.

Managers (including senior management, program directors, and program
managers) were most involved in the budgeting process: 90.9% of
managers who completed the survey reported being somewhat or very
involved in the budgeting process (table 4). Our findings suggest that this
group was generally satisfied with their level of involvement, including their
shared accountability for program budgets, which they saw as an
improvement over previous top-down budgeting approaches. By contrast,
front line staff was least involved in the budgeting process: 87.5% of front
line staff who completed the survey reported being not at all involved in
the budgeting process (table 4). Our findings suggest that this group was
generally not satisfied with the budgeting process and had very little
understanding of what the process entailed. This group expressed an
interest in being more involved and better informed with the budget
process.

Table 4 - Cross Analysis of Job Title and Involvement in Budget
Process



“they didn’t seem to get their groups (front
line) involved. The other thing I think was
a struggle was getting the programs
talking to each other and some of the
clinical areas engaged as to where the
pushing factors were in the organization
and what decisions were made and how
they might impact on the other areas”

Transparency throughout the
budget was not ideal leading
to confusion among decision-
makers and misunderstanding
among staff.

“Managers are maybe confused about
whether they're making a decision within
their own budgets or whether their director
is or whether the senior team is ... the
process is very iterative, it goes back and
forth between levels.”

“There needs to be transparency at the
CEO level but there wasn't transparency
at the staff level or even there were some
managers who weren’t aware of what was
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Job Title Not at all Somewhat/ Very | TOTAL
involved involved
Front Line 35 (87.5%) 5(12.5%) 40
Management 2(91%) 20 (90.9%) 22
TOTAL 37 25 62

A key strength of the 2007-2008 budgeting process was its involvement of
program director and managers in the budgeting process, which was a
significant departure from past budgeting exercises that were largely
driven by senior management decision-making alone. However, the
findings suggest that there are some opportunities to strengthen
stakeholder involvement in future budgeting exercises. Interview
participants all agreed that there should have been more involvement of
front line staff as well as increased consultation and engagement of
external stakeholders such as community groups, the public, and other
healthcare providers). Many participants (both in interviews and the
survey) pointed to tight timelines as a chief reason why broader
consultation was not facilitated. The management group also expressed
an interest in greater internal collaboration on budgets to capture
significant cross-departmental interdependencies.

2.1.2 Explicit Process

An explicit process is one that is transparent not only to decision makers,
but also to other stakeholders. Adhering to a predetermined process can
enhance trust and confidence in the process. Transparency means
knowing who is making the decision, how the decision will be made, and
why decisions were made.

Knowing who the decision makers in a priority setting process are is a key
aspect transparency. 86% of survey respondents not involved in the
budget process did not know who the decision-makers were compared to
72% of survey respondents involved in the process who did. However, it
was evident from interviews that even among those who were involved
directly in the process, there remained uncertainty as to who was
accountable for making the final budget decisions (e.g., SLT versus CFO
versus MOHLTC). Another key aspect of transparency is openness about
how decisions are made. Among managers, only 55% reported knowing
how decisions were being made (i.e., 45% did not know or were unsure).
97% of those survey respondents who were not involved in the process
were uncertain of how decisions were made. 76% of those who were not
involved in budget decision making reported not knowing if there was a
timeline for budget decisions compared to 78% of those involved knew the
timeline. Most survey respondents were satisfied with the outcomes of the
budget (75%). Those who were not attributed their dissatisfaction to being
unaware or uninformed of the rationale for budgetary decisions.

Communication is a key strategy for enhancing transparency. According to
survey respondents, information about the budgeting process was



The information provided to the
decision makers was high-quality,
but was used infrequently.
Decision makers want more RVH-
specific ‘hard data’ to work with.
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communicated through a number of vehicles: email (58.3%), departmental
meetings (54.2%), and peer-to-peer informal communication (43.8%).
Email communication was done largely between Decision Support
Services and the Program Managers/Directors, but not to front-line staff.
Close to budget submission a large meeting was held for program
directors and program managers to present proposed budgets. This
meeting helped inform and engage decision makers; some interviewees
felt to decrease confusion there needed to be more standardization in
budget presentations. Interview participants felt there could have been
more communication throughout the process especially in the form of
inter-departmental meetings where there seemed to be a lack of
information sharing. Records of meetings about the '07-'08 budget (such
as minutes) were limited. Discussions at the departmental level
surrounding the budget were mostly informal and records were
unavailable or did not exist.

Interview participants felt the time of year and the short time frame allotted
to complete the tool was a limitation to a fully explicit and transparent
process. Decision makers felt rushed to complete the budget tool and did
not feel they had adequate time to collect or analyze data. Participants
from both interviews and surveys suggested allowing more time for data
collection and analysis would improve the process.

2.1.3 Information Management

Information management refers first to the information made available to
decision makers during the priority setting process, including what was
used and what was perceived to be lacking. Information can take a
number of forms, specifically documents or data used in the decision
making. Second, information management considers how the information
was managed, including how it was collected and collated.

Decision makers were provided with various documents and data during
the [the hospital] '07-'08 budget process. The computer-based tool was
pre-populated with data and information that came from previous year's
budgets as well as existing funding structures. Staffing information and
calculations (number of staff, vacation days, sick days, etc.) were also
included in the tool along with calculations for the mandatory pay increase.
Program directors and managers were asked to benchmark their
decisions against [the hospital]'s peer hospitals. Information about total
expense per patient activity were provided from nine peer hospitals and
their total expense per patient activity. If decision-makers felt their
department was not accurately represented by one of the nine, they were
encouraged to find another hospital that was a better fit. Program
managers and program directors also had access to three decision
making frameworks to guide their local budgeting decisions:

1. The Ministry of Health and Long Term Care’s Prioritization
Framework (a.k.a. ‘Six Steps’), which outlined the government's
directions around hospital allocation of resources and steps
toward achieving a balanced operating position.



“The question is how much of that
[information] is relevant to what you're
doing, how much of it should you have
access to, and how do you use it once

you do.”

“trying to develop the operating budget
which was a total frustration because
there was no history ... or at least no

accurate history as to how the previous
budgets were developed...”.

“There were major hurdles because the
template, the tool was brand new and it
had horrible hitches in it, bugs that should
have been worked out, and the managers
wasted a lot of time which was a crime
and there was a lot of rework because it
was brand new and it was done probably
way too quickly. So they suffered ..that
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2. An ethical decision making framework, adapted from Gibson et
al, ‘Evidence, Economics and Ethics: Resource Allocation in
Health Services Organizations’ (2006), which provided guidance
on how should be made from the standpoint of fairness.

3. An activity analysis tool developed at [the hospital], which
provided six questions to help program directors and managers
identify budgetary options, including possible disinvestments.

However, we found that the decision-making frameworks provided were
rarely used (e.g., only on person mentioned drawing on the ‘six steps’
framework). Moreover, program directors and managers felt that the
available information was often not sufficient to make decisions and many
drew on additional information sources. The most common input program
managers and program directors used to inform budgeting decisions was
capital need (e.g., equipment needs and/or updating existing materials).
Next, participants talked about interdependency, or consideration for
impact on other departments within [the hospital] (intra-hospital) as well as
inter-hospital impact. Strategic directions (including [the hospital]'s
mission, vision and values) were additional considerations in decision
making, although not built explicitly into the computer-based decision tool.
Other information that was used by a few participants to make budget
decisions was trust fund availability (the ability to apply for more money
from sources other than the capital budget) and revenue sources
(alternative ways of bringing in money to a department).

Financial information (such as historical budgeting, staffing and salaries
information) also played a role in decision making for the '07-'08 budget,
but the availability of such information was felt to be insufficient.. A few
interview participants felt poorly informed or unprepared to make budget
decisions and thought that more information would be helpful in making
budget decisions. Some suggestions included: budget forecasts, staff
satisfaction measures, and patient care information.

Length of time working within a department, in a management role, and at
[the hospital] seemed also to have an impact on what inputs were used in
decision-making. Participants who had been with [the hospital] for a while
tended to rely on their “own forecasting” and “personal knowledge” for
decision making. Interview participants who had been in their position for
a while had information available to them that newer participants struggled
to gather. Interview participants cited information they had by virtue of
working relationships with colleagues internal and external to the hospital.
Some staff who were newer employees or newly promoted to their
positions felt at a disadvantage in terms of making budgeting decisions.

Information was managed largely through the use of the computer-based
budgeting tool. As mentioned, [the hospital] developed a new computer-
based budgeting tool to facilitate budgeting. Efforts were made to help
program directors and managers use the tool, including a training session,
dedicated Decision Support Services personnel, and electronic
communications with the Decision Support Services team. Program



Consideration of RVH values and
context was implicit, not explicit.

“They were always reviewed - the
mission, vision, values — were always
reviewed at every budget session and the
strategic directions, every budget had to
be supported by the strategic directions.”

“But I think it was a huge cultural shift for
hospitals to start to be accountable and to
start to be responsible for multi-year
planning...And it's a whole paradigm
shift.”

upcoming budgets.”
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managers and directors were able to submit feedback and questions to
Decision Support electronically through a ‘shared folder’ (an internal
hospital driver). An electronic bulletin board called “Budget Issues”
compiled frequently asked questions including how to retrieve information,
what to do if work was lost, how to incorporate MOH directives/funding,
and how to include information that did not fit in the pre-populated areas.
Questions and answers were continuously updated throughout the budget
process. Decision Support Services compiled feedback from program
managers and program directors into an intra-web document, “Feedback
Regarding Budget Process & Template”. All interviewees expressed
gratitude for the accessibility and expertise the Decision Support Services
department throughout the process.

The computer-based tool seemed to increase the overall transparency of
the budget process from the viewpoint of tool users. The tool standardized
the budget process. As a result, program directors and managers knew
what was expected of them and of their colleagues, and also gained a
better understanding of the overall budgeting process.

2.1.4 Values and Context

Values and context are important considerations in any priority setting
process, including the values of the organization, the values of staff within
that organization, and the values of other stakeholders (such as patients,
policy makers, politicians, and members of the community). Context is
distinct from values and considers the organization’s goals in the health
care environment articulated in its strategic directions.

[the hospital] had recently gone through a review of its strategic directions.
In the survey, the majority of respondents felt the mission, vision and
values of [the hospital] were considered:; all interviewees felt the budget
followed the strategic directions and saw at least some reflection of
organizational values in the budget. Although the mission, vision and
values were not explicit criteria in budget decision making, they were
implicitly a part of the budget process as indicated in both the survey and
the interviews. There was also an attempt to determine other values that
were considered in the budget process. Interviewees and survey
respondents felt that staff values were not considered as much as they
should have been. This was evident mostly through the survey where
many respondents (40%) felt their values were not considered. There was
a weaker sense of agreement on the consideration of community and
patient values. Related to this discussion, interview participants talked
about an emerging culture of shared accountability at [the hospital].
Several participants described how the new way of budgeting and the
increased accountability would take time to adapt to and make happen.
Most were very positive that this shift would occur in upcoming budget
cycles as the tool is bettered and as stakeholders become more
comfortable with the tool and the accompanying accountability.

[the hospital]'s context played a role in the 2007-2008 budget, particularly
in considerations of the emerging LHIN context and in the use of peer
hospital information to situate [the hospital] in the larger healthcare



There was no formal process for
decisions to be reviewed or for
stakeholders to bring forward new
information or raise questions about
controversial decisions.

“in the absence of that | felt very frustrated
that there really wasn't a second round. ...
a culture there where indeed that | could
have a consultation where | had more of a
chance to talk to a senior group”

Those who were involved in the
budget process had an improved
understanding and awareness of

budgeting both departmentally and
organizationally compared to those
who were not involved.

‘the biggest outcome was that the
managers learned what was in their
budget, ...it was a huge learning curve it
was a huge accountability piece too - -
accountable for something that they built
and they understood. ...and that’s a new
experience”
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context. Survey results indicated that the majority felt contextual factors
were considered in the budget (57.4%); interviews echoed this. Several
participants mentioned that Barrie is a high growth area which has
exacerbated the pressure on [the hospital]'s budget to meet the increased
demand for healthcare services.

2.1.5 Revision Process

A revision process is a formal mechanism for decisions to be reviewed
and for addressing disagreements constructively. The purpose of a
revision process is to improve the quality of decisions by providing
opportunities for new information to be brought forward, errors to be
corrected, and failures in due process to be remedied.

The 2007-2008 [the hospital] budget process did not have a formal
revision process. In the survey, this was clear where 62% were unsure of
any avenues for revisions or appeals. Interviewees talked about the ‘back
and forth’ that went on between different levels of management. These
discussion were largely seen as one-way discussions whereby the budget
needed to meet the demand of the more senior manager and not a two-
way dialogue whereby any changes could be made to final decisions.
Most interview participants said they were sufficiently satisfied with the
decision outcomes that they probably not have accessed the revision
process if one were available. However, other interview participants felt
that a ‘second round’ of discussion was lacking and should have been
available.

2.2 — Outcomes Components

2.2..1 Stakeholder Understanding

Stakeholder understanding implies more than basic knowledge of the
process. It assumes stakeholders have gained insight into the priority
setting (e.g., goals of the process, rationale for priority setting and
rationale for priority setting decisions) and/or the organization (e.g.,
mission, vision, values, and strategic plan). Stakeholder understanding is
a key element of fairness in a priority setting process.

There were two distinct cohorts in this study: those who were involved in
the budgeting process and those who were not. For the '07-'08 [the
hospital] budget process, there was an increase in stakeholder
understanding by those who were most involved in the process. By cross-
analyzing survey data, it is evident that those who were most directly
involved in the '07-'08 budget believed they had an understanding of the
process, while those who were not involved did not. Those who were not
involved were also less satisfied with the process. Interview participants



Shifts in resources were difficult
to track and lefts some decision
makers confused with the
outcome.

The 2007-2008 budgeting process
was seen as an improvement over
past budgeting exercises.
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discussed the learning that occurred through the budget process as a very
positive experience.

A new budget process, including the new tool, stimulated innovation in
thinking. Program directors and program managers had to learn the tool
as well as the intricacies of budgeting. In the end, through the interviews, it
was clear that decision makers came out of the process with an improved
understanding of the budget process, of spending in other areas of the
hospital, and of the accountability required in the budget.

2.2.2 Shifted Resources

A successful priority setting process results in the allocation of budgets
across portfolios, changes in utilization of physical resources (e.g.,
operating theatre schedules, bed allocations) or possibly changes in
strategic directions. A reallocation in resources from the previous year's
budget is not necessary for successful priority setting, however, in some
circumstances this may be one indicator of success.

Program directors and program managers welcomed the accountability
and the flexibility to shift money within a department and that ensued with
the new budget process. However, some interviewees did not understand
where surplus money went or how funds were being used at an
organizational level. This lack of transparency in reallocations was the
cause of dissatisfaction for several participants with the overall process.
Moreover, a number of survey participants said that they were not
satisfied with the priority setting process due to small identifiable changes
in the actual budget, stating it felt more like a “status-quo exercise”.
Although it was difficult to measure and evaluate actual shifts or changes
in resources on a hospital level given the complexity of budgeting material,
it was apparent in interview discussions that the budgeting exercise had
led to shifts in resources both within their own departments and between
departments.

2.2.3 Decision Making Quality

Decision making quality relates to appropriate use of available evidence,
consistency of reasoning, institutionalization of the priority setting process,
alignment with the goals of the process and compliance with the
prescribed process. It also captures the extent to which the institution is
learning from its experience to facilitate ongoing improvement. This
component is most obvious as subsequent iterations of priority setting are
evaluated; where consistency and building on previous priority setting
would be indicative of a successful process.

According to those most involved in the budgeting process, [the hospital]'s
new approach to budgeting is an improvement in decision making quality.
As previous year's budgets had been centrally set by the finance
department, many decision makers valued the increase in accountability.
Interviewees felt it increased their overall awareness of the overall budget
of the organization. Senior Management encouraged decision makers to



“What'’s always useful.. is to have the
boundaries set ... don't ask me to get
creative if | don’t know how far | can go -1
need to know how far I can go with this...
I can'’t be real creative if 'm being
cautious about money.”

Stakeholder acceptance depended
on whether or not the stakeholder
was involved directly involved in
the budgeting process.
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approach budget decision making not just from a mechanical stand-point,
but also from a more creative lens. While a few interviewees welcomed
this approach, others were hesitant to take on this new approach due to
inadequate information and training/education. Participants felt that
training up-front would help to implement a creative approach to decision
making and budgeting.

There were some complaints around the lack of standardization in the
budget process. Specifically, some participants talked about the budget
presentations at the Leadership Forum indicating that there was room for
improvement (e.g. every department should bring forward the same
information). There were also complaints around the lack of information
available in making both inter-departmental budgeting decisions (e.g. how
one department’s decisions would effect the other) and inter-
organizational decision making (e.g. how decisions made at other
organizations would effect [the hospital] and vice versa).

2.2.4 Stakeholder Acceptance

Stakeholders may be able to accept priority setting decisions, even if they
may not always agree with the outcomes. Stakeholder acceptance is
indicated by continued willingness to participate in the process (i.e., buy-
in) as well as the degree of contentment with the process. This concept is
difficult to measure after one priority setting iteration. However, it is
possible to gain insight into stakeholder acceptance by asking
stakeholders about satisfaction with the process and outcomes. It is
important to consider all stakeholder groups, both internal to the hospital
and external to the hospital (community groups/public and the MoHLTC).

Internal to the hospital, generally the budget was accepted by
stakeholders. The survey explicitly asked respondents if they accepted the
outcomes of the budget and if they were satisfied with the outcomes. 95%
of managers/directors and 32% of front line either completely or somewhat
accepted the outcomes of the budget. Those who were dissatisfied with
the outcomes said being unaware or uninformed as were the main
reasons. The majority of survey respondents (70.3%) also accepted the
outcomes. Some program directors and program managers interviewed
were unhappy with inter-departmental resource shifts, but overall they
accepted the process and the reasons.

External to the hospital, it is less clear whether there was acceptance
and/or satisfaction with the budget process or outcomes. Once the budget
was complete, it went back and forth to the MoHLTC several times before
reaching agreement on its terms. This was done at the upper
management level with little discussion with other stakeholders. Neither
the pubic nor any community groups were directly involved in the budget
process. It is therefore difficult to get a sense of their acceptance and/or
satisfaction.

2.2.5 Positive Externalities




There was limited evidence to
evaluate RVH on this
component.

“It's not something that is going to change
over night because we had a very
centralized budgeting model....”
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| As an indicator of success, externalities may include positive media

coverage (which can contribute to public dialogue, social learning, and
improved decision making in subsequent iterations of priority setting),
peer-emulation or health sector recognition (e.g. by other health care
organizations, CCHSA, etc), changes in policies, and potentially changes
to legislations or practice.

We could not find any evidence of positive externalities, such as media
reports concerning the budgeting process, peer commentaries, or health
sector responses, to suggest that [the hospital]'s budgeting process was
perceived to be successful by others. However it is still important for [the
hospital] to consider the implications positive externalities can have on
successful priority setting. Positive externalities can act as a sort of check
and balance, ensuring information is made transparent to stakeholders
through various avenues, and/or establishing good practices for budgeting
in other healthcare organizations.

3.0 - Recommendations for Improvement

Evaluating the process against the conceptual framework for successful
priority setting, it is apparent that while [the hospital]'s process has areas
for improvement, there are also areas of strength. The 2007-2008 [the
hospital] budget process improved stakeholder engagement compared to
previous year’s budget process. [the hospital]'s innovative approach to
the budgeting process, including the new tool, was a positive advance
toward making the budgeting process more explicit, rigorous, and
consistent across program areas. Moreover, [the hospital] Executive’s
willingness to collaborate on the research and the active participation of
staff, managers, and senior managers in the evaluation process are
evidence of [the hospital]'s interest as an organization in learning from and
building on their experience.

Based on the evaluation findings, we identified eight opportunities for
improvement and offer the following recommendations to inform the
development of future budgeting or other priority setting processes at [the
hospital].

Increase consultation with stakeholders (internal and external)
Develop an explicit and formalized communication plan
Revisit data and information needs

Include a Revision or Appeals Process

Improve the computer-based budget tool

Address key timing concerns

Provide Training for Decision Makers

Build on lessons learned

N WD =

1. Increase Stakeholder Consultation




“the tough decisions (i.e. the program
cuts) were not communicated to
everyone... that was a conscious
decision... rumors got out and caused
some embarrassment.”
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Involving a broad range of internal and external stakeholders in the
process facilitates buy-in across a range of stakeholder interests,
enhances the evidence-base of decisions, and strengthens alignment of
decisions with relevant stakeholder values. Increasing engagement of
staff, community and other health care providers affected by budgeting
decisions (e.g., CCAC), is particularly relevant in the emerging LHIN
context where health care providers will need to coordinate their efforts to
meet community health needs.

Strategies used by other institutions include: engaging staff and
community representatives around the development of priority setting
criteria in advance of budgeting exercises, requiring managers to account
for the stakeholders they have consulted in developing business plans,
and involving community and other stakeholders in assessing the impact
of proposed budgetary decisions.

Recommendation #1. [the hospital] should engage a broader range of
internal and external stakeholders in the budgeting process,
including front line staff, other healthcare providers, and the public.
For example, research has shown that broader stakeholder
involvement in defining the criteria for priority setting can contribute
to greater acceptance of priority setting decisions. (Abelson, Lomas,
Eyles, Bitch, & Veenstra, 1995; Gibson, Martin, & Singer, 2005a)

2. Develop an Explicit and Formalized Communication Plan
Transparency is important in any resource allocation process because it
allows all stakeholders to have access to information used in decision
making. This in turns allows stakeholders and decision makers to
meaningfully participate in priority setting.

In any process, it is important that the key messages are communicated
consistently and clearly to affected stakeholders. Iterative communication
facilitates iterative learning, provides opportunities for iterative input, and
demonstrates the organization’s willingness to engage with its
stakeholders.

There are three important considerations in developing a formal
communication plan: 1) the plan should include iterative opportunities for
engaging affected communities throughout the budgeting process, 2)
communication materials should describe the budgeting goals (including
contextual factors and scope of the exercise), criteria, process, and
possible outcomes (Gibson, Martin, & Singer, 2005a), and 3) multiple
communications methods should be used to optimize outreach to both
internal and external stakeholders.

Recommendation #2: [the hospital] should ensure a communication
plan is developed before the budget process begins. The plan should
involve multiple vehicles of communication and should include
relevant information on the budgeting process from start to finish.
For example, some institutions have held town hall meetings with
staff to provide updates on budget pressures and emerging



“My targets are not clear to me at this
point and they should be because we’re
starting to work on it... Financial targets

and the assumptions behind it. | think
that needs to be clarified. We need

Finance to prepare a document for us

that tells us all that stuff.”

“It would have been nice to involve the
people in the tool itself. It was not a bad
tool, it was a good tool, it was just that |
think that it could have been maybe
designed a little more efficiently but
none of us ... | don’t believe any of us
were involved in the development of the
tool.”

268

strategies, developed communications materials for managers to
facilitate effective engagement with front line staff, and published
regular updates for staff in hospital-wide communications
(newsletters, email),

3. Revisit Data and Information Needs

The quality and quantity of information used in a priority setting process is
an on-going issue for any organization. It is important, however, to ensure
that during a priority setting process, decision makers are provided with an
adequate amount of up-to-date information to inform decisions. It is also a
good idea to revisit data and information needs throughout the priority
setting process, adding any information that might be new or not originally
included. In order to enhance the information base for a budget process,
decision makers should be provided with, or have access to, an
information data base.

Recommendation #3: [the hospital] should ensure that all decision
makers have access to adequate information and decision support.
[the hospital] should engage program directors/managers in
identifying gaps in data and in developing strategies for collecting
appropriate data to inform subsequent budgeting exercises.

4. Develop a Revision or Appeals Process

A revision process allows decisions to improve the quality of decisions in
light of new information or corrections, to engage stakeholders openly and
constructively around the data and values informing budget decision, and
to resolve disputes. Revisions and appeals provides the opportunity for
new, potentially fundamental, information to be included in the decision
making process. A revisions or appeals process is a constructive way for
stakeholders to raise concerns about decisions and to propose reasonable
alternatives to improve the quality of decisions.

Recommendation #4: [the hospital] should plan and execute a
revisions process for the next iteration of budget setting. Experience
shows that a revisions or appeals process should be explicit,
allowing for concerns to be address on new information, errors in
information, or failures of due process. (Madden, Martin, Downey et
al., 2005)

5. Refine the Computer-Based Budget Tool

A well organized and user-friendly tool will eliminate some of the
frustration that decision-makers experienced and will hopefully lead to
more satisfaction and acceptance with the overall process. An improved
tool could offer more evidence-based decisions, more confidence in the
quality of decisions, and a greater ease in making decisions.

Changes have already been made to improve the computer-based budget
tool for the 2008-2009 budget process. It is important that stakeholders



“I think there are a lot of positive things
that came out of the process. | think
people should be responsible for their
budgets, | don’t have a problem with
that, but | think that in order to get
people there ... there isn’t enough
education and training for middle
managers around budgeting kind of
stuff, you know, and innovative and
creative ways of doing things.”
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are aware that their feedback has been taken into consideration as the
tool is being improved. One participant of the interviews recommended
including program managers and directors (tool-users) in refining and
piloting the budget tool before implementation.

Recommendation #5: [the hospital] should continue to update and
improve the computer-based budgeting tool addressing issues
brought about during the 2007-2008 process. [the hospital] should
revise the tool based on people’s feedback in this evaluation and
pilot a revised tool in advance of the budget cycle to addresses any
outstanding concerns

6. Address Key Timing Concerns

It is important to consider both the time of year and the length of time to
complete any priority setting process. The budgeting process could be
implemented during a time frame that would enable a) more effective
stakeholder engagement, and b) more effective information collection,
communication and analysis.

A fair process allows stakeholders enough time to review all information
provided, and to gather other information. A successful priority setting
process requires adequate time to allow for full stakeholder engagement
and ensure a fully transparent process. Addressing timing concerns would
not only allow for a more explicit decision making process, but could also
help create conditions for more effective stakeholder engagement.

Recommendation #6: [the hospital] should reconsider the timing of
their budgeting decisions to optimize as much as possible the
opportunities for effective stakeholder engagement, collection of
relevant data, and deliberation locally and institutionally on budget
decisions.

7. Provide Training for Decision Makers

Training needs emerged as an area requiring attention from Senior
Management. Training for stakeholders should be specific to their needs -
- for e.g. innovative approaches to budgeting. This finding concurs with
other research done on power relations, where adequate skill
development was important for effective participation and preparedness in
priority setting. By providing decision makers with tools to make informed
decisions, the overall success of the process could improve along with
increased satisfaction, and enhanced buy-in (institutionalization) of the
budget.

Recommendation #7: [the hospital] should attempt to increase the
budgeting skill set of decision makers by providing specific and
tailored training.

8. Build on Lessons Learned
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Building on lessons learned here can improve future budgeting exercises.
The lessons learned are the above recommendations (#1-7). This will also
help to build capacity with decision makers and work toward enhanced

‘it was the first time we were actually Lo o . o :
institutionalization of the priority setting process. This includes, but is not

doing this so, you know, it was a double

whammy because it's the first time you're limited to, improvements in participant's skill set or effectiveness,
actually learning to go through the budget enhanced alignment with the goals of the process, and increased
process yourself” compliance with the prescribed process. This can ultimately lead to

greater satisfaction with and understanding of both the need for priority
setting and the process itself.

Recommendation #8: [the hospital] should develop improvement
strategies based on these recommendations and re-evaluate their
budgeting process every year, capturing new lessons and
improvements with each iteration. In particular, [the hospital] should
share these lessons with stakeholders in the organization and work
with them to identify improvement strategies to inform next year’s
budget cycle.



REPORT APPENDIX A
Conceptual Framework
Key Concept
1. Stakeholder Engagement
2. Use of Explicit Process
PROCESS 3. Clear & Transparent Information Management

4. Consideration of Values
5. Revision or Appeals Mechanism

1. Improved SH understanding

2. Shifted priorities /Reallocation of resources
OUTCOMES 3. Improved Decision Making Quality

4. SH Acceptance & Satisfaction

5. Positive Externalities

REPORT APPENDIX B
Documents Analyzed

1.
2.

©ooN O W

Peer-Hospital Functional Centre Comparison
Three Decision Making Frameworks:
a. Ministry of Health and Long Term Care Prioritization Framework
b. Ethical Decision Making Framework
c. Activity Tool Analysis
2007/08 Hospital Annual Planning Process Timeline
Budget Issues — Frequently Asked Questions (from shared folders)
Feedback Regarding Budget Process & Template (from shared folders)
2007/08 Budget Process PowerPoint Presentation to Leadership Forum
[the hospital] Budget Training & Support Sign-up Sheet for Training
2007/08 & 2008/09 Operating Budget ‘How To’ Document
Meeting Notes (Senior Leadership Team)

. [the hospital] Organizational Chart (email)
1.
12.
13.
14.

[the hospital] Mission, Vision and Values Statements (website)
About [the hospital] (website)

[the hospital] Fast Facts and History (website)

Wait Times at [the hospital] (website)
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APPENDIX F:

DELPHI ROUND ONE LIST OF ITEMS

DIRECTLY RELATED TOA4R
Relevance

1) Assessments of the health needs or other inteskgie affected populations have been
determined and documented. Other interests cakklihto account concessions on
health needs for other gains or advantages (jalrisgoeducation) as result from
collective bargaining or political processes.

2) Representatives of different stakeholders groupsepresented and meaningfully
participate in the allocation decision-making psxe

3) Data or generally accepted opinion exist that stpgecific allocation policies and
management practices.

4) No policies or management practices (e.g., requargsnfor patients or providers) are in
place that can frustrate access to the allocatalthheare services either purposely or
inadvertently.

5) A systematic search and evaluation of evidence
» Conformance with evidence would require expert judgt
* The quality of decisions should be higher becaatenales are required, there is
less scope for decisions to be based on considesatither than the available
evidence e.g. lobbying and political pressure, ¢folebbying will still occur.

6) Wide professional consultations

Publicity

7) Communication materials and mechanisms made alaitgtpolicy makers, and by
surveys of stakeholders and direct observationcagupres.

8) Decisions are public and accessible
9) Reasons are given in non-technical language

Appeals

10) Policies, rationales, and requirements can bseevis made necessary by changes in
objectives to providing allocations or new inforioator arguments that have a bearing
on allocation decisions.

11) Policies and procedures in place addressing diamveg needs to determine when

changes are necessary to general allocation poheid to adjudicate individual requests
from stakeholders for revisions in general polig@eindividual decisions.
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12) Documentation exists showing responses to newrirgtion or stakeholder requests for
changes in policies or practices

Enforcement
13) Mechanisms exist that ensure the processes aitaldgaand function properly
14) Governmental regulatory requirements for compkatacprocesses.
15) Internal policies and procedures (including andjtiunctions) to ensure compliance.
16) Voluntary arrangements with independent thirdiparexist to assess compliance with

processes and/or to adjudicate stakeholder regieestsanges in policies or for appeals
of individual decisions.

Other forms of outcome indicators

Available through interested observers such asrgavental agencies, courts, news media,
and cultural apparatus; could include, but notiloééd to the following:

17) Qualitative and quantitative measures of fedendllacal legislation and regulation
targeting problems meant to be addressed by the icheds of accountability for
reasonableness

18) Qualitative and quantitative measures of compsaamid grievances about health care
service allocation policies and management prasticeught by stakeholders in the
process

19) Number of appeals submitted for unavailable hezdtle services that can be tied to
insufficient conformance to the main ideas of actahility for reasonableness

20) The number of lawsuits filed and the size of awagmbvided for problems that
correspond to the main ideas of accountabilityéasonableness

21) The number and nature of news media accountobigems with health care service
allocation policies and management practices

22) The frequency and nature of content in commorucailimedia (plays, movies, books)

23) Principles or criteria are explainable and juabfe to lay audiences need to have at their
core the overriding responsibility to make decisioonsistent with the public's health
needs as well as available resources -- both prasdrfuture.

24) Evaluation that has structure and is somewhat gener
» An evaluation framework for measuring effectivenekthe given priority
setting process that provides structure for evedodiut is also generic enough to
be adapted in the local context
» Tool provides guidance but is at the same timeowetly prescriptive

25) Resource inequalities are compensated\
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» Re-allocation of resources; improved patient outeem

26) Relevant Stakeholders: consideration of the diftgroles of governing bodies,
executive management, operational managementjrasdriie situations) physicians and
other health care professionals -- but also aligrtméth the decision-making structure of
the affected organization (who gets to decide what?

27) The organization must be inclusive enough foraeicipation of key stakeholders, to
be accepted by all parties; The organization mesXelusive enough to reach a limit-
setting decision within reasonable time and ressjrall key stakeholders have equal
access and voice.

28) Stakeholder understanding: greater knowledge gfdgtisions have been made

29) Impact on stakeholder understanding of limits #o&ir rationales
* Measured in surveys in natural experiments
* Measured in use of web pages or other devices<faiming limits, eg: of
pharmacy benefits

30) Satisfaction of the participants: self-rated ubedss by participants; important to draw
on the judgments of decision makers themselveobkey stakeholders; whether
decisions 'felt fair' - as assessed by decisiornensa&nd stakeholders, and in the context
of what has been achieved in other settings.

31) Policies and mechanisms in place to make affqubgdlations aware of
» Obijectives to providing covered health care sesvice
» Health services available and specific conditie@tpiirements
* Mechanisms available that facilitate access to @l/bealth services, including

appeals processes
» Rationales for allocations, conditions, and requiats

32) Degree to which main ideas become embedded iareulitmprovement could be
measured by the nature and number of enhanceneethis briginal process

33) Enhancement of market perception: of providesituations where some providers
promote themselves as abiding by A4R

34) High degree of stakeholder acceptance

35) High degree of reasonable public acceptance

Indirectly Related to A4R (but relevant to effeetness)
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36) Thereneeddo be clear objectives/purpose: decision makees e have clear
objectives upon which they agree.

37) Commitment to implementation: without a commitmenimplementation / follow-
through based on the results, the process is inedengnd its credibility may be
undermined for any subsequent use.

38) Maximization of benefits and minimization of opperity costs

39) Effectiveness measured by efficiency:
* An efficiently timed process that provides for megful involvement without
demanding excessive time or effort.
» alengthy time for stakeholder involvement, etouc@l energy and sustained
knowledge/understanding and commitment can be camiped.

Methods of Evaluation
Direct Methods

40) Survey or observational research. Enough vartglskists among different
public and private programs that it may be posdiblgetect differences among
important outcome variables according to the detgre¢hich A4R ideas are
used.

41) Public or private programs ready to implement apphes drawing from
accountability for reasonableness concepts cowdige the substrate for pre-
post measurements of effectiveness

Indirect Methods

42) Less direct methods could be used to triangulaseibstitute for direct survey
measurements. Different types of organizationsrtteke decisions on health
care service allocations of various types are ggbcollect data that could be
useful in determining the effectiveness of ideasved from accountability for
reasonableness.

43) Apply it more than once

44) Effectiveness measured by the number of complatecksses

45) Comparisonsvithin a single system and/or between differeistems
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APPENDIX G

FIRST VERSION OF EVALUATION TOOL

Priority Setting Process Evaluation Survey

General Process

1. Did you understand the purpose and goals of thagifyrisetting process?
(yes/no)

2. In comparison to previous decision making or ptjosetting at
ORGANIZATION'S, is there consistency in reasoniregeen those and the
priority setting process? (yes/no/l don’t know)

3. During the priority setting process, the followiwgre considered: (rank not at
all, not enough, appropriately, excessively or N/A)

a) Organization’s Mission, Vision, Values
b) Organization’s Strategic Plan

c) Organization’s Context

d) Organization’s Culture

e) Community Values

f) Patient Values

g) Staff Values

4. Are there other items that should have been coreida the priority setting
process? (yes/no and please list)

5. Are there items that were considered in the pyicd@tting process that should
NOT have been? (yes/no and please list)

6. Now that the priority setting process is finishatk you more familiar with the
Organization’s mission, vision, and values? (ye$/ton’t know)

7. Were there multiple methods of engaging stakehsidecision makers?
(yes/no/l don’t know)

8. Were you aware of process and steps involved iptiogity setting process?
(yes/no/l don’t know)

9. Was there an explicit and predetermined timelimdte priority setting
process? (yes/no/l don’t know)

10. Was there a revision or appeals process availatbiieréby a decision could be
contested or reviewed)? (yes/no/l don't know)

1%

Decision Makers

11. Was everyone involved in the priority setting pres#ho should have been
involved? (yes/no/l don’t know)

12. Who was not involved in the process that shoulcehzeen? (List)

13. Do you know how the decisions for the priority sejtprocess were made?
(yes/no/l don’t know)

14. Do you know who was making the decisions for therjy setting process?
(yes/no/l don’t know and List)

15. Was there integration of Organization’s priorityts® process with other
healthcare organizations? (yes/no/l don’t know)

Communication of Process
16. For the following elements of the priority settipgpcess, please indicate how
well they were communicated to you. (rank: theyewvaot, very poorly,
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adequately, well, very well, and N/A)
a) Purpose & Goals
b) Methods
c) Outcomes
d) Revision/Appeals
17. How were the above items communicated to you?dsalkthat apply)
a) Via emall
b) Paystub
c) Hospital newsletter
d) Announcement posting
e) Meeting: Departmental
f) Meeting: Hospital-wide
g) Peer-to-peer Informal
h) Peer-to-peer Formal
18. Other methods of communication (list)

Outcomes of the Process

19. Please describe the outcome of the priority setinogess as you understand

it. (open-ended)
20. To what degree were the following items presenh@outcome of the priority

setting process? (rank: not present, somewhatreggpropriate amount,

very present, heavily present)

a) Organization’s Mission, vision, values

b) Organization’s Strategic plan

¢) Organization’s Context

d) Organization’s Culture

e) Community Values

f) Patient Values

g) Staff Values
21. Are you familiar with Organization’s organizatiorgiorities? (yes/no)
22. Did the outcome of the priority setting processradd or identify

organizational priorities? (yes/no/not sure)

Overall View of the Process

23. Were you satisfied with your involvement in thegpitly setting process?
(yes/no/not sure)

24. How satisfied were you with the priority settingppess? (rank: not at all
satisfied, somewhat satisfied, neutral, satisfiedy satisfied)

25. What was the most satisfying for you with the ptiosetting process? (open
ended)

26. How would you improve/what changes would you makghe priority setting
process? (open-ended)

1. Please explain the priority setting process.
* Was this a good process?
* Did you learn anything from this process? (diretblyhe priorities/
priority setting process, and indirectly to theamization itself).
2. Please talk to me about the people who were indalvéhe priority setting
process?
* Was anyone missing?
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» Was anyone there that shouldn’t have been?

» What about the people who were affected by theipyisetting process?

» Talk to me about acceptance and satisfaction gbtbeess? (buy-in)
What was your role in the process?

» Perceptions on the inclusiveness?

* Quality of engagement? Partnership or empowerment?

* Issues of power and authority?
How was information gathered? How was informatiegseminated?

* Good? Bad? Improved?

» Consideration of values: staff, organization?
What happened if people didn't like the decisioat thas made, or the proce
by which the decision was made?

 Quality and thoroughness of the revision/appealshaugism.

How would you improve the process?

wnh e

© N

10.

11.
12.

13.

Does the budget reflect a change in resourcesait@s given to programs?
Were any changes made to strategic documents?

Do any documents exist that reflect the processoaécisions made during
the priority setting?

Were any media reports generated from this prigetying process? (before,
during or after?) (Internally or externally drivgn?

Has there been any legislation or policy changesrasult of this priority
setting process?

Is there a record of who was involved during edthisp of the priority setting
process?

Is there a description of the priority setting e in documents?

Is there a record of the process by which decigiere made and the people
involved?

What forms of communication were used? (memos, inggatinutes, website
etc)

Was information tailored to the various stakehaddlowing access and
comprehension at a number of levels?

Was there a clear communication plan?

Review mission, vision and values statements amer oelated documents;
Were the mission, vision and values considerechdutie process or
changed/revised after the process?

Are there any documents surrounding the use oppaa process? What did
the process look like? What communication devicesewsed?
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APPENDIX H:

CHANGES TO THE SURVEY AS A RESULT OF THE FCV PANEL

General Process

The following survey is in reference to the 2007é@@rating budget Added text
completed over the summer of 2006 and conclud&epiember

with the HAPS submission.

The first set of questions is about the budgetmggss (not the Added text
budgeting outcomes).

1. Were you aware of the process and steps involvétkin Previously
2007-2008 budgeting? (yes/no/l don’t know) Q#10

2. Do you think the process was fair? (yes/no/l dé&ntw) Added question

3. Did you understand the purpose and goals of th&-2008 | Previously
budgeting procesqyes/no) Q#1

4. Was there an explicit and predetermined timelimeHe Previously
2007-2008 budgeting process? (yes/no/l don’t know) Q#11

5. In comparison to previous decision making or ptyori Previously Q#2
setting at RVH, is there consistency in reasonigigvben
previous and the 2007-2008 budgeting processnyks/
don’t know)

More on Process New header

6. Was there a revision or appeals process availaliieréby a| Previously
decision could be contested or reviewed)? (yestuilt Q#12
know)

7. Was there integration of RVH's 2007-2008 budgeting Previously
process with other healthcare organizations? (gédsdon’t | Q#18
know)

8. During the 2007-2008 budgeting process, the folhwi Previously Q#3
were considered: (rank strongly agree, agree, disag Changed
strongly disagree or N/A) wording of

ranking from:
not at all —
excessively

a) RVH Mission, vision, values

b) RVH Strategic plan

¢) RVH Context

d) RVH Culture

e) Community Values

f) Patient Values

g) Staff Values

9. Are there other items that should have been coreside Previously Q#4
the 2007-2008 budgeting process? (yes/no and please | Combined with
specify) Q#5 Please list

10. Are there items that were considered in the 200820 Previously Q#6
budgeting process that should NOT have been? (yesid | Combined with
please specify) Q#7 Please list

Stakeholder Engagement
11. Were there multiple methods of engaging Previously Q#9
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stakeholders/decision makers? (yes/no/l don’t know)

12.

Were these methods effective? (yes/no/l don’'t know)

Added question

13.

Please explain (open-ended)

Added question

14.

Was everyone involved in the 2007-2008 budgeting@ss
who should have been involved? (yes/no/l don't knoif/
no please specify who should have been involved)

Previously
Q#13
Combined with
Q #14 — Who
was not
involved that
should have
been?

15. How involved were you in the 2007-2008 budget?yver | Added question
involved, somewhat involved, not at all involved)
16. Were you satisfied with your involvement in the 2808 | Previously
budgeting process? (yes/no/not sure) Q#26
17. Please explain. (open-ended)
Decision Makers
18. Do you know how the decisions for the 2007-2008 Previously
budgeting process were made? (yes/no/l don’t know) Q#15
19. Do you know who was making the decisions for th@720 | Previously
2008 budgeting process? (yes/no/l don’t know ardgs Q#16
state who) Combined with
Q#17 Please
list
Communication Changed

header name
from

Communication
of Process

. For the following elements of the 2007-2008 budggti

process, please if they were communicated to was/ifo/
don’t know)

Purpose & Goals

Methods

Outcomes

Revision/Appeals

Added
Question

. For the following elements of the 2007-2008 buduygti

process, please indicate how well they were comoatied
to you. (rank: they were not, very poorly, adeqglyatsell,
very well, and N/A)

Purpose & Goals

Methods

Outcomes

Revision/Appeals

Previously
Q#19

. How were the above items communicated to you?dsalk

that apply)
Via email

Pay stub
Hospital newsletter
Announcement posting

Previously
Q#20




e) Meeting: Departmental
f) Meeting: Hospital-wide
g) Peer-to-peer Informal
h) Peer-to-peer Formal
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23. Other methods of communication (list) Previously
Q#21
24. How could the communication be improved? (open épndg Added question
Outputs and OQutcomes Changed
header name;
previously
Outputs of the
Process
25. Do you understand the outcome of the 2007-2008 dtudg | Added
Question
26. Do you accept the outcomes of the 2007-2008 budget | Added
Question
27. Are you satisfied with the outcomes of the 2007800 Added
budget Question
28. Now that the 2007-2008 budgeting process is fidshe Previously Q#8
please indicate if you are more familiar with tbédwing
items (yes/no/l don’t know)
a) RVH Mission, vision, values
b) RVH Strategic plan
¢) RVH Context
d) RVH Culture
e) Community Values
f) Patient Values
g) Staff Values
29. To what degree are the following items reflectethim Previously
2007-2008 budget? (rank: not reflected, somewHkgcted, | Q#23
appropriate amount, very reflected, overly refldyte 1. Changed
wording;

a) RVH Mission, vision, values

b) RVH Strategic plan

previously: To
what degree
were the
following items
reflected in the
outcome of the
2007-2008
budgeting
process;

2. Changed
scale from: not
present,
somewhat
present,
appropriate
amount, very
present, heavily
present




¢) RVH Context

d) RVH Culture

e) Community Values
f) Patient Values
g) Staff Values
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Overall View of the Process

the 2007-2008 budgeting process? (open-ended)

30. How satisfied were you with the process behind2b@7 - Previously
2008 budget? (rank: not at all satisfied, somewhésfied, | Q#27;
neutral, satisfied, very satisfied) separated into
Q#30 and
Q#32
31. Please explain. (open-ended) Added question
32. How satisfied were you with the outcomes of the722008 | Previously
budget? (rank: not at all satisfied, somewhat fadis Q#27;
neutral, satisfied, very satisfied) separated into
Q#30 and
Q#32
33. Please explain. (open-ended) Added question
34. How would you improve/what changes would you make  Previously

Q#29 (always
last question)

Demographic Information

Thank you for your time in completing this surv&ur input and
feedback are very valuable.

The following information is being gathered for dwgraphic
purposes only. This information will not be tiedth@ answers you
have given in your survey.

Once you leave this page, your browser will close.

Added section

Job Title

a) Senior Leadership Team

b) Board Member

c) Program Director

d) Program Manager

e) Front Line Staff

f) Other (please specify)

DELETED QUESTIONS

Please describe the outcome of the 2007-2008 budgeting Question #22

process as you understand it. (open-ended) DELETED —
unclear

Are you familiar with RVH's organizational priorities? (yes/no) Question #24
DELETED —
repetitive

Did the outcome of the 2007-2008 budgeting process address Question #25

or identify organizational priorities? (yes/no/not sure) DELETED —
repetitive

with Q#29
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APPENDIX |

COMPLETE RESULTS OF THE SURVEY

Q1. Were you aware of process and steps involved in the 2007-2008 budgeting?

Answer Options n %
Yes 38 36.20%
No 62  59.10%
| don't know 5 4.80%
Total 105

(Skipped) 0

Q2. Do you think the process was fair?

Answer Options n %
Yes 21 20.00%
No 1 10.50%
| don't know 73 69.50%
Total 105

(Skipped) 0

Q3. Did you understand the purpose and goals of the 2007-2008 budgeting process?

Answer Options n %
Yes 47  4520%
No 57  54.80%
Total 104

(Skipped) 1

Q4. Was there an explicit and predetermined timeline for the 2007-2008 budgeting process?

Answer Options n %
Yes 44 42.30%
No 4 3.90%
| don't know 56  53.90%
Total 104

(Skipped) 1

Q5. In comparison to previous decision making or priority setting at [the hospital], is there consistency in
reasoning between previous and the 2007-2008 budgeting process?

Answer Options n %
Yes 10 9.70%
No 17 16.50%
| don't know 76 73.80%
Total 103

(Skipped) 2

Q6. Was there a revision or appeals process available (whereby a decision could be contested or reviewed)?
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Answer Options n %
Yes 8 9.60%
No 17 20.50%
[ don't know 58  69.90%
Total 83

(Skipped) 22

Q7. Was there integration of [the hospital]'s 2007-2008 budgeting process with other healthcare organizations?

Answer Options n %
Yes 8 9.60%
No 10  12.10%
[ don't know 65  78.30%
Total 83

(Skipped) 22

Q8. During the 2007-2008 budgeting process, the following were considered:

Answer Options N stongAgree  agree disagree  strongDisagree ~ N/A
[the hospital]'s Mission, Vision, and

Values 70 8 34 12 2 14
[the hospital] Strategic Plan 70 8 38 9 1 14
[the hospital] Context 68 7 32 6 2 21
[the hospital] Culture 68 5 30 10 4 19
Community Values 68 3 33 13 3 16
Patient Values 68 5 29 17 2 15
Staff Values 68 4 19 21 6 18
Total 70

(Skipped) 35

Q9. Are there other items that should have been considered in the 2007-2008 budgeting process?

Answer Options n %
No 23 39.00%
Yes; please specify 36  61.00%
Total 59

(Skipped) 46

Q10. Are there items that were considered in the 2007-2008 budgeting process that should NOT have been?

Answer Options n %
No 42 80.80%
Yes; please specify 10 19.20%
Total 52

(Skipped) 53

Q11. Were there multiple methods of engaging stakeholders/decision makers?

Answer Options n %
Yes 12 15.40%
No 13 16.70%

[ don't know 53 68.00%
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Total 78
(Skipped) 27

Q12. Were these methods effective?

Answer Options n %
Yes 5 7.30%
No 14 20.30%
| don't know 50  72.50%
Total 69

(Skipped) 36

Q13. Please explain.(Open-Ended)

Total 18

(Skipped) 87

Q14. Was everyone involved in the 2007-2008 budget who should have been?

Answer Options n %
Yes 9 11.70%

| don't know 48  62.30%
No 20  26.00%
Total 77  answered
(Skipped) 28  skipped

Q15. How involved in the 2007-2008 budget were you?

Answer Options n %
Very involved 17 21.80%
Somewhat involved 15 19.20%
Not at all involved 46 59.00%
Total 78

(Skipped) 27

Q16. Were you satisfied with your involvement in the 2007-2008 budget?

Answer Options n %
Yes 20 26.70%
No 28 37.30%
Not Sure 27 36.00%
Total 75
(Skipped) 30

Q17. Please explain. (Open-Ended)

answered 21
skipped 84

Q18. Do you know how the decisions for the 2007-2008 budget were made?

Answer Options n %
Yes 13 16.70%
No 39 50.00%




Not Sure 26 33.30%
Total 78
(Skipped) 27

Q19. Do you know who was making the decisions for the 2007-2008 budget?

Answer Options n %
No 22 28.20%
[ don't know 27  34.60%
Yes; Please state who 29  37.20%
Total 78

(Skipped) 27
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Q20. For the following elements of the 2007-2008 budget, please if they were communicated to you.

[ don't
Answer Options n yes no know
Purpose & Goals of Process 7 35 24 9
Methods 70 29 27 11
Outcomes 71 29 29 10
Revision/Appeals Process 71 8 44 16
Total 7
(Skipped) 34

Q21. For the following elements, please indicate how well they were communicated to you.

very
Answer Options n were not poorly  adequately
Purpose & Goals 67 20 9 26
Methods 67 23 1 19
Outcomes 66 21 15 17
Revision/Appeals Process 67 37 11 7
Total 68
(Skipped) 37

Q22. How were the above items communicated to you? (check all that apply)

Answer Options n
E-mail 28
Paystub 0
Hospital Newsletter 2
Announcement Posting 4
Meeting: Departmental 26
Meeting: Hospital-Wide 18
Peer-to-Peer Informal 21
Peer-to-Peer Formal 16
Total 48
(Skipped) 57

Q23. Other methods of communication. (Open-Ended)
answered 1"
skipped 94
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Q24. How could communication be improved? (Open-Ended)
answered 31
skipped 74

Q25. Do you understand the outcome of the 2007-2008 budget?

Answer Options n %
Yes, completely understand 1 15.90%
Somewhat understand 32 46.40%
No, don't understand 26 37.70%
Total 69

(Skipped) 36

Q26. Do you accept the outcomes of the 2007-2008 budget?

Answer Options n %
Yes, completely accept 9 12.90%
Somewhat accept 29 41.40%
No, don't at all accept 3 4.30%
[ don't know 29 41.40%
Total 70

(Skipped) 35

Q27. Are you satisfied with the outcomes of the 2007-2008 budget?

Answer Options n %
Yes, completely satisfied 5 7.10%
Somewhat satisfied 22 31.40%
No, not satisfied 16 22.90%
| don't know 27 38.60%
Total 70

(Skipped) 35

Q28. Now that the 2007-2008 budgeting process is finished, please indicate if you are more familiar with the
following items

no, not same as

Answer Options n more more before I don't know
[the hospital] Mission, vision, values 61 5 14 37 5
[the hospital] Strategic plan 62 8 16 32 6
[the hospital] Context 56 1 19 28 8
[the hospital] Culture 55 2 16 30 7
Community Values 55 4 18 28 5
Patient Values 55 3 18 29 5
Staff Values 58 5 18 30 5
Total 67

(Skipped) 38

Q29. To what degree are the following items reflected in the 2007-2008 budget?

Answer Options n not somewhat  appropriatly very overly




[the hospital] Mission, Vision,& Values
[the hospital] Strategic Plan

[the hospital] Context

[the hospital] Culture

Community Values

Patient Values

Staff Values

Total

(Skipped)

Q30. How satisfied were you with the process behind the 2007-2008 budget?

Answer Options
Not at all satisfied
Somewhat satisfied
Neutral

Satisfied

Very satisfied

Total

(Skipped)

Q31. Please explain. (Open-Ended)
answered
skipped

42
41
39
39
40
38
39
42
63

n
18
13
27

5

1
64
41

26
79

—
S o=

—_
w ©

%
28.10%
20.30%
42.20%

7.80%
1.60%

14
15
15
15
15
14
13

22
21
16
15
15
14
12

Q32. How satisfied were you with the outcomes of the 2007-2008 budget?

Answer Options
Not at all satisfied
Somewhat satisfied
Neutral

Satisfied

Very satisfied

Total

(Skipped)

Q33. Please explain.(Open-Ended)
answered
skipped

Q34. How would you improve/what changes would you make to the 2007-2008 budgeting process?

(Open-Ended)
answered
skipped

n
16
12
29

6

1
64
41

21
84

28
77

%
25.00%
18.80%
45.30%

9.40%
1.60%

e e B GV R~ O]

O O O O o o o
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TRACKED CHANGES TO INTERVIEW GUIDE

[Hospital] 2007-2008 Budgeting No Change [Hospital] 2007-2008 Budgeting
Process Process
Interview Guide Interview Guide
March 4, 2007 Date Change June 7, 2007

Thank you for agreeing to be No Change Thank you for agreeing to be
interviewed.  The purpose of this interviewed. The purpose of this research
research is to use a tool to evaluate the is to use a tool to evaluate the recent '07-
recent '07-'08 budgeting process in your '08 budgeting process in  your
organization. This is a newly developed organization. This is a newly developed
tool that your organization has agreed to tool that your organization has agreed to
pilot test. You are being interviews along pilot test. You are being interviews along
with others from different parts of the with others from different parts of the
organization in order to capture diverse organization in order to capture diverse
viewpoints  regarding the budgeting viewpoints  regarding the budgeting
process. process.
In this interview you will be asked to In this interview you will be asked to
describe  the recently completed describe  the  recently  completed
budgeting process at [the hospital]. budgeting process at [the hospital].
Before we begin, do you have any Before we begin, do you have any
questions? questions?

7. Please talk to me about the Expanded 1. Please talk to me about who was
people who were involved in the involved in the priority setting
priority setting process. process and how they were

involved.

» What was your role? Omitted -

Repetitive

» Was anyone not involved that Omitted -

should have been? Repetitive

2. Tell me about the 2007-2008 No Change 2. Tell me about the 2007-2008
budgeting process. budgeting process

 Was there an explicit process that |  Streamlined/ « Explicit & transparent process?

you were aware of? /[ Was the Combined
process transparent and clear?

* What were the major ¢ What were the major

considerations? considerations? (values, culture,
context)

» What information/data was used?

» What role did values play?

(organizational values [mission,
vision, values]; staff values;
community values efc.)

* Did you know who was making the Omitted -

decisions? Repetitive

* Did you know how decisions were Made into 3. What happened if people did not

made? // Were there explicit and question agree with the decisions or the
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predetermined  criteria  and

timeline? //

process?

3. What was the outcome of the Omitted -
2007-2008 budgeting process? Repetitive
* How are things different from Made into 4. How are things different from
before  this  priority  setting question before this priority setting process?
process?
» How were the decisions reflected No Change * How were the decisions reflected
elsewhere in the organization? elsewhere in the organization?
4. How satisfied were you with the No Change 7. How satisfied were you with the
priority setting process overall? (moved to #7) priority setting process overall?
5. How would you improve the No Change 6 How would you improve the 2007-
2007-2008 budgeting process? (moved to #6) 2008 budgeting process?
Question Added 5. What did you learn from the priority
setting process?
Probe Added * Improved knowledge or

understanding of the organization?
(e.g. strategic plan; mission, vision
and  values; stafffcommunity
values)
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APPENDIX K

SUGGESTED FOCUS GROUP DISCUSSION GUIDE

Let’s talk about stakeholder involvement in the priority setting process. Who was
involved? Who should have been involved? In what capacity?

What did the process look like?
i. Was there an explicit & transparent process?
ii. What were the major considerations? (values, culture, context)

iii. What happened if people did not agree with the decisions or the
process?

What was learnt from the priority setting process? Personally? Organization-
wide?

i. Improved knowledge or understanding of the organization? (e.g.
strategic plan; mission, vision and values; staff/community values)

What could be done to improve the priority setting process?
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APPENDIX L

EVALUATION SURVEY

CHANGES MADE AFTER PILOT TEST OF TOOL

New Survey Tool Changes Made

General Process

This title does not reflect what is now included in the
survey.

The following survey is in reference to the 2007/08 operating
budget completed over the summer of 2006 and concluded in
September with the HAPS submission.

There are 26 questions in total in this survey

This was added to better inform respondents of what to
expect for this survey.

The  auestions budast
the-budgeting-outcomes)-

With the rearrangement of the survey questions, the first
set of questions is no longer solely pertaining to the
process.

1. Were you aware of that [the hospital] had a 2007-
2008 budgeting process in the summer of 20067?
(yes/no)

Added question. Throughout analysis it was apparent that
not everyone knew the budgeting had taken place — this
will be a helpful question that will give insight in the way
respondents answer the remainder of the survey.

2. How involved were you in the 2007-2008 budget?
(very involved, somewhat involved, not at all
involved)

This question was added from the content validity panel
and was originally #15. By moving this question to earlier
in the survey, it will provide essential information for
analyzing the rest of the survey. As well, if question by
question response rate decreases as respondents
progress through the survey, having this question earlier in
the survey will ensure a higher response rate for this
essential question.

3. Were you satisfied with your involvement in the
2007-2008 budgeting process? (yes/no/not sure)

This used to have options for yes/no/not sure and is now
just an open-ended question. This decreases the overall
number of questions in the survey and also will hopefully
generate more rich open-ended replies. Previously
question #16, combined with question #17 (question 17
omitted)

Information and Communication

This subtitle was added to reflect the questions that are
now in this section

4. For the following elements of the 2007-2008
budgeting process, please if they were
communicated to you. (yes/no/l don’t know)

Purpose & Goals
Methods
Outcomes

d. Revision/Appeals

o oTo

This question, previously #20, was moved earlier to
provide important information about responses that will be
given later in the survey. Recall that for the [the hospital]
budget, there was not a revisions/appeals process,
however there were questions in the survey that assumed
there way. If respondents answered NO to any of the
elements, it would be possible to omit questions later in
the survey that deal directly with that element.

5. For the following elements of the 2007-2008
budgeting process, please indicate how well they
were communicated to you. (rank: they were not,
very poorly, adequately, well, very well, and N/A)

a. Purpose & Goals
b. Methods

Previously question #21.
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c.  Outcomes
d. Revision/Appeals
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6. Did you understand the purpose and goals of the Previously question #3
2007-2008 budgeting process? (yes/no)
7. How could the communication be improved? Previously question #24

(open-ended)

Process

Changed from More on Process

8. Was there an explicit and predetermined timeline Previously question #4
for the 2007-2008 budgeting process? (yes/no/l
don’t know)

9. Was there a revision or appeals process available | Previously question #6

(whereby a decision could be contested or
reviewed)? (yes/no/l don’t know)

1.0.During the budgeting process, the following items
were considered: (not considered and that is ok,
not considered but should have been, considered
the appropriate amount, considered but should be
considered more, considered too much)

[the hospital] Mission, vision, values

[the hospital] Strategic plan

[the hospital] Context

[the hospital] Culture

Community Values

Patient Values

g. Staff Values

~e oo o

Ranking options changed from: strongly agree, agree,
disagree, strongly disagree or N/A. This will hopefully
provide more insight into respondent’s feelings on the
consideration of the listed elements. Previously question
#8

11.Are there other items that should have been
considered in the 2007-2008 budgeting process?
(yes/no and please specify)

Previously question #9

Stakeholder Engagement

12.Were there multiple methods of engaging
stakeholders/decision makers? (yes/no/l don't
know)

Previously question #11

13.SKIP PATTERN
Were these methods successful? (yes/no/l
don’t know)

This question was added through the content validity
panel. A skip pattern was added such that if respondents
answered ‘no’ to the previous question, this question will
now be skipped. The word ‘effective’ was also changed to
avoid confusion of the definition in answering the question.
Previously question #12

14.Do you know how the decisions for the 2007-2008 | Previously question #18
budgeting process were made? (yes/no/l don’t
know)

15.Do you know who was making the decisions for the | Previously question #19

2007-2008 budgeting process? (yes/no/l don’t
know and please state who)

16.Who should have been involved in the 2007-2008
budgeting process that was not? (skip question or
open-ended)

This question was reworded from: “Was everyone involved
in the 2007-2008 budgeting process who should have
been involved? (yes/no/l don’t know... if no please specify
who should have been involved)”. This new, more
simplistic form of the question should capture the same
responses and allow quicker completion rate if
respondents do not want to answer it. Previously question
#14

Outcomes

Changed from Outputs and Outcomes

17. Do you understand the outcome of the 2007-2008
budget? (yes, completely understand; somewhat
understand; no, don’t understand)

previously question #25
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18. Do you accept the outcomes of the 2007-2008
budget? (yes, completely accept; somewhat
accept; no, don't accept)

previously question #26

19. Are you satisfied with the outcomes of the 2007-
2008 budget? (yes, completely satisfied; somewhat
satisfied; no, not satisfied)

previously question #27

20.To what degree are the following items reflected in
the budget? (not reflected and that is ok, not
reflected but should have been, reflected the
appropriate amount, reflected but should be
considered more, reflected too much)
a. [the hospital] Mission, vision, values

Community Values
Patient Values
g. Staff Values

b. [the hospital] Strategic plan
c. [the hospital] Context

d. [the hospital] Culture

e.

f.

Previously question #29 this question was moved to follow
the previous question to generate more consistent results.
Ranking was changed from (rank: not reflected, somewhat
reflected, appropriate amount, very reflected, overly
reflected)

21.In comparison to previous decision making or
priority setting at [the hospital], is there consistency
in reasoning between previous and the 2007-2008
budgeting process? (yes/no/l don’t know)

Previously question #5

22.Was there integration of [the hospitall's 2007-2008
budgeting process with other healthcare
organizations? (yes/no/l don’t know)

Previously question #7

Overall View of the Process — there are the last three
formal questions of the survey.

Added text

23.Do you think the process was fair? (yes/no/l don’t
know)

Previously question #3This was an added question
through the content validity panel and despite all
participants answering it, the majority of respondents
answered ‘I don’t know’. By moving this question to later in
the survey, participants have a chance to see how other
survey questions might contribute to their conception of
‘fairness’. This will hopefully generate a stronger response
in yes or no options.

24.How satisfied were you with the process behind the
2007-2008 budget? (Completely satisfied,
somewhat satisfied, not at all satisfied)

Ranking was changed from not at all satisfied, somewhat
satisfied, neutral, satisfied, very satisfied. previously
question #30

25.How would you improve/what changes would you
make to the 2007-2008 budgeting process? (open-
ended)

By omitting the previous two open ended questions, the
hope is that this question will capture what came out of the
above questions and any other final comments participants
have. previously question #34

Demographic Information

Thank you for your time in completing this survey. Your input
and feedback are very valuable.

The following information is being gathered for demographic
purposes only. This information will not be tied to the
answers you have given in your survey.

Once you leave this page, your browser will close.

26.Job Title

Senior Leadership Team
Board Member

Program Director
Program Manager
Physician

® 00T o

Previously question #35

Added category




f. Front Line Staff
g. Other (please specify)
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DELETED QUESTIONS

Were you aware of the process and steps involved in the
2007-2008 budgeting? (yes/no/l don’'t know)

Since a new question #1 was added and the questions on
communication were moved to earlier in the survey, this
question (previously #1) becomes redundant. The idea
that if the process was communicated to the respondent, it
can be assumed that they were ‘aware’ of the process.

Are there items that were considered in the 2007-2008
budgeting process that should NOT have been? (yes/no and
please specify)

This question (previously question #10) did not generate
rich or innovative information. The majority of respondents
(81%) answered ‘no’ to this question and 53 respondents
skipped this question.

Now that the 2007-2008 budgeting process is finished,
please indicate if you are more familiar with the following
items yes, more familiar; no, not more familiar; same now as
before; | don’t know)

[the hospital] Mission, vision, values
[the hospital] Strategic plan

[the hospital] Context

[the hospital] Culture

Community Values

Patient Values

. Staff Values

@ "o o0 o

This question’s ranking options were poorly designed and
did not generate the data intended. This question aimed to
capture ‘stakeholder learning’ and did not. (previously
question #28)

Please explain (open-ended) question for “how satisfied are
you with the process” (now question #26)

This did not generate any rich data. Since it was open-
ended, it added to the length of time it takes to complete
the survey. The hope is the information that would have
been collected here will now be captured in the last open-
ended question on the survey (question #27)

How satisfied were you with the outcomes of the 2007-2008
budget? (rank: not at all satisfied, somewhat satisfied,
neutral, satisfied, very satisfied)

This question: “how satisfied are you with the outcomes of
the budget?” is very similar to a previously asked question:
“are you satisfied with the outcomes of the 2007-2008
budget?”. (Previously question #32). The ‘please explain’
open-ended question that went along with this question
was also omitted (previously question #33)

How were the above items communicated to you? (select all
that apply)

Via email

Pay stub

Hospital newsletter
Announcement posting
Meeting: Departmental
Meeting: Hospital-wide
Peer-to-peer Informal

. Peer-to-peer Formal

Se e o0 o

Previously question #22 — deleted because it did not
generate any new data that could not be collected in
document analysis. This question also did not contribute in
a significant way to measuring the concept of
communication

Other methods of communication (list/open-ended)

Previously question #23 — Deleted for the same reason as
above.




APPENDIX M
DOCUMENT ANALYSIS

CHANGES MADE AFTER PILOT TEST OF TOOL
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DOCUMENT ANALYSIS QUESTION

Change

Analyze Communication Documents: (meeting minutes, emails, memos,
website, etc)

1. Isthere arecord of who was involved during each phase of the
priority setting process? Are the records consistent?

2. Isthere arecord of the process by which decisions were made and
the people involved?

3. What forms of communication were used?

4. Was there a clear communication plan?

5. Are there any documents surrounding the use of an appeal process?
What did the process look like?-\What-communication-devices-were-
used?

added header

omitted second half of
the question

Analyze Information/Handouts:
6. Is there a description of the priority setting process in documents?
7. What information/data was used to inform the priority setting
process?

added header

Omitted question

Analyze Mission/Vision/Values & Strategic Plan:
8. Were the mission, vision and values considered during the process or
changed/revised after the process?

Added header

Analyze Budget:
9. Does the budget reflect a change in resources or priorities given to

programs?

10. Does the budget have similar or different goals/priorities than other
organizational documents (eg strategic plan, other
departmental/program budgets)?

Added header

Analyze External Documents:
11. Were any media reports generated from this priority setting process?
(before, during or after?) (Internally or externally driven?)
12. Has there been any legislation or policy changes as a result of this
priority setting process?

Added header
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APPENDIX N

COMPLETE VERSION OF TOOL
(POST-PILOT TEST CHANGES)

SURVEY

1. Were you aware of that [THE HEALTHCARE ORGANIZATION] had a priority
setting process? (yes/no)

2. How involved were you in the priority setting? (very involved, somewhat
involved, not at all involved)

3. Were you satisfied with your involvement in the priority setting process?
(yes/no/not sure)

Information and Communication
4. For the following elements of the priority setting process, please if they were
communicated to you. (yes/no/I don’t know)
a. Purpose & Goals
b. Methods
¢. Outcomes
d. Revision/Appeals
5. For the following elements of the priority setting process, please indicate how
well they were communicated to you. (rank: they were not, very poorly,
adequately, well, very well, and N/A)
a. Purpose & Goals
b. Methods
¢. Outcomes
d. Revision/Appeals
6. Did you understand the purpose and goals of the priority setting process?
(yes/no)
7. How could the communication be improved? (open-ended)

Process
8. Was there an explicit and predetermined timeline for the priority setting
process? (yes/no/l don’t know)
9. Was there a revision or appeals process available (whereby a decision could be
contested or reviewed)? (yes/no/l don’t know)
10.During the priority setting process, the following items were considered: (not
considered and that is ok, not considered but should have been, considered the
appropriate amount, considered but should be considered more, considered too
much)
a. [THE HEALTHCARE ORGANIZATION] Mission, vision, values
b. [THE HEALTHCARE ORGANIZATION] Strategic plan
c. [THE HEALTHCARE ORGANIZATION] Context
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d. [THE HEALTHCARE ORGANIZATION] Culture
e. Community Values
f. Patient Values
g. Staff Values
11.Are there other items that should have been considered in the priority setting
process? (yes/no and please specify)

Stakeholder Engagement

12.Were there multiple methods of engaging stakeholders/decision makers?
(yes/no/l don’t know)

13.Were these methods successful? (yes/no/I don’t know)

14.Do you know how the decisions for the priority setting process were made?
(yes/no/I don’t know)

15.Do you know who was making the decisions for the priority setting process?
(yes/no/I don’t know and please state who)

16.Who should have been involved in the priority setting process that was not?
(skip question or open-ended)

Outcomes
17. Do you understand the outcome of the priority setting? (yes, completely
understand; somewhat understand; no, don’t understand)
18. Do you accept the outcomes of the priority setting? (yes, completely accept;
somewhat accept; no, don’t accept)
19. Are you satisfied with the outcomes of the priority setting? (yes, completely
satisfied; somewhat satisfied; no, not satisfied)
20.To what degree are the following items reflected in the priority setting? (not
reflected and that is ok, not reflected but should have been, reflected the
appropriate amount, reflected but should be considered more, reflected too
much)
a. [THE HEALTHCARE ORGANIZATION] Mission, vision, values
[THE HEALTHCARE ORGANIZATION] Strategic plan
[THE HEALTHCARE ORGANIZATION] Context
[THE HEALTHCARE ORGANIZATION] Culture
Community Values
Patient Values
g. Staff Values
21.In comparison to previous decision making or priority setting at [THE
HEALTHCARE ORGANIZATION], is there consistency in reasoning between
previous and the priority setting process? (yes/no/l don’t know)
22.Was there integration of [THE HEALTHCARE ORGANIZATION]'s priority setting
process with other healthcare organizations? (yes/no/l don’t know)

"m0 ooCT

Overall View of the Process — these are the last three formal questions of the survey.
23.Do you think the process was fair? (yes/no/l don’t know)
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24.How satisfied were you with the process behind the priority setting? (Completely
satisfied, somewhat satisfied, not at all satisfied)

25.How would you improve/what changes would you make to the priority setting
process? (open-ended)

INTERVIEW GUIDE

1. Please talk to me about who was involved in the priority setting process and how
they were involved.

2. Tell me about the priority setting process.

i. Was there an explicit & transparent process?

ii. What were the major considerations? (values, culture, context)
3. What happened if people did not agree with the decisions or the process?
4. How are things different from before this priority setting process?

i. How were the decisions reflected elsewhere in the organization?
5. What did you learn from the priority setting process?

i. Improved knowledge or understanding of the organization? (e.g.
strategic plan; mission, vision and values; staff/community values)

6. How would you improve the priority setting process?

7. How satisfied were you with the priority setting process overall?

DOCUMENT ANALYSIS

Analyze Communication Documents: (meeting minutes, emails, memos, website, etc)

1. Isthere arecord of who was involved during each phase of the priority setting
process? Are the records consistent?

2. Isthere arecord of the process by which decisions were made and the people
involved?

3. What forms of communication were used?
4. Was there a clear communication plan?

5. Are there any documents surrounding the use of an appeal process? What did
the process look like?
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Analyze Information/Handouts:

6. Isthere a description of the priority setting process in documents?

7. What information/data was used to inform the priority setting process?

Analyze Mission/Vision/Values & Strategic Plan:

8. Were the mission, vision and values considered during the process or
changed/revised after the process?

Analyze Budget:

9. Does the budget reflect a change in resources or priorities given to programs?

10. Does the budget have similar or different goals/priorities than other
organizational documents (e.g. strategic plan, other departmental/program
budgets)?

Analyze External Documents:

11. Were any media reports generated from this priority setting process? (before,
during or after?) (Internally or externally driven?)

12. Has there been any legislation or policy changes as a result of this priority setting
process?



