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Abstract 

Backround: Program budgeting and marginal analysis (PBLMA) is a Wework  for setting 

priorities in health care, which has been used over the last 25 years in health regions in 

Britain, Australia, New Zealand and, through the research reported on in this thesis, in 

Canada This thesis descnies the &st comprehensive program of research to evaluate 

PBbLA. 

Methods: The project began with hvo surveys, one with authors of previous PBMA papers 

to ,oauge the perceived impact and sustainability of the b e w o r k  internationally, and the 

second. with managers in three regional health authorities @WAS) in Alberta, to examine the 

process of priority setting in these health regions and to identify how this process could be 

improved. Seven PBMA case studies were then conducted in these R W ,  of which three 

are reported on in this thesis. Follow-up surveys with the users of the PBbW Framework 

were then carried out to determine the strengths and weaknesses of the given exercise, and 

to identify means of improvins the process. 

Results: PBbN has been used in a minimum of 59 health regions internationally since 1974, 

and continues to be used in at least 52% of these regions. Key decision-makers interviewed 

from Alberta reported that, generally speaking, resources are allocated on a historical basis 

without use of a formal priority setting process. Most respondents held that an explicit, 

evidence-based priority setting framework would be beneficial. Through the PBMA case 

studies, managers supported the use of the framework, in some cases resources were shifted 

with the aim of maximizing health benefit. and numerous other important (and unexpected) 

outcomes arose. Several barriers and facilitators to using a priority setting tiamework in an 

integrated service delivery system were also highlighted. 

Conclusions: Managers in health orsanizations within and external to Canada would 

potentially be well-served to consider the use of PBMX in regional decision-making 

processes. Primary areas for future research are in examining the priority setting process 

with more explicit consideration given to managerial and organizationaI processes. Overall, 

the PBMA b e w o r k  is pragmatic, evidence-based, and enables managers to consider 

explicitly the marginal costs and benefits of spending alternatives. 
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CHAPTER 1: LNTRODUCTION 

In society, there are not enough resources to meet all potentid claims on the available 

resources (Fordyce et al. 198 1, Mooney et al. 1993,). Similarly, it is held that such 

scarcity exists in the health system, requiring decisions to be made about which claims 

will receive limited public funding and which will not (Auld et al. 2001). If this premise 

of scarcity is accepted, there is an inevitable need to make choices about which claims to 

meet and to what extent, and conversely, which claims not to meet. Thus, it could be 

argued that decision-makers in the newly formed regional health authorities (RHA~)' in 

Canada require a decision-making h e w o r k  to aid in choosing amongst competing 

claims on their limited resources. This thesis examines the priority setting process in 

three in Alberta and examines the use of an economic h e w o r k  for priority 

setting and resource docation, designed for the regionalized health care context. The 

framework itself involves explicit consideration of both benefits and costs of services, 

with the goal of maximizing the needs met for a given population fiom the lirmted 

resources available. 

This chapter serves as an introduction to the research project as 3 whole. and thus puts 

forth the study problems, discusses the relevance of the project. and highlights how the 

various stages of the project are noveI contributions to the literature, either nationally or 

internationally. At the end of this chapter. an outline for the remainder of the thesis is 

provided. 

1.1 Study Problems 

In all but one of Canada's ten provinces, health services decision-making has been 

devolved to the resional level (Lomas 1997% Province of Alberta 1995). These RHAs are 

responsible for setting priorities and ailocating resources within broadIy defined 

provincial mandates (Lamas 1997a Alberta Health 1995). In particular, health regions 

were given the mandate to meet the needs of local populations with a limited amount of 

I Dependkg on the province. such orgmizations are aIso formally known as 'heaIth districts' or 'he& 
boards', but are herein referred to by the acronym 'W', or more generically as 'health regions'. 
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resources (Lomas 1997a). A recent survey, however, reported that decision-makers in 

these regions do not necessarily possess adequate skills to set priorities (Lomas 199%). 

While research on resource allocation in Canada has occurred at the provincial level 

(Eyles and Birch L993), and on priority setting at the hospital level (Singer et al. 20001, 

there has been no previousIy reported work on this in RHAs in Canada. 

One priority setting fbmework which has been used in health care over the last 25 years 

in the UK, Australia and New Zealand, is program budgeting and marginal analysis 

(PBbU) (biooney 1984, Donaldson and Farrar 1993, Cohen 1994, Twaddle and Walker 

1995. Craig et al. 1995, Viney et al. 1995, Ratcliffe et al. 1996, Ruta et al. 1996, Peacock 

1997, Mooney et d. 1997). This economic h e w o r k  aims to assist managers in making 

decisions about the competing claims on the h i t e d  resources available. However, 

despite the long history that PBM.4 has endured in health care, there has been little 

formal evaluation of h s  framework, either at the individud case study level or more 

broadly across studies internationally. 

From this discussion three primary problems arise. The fim is that the 'needs' and 

'wants' in health care will always outstrip available resources. This implies the need to 

study priority setting. Second, Canadian health care decision-makers have Iimitedfonnal 

skills when embarking on resource allocation decision-mhg. As such, the study of 

priority setting in the context of Canadian RHAs is warranted. Third, one approach to 

priority setting in health care. namely P B W .  has undergone limited evaluation 

internationally and has not been previously tested in Canada Ifuse of PBICICA is to be 

continued internationally and is to be indicated within Canada, evaluation of the 

h e w o r k  must be undertaken, and pi1oting in Canadian RHAs should occur. It is these 

three study probrems which underpin the research reported on in this thesis. 

1.2 Relevance of the Project 

In health care settings where decision-makers are required to consider how best to spend 

limited resources, a priority setting fiamework wouM likely be of considerable use 

(Madden et al. 1995). In Canada, as the majority of provinces have regionalized health 

care, providing an environment where precisely such docation decisions must be made, 
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the need for piloting a framework to aid decision-makers in the process of setting 

priorities and allocating resources is indicated. As mentioned, one kamework which 

enables this process is PBMA. AIthough the transition to an explicit h e w o r k  for 

setting priorities based on both the benefits and costs of services can be difficult 

(Cochrane et al. 1991), the end result, in principle, is one where the benefits to the 

population can potentially be maximized for a given set of resources (Donaldson and 

hlooney 199 1). 

Following this line of thought, PBbM provides information which can be used to identify 

means of providing services in a more efficient manner (Donaldson 1995), and further 

can help to ensure that the alfocation of resources is also fair (Mooney et al. 1986). As 

well. the information can aid accountability by allowing the monitoring of whether 

resource allocation patterns match stated intentions from planning documents, and also 

can facilitate benchmarking processes (hlooney et al. 1992, Craig et aI. 1995, Wilson and 

Scott 1995, Miller et al. 1997). As a result, if hILy integrated, PBMA can positively 

impact how resources are aliocated in health regions and should further enable both 

current and hture strategic planning activities in a transparent, and thus accountable, 

way. 

Drawing on the international body of experience in the field of priority setting, this work 

provides a timely and insigbtfbl response to concerns being expressed in RHAs regarding 

the setting of priorities. .After five years of regionalization in Canada, managen are 

beginning to think more proacdvely about managerial activities such as priority setting 

and resource allocation. That the skills to perform these activities are often lacking speaks 

directly to the need for addressing this important issue through an applied research 

project. Further. while a primary god of this work is to aid Canadian managers in the 

priority setting process, through a comprehensive evaluation of an economic b e w o r k  

that has been used widely in practice intemationalIy, but which has undergone iittIe 

rigorous evaluation to date, this project dso contributes to a much broader body of 

knowledge. 



13 Description and Contributions of this Research Project 

Based on this rationale, a four-phased research project was undertaken in Alberta. The 

basic outline of the project was to first conduct a review of previous PBbLA exercises, in 

order to identify the impact of the m e w o r k  on priority serting and strategic planning 

within health regions internationally. Such information had not previously been collated 

in one study. Information required for the development of PBkU in a Canadian context 

was then obtained through a survey of health region decision-makers, in the tirst attempt 

in Canada to determine specifically how priorities are set and how relevant information 

can best be structured to facilitate efficient and equitable priority setting decisions. The 

next step, again as a first in Canada, was in the piloting of PBMA through a series of case 

studies in three health regions, with the intent of testing the feasibility of using the 

h e w o r k  in Canada and examinins numerous unresolved issues born the PBMA 

literature. Finaly, similar to unrelated work ongoing in Australia. a formal fol2ow-up 

survey was conducted to gauge the impact of PBMA in the specific case studies in which 

the M e w o r k  was piloted. Taken individually, each phase of this research project 

provides a si-gnificant contribution either to the Canadian or international priority setting 

literature. Further. through describing the first comprehensive evaluation of P B W  to 

date and providing suggestions regarding key areas for future research, this thesis as a 

whole also makes a substantial contribution to current knowledge in this field. 

1.4 Thesis Outline 

In the next chapter. background to the identified study problems is provided, in particular 

through a detailed discussion of the underlying economic principles of priority setting, as 

well as through a critical review of several widely cited economic toois proposed for use 

in the prioriry setting process. Ln this same chapter, the PBMA h e w o r k  is described in 

detail, including the history of PBkk from the 1970s through to present time and 

numerous unresolved issues which continue to challenge researchers and managers in the 

application of this h e w o r k .  In Chapter Three, the four primary Research Questions, 

corresponding with each of the four phases of the research project, are put forth. The 
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Methods for the four phases of the research project are presented sequentially in Chapter 

Four, beginning with the international survey of PBMA authors, and then followed by the 

Alberta based key decision-makers survey, the piloting of PBMA in these same health 

regions, and finally the follow-up survey. The r d t s  of each phase of the project are 

described in detail in Chapter Five, which is then followed by the Discussion in Chapter 

Six. Importantly, the Discussion places particular emphasis on tying the various phases of 

the project together, and draws on a broader set of literantre in an attempt to set the 

current work more h l y  in the context of organizational decision-making. This chapter 

also includes areas for future research, and puts forth a number of specific 

recommendations both for researchers and health region personnel. The thesis closes with 

the Conclusion, found in Chapter Seven. 



CH-R 2: BACKGROUND 

2.1 introduction 

PBbLA is an economic h e w o r k  for priority setting in health care (Donaldson and 

Farrar 1993). The intent in using PBMA is to provide assistance to health region 

managers in directing resources in order that the impact of health care, or other services 

such as prevention, on meeting the health needs of the local population, is maximized 

(Donaldson and &looney 1991). At the same time, PBMA allows for consideration of 

other health system objectives, such as equity @looney et al. 1986). its starting point is to 

examine how resources are currently spent before focusing on marginal health gains and 

costs of changes in that spend, through comparison across or within programs 

(Donaldson and Farrar 1993). As health regions, including those in Canada, are required 

to make choices amongst competing claims for limited resources (Lomas 1997% Fanar et 

al. 1000), an economic approach to priority setting could aid in the decision-malung 

process (Mooney 1984, Scott et d. 1999). 

However. before discussing PBhU in greater detail, the underlying principles of an 

economic approach to priority setting are first presented, in Section 2.2. As part of this 

discussion on principles. the notion of 'medical necessity', as well as problems with 

needs assessment for the purpose of priority setting, are presented. Following this, in 

Section 2.3, a literature review of other approaches to p r i o r i~  setting is provided; these 

approaches incIude economic evaluation and defining core services, as well as resource 

allocation based on historical provision of services. Following Section 2.4, on PBMA, 

where the his to^ of this Eamework is outlined, as well as a detailed description of the 

h e w o r k  and current unresolved issues kom the Literature, the chapter closes with a 

summary of the background material, found in Section 2.5. 

2.2 Economic Principles 

This section first examines the concept of opportunity cost, and within this context 

addresses why, due to scarcity of resources, choices amongst competing claims on the 

available resources must be made. The principle of marginal analysis is then descnied, as 



it is this principle upon which the shifting of resources in practice rests. Finally, the 

concepts of efficiency and equity are reviewed in light of the discussion on opportunity 

cost and the margin. 

An economic approach to priority setting relies on two fundamental principles: 

oppommity cost and marginal analysis. Opportunity costs are the forgone benefits of the 

next best aItemative use of a given set of resources (Auld et al. 2001). If resources are 

used in one way, they cannot be used in other ways. Invariably, choices must be made 

between (at [east) two claims on resources which each wiI1 produce some positive 

outcome. -4s such, in allocating resources to one option. some benefit will be lost because 

resources were not allocated to the other option (Mooney et aI. 1992). Thus, a primary 

goal of priority setting is to maximize benefits and, conversely, minimize opportunity 

costs f Wordsworth et al. 1996). 

Claims on resources are a mixture of needs and wants. As there are not enough resources 

available to meet all of these claims, several options have been suggested to alleviate this 

problem. First. the needs and wants could potentially be separated out, with only true 

'medical needs' being required to be met in a publicly b d e d  health system. However. 

defining need in this way will likeIy kad to requiring a definition of core services or 

medical necessity. This is problematic because it is not possible to measure what should 

be classified as 'core' or 'necessary' and what should not, in an objective manner 

(Caulfield 1996, Hurley et al. 1997). Further. it may not be possible to provide all 

services defined as 'medically necessary', due to scarcity of resources. Thus, such 

definitions do not, on their own, provide a mechanism for making choices amongst 

competing claims on resources. Second, the amount of resources available couId 

potentially be increased enabling all claims on the resources to be met (Angus et al. 

1995). However, following the notion of scarcity, it has been argued that the claims will 

always be greater than the resources available, in that there will always be more ways to 

spend the resources (Fordyce et al. 198 1, Donaldson and Farm 1993, McKneally et al. 

1997). Llnless resources are unlimited, the condition of scarcity will always exist. Thus, 
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while demanding more resources for the health system overall is an attractive option, in 

reality, at my level of h d i n g ,  lower priority items must be traded off for higher priority 

items (+Angus et al. 1995, Wordsworth et al. 1996). Third, the claims on resources couId 

be defined not in terms of needs and wants, but on services that will produce a positive 

health outcome @looney et al. 1992, Kelly 1994, Birch and Chambers 1993). As 

estimates have been made that 3040% of health care activities are currently ineffective, 

this seems like an attractive option. However, the major difficulty here is that we do not 

have enou& valid outcome tools, and enough reliable ways to measure outcomes, to 

determine overdl which services provide a positive health outcome and which do not 

(Jones and Wright 1995). Further, the issue of value arises in trying to determine fiom 

which perspective to view the health outcome (Mooney et d. 1986). That is, different 

people have different opinions about what is optimal in terms of a given health outcome, 

as values differ from person to person. Without clarity on what a 'positive health 

outcome' even is, it is difficult to base fbding decisions for various treatments on thrs 

notion.' 

Therefore, although there are several options in attempting to deal with the amount of 

resources being outstripped by the claims on these resources, the fundamental problem 

that there are not enough resources to go around remains (Wordsworth et al. 1996). This 

brings the discussion back to the point of needing to set priorities. The closer the health 

system is to rnavimizing benefit and minimizing opportunity cost, the more efficient the 

system will be, and the more need will be met from the available resources. 

2.2.2 Iblarginal Analysis 

The second underlying economic principle upon which this work on priority setting rests 

is mar,~al analysis. An economic approach to priority setting moves away fiom trying to 

define total need and asks three hdamental questions (Mooney et al. 1986): 1. Given the 

existing resources, could some redeployment of these resources resuit in increased total 

benefit; 2. If additional resources were made available, how could they best be used to 

' Of note. the issue of measuring outcomes, and that of values, wdl also arise in the context ofeconomc 
weworks for improving efficiency, as is discussed below. 
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obtain the greatest possible benefit; 3. Ifresources were to be reduced, what cuts codd be 

made to ensure minimum loss of benefit. It is by looking at potential shifts in resources 

between alternative uses of those resources that the best pattern of care is to be reached 

(Shell et al. 1993). In response to the above questions, a common approach taken in 

health care is to conduct needs assessments. As such, approaches to needs assessment, 

and some of their potential problems with respect to priority setting, will be briefly 

reviewed before returning to marginal analysis. 

One approach to needs assessment is to d e h e  total need and then set a minimum 

standard of care to meet that need wooney et al. 1986). Need might be defined by 

whether or not a treatable condition exists, and then evaluative techniques can be used to 

measure the met and unrnet needs of the particular population based on this definition. 

However, defining need in this way is very difficult. First, the d e h t i o n  of need is value 

based and is thus dependent on who is trying to define it (Mooney et al. 1986). For 

example. a clinician may feel that an individual has a need (i.e.. a man's prostate is 

snlarsed), but the individual may choose to ignore bis symptoms and may decide that 

there is no need at all. Second, attempting to set a minimum standard ignores the reality 

that there may not be enough resources available (i.e., the opportunity cost is too great) to 

meet this minimum standard, suggesting again that some sort of priority setting is 

required (>looney et al. 1986). Third, need is a dynamic concept, with irs deht ions  and 

valuations changing over time as new experience and knowledge are gained and as 

resource avaiIability changes. Finally, needs assessments often do not consider resource 

impiications. Thus, attempts may be made to change the mix of services provided based 

on the met and unrnet need of the population without consideration given to costs, in 

conjunction with effectiveness, of services @looney et aI. 1992). Mooney et al. (1986) 

point out that without an idea of the resource implication, selection of what is feasi'ble for 

a given budget is made without knowledge of opportunity costs. This inappropriately 

leads to decision-making that is not based on both benefits and costs (Weinstein and 

Stason 1977, Breen I99 I, Donaldson and Mooney 1991, Cohen 1994, Mcheally et al. 

1997). Faced with a @ven set of heaIth needs, it is not possiile to know whether more 

need can be met within the current firnding envelope without information on how 

resources are currently spent and on how the current mix ofresource use can be changed 
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for the better @looney et al. 1986). Importantly, none of this is to say that traditional 

needs assessment is not valuable. Such data can be very usell, it is just not best used as 

the primary means of setting priorities and promoting the efficient use of resources 

(Mooney et d. 1992, Birch and Chambers 1993). 

h o t h e r  approach is epidemiological needs assessment, whereby incidence and 

prevalence data are used to identify needs of the population. The main problem with such 

data is that no direction for resource allocation is provided (Donaldson and Mooney 

199 1). That is, while this approach implies that more resources should go to treating 

those diseases which are most prevalent, it does not indicate how much should go where. 

This approach also does not reco-gize or factor in the effettiveness of specific certain 

interventions (Mooney et at. 1992). For example, a certain type of cancer may be 

prioritized to receive Funding above other diseases, based on it being more prevalent than 

others. However, if this particular cancer has no currently effective treatment, aIIocating 

resources towards the treatment of this disease will not result in an efficient use of 

resources.' With this method, no appropriate action plan can be formed which will meet 

the needs of the population in the most effective and efficient manner. In addition, this 

approach, and that described in the paragraph above. implies that if a need exists, it 

should be met (Gray and Steele 1979). However, h s  view does not rake into 

consideration that all needs cannot be met. due to scarcity of resources (Wordsworth et al. 

1996). 

In contrast to the various forms of needs assessment described here, an economic 

approach to priority setting implies that no matter what the total needs of the population 

are, the resources will be used in such a way that the benefits are maximized (Donaldson 

and m o n e y  199 I). It focuses on changes in need met, while also measuring changes in 

resources (Mooney et al. 1992). Prior to discussing some ofthe economic approaches to 

priority setting, the concept of the margin will now be returned to, keeping in mind that it 

is the change in costs and benefits that is critical to the priority setting process. 

'This of c o m e  is not to say that resources should not be put towards research for effective treatments. 
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One objective of pianning is to make the most of resources available by deploying them 

across programs so that the potential benefit is maximized (Donddson et al. 1995). This 

goal is achieved when no switching of resources from one service to another will resdt in 

an increase of total benefit (Mooney et d. 1986). Strictly, the margin is concerned with 

the last unit of production of any two or more given program (Mansfield 1997). 

,Assuming declining marginal benefit and constant or increasing marginal cost, if the 

benefit to cost (B/C) ratio of the last unit currently produced in option A is greater than 

the BiC ratio of option B, a reductior! in option B and an increase in option A is justified 

as the total benefit fiom the resources available would thus increase (Tordyce et al. 1981). 

Further, the process of shifting resources between the options shodd continue until the 

B/C ratio for the last unit produced in each program (i.e. options A and B) is the same 

(Mooney et al. 1986). That is, the maximum total benefit between the options is obtained 

when the m a r p a l  benefit to marginal cost ratios of each option are equal (i.e. 

hB.\/MCh= ,MB&lCa) (Mooney 1978). n s  has been referred to as a "decision rule", 

in that across many sub-programs, the optirnd benefit is achieved from a given budget 

where each blB&lC ratio is the same (Mooncy et al. 1986). 

This concept is exemplified diagammaticaIIy in Figure 1 (page 18 1 ). Assuming a 

constant increment in resources fiom R1 to R2 in each of programs I and II, it can be 

seen that, due to the differentia1 slope of the curve for the NO programs, a greater 

improvement in benefit for those resources is 'produced' in program I. This is observed 

in noting that the increment (or difference) between HI and H2 For program I is greater 

than the corresponding increment for program II. .hsuming the overall level of resources 

is fixed (in this case at, say, R2*2 units). following the decision rule, resources should be 

shifted out of pro-eram I1 and into program I, thereby moving towards the equalization of 

the marginal benefit to cost ratio of the two programs. Thrs concept can be more readily 

understood using a numerical example. 

Again referring to F i w  1, assigning values of 2 and 3 for HI and H2, respectively, for 

program I. and values of 3 and 3.25, respectively, for program II, as well as values for 

Rl and R 2  of 3 and 5, respectivety, for both programs, the marginal benefit to cost ratio 

for each program can be calcdated. That is, MBI/MCr=1f3,=0.5 while MB~I/MC~= 
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0.15/2=0.125. This indicates that more benefit per dollar spent is being obtained, at the 

margin, in program I as compared to program II. By decreasing the resources in program 

II (e-g., assigning R2 equal to 4 instead of 5, producing a new corresponding level of 

benefit of 3.1) and increasing the resources in program I (e-g., assigning R2 equal to 6 

instead of 5, producing a new conqonding Ievel of benefit ooE3.25), the 

blBrMCr=l .25/3=0.42 while the h1811&iCIr=0.1/1 .0=0.1. En this way, it can be seen that 

the difference between the marginal benefit to cost ratios of the two programs is 

decreasing. That is, the slopes of the curves for the two programs, for the given resources, 

are converging. At some mix of resources between rhe two programs, convergence will 

be reached, and the mar,hal benefit per dollar spent of the two pro-ms will be equal. 

When the ratios of the two programs are equal, overdl benefit will be maximized. 

As can be seen with the numerical example presented here, in the base case, for the 

available 10 units of resources, overall benefit when program I is allocated 6 units and 

program II is allocated 4 units, is 6.35 (3.25-3.1). For sake of cornparisan, if pro- I is 

allocated 5 units and program U 5 units, total benefit is only 6.25 (3s3.15); similarly, if 

p r o w  I is allocated 4 units and program II 6 units, total benefit is only 6 (2.5-3.5). In 

this example, it is not the case that total benefit is maximized at 6 units for program I and 

4 for program E, as the W/MC ratios of the programs are still not equal, but considering 

only these three scenarios, it shouid be clear that it is the preferred choice. More accurate 

gaphing would be required to adequately plot the small scale changes required to derive 

ratios that are equaf, although it is known that the optimal level of allocation will be 

between 5 and 7 units of resources for program I and between 5 and 3 units for program 

CI. Ln any case, as stated above, the process of shifting resources out of the one program 

and into the other should continue, in theory, until the ratios are equal, as it is at that point 

that no greater benefit can be obtained through the shifting of resources. Importantly, 

through this mar,stnal analysis, an assessment ofthe totaI benefit of each program being 

compared does not need to be conducted; it is about the shifting of resources between the 

pro_erams, and the resulting incremental changes in benefit that is the focus of the 

dlocation exercise. 
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Thus, as just alluded to. in marginal analysis, the 'correct' balance is determined by 

examining the relarive benefits orthe various options. The total benefits of the options 

are not as relevant (Donddson and Mooney 1991). With marginal analysis, the nature of 

the trade-off is expiicitly hiwghted, and decision-makers can then base decisions on 

opportunity costs. In addition, as mentioned, the concept of the margin reIates to change 

(Donaldson and Farrar 1993). As most funding decisions in the health system are likely 

to deal with increases or decreases in service provision rather than an addition or deletion 

of a service altogether, this notion of change is centraI (Shiell et al. 1993). Examining 

services 'at the margin' allows decision-makers to consider these changes in service 

provision at the Iast unit of production. This provides a much clearer picme of the costs 

and benefits which will arise with an increment or decrement in a particular service. 

The major challenge in thinking through priority setting at the margin is that it is often 

very difficuit to estimate and value marginal benefits (Mooney et al. 1986). However, 

proponents o f  this approach would argue that it is the way of thinking provided by 

marginal analysis that is the key (Mooney et al. 1993, Danaldsun 1994, Donaldson et al. 

1995, Scott et d. 1999). Thus, despite information gaps, particularfy on the benefit side, 

thinking at the margin can lead to identifying the optimal mix of services provided for the 

given pot of resources availabIe. In summary, the key points of this economic approach to 

priority setting are to consider costs, in particular marginal costs, and further that whiIe 

judgements in benefits may be required, such judgments should be not on total benefit 

but rather on marginal benefit -4s will be seen, the economic approaches to priority 

setting, presented later in this chapter, rely on these hdamentai principles of oppomrnity 

cost and the margin. 

Broadly speaking, efficiency can be defined as maximizing well-being at the least cost to 

society (Mansfield 1997). In fact, efficiency is intimately related to opportunity cost. As 

already alluded to, a primary goal in health care is to maximize benefit and minimize 

opportunity cost. The closer society is to achieving this god, the more efficient the heaIth 

care system will be. If there is an ineEcient use of resources, the alIocation could be 
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changed in some manner to realize increased health benefits (or more broadly speaking, 

well-being), Through marginal analysis, potential changes in the mix of services provided 

for a given budget can be highlighted, in order to identify how the e5ciency of the 

p r o w  might be increased. Thus, well-being can be rn~ximized through the shifting of 

resources at the margin, resulting, in theory, in the most efficient use of the available 

resources. 

Two specific types of efficiency are of particular relevance to this thesis. First, allocative 

efficiency relates to whether or not something is worth doing (Auld et al. 2001). In the 

health care context, this type of efficiency is reached if no greater benefit could be 

provided from some other mix of senices for the given resources (Mooney et al. 1986). 

When decisions about changes in resource use are made at this level, one group of 

patients will benefit at the expense of another group (Auld et al. 2001), and is why the 

priority setting decision-making context is distinct from other decision-making processes 

in health care. The trade-off arises because, in order to Fund more of one sentice, less 

funding must be (implicitly or explicitly) put towards another service. If resources were 

not scarce, all needs could be met through the finding of all services required (or 

desired). However, if it is accepted that resources are scarce, choices amongst the claims 

on the limited resources must be made. With priority setting across programs, the goal is 

to arrive at a mix of s e ~ c e s  which maximizes benefit for the given resources (Gold et al. 

1997). To the greater degee that this is done, the more allocatively efficient the health 

care system will be. 

The second type of efficiency often referred to is technical or operational efficiency. Th~s 

type of efficiency asks the question, 'What is the best manner in which to obtain a 

particular objective?' (Auld et al. 2001). In terms of health care, for the same group of 

patients, a choice would be made between different treatment options. In other words, 

ziven that a health services program has already been allocated some resources, the - 
question is, 'In what manner should these resources be spent so that the benefit is 

maximized?". Alternatively, it could also be said that if two treatments provide the same 

benefit, the most technically eficient option would be the treatment that is less costly. 

Strictly, technical efficiency is about maximizing the output (e.g., heaith benefit) for a 
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given set of inputs (Gravelle and Rees 1992). In the following sections, it will become 

apparent that PBMA can deal with concern pertaining to both allocative and technical 

efficiency (Posnett and Street 1996, DonaIdson et d. 1995). In addition, it is important to 

bear in mind that the principles of opportunity cost and marginal analysis underlie not 

only the PBMA fiamework but the other economic approaches outlined below, as well. 

Prior to turning to a literature review on other approaches to priority setting, one find 

concept related to priority serting, that of equity, is addressed. 

In addition to efficiency, another important concept in health economics, and particulariy 

for priority setting, is that of equity. Assuming again the premise that scarcity does exists, 

and thus that choices need to be made on the distribution of resources, such distribution 

should not only follow a pattern which produces the most benefit overall, but also be 

done in a manner which is fair. In essence, equity is about fairness, and is important to 

consider when setting priorities and allocating resources because. due to scarcity, 

resources are always allocated to one option at the (implicit or explicit) expense of 

another option. Of course, the value health care decision-makers place on concepts of 

efficiency and equity will vary across contexts and societies, which is why in any given 

priority setting exercise it is important for the invohed stakeholders to express explicitiy 

the criteria on which priority setting decisions will be made. Efficiency and equity are 

Likely to be two such criteria. although the weight given to them may vary. 

More specifically, equity can be considered in terms oFtwo further concepts, horizontal 

equity and vertical equity @looney 1992). HorizontaI equity refers to the 'equal 

treatment of equals' whiIe verrical equity refers to the 'unequal treatment of unequals'. 

The point for this thesis is not to enter the lengthy debate on how best to define equity, 

but rather again to point out. because the dehition of equity will vary across contexts, 

that it is important for decision-makers to define the criteria upon which allocation 

decisions will ultimately be made, and to make those definitions explicit. To illustrate 

this, one defznitional exampIe is avaiIable fiom the National Forum on Health (1997), 

where equity is defined as equality of health. This definition falls under the category of 
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vertical equity, as it implies that different individuals may require different levels of 

treatment to ensure a 'fair' (i-e., equal) outcome. Individuals may not agree with this 

definition, of course, because it is value laden. In fact, one wodd be hard pressed to 

develop a definition of equity which did not rest on value, which is why it is so important 

for specific decision-making groups to explicitly outline their own definitions (Mooney 

1992). 

2.3 Literature Review 

This section provides a literature review of several approaches to priority setting in health 

care. An overview of key concepts from the literature that should be considered in a 

priority setting framework is first presented, followed by sub-sections on economic 

evaluation, core services, and decision-making based on historical patterns. The intention 

of this section is to describe these approaches to priority setting, but as well to highhght 

various limitations with these approaches, as will also be done with PBMA in Section 

2.4. Throughout this discussion, the principles of opportunity cost and marginal analysis, 

as we11 as the concepts of efficiency and equity should be kept in mind, as ultimately it is 

through these that the merits of a priority setting approach will have to be judged. 

2.3.1 Prioriry Serring in Practice 

It has been widely expressed that health system managers must ensure that the limited 

resources are used in a manner which produces the maximum benefit (Laupacis et al. 

1993). Further. it has also been stated that priority setting of health services must be open 

and explicit (McKneally et al. 1997, Kelly 1994, Breen 199 1. Norheim 1995, biaynard 

and Bloor 1998) and should involve the public in some manner (Donaldson and Farrar 

1993, Breen 199 1, Bryan et al. 1998). Other notable prerequisites of a priority setting 

h e w o r k  might be the incorporation of national priorities, and the consideration of 

equity in addition to efficiency (Breen 199 1, Donddson 1994, Wilson and Scott 1995). 

Finally, there is a widely held belief that evidence b r n  research should play some part in 

this decision-making process (Robinson 1993, Scott et aI, 1999). Considering these 

'criteria' for a priority setting b e w o r k ,  seved specific approaches to priority setting 

are now reviewed. 



23.2 Economic Evaluation 

Economic evaluation in health has been defined as, 'The comparative analysis of 

alternative courses of action in terms of both their costs and consequences' (Drummond 

et ai. 1997). The type of economic evaluation can be defined on the basis of whether the 

research question relates to technicaI or allocative efficiency. Cost-benefit analysis 

(CBA), through which values to both health and non-health goals can be assigned, 

informs questions about allocative efficiency, because the technique is used to determine 

which goals are worth achieving. In other words, CBA can be used to determine how 

much more or less of society's resources should be allocated to a particular type of health 

care for a particular group. In terms of opportunity cost, the question is raised as to 

whether the benefit to be obtained from one service is more or less than the benefit 

obtained from alternative uses of the resources. Cost-effectiveness analysis (CEA) can be 

used to determine technical efficiency. That is, given that a particular goal is to be 

achieved for a given fixed budset. CEX can provide a response to the question. 'what is 

rhe best way to obtain that goal?'. If option A resdts in a better health outcome at less 

cost then option B. option A is more technically efficient, and should be chosen. If an 

option results in a better health outcome at increased cost, then the option which has the 

lowest ratio of cost per unit of effectiveness gained will provide the most health per 

dollar spent (i.e., the more technically efficient option), within a given budget. For 

example, if the cost per life year saved of treating syncope patients with a drug regimen is 

Iower than that if such patients received a pacemaker, medical treatment would be 

preferred, all h g s  being equal. It should be noted, however, that should a new option 

incur g e a t a  costs and benefits than the current option, additional resources may be 

required to be allocated to the new option (Birch and Gafhi 1992). This scenario results in 

a question of allocative efficiency, which can only be considered with CBA, or with 

another type of economic evaluation. cost-utility analysis (CUA). In fact, CUA is a form 

of economic evaluation that can be used to determine either technical or ailocative 

efficiency. As CUA enables comparisons across dornains, it implies some form of 

shifting resources h m  one patient group to another. As defined, when different p u p s  

of patients are being compared, questions of alIocative efficiency arise. However, d i k e  

CBA, through which comparisons of interventions across, for example, education and 
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health care, can be compared, due to the Limited nature of the unit of measurement in 

CUA studies (described below), comparisons can only be made across health care 

domains. Of course, alternative treatments for the same condition can also be examined 

with CUA, thereby addressing questions of technical efficiency. 

Economic evaluations have been used in m a .  circumstances on an individual basis to 

inform policy decisions. and as well have been incorporated into league tables, as 

discussed below. An individual economic evaluation is an important tool for decision- 

makers, but as with all tools will rarely provide the answer. When used properly, the 

primary strengths of using these evduations are that both costs and benefits are being 

considered and that two or more treatments are directly compared against each other 

providing incremental (marginal) results. This ensures that changes in costs and benefits 

are the key outcomes, thereby avoiding many of the problems of uaditional needs 

assessment, discussed earlier. However, in addition to each type of evaluation having 

specific methodological limitations, a major limitation of economic evaluation overall is 

the time and cost involved in each study, rendering such evaluations simply not feasible 

for all relevant decisions that need to be made in health care (Donaldson and Mooney 

199 1). Further, a single economic evaIuation rarely will take account of all the options a 

decision-maker is faced with when considering questions of priority setting regarding a 

whole range of options (Peacock 1997). -4s such, results fkom individuai economic 

evaluations still need to fit into a broader priority setting h e w o r k .  

X related approach to inform decisicns on priority setting are QALT' league tables, 

which rank different procedures in terms of their marginal costs per QALY gained 

(Mooney et al. 1992). Numerous WAS are used to form the league table, whereby, on 

the basis ofthe CUA resuIts, a listing of cost-utility ratios is produced. That is, 

interventions with low cost per QALY gained ratios are placed, in order, at the top of the 

league table, and those with higher ratios at the bottom. Such a listing implies that a 

higher priority should be assigned to those procedures closer to the top of the List. Indeed, 

A QALY. or quality adjusted life year, is a health outcome measure which takes into account an effect an 
both quantity and quality of Me. Numerous mehods can be used to derive the quality adjustment 
component including some off-the-shclfhdth dated qd i ry  of We instruments likt the EQ-SD, and 
direct preference based measures like he standard gamble or time trade-off. 
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procedures with a lower cost per QALY ratio should, in theory, receive resources at the 

expense of those with higher ratios, in order that more QALYs overail will be produced 

for the available resources. Although this approach can provide valuable information to 

the decision-maker, it also poses a great danger in that decision-makers may blindly 

allocate resources on the basis of the league table ranking without l l l y  considering how 

the ranking of ratios was derived. For example, the assumptions underlying the figures 

used to derive the ratios in the league table are unlikely to be explicidy identified. Thus, 

an important stated advantage of economic approaches, that being explicitness, is actually 

contradicted with this particular method, 

A more complete discussion of the Limitations of the QALY league tabIe approach can be 

found in Gerard and Mooney (1993), but in brief several major points should be 

highlighted. First, each entry in the league table has a different comparator, so while the 

relative value of option X over B may appear to be good, if option B is an inefficient 

treatment, option A will appear to be efficient even if in an absolute sense option A is 

also inefficient (but just not as inefficient as B!) (Birch and Gafa 1992, Auld et al. 2001). 

Second, a review of the CUA literature found that the methods and reporting in 

individual studies was inconsistent (Mooney et al. 1992). When taking a priority ranking 

at face value, the problems of the individual studies are not observed, and can lead to 

decision-making based on poor quaIity data Third, QALYs are limited to providing data 

on health benefits; they do not consider broader non-health outcomes such as the process 

of care (Gerard and Mooney t 993). As such, a QALY Ieague table can only provide 

information on health benefits, and thus if used as a priority setting tool, decisions may 

not be based on a compkte range of health and non-health outcomes for a given 

treatment. Finally, it is not clear how QALY league tables address the issue of equity 

(Mooney et al. 1992). The most well known example of using a league table style ranking 

of treatments in an explicit priority setting exercise is that of Oregon. However, as has 

been well documented the initid approach was abandoned and a more pragmatic 

approach largely int-olving judgements h m  parties with vested interest took over 

(Blurnstein 1997). As a result, due to a move away h m  using cost-utility criteria, the 

plan in Oregon has not necessarily produced a system of rationing congruent with 

maximizing efficiency (Maynard and Bloor 1998). 



2.3.3 Core Sentices 

Another approach to rationing in health care is to attempt to define core s e ~ c e s ,  and 

only publicly h d  those senices defined in this manner. New Zealand and the 

Netherlands have tried this approach by using ,gidelines for different treatments with 

criteria based on: effectiveness; efficiency; necessity; fair use of public money; and 

involvement of public values (Wordsworth et aI, 1996, Feighan 1998). Although in 

theory such an approach may be favored over list based rankings, in practice both of 

these countries have had difficulty rationing services in this manner. A major problem 

has been in deciding which treatments are necessary, and which treatments individual 

patients and families should be responsible for (Maynard and Bloor 1998). A further 

problem which has been identified is in determining which treatments are in fact cost- 

effective (Wordsworth et al. 1996). In addition, as with list based approaches, the core 

services approach does not necessarily lead to greater efficiency within those services 

which would receive public h d i n g  (National Forum on Health 1997). Finally, the core 

services approach ignores the notion of the margin. For example, a particular service may 

not, be included within the core senices offered, yet for some potential consumers, it may 

provide more benefit per dollar spent than for some consumers of services that are 

considered to be core. However, as those services that are not included are 'out', a 

shfting of resources from those services that are 'in' to those that are 'out' is unllkely to 

be possible. Overall, the core services approach used in specific countries has had a 

limited effect on policy making and choice (Maynard and Bloor 1998). 

More broadIy, as alluded to in Section 2.2.1, Caulfield (1996) claims that a definition of 

core services or medical necessity, which would underlie a core services approach, will 

never be successfUlIy deveIoped, due to the lack of consensus on values on which any 

such definition would inevitably have to be based. This notion is W e r e d  by others who 

comment that, internationally speaking, there is no one correct manner or process to be 

utilized in setting priorities (Feighan 1998). What has been called for. thus, is not a 

definition of core services, but rather a h e w o r k  for decision-making that can aid in the 

priority setting process (Caulfield 1996). Feighan (1998) suggests that such aprocess 

should be flexible and involve the public. It should aIso be accountable through 
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legislation, transparent and based on an ethical Eramework, and as well should attempt to 

determine clinical effectiveness of service delivery options and use economic evaluation 

techniques. 

2.3.4 Hirtoric Based Decision-making 

The h a 1  approach to be briefly reviewed is likely the most common form of 'priority 

setting' in health regions. The method, a historical approach to resource allocation, 

simply involves basing funding decisions on what has been funded traditionally 

(Cochrane et al. 1991), and as such in actuality means that no formal approach to priority 

setting is being followed. This historical allocation process can be complicated to greater 

or lesser degrees with the inclusion of adjustment factors to account for changes in health 

senrice costs, the population base, or perhaps political influences (Segal and Richardson 

1994). While historical hding can effectiveIy cap totd health spending, as has been 

argued in discussions comparing historical patterns of allocation to population based 

h d i n g  formulae (Segal and Richardson 1994), it provides no mechanism for 

maximizing health benefit within a given budget (Birch and Chambers 1993, Segal and 

Richardson 1994). ,Although no published evidence could be identified as to why this 

type of funding is so common, discussions with health economists in the UK indicate that 

historical funding is favored because it is safe and apolitical, and further, in the reactive 

culture of most health regions, it is the one mechanism which takes the least amount of 

time to implement (Personal communication, Andrew Walker, Glasgow Health Board, 

Scotland; Paul Miller, University of Nottingham, England). In the UK, while allocation in 

many health regions have been based on h s  historical approach (Miller et d. 1995), 

there has been a call to challenge these inherited patterns of priorities, in particular across 

pro_pms within the health regions (Craig et al. 1995), on the grounds that such an 

approach is unlikely to produce the most benefit for the available resources. 

2.3.5 Summary 

Economic evaluations do (generally) consider marginal costs and benefits, but cannot 

feast%Iy be used to inform many of the important decisions that need to be made in heaIth 

care in a timely manner. As well, they are perhaps better understood as one input into the 
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decision-making process rather than the only factor on which decisions are to be made. 

As such, even if economic evaIuations are to be used, they are Iikely to be more usemy 

encompassed within a broader evaluative priority setting framework. With respect to core 

services, this approach not only ignores the margin, but in countries where it has been 

applied evidence suggests that it has had Iimited impact on policy making. Finally, while 

historical allocation of resources is often utilized, the primary Limitadon here is that it is 

unlikely that benefit will be m a e d  for the resources availabtble. Formnately, all is not 

lost! In the next section, the PBM4 h e w o r k  is discussed in detail. Although this 

approach is not without its own limitations, it may well be an improvement on the 

existing means of priority setting and resource allocation in regionalized contexts. 

2.4 Introduction to PBMA 

PBMA is a pragmatic. explicit, output oriented h e w o r k  which enables the 

consideration of marpinaI costs and benefits of alternative uses of the Limited resources 

available. In addition, it has thepotential to uphoId the principle of equity and inciude 

public opinion. Since the mid-1970s, PBMA has been used in different forms, for 

different purposes, in different settings. Known PBMA exercises have been conducted in 

England, Scotland, Wales, Australia and Eiew Zealand Based on these PBMA exercises, 

foIlowing a review of the history of PBILM, a more detailed description of the h e w o r k  

is presented After this, some of the unresoIved issues related to the uptake and 

irnpIementation of the h e w o r k  are highlighted, along with recent innovations, where 

applicable. 

In the 1970s, several documents were produced by the UK National Health Service 

(NHS) which stated a need for guidance on planning, particularly in the context of 

priority setting, within health regions (Gray and Steele 1979). However, there was 

resistance to a formal approach to pIamhg in part because wagers were unwilling to 

accept that resources were scarce and need was not finite (Gray and Steele 1979). Even in 

1984, Mooney commented that explicit consideration of the objectives ofhealth care bad 

not occurred in the NHS, and that it was 'Wot surprising to have a complete lack of 
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information fhmeworks appropriate for discussion of health care objectives and 

priorities." (Mooney 1984, pg. 65). In addition, with the existence of many different 

levels of decision-making and many different decision-makers (Gray and Steele 1979), 

the layered structure of the NHS was not conducive to one h e w o r k  permeating all 

levels for use in a widespread and systematic manner. Further, there was a belief that the 

allocation of costs to programs resulted in data that was too crude to be useful (Buchan 

and Mooney 1980). 

Out of this contextual backdrop in the MIS, and arguably because of it, grew the use of a 

descriptive information framework called program budgeting. Program budgeting was 

first developed for use in the defense sector in the United States in the 1950s and 1960s. 

and was simply a means of tabulating expenditure data in different forms, thereby 

providing information on what was being spent and in what manner. As early as 1974, 

Pole recognized the need for both cost and effectiveness to be viewed together in order to 

amnge spending in an optimal manner, and advocated the use of program budgeting in 

the W S  for this purpose (Pole 1974). However, as p r o w  budgeting was never meant 

as a tool for appraisal or evaluation (blooney 1977), other techniques such as CEA and 

CBA were recommended for use alongside of the information framework so that options 

for change could be evaluated (Mooney 1977, Gray and Steele 1979, Mooney 1984). In 

fact. it was not until later that the tern 'PBEUlA' appeared, whereby 'marginal analysis' 

would be understood as a broadly dehed evduative technique which could incorporate 

such specific types of analyses as CEA and CBA (Robinson 1993). Interestingly, despite 

numerous program budgeting exercises in the late 1970s and early 1980s (Mooney 1975, 

Firth 1979, Boyne and Steele 1980, Buchan and Mooney 1980, SteeIe and Gray 1980, 

Fordyce et al. 198 I), for the most part decisions continued to be made on an ad hoc basis, 

with planning often being a response to past decisions and choices (Gray and Steele 

1979). 

Despite the fact that no new PBPvW exercises were reported on in the Literature between 

the early 1980s and early 1990s, Mooney et aI. (1992) claimed that the m e w o r k  was 

becoming increasingly irnportanr. Of major si&cance was the purchaser-provider split 

in the h'HS in 2991, which propelled PBMA into the forefront of priority setting within 
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health regions in the UK. Indeed, numerous authors have stated that this resurgence was 

in part due to the clearer definition of roles between health authorities as purchasers, and 

practitioners and hospitals as providers (Craig et al. 1995, Madden et al. 2995, Ratcliffe 

et al. 1996). as well as the fact that explicit priority setting was less easily avoided by the 

health authorities (Donaldson 1995). 

However, while the purchaser-provider split may have initiated PBMA's second life in 

the [JX, it has been reported that there is no need for such a split. Rather, what is required 

is an environment, as found with health regions, where questions are being raised 

regarding how best to prioritize health services and allocate Limited resources (Madden et 

al. 1995, Twaddle and Walker 1995). It could be argued that the relatively recent 'taking- 

off of PBMA in the regionalized contexts of AustraIia, New Zealand (Peacock 1998, 

Haas et aI. 2001) and, as pan of the current project, in Canada (Mitton et al. 2000), 

provides evidence to support this statement. In addition, in recent years, information 

technology has developed to the stage where activities like program budgeting are much 

more feasible (Miller et al. 1995, Ratcliffe et al. 1996). Further, by the early 1990s, a 

culturaI shift was underway from implicit to explicit rationing (Cochrane et al. 199 I), and 

with it the proliferation of economic techniques and approaches to priority setting. These 

structural and cultural developments. coupled with a more widely recognized 

undemanding that the cIairns on resources vastly outstrip the availability of resources, is 

supported by the fact that tie majority of PBMA exercises have been conducted since the 

eariy 1990s. 

Critically, though, PBMA has to date undergone limited evaluation of one-off studies and 

no formal international assessment. In fact, only one published mdy has included a 

formal follow-up assessment of a specific PBMA exercise (Haas et al. 200 1). Of note, 

through the appraisal of severaI PBMA applications in Australia Peacock (1998) has put 

forth several key issues to consider in conducting PBMA case studies, and does point 

towards the need for case stutiy assessment. These particular issues, dong with a number 

of other important uuresolved issues h m  the PBMA literature, are presented in more 

detail in Section 2.4.4, below. In terms of the history o f f  BMA, the key points are to 

recognize that this fitmework has been used in the health sector for many years, that its 
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use has increased in more recent years intemtionalIy in regionalized contexts, and that 

while PBMA has undergone limited formal evaluation despite this long history, in recent 

years researchers in Australia, and in Canada through the current work, have begun to 

recognize the need for, and have begun to implement, evaluation of the fi-amework. 

2.1.2 Description of P B M  

As mentioned, program budgeting was originalIy conceived as a tool for tabuIating 

expenditure of different programs within an organization As such, marginal analysis was 

required as an evaIuative technique, to aid decision-makers in the shifting of resources to 

potentially improve benefit to the defined population. Combining these two techniques, 

PBMA is generally used by health region managers, often in conjunction with university- 

based health economists, to determine the optimal mix of a particular set of services for a 

given amount of resources. .4lthough different authors have proposed various formats, as 

examined below, the h e ~ v o r k  can basically be described by asking five questions 

pertaining to the use of resources: 

1. What resources are available in total? 

2. In what ways are these resources currently spent? 

3. What are the main candidates for more resources and what wouId be their 

effectiveness? 

4. Are there any areas of care which codd be provided to the same level of 

effectiveness but with less resources, so releasing those resources to h d  

candidates from (3)? (i.e., addressing technicaI efficiency) 

5. Are there areas of care which, despite being effective, shodd receive Iess 

resources because a proposal Eom (3) is nore effective (per dotlar spent)? (i-e., 

addressing dlocative efficiency) 

Pmgram budgeting provides a means for responding to the first two questions, h u g h  

describing the pattern of spending within health regions, either across te@onal podolios 

[e.g., seniors health, child and women's health) or within specific service baorrpings (e-g-, 
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postparrum care). The program budget can classify expenditure by disease group, by 

service inputs grouped by sector of care, or by other means such as population 

demographics (Miller et al. 1997). Program budgeting is a descriptive technique not 

designed to provide input on how spending patterns can be changed to alter allocative or 

technical efficiency (Posnett and Street 1996). However, the p r o w  budget can point to 

discrepancies in the allocation of resources over time (Mooney et al. 1986) and allows for 

comparison with stated regional or other provincial and federal health agendas, or with 

the allocation of resources in other regions (Miller et al. 1997, Craig et al. 1995). In 

addition, the program budget can provide a broad o v e ~ e w  of resource allocation 

patterns which is often not readily available in health regions @looney 1984). 

The second stage, mar,~al analysis, can be used to suggest ways of improving both the 

efficiency and equity of programs through examining potential re-design of a given set of 

services (Donaldson et al. 1995). Generally, an expert panel is formed at this stage to 

develop recommendations for both potential service delivery expansion and, in order to 

fund items for expansion, areas for potential resource release. Based on the underlying 

economic principle of opportunity cost (i-e., the benefit lost by not investing resources in 

the next best alternative option), use of marginal analysis can aid decision-makers in 

identifying potential changes in the mix o f s e ~ c e s  provided which may lead to 

maximizing the heaith benefit of the population for a given funding envelope. In theory, 

the expert panel would make decisions according to the process of switching resources 

benveen programs, as per the decision rule presented in Section 2.2.2 and as exemplified 

in Figure I. In practice, 'marginal analysis', as part of the PBMA h e w o r k ,  is slightly 

more pragmatic, but is still based on this underlying theory. Importantly, considering the 

principal of opportunity cost. through marginal analysis, managers can suggest resource 

re-allocations from one patient group to another, if it is held that benefit to the population 

as a whole would improve. 

Thus, the fhmework involves assessing the costs and benefits of proposed changes in the 

delivery of health care and, on the basis of this information, discussing and potentially 

implementing such changes with the intent of improving benefit o v d .  Such planning 

mechanisms can be used either within programs of care (e.g. maternity care) or across 
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programs of care. The former is known as 'micro PBMA' wkde the later is known as 

'macro PBLLW' (Donaldson et al. 1995). More recently, the technique has been applied at 

the level of primary care, where goups of s e n d  practitioners are given budgetary 

responsibility for organizing and purchasing primary, secondary and tertiary services for 

their registered population (Scott et al. 1998). As this population will inevitably be a 

subset of a regional population, use of the technique at this level could be known as 

'meso PBMA'. At any of these levels, PBMA does not take place in isolation from other 

managerial activities. It can be carried out alongside needs assessment and often includes 

published evidence, the views of the public and the focal knowledge of managers and 

providers (Donddson 1995). 

24.3 PBhU in Practice 

Xs mentioned, as there is no one means of conducting a PBMA exercise, a general 

approach to PBbLA is first discussed here, followed in the next paragraph by some 

alternative applications. .4n app tication of PBMA usually 6rst requires that the specific 

program area, and the objectives of that area, are defined, Programs can be defined in 

different ways (i.e. disease-specific. client group specific, etc.), with the ultimate aim 

being to describe the program in a way that is suitable tbr the given health region. 

Following this, a program budget can be developed to map the relevant activity and cost 

data, informed thou@ health region information systems or prospective data collection if 

necessary. An expert panel. representing key stakeholders including administrators, 

clinicians. and possibly the pubiic, can then be struck, with the mandate to identify areas 

for service expansion and resource release. in order to assess, at the margin, the impact of 

potential shifts in resource use on the overall health of the population (Cohen 1995). 

Wi le  the specific domain of the expert panel will vary depending on the question being 

asked and scope of the project undertaken, it is important to define this at the outset. In 

the next step, scenarios which involve increases and reductions in spending can be 

presented to the panel, or indeed derived by the panel, which can then make priority Lists 

of s e ~ c e s  that should be expanded or reduced. The key at this point is in focusing on 

marginal benefits, thus alleviating the need to assess total needs and overall benefits. The 

impact of changes in these options are then evaluated, and can be supplemented with 
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evidence on effectiveness and cost effectiveness from the literature (DonaIdson and 

Farrar 1993, Cohen 1995). In this way, economic evaluations will potentially be used to 

aid in assessing the impact of the suggested changes, and thus PBMA can properly be 

understood as a m e w o r k  which incorporates, among other things, evidence h m  the 

literature. These results can also be used in conjunction with other means, such as needs 

assessments, review of local and national policy, other consumer/ public views, and other 

health professional views, to determine health services priorities (Craig et al. 1995, 

Cohen 1995, Ruta et d. 1996). A diagram depicting these various inputs into the 

decisioa-making process is found in Figure 2 @age 182). In essence, the formed expert 

panel can use these multiple inputs in determining what options for change should be 

considered, as well as how resources should be shifted in h e  with the preferred changes. 

Finally, the given health region, or relevant key decision-maker, has to decide whether 

resource shifts will actually follow the recommendations of the expert panel, and 

specifically address any trade-off with equity that may result with the potential increases 

in efficiency @looney et al. 1992). 

This basic approach has, in some cases, been modified to suit more closely the needs of 

individual health regions. For example, Cohen (1994. 1995) repom on an exercise in 

Wales in which the actual marginal analysis was broken down into two formal stages. 

The first stage involved getting expert groups to identify ten areas within the program for 

investment and ten areas for dis-investment, while in the second stage a core evaluation 

team conducted W e r  research to refine the marginal costs and benefits estimated in the 

first stage. Following this, surviving proposals were presented to management for W e r  

revisions based on political or public relations issues. Cohen (1995) states that the benefit 

ofthe two staged analysis is that it can serve as a buffer, so that the values of particular 

individuals involved in the first stage will be protected in confidence, even though the 

overall process is open and explicit. He W e r  suggests that if dominant personalities 

exist in the first stage, a secret ballot for voting on services for expansion and reduction 

can be utilized (Cohen 1995). In addition, a recent series of exercises in one health 

authority in England suggests that the goal may not always be to identify areas for dis- 

investment, but rather to make explicit particular areas of inefficiency and elicit ways of 
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improving the provision of the service h m  the expert p u p  (Liverpool HeaIth Authority 

1999). 

Another alternative mechanism for the marginal analysis has been suggested, whereby 

less importance was argued to have been placed on the expert panel (Posnett and Street 

1996). The revised starting point was be to describe the current activities and 

expenditures in the area chosen for analysis with a flow diagram. At decision point nodes, 

the potential for change in activities provided can be observed. Evidence &om the 

Iiterature is used on a short list of potential alternatives (decided, however, by an expert 

panel!) in deciding the most effective and cost effective pathways. In this way, the 

structure of the economic analysis is patient centered and the flow diagram allows formal 

exploration of any viable alternative for changing the pattern of existing provision. 

Expert opinion is used to develop the flow diagram and to suggest different wurces of 

data. Similarly, Twaddle and Walker ( 1 995) also utilized less formalIy structured p u p s  

and relied more explicitly on data from the literature. However, as Peacock (1998) points 

out, this approach may only be suited to disease-grouped scenarios, and cIearIy is Limited 

to areas where effectiveness and cost-effectiveness data exists. This points to one 

potentid challenge of the PBbU h e t v o r k .  discussed below, in that it can be data 

hungry. 

In summary, PBMA is a realistic information kamework which has been used 

intemationalIy to aid in the priority setting process. Despite some structural differences 

between Canada and those countries which have used PBMA to date, in the end all that is 

required for the applicability of a M e w o r k  like PBMA is that questions are being asked 

about how best to use the Limited resources available. As such, it is likeIy appropriate to 

attempt to pilot PB1M.A in Canadian health regions to determine its feasibility of 

implementation and, most imponantly, its potential impact on health service design. 

Through &us process, specific attention was paid to several outstanding PBhfA issues, 

discussed in the next section. 



2.4.1 Unresolved Issues 

Through the previous PBMA exercises, seven1 issues can been identified, which to date 

have yet to be resolved in M1. These challenges pertain to limitations in obtaining 

relevant cost and locai outcome data, what the makeup of the expert panel should be, 

including whether public members shouId be directly involved in the process, how 

resource releases are best identified by the expert panel, how PBMA applications should 

be evaluated, how organizational and/or cultural barriers to explicit priority setting should 

be overcome, and how PBMA can handle questions of equity. These issues are examined 

in some detail here. 

By far the most widely cited concern in previous PBbW exercises has been over data. In 

particular, although acquiring data on costs in the acute sector is generally straight 

forward, there are major prob lems with obtaining reliable cost data Eom community 

services (Plant et al. 1995). Often required is an estimation of cost data Eom other 

sources (i-e. national data sets); as  well, ad hoc surveys may also be required to fill in 

some of the gaps (Plant et al. 1995, Miller et al. 1995). In addition, marginal cost figures, 

on which the marginal analysis should be based, are often not available within health 

regions (Twaddle and Walker 1995). Marginal costs are more preferable to average costs 

as they provide a more accurate reflection of resource implications of a change 

(Donaldson and Farrar 1993). It is difficult to know how to handle the lack of marginal 

cost availability, and the broader literature of costing data available in health regions 

provides little helpful input. One suggestion has been to conduct the exercise with the 

available data, but then carry out a detailed sensitivity analysis to account for potentially 

inaccurate costs and various assumptions (Madden et al, 2995). Another approach might 

be to attempt to disaggregate any cost figure into variable and tixed components, 

although the time required to do this would prove it to be a challenging task. 

In terms of outcomes, the main probiems are a lack of data (Lockett et al. 1995), or even 

if outcome data are avaiIabIe, its lack of local applicability (RatcIiffe et al. 1996). As 

discussed in the previous section, for this reason, PBMA emphasizes the need to draw on 

evidence b m  different sources (Ruta et a,, 1996). Fuaher, Cohen (1995) argues that 
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much can be achieved when only crude data is available. One exercise attempted to have 

the panel agree to the dimensions ofbenefit to be used to judge the different options, and 

then used a visual analogue scale to set weights attached to each dimension (Peacock and 

Edwards 1997). The identified dimensions for this exercise were: individual health gain; 

community health gain; and equity. As well, it has been argued that as the health system 

is potentially moving towards using better evidence (and better outcomes), it is important 

to have a structure in piace which will be ready to handle such information a s  it becomes 

available (Miller et d. I995), 

Another way to deal with the data problems is through the formation of the expert groups 

b m  which assessments based on the local knowledge of the participants are put forth 

(Peacock 1997). WhiIe this has been the most common approach to PBMA to date, the 

expert panel itself also is not without problems. First, difficulty has been reported in 

obtaining a representative group (Cohen 1994, Lockett et al. 1995, Ruta et al. 1996). This 

raises the question, 'representative of what?', and emphasizes the need to assess the value 

judgements of goup members carelully, in order to determine basetine biases which are 

brou@t into the exercise. Further, the goups should have wide representation, but not be 

overly large, in that the decision-making prccess should be manageable (Craig et d. 

1993). 

A related issue is that of incorporating community opinions into the process, and more 

specifically, what methods should be used to elicit consumer preferences (Ryan 1996). 

One option is to have a member or members of the public on the pIanning group, but this 

is pmbiematic because of the impossibility of a small number of individuals being 

representative of the population at l q e .  To address this, Ruta er al. (1996) set up and 

advertised a community phone line to elicit suggestions for options for change within the 

health region. However, they reported a reiatively small number of calls to the line, and 

fUrther it might be suggested that only individuals with a vested interest in a particular 

p r o m  wouId call in. Another option is citizens' juries (Bryan et al. 1998), although 

h m  an economic perspective, stren,& of preference for health and nun-health (e-g., 

waitins time) outcomes, which is an important issue in setting priorities, is not captured 

(Fanar et al. 2000). Still another option for incorporating community values is a 
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relatively new technique to health care called conjoint analysis (Ryan 1996, Farm et al. 

2000). With this technique, questions are arranged so that respondents are forced to mde- 

off some aetn'butes for others, thereby incorporating the concept of opportunity cost 

(Tarrar et al. 2000). Another method for eliciting values is willingness to pay (Olsen and 

DonaIdson 1997), which also incorporates opportunity cost and captures strengths of 

preferences. One important practical limiration of both conjoint analysis and willingness 

to pay is that they require expertise to implement, Likely in the form of a heaith 

economist, Limiting its potential use to areas where such expertise exists. Importantly, 

both of these economic techniques require W e r  development before they are likely to 

be used routinely in decision-making in health regions. Finally, Mooney et al. (1993) 

raise the issue that it is not even clear if the community wants its view included in the 

priority setting process, and that this should be investigated Iocally before deciding whar 

techniques to use. Even further, realisticaliy speaking, consumer views cannot always be 

met (Donaidson and Farrar 1993). The issue of how, or even whether, the views of the 

general public should be incorporated into the priority setting process is not ctear. PBMA 

to date has served manly to highlight this problem, but as of yet no exercises have fully 

reconciled this difficult issue. 

.bother issue is that many studies have hund that rhe expert panels. and ctinicians in 

particular, are reiuctant to produce specific suggestions for dis-investment due to the 

culture in health care of expecting more resources rather than having to make trade-off 

decisions and re-allocations (Craig et aI. 1993, Brambleby 1995, Scort et al. 1996). That 

is. while an expert panel may be quick to come up with areas for expansion, a much more 

difficult challenge is then identifying areas from which to obtain resources to fund 

priority areas. A number of different approaches have been taken, including a 'secret 

baIlot' method, whereby individud panel members' opinions were kept confidential. but 

as of yet this rernains a major challenge of che PBMA mework ,  and one which has not 

to date received due attention. 

A further issue, as mentioned in Section 2.4.1, is that of the lack of evaluation of P B U  

studies. In general, in the PBblA Literature, an exercise is reported on, but no actual 

impact of the exercise is discussed, and limited consideration is given to the methodology 
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&om a health research perspective (Gold et al. 1997, Scott et al. 1999). Clearly, an 

evaluatory component of all case studies should be included to determine the success or 

failure of the given exercise (Peacock 1998), in particular when PBblA is first being 

applied within a particular health region. Nong these lines, Mooney et al. (1997) put 

forth evaluation criteria for one-off PBM-4 case studies. In the short-term, it is suggested 

that the relevant outcome measures are whether managers would use PBMA again and 

whether they would recommend others to use it. In the medium term, the PBMA exercise 

can be evaluated based on whether resource shifts occur so that resource use is more in 

Line with objectives and priorities. Finally, and much more difficult to identify, in the 

long-term, the application of PBhlA can be assessed based on whether there is better 

resource use in health care in terms of efficiency and equity, relative to not having used 

the PBMA framework. Shiell t t  d. (1993) add to this by stating that the outcome of 

PBbM should not be compared against some ideal (i.e., CBA for every decision) but 

rather against the current practice (i-e., historical allocation), or more broadly against 

aIternative uses of a manager's time. If PBhLA implementation proves to be 'worth the 

cost' (as compared to the current practice or other managerial activity), then efforts 

should be made to use it in routine decision-making. in sum, more explicit attention to 

evaIuation of PBMA case studies is required. 

.A M e r  unresolved issue is that while the h e w o r k  itself is arguably theoretically 

sound, questions have also been raised about how PBMA can be integrated into the 

conscience of the health regions PIilIer et al. 1995). This issue has been examined in 

more detail in bvo settings in the UK, Newcastle Health Authority and Grampian Health 

Board. through a survey of managers in each health region (Miller 1997, Vale 1996). The 

primary objective of these w o  surveys was to determine the potential impact of PBMA 

in a practical health setting, both with respect to the cuIture of the health region as a 

whole, and the attitudes of the health managers specifically. The surveys found that there 

was widespread dissatisfaction with the current approach to priority serting (i.e., 

historical trends), and that a mapping of priorities through the use of a program budget 

would be seen as very helpll. Further, the managers, for the most part, wanted a system 

that provided greater accountabiIity of public fimds. However, the managers did not feel 

that firther organizational change would be beneficial, due to the many changes that had 
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already taken place in the NHS over the previous number of years. As well, they clearly 

articulated that any new tool should be consistent with the existing health strategy. The 

points raised through these surveys suggested that dthough PBMA may be viewed as a 

favorable framework for priority setting, organizationally speaking, there would be 

resistance in implementing the Framework unIess additional work by health region 

personnel was not required. These studies dso suggest that more work is required on how 

PBMA can be incorporated into the routine decision-making process within health 

regions. 

In relation, as mentioned in Section 2.4.1, Peacock (1998) put forth a number of issues 

for consideration in the development and appIication ofPB~h4A as a practical decision- 

making aid. These include the need for refative organizational stability in the given health 

region, a degree of integration in funding and priority setting mechanisms, acceptance by 

stakeholders of needing to examine both costs and benefits in decision-making, presence 

of strong health region leadership and change management strategies, involvement of 

clinicians firom the outset of the priority setting process, provision of education of key 

economic principles and priority setting hmeworks by researchers for the decision- 

makers. and a commitment by the health region to ongoing refinement of approaches to 

priority setting. In addition. Peacock states chat a successful application of PBMA will 

likely rest on: the initial p r o w  of choice; availability of information systems and cost 

data; how the lists for expansion and reduction are generated; and what decision analysis 

techniques are used to estimate benefits in the mar@ analysis, If indeed the primary 

challenges of PBM.4 Iay more with the or_guizational setting rather than the fi-amework 

itself. the information posed by Peacock becomes critical in understanding the uptake and 

ultimate longer-term use of PBbM in health regions. This work by Peacock (1998) and 

colleagues has important reievance for the study descnied in this thesis as it was this 

Australian work that, in part, prompted the inclusion of the assessment component of the 

P B L W  case studies in Alberta (i-e., the follow-up survey), described in Section 4.5.1, 

below. 

One final issue which needs to be discussed is that of equity. Interestingly, no PBhrL4 

study has dealt with the issue head on, despite many authors reporting that PBMA could 
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potentially incorporate the principle of equity. Importantly, there does appear to be a 

consensus in the literature that efficiency is only a starting point, and that it may be 

acceptable to compromise efficiency in lieu of equity (Mooney et al. 1992, Brambleby 

1995). However, it is not particularly clear how equity should be explicitly dealt with 

(klooney et al. 1993). One place to start might be for the managers or others to determine 

the objectives of the health region in tight of the principles of efficiency and equity, 

thereby more clearly identifying the issues which need to be addressed with the PBMA 

framework (Brambleby 1995, Slooney et 4. 1992, Viney et al. 1995). One practical 

suggestion has been to split the data by locality in the program budget (Brambleby 1995), 

thereby enabling the particular segments of rbe population which incur the costs and 

benefits of particular changes to be highlighted (Donaldson 1994). Another option would 

be to draw up a planning balance sheet, whereby all stakeholders in the decision are listed 

along with which groups would gain h m  the reallocation and which wouId lose (Shiell 

et aI. 1993). Importantly, Madden et al. (1995) claim that equity is usually included as an 

after thought in PBb1.A exercises, and [hat it should be incorporated much earlier in the 

process. Clearly, the issue of equity should be dealt with as efficiency. albeit important, is 

not, nor necessarily should be, an overriding principle (Cochrane et al. 1991, Cohen 

1995). However, exactly how PBibLA should uphold and incorporate the principle of 

equity has not been resolved. 

In summary, a number of key unresolved issues around the use of PBibU still exist 

despite the relatively widespread use of the framework internationally, Although no one 

study could possfily address all of rhese unresotved issues in full, several are addressed 

directly through the research project described in this thesis. Specifically, the challenges 

pertaining to cost and outcome data are discussed in Sections 6.3.2 and 6.3.3.2, the issue 

of forming the e.qert panel is touched on in Section 6.3.1.2, the ability of the expert 

panel to find resource releases is discussed in Section 6.3.1.2, and the issue of evaluation 

of the PBPrfA fkirnework is highlighted in Section 6.3.3. The challenges to priority 

setting particularly in terms of 03anizational barriers are discussed primarily in Section 

6.3.2. Finally, while not addressed directly through the case study applications, two 

funher issues, that of incorporating public views and that of equity, are considered in 

Section 6.1. 



2.4.5 Summary (of PBhLA) 

PBMA is an economic Eramework which has been used internationally to aid in the 

priority setting process in health organizations. The fhmework involves assessing the 

costs and benefits of proposed changes to service defivery, with the intent of maximizing 

benefit and minimizing opportunity costs. As presented, issues of equity can also be 

considered in a PBhW exercise, although this remains to have explicitly been done in 

practice. As well, numerous unresolved issues remain with the PBMA b e w o r k  and its 

application, despite its long history in health care. Perhaps the most important point to 

take from this discussion is the Iack of evaluation, either at the level of specific exercises 

or more broadly across studies internationally. Importantly, in such an evaluation, the 

Framework should not be examined in a controIIed environment where there is full 

information at hand; the real world of decision-making is much more complex, and it is 

in this red world that PB1W4 must be able to perform to have any merit. 

2.5 Summary (of Background) 

Th~s chapter opened by presenting two fundamental economic principles, opportunity 

cost and rnarghaL analysis, and two important concepts to the process of priority setting, 

efficiency and equity. Through ths, an argument was made as to why the claims on 

resources will dways outstrip resource availability in health care, thus indicating a need 

to set priorities. While various approaches to priority setting have been attempted, 

including the use of needs assessment, defining 'medical necessity', listing core services, 

and allocating resources on the basis of historical patterns, these 'non-economic' 

approaches uItimately fail through the Iack of recognizing that resources are scarce, that 

every resource dlocation decision does have an opportunity cost, and that the key to 

priority setting is through identiwg change in semice provision. Two economic 

approaches to priority setting \vere also presented in this chapter, namely economic 

evaluation and PBhW. While both are based on h e  same underlying economic 

principles, it is awed here that PBMA, a h e w o r k ,  is better suited to the health care 

environment than economic evaluation, an analytical tool, with the latter being 

appropriately considered as just one input into the complex process of priority setting. 
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Considering the history of PBMA and the unresolved issues h m  the literature, this 

research project in AIberta was undertaken to describe the use oEPBMA internationally, 

to evaluate current priority setring processes in three heaIth regions. in Canada, and, 

through the use of case studies and a follow-up survey, to highlight whether, and if so 

how, PBEvIA should be used in W e  priority setting exercises. In the next chapter, the 

Research Questions for the four-phased research project are presented. Following this, in 

Chapter I ,  the Methods for each phase are described in detail. 



CHAPTER 3: RESEARCH QUESTIONS 

Based on the state of the literature, as outlined above, a four-phased research project was 

developed. The overall purpose of this research was to assess the feasibility of using the 

PBPVL4 b e w o r k  in health regions in a Canadian province, and to contribute to the 

international body of literature pertaining to priority setting. Specifically, four research 

questions were addressed: 

1. What are the determinants of short and longer-term successfui implementation of 

PBMA internationally in health regions that have used this framework to date? 

2. According to key decision-makers in each of three health regions in Southern 

Alberta, what is the current process of semng priorities and allocating resources, 

what are the strengths and limitations of this process, how might the process be 

improved, and what is the potential for PBM4 to be used in the respective health 

regions? 

3. Can PBbIA, using international exercises as a model, be conducted in practice in 

the three hedth regions identified in (2) above, and what would be the impact of 

the b e w o r k  with respect to managerial uptake and resource re-allocation? 

4. Following participation in a PBM4 case study, from the perspective of the users 

of the h e w o r k .  what are the key stren,&s and weaknesses of the PBMA 

application. should the kamework continue to be used. and how might the 

h e w o r k  be improved for future priority setting exercises in ..Uberta or 

elsewhere? 



CHAPTER 4: METHODS 

1.1 Overview 

This research project had four main objectives, following the research questions outlined 

in Chapter 3 : 

8 To conduct a survey of PBbU authors to determine the use of the framework 

internationalIy and to identify determinants of the short and long-term effects of 

P B U  in health regions that have used the mework .  

To conduct a survey of key decision-makers in three Alberta health regions to 

describe the priority setting process, identify how the process might be improved, 

and to determine the feasibility for the application of PBLMA in Alberta 

To conduct a series of PBhM case studies in h e  heaIth regions in Alberta, 

based on previous exercises conducted internationally and the information 

obtained in the Key Decision Makers Survey. 

To conduct a follow-up survey with health region personnel in Alberta who have 

used the PBMA h e w o r k .  in order to determine the impact of PBMA on the 

decision-makmg process and to identify ways the framework could be improved 

for future exercises. 

In relation to the first aim. an exhaustive literature review on PBMA was conducted and 

used to identify the principal authors to be surveyed. The primary rationale for th~s phase 

of the project was that the impact of PBMA in practice had not been previously addressed 

in the PBhL4 literature, nor had one study compiled a listing of where the h e w o r k  had 

been used. In order to address the second aim, key decision-makers in three health 

regons in Southern Alberta were identified and approached for participation in the 

survey. This phase of the project was important as the precise nature of the priority 

setting process in RHAs in Canada had not been reported, and even internationally, while 

the broader priority setting l i teram is more advanced, tittle work has been done to 

examine how priorities are set in a regionalized context and how this process mi@ be 
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improved. In addressing the third aim, seven distinct PBMA case studies were conducted 

in the same three health regions in AIberta where the Key Decision Makers Survey was 

conducted. These exercises occurred in different programs and each had a distinct 

question (or set of questions) and key objectives; three of these studies are reported on in 

detail for this thesis. It is important to state at the outset that through the design of Phase 

III, the intention was not to test whether PBMA itself constitutes an efficient use of health 

region resources, as compared to another approach to priority setting or even other uses 

of managerial time. The purpose, rather, was to examine the feasibility of implementing 

PBMA; a discussion of this point is presented in Section 6.3.5. Finally, a follow-up 

survey corresponding to the specific case studies was conducted, to gauge the impact of 

PBMA on the given program under study and the health regions more broadly. The 

methods of each of the four phases of the study are now outlined in geater detail. 

4.2 Phase I: Authors Survey 

1.2.1 Overview 

To date, no single study has documented the overall history of PBMA in health care. 

Generally, PB MA publications have Focused on individual case studies. While many 

important uses of PBEvIA have been reported, it is not possible to gauge the overall state 

of PBEvLA tiom these studies. Thus. the primary aims of th~s  survey were to categorize the 

use of PBPvt.4 internationally. and to identify determinants of the short and longer effects 

of PBPuL4 in health settings where it has been applied. 

4.22 Idenrzl5i)ing rhe Lirerarure 

Before conducting the survey, a comprehensive reference list on PBMA was compiIed 

through personal contacts, and searches on MEDLINE 1966-1999 and HEALTHSTAR 

1987-1999, as well as the European gray l i teram database Sigal and the Internet, using 

key words program (programme) budgeting andl or marginal anaIysis. Health 

Economists' Study Group (HESG) meeting papers (1991-1998) were aIso searched, as 

was the Discussion Paper series of the Health Economics Research Unit, University of 
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Aberdeen (1980-1998). These searches resulted in the identification of 56 papers on 

PBMA. 

4.2.3 Survey 

A semi-structured mail-out survey was conducted. The sampling frame consisted of all 

papers compiled to make the reference list, as described above. As the sampling unit was 

each individual paper, one author &om each paper was surveyed. To have each of the 56 

papers in the reference list covered, 32 authors were targeted. However, two authors, 

each representing a separate paper which had only the one author, could not be located, 

resulting in the survey being sent to 30 authors. Six additional health economists who had 

been involved in more than one PBhU exercise but who were not included initially 

because the first author had already been contacted, or who had indicated a research 

interest in PBMA in the HESG publication, HEART 11, were also surveyed. Thus, in 

total, there were 36 potential participants. 

Ideally, in order to determine the full impact of PBMA within RKAs, this survey would 

have sampled ELK4 personnel. However, this was simply not feasible in practical terms. 

The next best alternative was to sample the researchers as outlined, recognizing that a 

reporting bias could arise - namely that those who have published on PBMA may be 

more likely to view the b e w o r k  favorably. This issue is addressed in more detail in 

Section 6.1.4. 

The questionnaire, dong with a cover letter as per Appendix A, was sent by email (24), 

fa (1 O), and post (2) in January, 1999, with a follow-up reminder four weeks later to 

participants who had not responded. Responses were received from 27 of the 36 

individuals, providing direct responses for 46 of the 56 papers initially identified. 

Additional exercises identified through the n w e y  (n=ZS), and papers for which no 

response was received (n=lO), were reviewed by the study researchers. 

4.2.4 Questionnaire 

The survey consisted of three sections, as shown in Appendix B. First, respondents were 

asked to review the compiled reference list and provide any further papers, reports or 
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books on PBMA not initially ide~~tified.~ Second, those participants who were authors 

were asked to categorize the specific PBMA exercise in question as a 'think piece', a 

' d e m o ~ t i o n  project using health region data', an 'actual priority setting exercise 

within a health region' or to specify some 'other' category for the exercise, as well as to 

provide the dates of the study and the specific programs studied in the exercise. Further, 

the respondents were asked whether or not PBMA was still used in the stated RHA and, 

if so, the manner of its use. As well, the impact of PBblA for the particuIar EWA was 

examined, with questions regarding the docation of resources following PBMA 

application and the potential hture use of PBMA. The third section of the survey asked if 

any other (published or unpublished) PBMA exercises were known to the respondent, 

and if possible to identify the short and long-term impact of the activity in the RHA. As 

the survey was descriptive in nature, no formal hypothesis was tested; importantly, whiIe 

some interpretation pertaining to the effect of PBMA within the RHAs can be made, 

caution must be applied in attributing causality of the exercise outcome on specific 

exercise characteristics. 

Descriptive statistics were used to describe quantitative data, while content analysis was 

used for open-ended responses to questions on the impact of the PBMA exercise. The 

more qualitatively oriented questions are presented thematically in the Results Section, 

with specific health regions used to exemplify particuiar points. For the content analysis, 

major themes and sub-themes were identified manually and grouped accordingly. The 

criteria used in the coding were the number of participants stating a given point, and the 

relevance of that point to the topic at hand. As such, a theme was found to be important if 

a group of participants articulated the same (or similar) point, or particularly relevant 

issues were raised only once. 

' Respondents were instructed to comment onIy on papers directly reIated to PBhlA in a heaIth care setting. 



4.3 Phase 11: Key Decision Maken Survey 

1.3.1 Overview 

Following an initial seminar in each o C three regions in Southern Alberta which provided 

an overview of priority setting, and in particular PBMA, key decision-makers in the three 

regions were interviewed. This survey had the following aims: to identify how priorities 

are currently set and how resources are allocated; to elicit feedback on the current process 

of setting priorities and allocating resources; to identify how the priority setting process 

could be improved; and to examine the potential use of ?BMA in the given region. 

1.3.2 Srudv Design 

The study used a descriptive, face-to-face survey, consisting of some closed- and mainly 

open-ended questions. Potential participants in each of the three participating health 

regions were identified through discussion with key contacts6 in the respective regions. 

.4n initial Letter which describes the survey. found in Appendix C, was sent to each of the 

potential participants, and was followed-up with a phone call or email requesting 

participation, .4n interview date was scheduled. and at that point respondents provided 

written d o n n e d  consent, following the script in Appendix D. While every effort was 

made to ensure that no other RHA personnel knew of the respondents' participation, in 

particular in the bmaller rural health region this was not feasible (see Discussion in 

Section 6.2.3). The survey was piIoted on one PhD student and three faculty at the 

University of Calgary. Lq addition, the first two actual respondents were asked to provide 

specific feedback pertaining to the content and structure of the survey. Interviews were 

conducted by C?vI during Dec. 1999 and Jan. ZOO0 in the Calgary Regional Health 

.\uthority7 (CRBA), February 1000 in the Chinook Health Region (CHR), and March 

2000 in the Headwaters Health .Authority (HHA). 

' Each of the key contacts were named as co-investigators on the project grant in the CRHA, the contact 
was the Vice-President, Corporate P l m g ;  in the CEIR, the contact was the Vice-President and Medical 
Officer of Health, m the HHA, the contact was the Chief Executive Officer. 
' In June, 2001, the name of this organization changed to the 'Calgary H d t h  Region'. It is referred to in 
d u  document as the 'Calgary R e g o d  HcaIth -4urhority' as this was its name when this research project 
was carried out ComspondingIy, the acronym 'CFMA' is used, wbich is distinguishabIe m this fonn h m  
the zcronym for the Chinook Health Region (CHR). 
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4.3.3 Sample 

These regions in Southern Alberta were chosen as they are representative of three distinct 

~eopolitical levels in AIberta The CRHA directly serves a population of about one u' 

million residents and is the major referral center in the southern half of the province, thus 

having a total catchment m a  of about 1.5 million people. The CHR, based in the City of 

Lethbridge, serves a total population of about 150,000; the majority o f  small towns 

within the CHR (Lethbridge itseEexcluded) would be considered rural, with populations 

ranging f?om 200 to 15,000 people. The while serving a total population of about 

50,000, consists entirely of rural towns or municipalities. 

The study sample consisted of all senior personnel within the three RHAs who were, at 

the time of the survey, involved in setting priorities or making decisions pertaining to h e  

alIocation of resources at a regional Ievel. As well, in the CRHA, four board members 

were also interviewed. In total. seventy-three potential subjects were approached for 

participation (note, details on the profile of the participants is found in Section 5.2.2). 

The structure of the questionnaire followed the four aims stated above, and is highlighted 

in Table 1 (page 45). The compiete questionnaire is found in Appendix E. 



Table 1: Structure of swvey of key decision-makers 

I m: Current process of setting priorities and a i l o c ~ g  resources 
I What sources of intkrmation are used in dcmminix  short-term & lone-term ~rioriries? - - 
! Once priorities ye d e b &  how are decisions made to divide UD the resources across uroerams? I 1 On what basis are decisions made about the mount of activity or s e ~ c e  to provide within each program? 
I 

: m: Feedback on current process ofsemhg priorities and docating resources 
1 In vour o~inion. does the orocess of setring priorities and alIoca~e resources work well? 1 
1 What are the s~ecific men& of the current amroacK? I 
, What are the shoncomings and probIems of the cumnt approach? 

L 

i Pan III: Improving the current process of seningprioriries and uliocaiing resources 
I How could h e  current process of settine priorities be improved? I 

Do vou thrnk that thmis enoueh ~ u b l i i  Lcountabilin built in? ! / Do pu tlunlr that here is enough ~ c c o ~ ~ d i r y  to medical staff? 

1 Pan IV: Potentialfor using PBM-4 in the heuM regbn 
j Do you hdc P B h M  has che potential to aid in the priority setting process? 
j What specfic problems do you foresee with the PBhW approach:' 
: Do you thlnk that the recomrnen&tious h t  a glven expert panel would come to would a c d l y  be acted I 
! on. or do you t b k  m the end a hisroncd or poliucd decision-malung process would pervade? I 

Content analysis was used for open-ended responses, while closed-ended responses were 

summarised with descriptive statistics. Responses were considered individually for each 

of the health regions, as well as across regions where appropriate. Due to the 

arganisational structure in the C W  it was possible to andyze ctinicd department 

heads separately kern other senior personnel. While 'medical directors' were interviewed 

in h e  other two regions, a very low n for clinical persome! prevented distinct analysis. In 

addition, in all three health regions. numerous senior personnel did have a clinical 

background (i.e., primarily nursing), but responses Eom these subjects were not 

examined separately. 

For the content analysis, major themes (e-g., 'data') and sub-themes (e.g., 'data 

accessibility', 'data validity') were identified by hand, and amse entirely kom rhe post- 

hoc analysis. Key criteria used in coding and subsequent reporting of themes included the 

number of peopIe making the specific comment, and the relevance of the response to the 

particular question being asked. As such, important issues raised by only one person may 

be included, a s  wodd responses raised by numerous peopIe which may not have initially 

seemed pertinent. For the C M A  responses, written notes and transm'bed audio tapes 
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were utilized in the coding; due to agreement between the two methods, written notes 

were used as the primary reference for the CHR and HHA coding, with referral to the 

audio tapes if necessary. 

4.4 Phase III: P B B U  Case Studies 

4. A 1 Overview of Case Srudies 

.As mentioned above, seven studies were conducted across the three health regions in 

Southern Alberta In consideration of space, and in desiring in depth analysis for this part 

of the research project, o d y  three specific case studies are reported on in this thesis. 

These are the Musculoskletal (MSK) Health project in the CRHA, the Infant Head 

Cranial RemodeIing project in the CRHrZ, and the Taber Chronic Disease Management 

project in the CHR.' These exercises were chosen to be reported on here for a number of 

reasons. First, in terms of the project timefi.ame. these projects were completed and ready 

for write-up in the Spring 2001. Second, they represent the applied research in two 

different health regions. This not only provides a broader picture of the work conducted 

in Alberta, but also provides a better fit with the Key Decision Makers Survey which 

spanned the three health regions used for the overall research project. Third, these 

projects were at different levels in the RHA; that is, the cranial project was a 'micro 

PBklA' exercise, while the project in Taber couId be classified as a 'meso-PBPuW' 

exercise, and the MSK project, while micro in some respects, also had the potential to 

span a number of different disciplines and regional departments. Ideally, a macro PBMA 

case study would dso be included in thrs write-up, but such work. ongoing in Child and 

Women's Health, CRHX. is not expected to be completed until late in 2001 (and was not 

part of the original research project _ a t ) .  Subsequent publications to this thesis will 

include the other specific case studies as weU as the macro PBMA application in the 

c m ,  

9 The following case studies were conducted but were not included m this thesis: in the HHA mgical 
services in the Bow Valley and an exercise on Iong-term care in CIambolm; in the CHR. surgical services 
at the Lethbridge General HospitaI; and m the CREL4, the neonatal and pcdiamc transport program 
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At the outset, it should be mentioned that the MSK exercise was in fact stopped prior to 

the commencement of the case study. Nevertheless, important Iessons fiom this case 

study were learned, as highlighted in Section 5.3.1, and thus, despite not being abie to 

report on resdts from the actual PBMA process, the MSK case study is of particular 

value kom a research perspective. Further, in addition to the actual case studies, macro 

program budgeting work was carried out in the CRHA and CHR These program budgets 

were derived prior to conducting the actual case studies, as it was thought pre-hoc that the 

information derived in this manner would assist in conducting the PBMA exercises. In 

addition, the macro program budgeting work was conducted as it was also important to 

determine if obtaining relevant data and producing the program budgets was feasible in a 

Canadian context. The methods for the macro program budgeting are found in Section 

4-42, prior to presenting the methods for the case studies (Sections 4.4.3 to 4.4.5). 

The basic approach to PBbIX taken in the Cranial Remodeling and Taber case studies 

was based on the stages used in previous exercises. as hi$li&ted in the Background 

section.' T h s  involves: I .  Defining a p r o m  budget to describe patterns of resource use 

and cost; 2. Compiling information on activity and resource use in the form of a p r o w  

budget; 3. Forming an expert panel to discuss whether the current balance of resource use 

is 'correct' given the needs of the stated population; 4. Using information kom different 

sources (see Figure 2) to estimate effects of any proposed changes on patterns of resource 

use and. where possible, likely effects on health; and 5. Making recommendations for 

potential changes to the provision of services, if overall benefit is thought to improve for 

the resources available. tn this way, each exercise follows the theory described in Section 

1.1.1, in examining the costs and benefits of change in service delivery patterns. Yet, as 

marginal benefits are not always directly available, the exercises also rely on the expen 

panel to pragmatically estimate the impact of proposed change and to provide 

corresponding recommendations. As is observed below, this basic approach was adapted 

as required for each individual case study. 

9 Note, thrs approach was not taken in the hfSK case study simply because this exercise did not advance to 
the stage of having to implement the PBhW framework, as discussed below. 
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Initially, the intention was to evaluate these exercises on the basis of wheher resources 

were re-allocated and how user fiendly the managers found the h e w o r k  to be. 

However, based on the results of this study, and in part on previous work (Moaney et aI. 

1997, Peacock 1998), a broader range of evaluation criteria was developed, including 

whether or not: panel participants found the exercise persondly usem; panel participants 

would recommend further use of PBMA in their health region; pane1 members improved 

their knowledge of the given service area and evaluated the historical provision of those 

services; options for service delivery change, if warranted, were deveioped; and whether 

or not resources were re-allocated or were planned to be re-allocated. Longer-term 

outcomes such as improving health outcomes were not measured in this study, although 

panel members of course had the opportunity to indicate whether they thought patient 

outcomes would improve. The results from a given case study itself (Found in Section 

5.3), coupled with the corresponding Follow-up survey of participants (found in Section 

5 . 4 ,  enabled these evaluation criteria to be weighed accordingly. 

In summary, the three case studies reported herein provide a balanced representation of 

the PBEVlA activity in Alberta to date. From these experiences, comments will be made 

with respect to both specific lessons learned born the respective pilots as well as to the 

broader unresolved issues outlined in Section 2.4.3. In essence, the case studies can be 

viewed as the culmination of work fkom the Authors Survey, which began to identify, 

based on international experience, whether PBblA should be pursued in .Mberta, and 

from the local Key Decision Makers Survey, as a response to the identified challenges af 

priority setting in these health regions. The case studies were conducted following the 

generai methodology presented above and evaluated based on the set of criteria 

developed in part kom the literature and in part as an outflow from this research project. 

44.2 ,bfacro Program Budgets (CM4 and CHR) 

Prior to the presentation of the actual case studies, results are presented in Section 5.3.1 

pertaining to macro prowpm budgets in the CRHA and CHIC Although this information, 

as it turned out, was not directly used in the case studies presented, it nevertheless was 

thought initially to be important in mapping out the activity and cost data in the stated 
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regions. Thus, the macro program budgets are descnied first before moving to the 

specific studies themselves. Presenting the macro program budgets also provides an 

indication of what the regions are capable of with respect to outlining cost and activity 

data. 

In both the CRHA and CHR, an extensive data information system exists, as depicted in 

Figure 3 @age 183). In these regions, utilisation and cost data are routinely collected for 

all hospital inpatient, outpatient and emergency visits, as well as for long-term and home 

care utilisation. ,411 hospital related data is collated in regional admiaistrative databases, 

based on hospital charts, and includes information on patient demographics, diagnosis 

codes, and procedure codes, as well as information on &e type of provider involved in 

care, on a patient by patient basis. Costing data is based on the Diagnosis Related 

Grouping system. whereby patients with similar diagnoses are grouped together and 

assigned a cost based on their classification gouping. In this way, per patient costs are 

not necessarily the actual costs incurred by a specific patient. but are rather what the 

average patient with similar characteristics would likely incur. As well, these 

administrative databases do not include detailed physician billing information, which is 

only available through AIberta Healt!! and Wellness. Further, patient specific drug 

information must be cotlected prospectively through chart review, or obtained fiom 

Alberta Blue Cross. The other regional databases, for long-term care and home care. also 

include information on patient demographics and length of stay. All costing data for long- 

term care facilities is based on a per diem rate, while home care costs are based on a 

regional schedule depending on the professional or non-professional providing the care. 

Every Alberta resident with a health care insurance number is found in the registry file, 

which is linked to the other datasets. as per Figure 3, by the personal health number. 

This costing information, as described above in brief, can be used to form a program 

budget. either broadly across programs in a health region, or for more micro program 

budgets, within specific pro_grams. -4 CRHA macro program budget was derived by 

summing the cost assigned to every hospital episode for the fiscal year 1997198. Added to 

this were physician billing data on every patient with a CRHA postal code, thereby 

providing an indicarion of the total heaIth care expenditure in the CRHA, excluding home 
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care, long-term care, and community care. In the case of the CHR macro program budget, 

the same methodology was used as per the CRHA, except that physician billing data was 

not included and non-hospital laboratory data was included. As the point of the macro 

pro_- budgets was to provide an indication of expenditure in the regions, and not to do 

comparative analysis between the CRHA and CHR these small rnethodoIogical 

differences do not compromise the results. 

The CRHA and CHR were then split geographically into sub-regions, based on postal 

code. With the linkage of the respective components of the population information 

system described above, an overall picture of health care spending was derived. A 

linkage to Statistics Canada was utilized to provide information on a health indicator, in 

this case potential years of life lost (PYLL). Depicting the health indicator alongside of 

the expenditure data it can be observed whether spending is in line with 'need' (at least 

as measured by this one indicator). PYLL is a measure of the impact of various diseases 

on society, and highlights the loss to society as a result of youthful or early deaths. PYLL 

was calculated. in this case. by dividing the total number of years of lost life due to all 

causes (relative to normal life expectancy) by the number of deaths, in each locality. In 

essence. this health status indicator is the average number of premature years lost per 

death. 

.At present, neifner the CRHA nor the CHR have existing activity and costing data on 

community clinics. If such information, in deriving program budgets, is to be included. 

estimation or prospective data collection is required. Once the data is in the proper format 

in the information system, a program budget can be built by a data analyst, as was done 

for both the CRHA and CHR. 

4 4.3 ~~~~rsacioskelerai Health fCRH4) 

tn the Fall 1998* Dr. Donaldson Iead a PBMA information seminar in the CRHA with the 

senior management group. At this session, the basic economic principles of PBMA were 

outlined, and an ovenriew of the PBMA b e w o r k  was provided. Although i n t d y ,  a 

senior level directive was issued for managers to begin applying PBMA, it was not untiI 

the Spring 1999 that formal discussions were held with the then Vice-president, 
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Corporate Planning, as well as the Executive Vice-president and Chief Operating Officer, 

to i denw broad areas for piloting the PBMA h e w o r k  for this research project. Two 

portfolios, Musculoskeletal (MSK) Health and Child and Women's Health, were selected 

based on the likely receptivity of management in those areas, the likelihood for 'easy 

wins' as there were known areas within these podolios where there was inefficient use 

of resources, and that the two portfolios represented two separate populations (adults and 

children). The Child and Women's Health PBMA case study is descnied in Section 

4-44. 

Q o n  preliminary discussions in the Fall 1999 with the Executive Director, MSK, and the 

Chief of Orthopedics, a plan was developed to focus the PBMA exercise in the area of 

anhroplasty (i.e., hip and b e e  replacements). This decision was made primarily because 

a Physician Partnership Steering Committee (PPSC) project was being conducted within 

arthroplasty, and it was thought that PBbU could aid in identifying areas for improving 

service delivery with the intention of enabling more need to be met (i.e., in this case, 

doing more surgeries) for the pot of resources available in this area More specifically, 

the objective of the exercise was to apply PBErfA in the area of arthroplasty, with the 

intention of identifying how the mi. of services provided might be changed to improve 

the benefit to this patient population within the available resources. 

Between Fall 1999 and early Summer 2000, the PBEvfA exercise was not actively pursued 

as a number of other components of the PPSC project took center stage. ht ia l  work 

involved the compilation of activity and cost data for primary and secondary hip and knee 

replacements. This information was used by the working group. which consisted of 

surgeons, other clinicians and administrative personnel (e.g.. OR manager), to begin to 

assess the appropriateness of arthroplasty services, primarily through comparison to 

volumes in Edmonton and other major Canadian centers. The p u p  readily asserted that 

the number of surgeries being conducted in Calgary was insufficient, and thus the focus 

of the exercise became identifying ways to increase the volume of hip and knee surgeries 

in Calgary. While CM and CD were present at many of the working p u p  meetings, the 

process by and large progressed as it would have had we not been there, with the project 

Chair noting that PBMA would be used at a later date to aid in determining areas for 
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improving efficiency. During the PPSC project, and of key importance for the eventual 

non-use of PBMA, consultants fiom a U.S. based health care consultancy firm, Johnson 

and Johnson, were hired. These consultants were brought on board, under the auspices of 

the PPSC project, to identify areas where optimal use of resources in the arthoplasty 

process was not being reached, and to recommend how the process could be improved. In 

the end, an extensive report was made by the external consultants essentially making the 

use of the PBMA Eramework redundant. 

However, the project Chair was keen to use PBMA., and thus a micro PBMA exercise 

was proposed in July 2000, The exercise was to have at its core a marginal analysis 

expert panel to make recommendations for redesign within the existing services. The 

'angie' used for PBMA was that although recommendations were already made by the 

consultants for improving efficiency, with the intention of enabling more surgeries to be 

conducted for the resources available if the re-designs were followed through, the 

question remained as to how the recommended changes should actually be implemented. 

At h s  point, despite reservations by CbI and CD as to the use of PBMA in this way, a 

decision was made to carry on as the investment in the process (in terms of time) was, to 

that point, fairLy high. 

A plan was deveioped for these micro case studies, which involved the striking of a task 

force (i-e., expert panel) with key personnel to deal with the question of impIementing the 

many recommendations across the continuum of services. However, as this was deemed 

to be too broad a task, several specific areas were suggested for PBMA exercises withm 

h e  continuum of services within MSK. although these were never made clear to the 

researchers. Ultimately, these plans were not followed through and in December 2000. 

the application of P B W  in MSK was abandoned throuph a joint decision by the 

researchers and the PPSC project Chair. X follow-up survey with the research team was 

conducted to determine why this case study ultimately 'failed', and what Iessons could be 

learned from this experience; results are presented in the corresponding sections below. 
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4-44 Infanr Head Cranial Remodeling Program (CW) 

The Infant Cranial Remodeiing program was selected as a case study within the Child 

and Women's Hedth portfolio in the CRHA to piIot the PBMA Wework.  This exercise 

was conducted both as a research project and to aid a group of decision-makers 

challenged with maximizing need met kom a service with constrained resources. The 

primary objective of this exercise was to provide a m e w o r k  for the Infant Crania1 

Remodeling program in which recommendations for resource allocation could be put 

forth, with the intent of improving program efficiency, patient care and access to services. 

The decision to pilot PBbL4 in this program was made by the Executive Director of 

Child and Women's Health, because the program was faced with a growing patient 

volume and declining resource availability. It was also recognized that the medical lead 

was a health researcher, and it was believed that he would be receptive to the PBMA 

approach. The w o r h g  group did, however, have an opportunity at the introductory 

meeting to decide whether or not to pursue the exercise. 

This exercise was b e d  so that the worlung group, foIlowing the basic P B M  

approach, developed a Iist of potential expansions for the Want Cranial Remodeling 

program, as  well as areas for resource release. In this case, the aim was for the releases to 

cover any proposed expansions and at least part of the annual operating shortfall. The 

working p u p ,  consisting of the medical lead (a neumsurgeon), two nurses, a 

rehabilitation therapist and the pro+- adminrstnton, met four times korn Sept. to 

Nov., 2000, and were assisted by a part time research assistant and the health economists 

(CM and CD). The Alberta Children's Hospital site manager and a representative from 

Finance also attended the meetings primarily as observers. In brief, the research assistant 

reviewed the literature and brought fonvard to the group initial potential areas for service 

expansion and resource retease. The working group then assessed these and added f i e r  

items. Upon examining the potentid costs and benefits of the candidates, five key 

recommendations were developed by the group and put forth to the Albezta Children's 

Hospitai site manager and the Executive Director of the Child and Women's Health 

portfolio, in the form of a report on this PBMA exercise (Mitton et aI. 200Ia). 
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More specifically, a preliminary meeting with the Infant Cranial group was held on 

September 29,2000. The key concepts of PBh4A were introduced at that time and the 

Executive Director, Child and Women's Health, discussed why this program was chosen 

for PBMA piloting, while leaving the ultimate choice of participating to the group. At 

that time, the p u p  did decide to move forward with the PBhl.4 exercise. There was 

consensus among those in attendance that a key aspect of the process wouId be the ability 

to focus beyond the current Infant Cranial budget and to consider the impact of the 

program on a broader scale. Some initial discussion ensued regarding the group's 

expectations of the process and what they would like to see accomplished as a result of 

the exercise. One of the key points expressed was a need for an education program to 

reduce the volume of patients seen at the clinic. Once implemented, the program could 

potentialIy free up resources by reducing the number of procedures/devices required. The 

chaIlenge put forth would be to identify finds to implement and support the program 

during the initial transition period, when procedure volume would likely increase due to 

greater awareness in the community resulting tiom the education program. 

FolIowing the initial meeting, a thorough review of the literature was undertaken to 

develop a better understanding of the clinical conditions and to identify all availabIe 

trearment options and services. In addition, various orthotic devices and manufacturers 

were examined and clinical procedures were reviewed as was the Infant Head program 

budget. These sets of information were presented to the working group at the second 

meeting, on Oct. 19. The initial literature review was the key for building the options for 

service delivery. These options were vetted and new ideas were generated from the 

goup, with the final Lists being developed iteratively, as discussed below. 

In the third and fourth working group meetings (Nov. 3 and Nov. 17), the focus shifted 

from presenting background information, to discussing potential candidates for increased 

resources, and areas in which resources could be released. Morrnal discussions on these 

points were also held with the expert panel members in between these final two working 

group sessions. -4s the Infant Head program had been operating at a deficit for the 

previous three years, the PBMA exercise had the challenge not only of uncovering areas 

for resource release to cover potential service expansion, but also to determine if 
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irnpravements in efficiency, or alternative funding schemes, could be identified to cover, 

at least in part, the annual shortfall. 

The purpose of this PBMA exercise was seen to highlight what changes could be made, 

in terms of the budget re-allocations, and potential benefits from the allocations. This 

primary objective was met. However, as the group could not immediately proceed with 

some of the options on the expansion and contraction list, a number of scenarios were 

developed to inform decisions over the six to twelve months following the completion of 

this case study. These scenarios, presented in Section 5.3.3.6, are based on 200112002 

projections and assume no increase in program funding. 

In total, the five member working group each gave approximately 10 hours of their own 

time; the research assistant spent approximately 150 hours on the project, primarily in 

relation to the literature review and background work (e.g., calling manufacturers, 

meeting with worlung group members independently, and coordinating the process); as 

for the health economists. CM spent approximately 20 hours directly on this exercise. 

while CD less than 5 hours. The time commitment was recorded for each PBMA case 

study in the three regions in Southern .Alberta, to provide insight for managers 

considering the resource requirement for future exercises, and is discussed in more detail 

in Section 6.3.5. 

4.1.5 Taber Chronic Disease ibfanagemenr (CHR) 

The Taber group practice, based in Taber, ,9lberta, was selected as the site for one of two 

PBbI.4 case studies within the CHR. Taber is a rural community in the south of the 

province and, along with eight other communities, makes up the CHR, with headquarters 

in Lethbridge. The CHR has a total catchment area of about 150,000; Taber itself has a 

population of about 15,000 in a geographically distinguishable area about 55 Km h m  

Lethbridge. The community of Taber has one general practitioner p u p  practice (six 

physicians) and a 15 bed hospital with emergency services. The primary objective of this 

exercise was to examine, using the P B L U  hmework, whether chronic disease senrices 

in Taber could be re-designed with the aim of meeting more need for the resources 

available. 
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CHR senior management recommended that PBhW be piloted in Taber primariIy 

because, due to its geographical proximity to Lethbridge, the provision of services in this 

rural community is distinct (i.e., self contained), particularly for primary care. As well, 

the Taber group practice was at the time also preparing to commence a Health Innovation 

Fund project to examine issues pertaining m funding and group practice budgeting.'' As 

such, in addition to the location of Taber, it was also felt that the health care environment 

in Taber would be more supportive of a framework which, if warranted, aids managers ir? 

recognizing the need for shifting of resources across program boundaries. An initial 

presentation to a broad group of clinicians and managers in Taber was held in mid- 

March, 2000.'' Local group leaders expressed an interest in pursuing a pilot exercise, and 

macro program budgets both for the region as a whole," and for Taber more specifically, 

were derived. A research associate for the PBLMA project in the CHR was hired shortly 

thereafter. 

In mid-Slay a second presentation was provided to a smaller group, at which time a 

hypothetical case study was presented on asthma senrices, following previous work 

outlined in Scotland (Scott et al. 1998). Material was presented on asthma services, 

including a local community health survey, Canadian clinical practice guidelines, and 

provincial and regional data on asthma prevalence, Although the information on asthma 

was presented only as an example of PBhW in a group practice settia,o, the group 

decided to pursue a PBhM exercise on the service delivery of asthma in Taber. The basis 

for this decision was an identified need for redesigning asthma services away from the 

GPcentered model which had operated in Taber to that date. At this same meeting, 

members of the expert panel for the marginal analysis sessions were selected. 

The research associate then spent approximately one month collating information both on 

the current service delivery model for asthma services in Taber, and identifying relevant 

lo This is a three year project funded by .4lbena Health and Wellness and Canadian Health Services 
Research Foundation m which an aItemative funding mechanism is being explored with physicians m rhe 
group practice; namely, the physicians were, at least as initialIy proposed, to hold the pot of resources in 
Taber and to allocate those resources accordingly. 
11 A region-wide seminar on priority setting was also conducted by C;M in the winter, 1999; one manager 
and one cIiuician from Taber were aIso attendees at this broader seminar. 
" Methods for the macro program budgeting were described m Section 4.4.2, above. 
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evidence from the literature. In mid-June a representative expert panel was convened, 

consisting of two physicians, two home care nurses, a community nurse, two long-term 

care nurses, a representative fiom mental health, the executive director of the local 

hospital, and the Taber Integration project coordinator. The two health economists from 

the University of Calgary (CM and CD), the research associate, and the regional costing 

coordinator for the CHR provided support for the expert panel group; the meetings were 

facilitated by CM. At this initial meeting, the efisting model of delivery for asthma 

services was described, evidence from the literature including various service options 

(which had previously been distributed to group members) was presented, and other 

relevant regional reports were discussed. Further, the 'inputs figure' was presented to the 

group, as per Figure 2 (page 182), in order to help participants more fully understand 

what sources of infomation would be used in the marginal analysis activity. 

A summary of the literature was then put into a package for the expert panel and 

distributed before the next marginal analysis session. .Us0 included in the package was 

an overview of PBMA, information on the initial program budgets, and a series of 

questions to aid the group members in beginning to think about resource re-allocation. 

The questions were as follows: 

'r If I were given S50,000, what specific areas or services within Ashtma management 

in Taber would I expand or introduce and what are the resource implications and 

benefits of these expansions? 

P If I was told that S50.000 was to be taken away kom Asthma management in Taber, 

what areas or services would be the first to go and what are the resource implications 

and consequences? 

). If I was told that $50,000 was to be taken away fh rn  services other than Asthma 

management, but still within Taber, what areas or services would be the ht to go 

and what are the resource implications and consequences? 

At the second marginal analysis session, heid in early August, a more detailed set of data 

on costs and potential outcomes of the previously discussed general service delivery 
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options was provided. At this time, the group afso decided to expand the scope of the 

exercise to take a broader look at chronic diseases in Taber, beyond just asthma, to 

include diabetes and hypertension. Further potential senrice delivery options were 

solicited fiom the p u p ,  and an initial 'wish-list' of what the chronic disease service in 

Taber might look like was developed based on a ranking exercise of the various options 

against group generated criteria However, it became apparent after the meeting that full 

consensus of the ideal chronic disease management model in Taber had not been reached, 

and thus it had to be re-visited at the next session. In the interim, the research associate 

met with each individual on the expert panel to gain specific insight into the detaiIs of the 

selected model, and to prompt the group members to be thinking about where resources 

wodd come fiom to h d  the option. A funher, broader review of the l i teram beyond 

just asthma, to include diabetes and hypenension, was also conducted. 

The aim ofthe third marginal anaiysis session, in mid-September, was to outline in 

greater detail what the selected service delivery option (that being a chronic disease 

management clinic) would look like. The information fiom the individuaI group member 

meetings was dismbuted in the form of a table, with a description of the various resource 

items (e.g., nursing staff. dietician, etc.) and the resource impact of these items. 

Following a general discussion of these details, the specific 'wish-list' was derived. 

Further to this, an initial brainstom on areas for resource release was conducted. 

Following this session, the research associate again met with each panel member 

individually to generate an initial list for release options and the resource impact of each 

of these options. As one-on-one meetings for the purpose of generating options for 

resource release had not previously been reported in the PBMA literature, a series of 

questions were derived to guide these meetings with the panel participants. These 

questions were similar to the last two questions listed above (page 57), but were meant 

specifically to walk the panel member through identifjmg service areas h m  which 

resources could be released. The questions were as follows: 

If we are to fund the Taber option h r n  within the current resources available, which 

services or programs cmently offered in Taber or the CHR overlap with the Taber 

option? 
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> If there still are not mough resources available to fund the Taber option b m  

question I, we need to look at obtaining resources fiom currently existing areas 

within Taber. Do you know of auy s e ~ c e s  that could be provided at the same level 

of care but use less resources? 

i Again, if there are stilI not enough resources available to fund the Taber option fiom 

questions 1 and 2, are there any areas of care which do some good but which it would 

be possible to take resources from, because shifting resources to the clinic would 

provide more good (or benefit) overall? 

The fourth expert panel session was heId in earIy November, at which time a resource 

release list was derived, based on the ideas generated from the one-on-une meetings. 

During the next four meetings, between late November and early March, 2001, in depth 

discussion of the potential resource release items ensued. This was an extremely difficult 

and necessarily slow process. as each item for potential release had to be considered in 

detail. In the final of these meetings, recommendations for action were put forth fiom the 

group. and were included in a report to the health region Ninon et al. 2001b). [n 

benveen these meetings, in early 1001, additional background work with respect to 

detailed costing out of options and potential (negative) impact of t a h g  away resources 

tiom given areas was conducted by the research associate. In the end, the group was 

charged with deciding if specific changes in service delivery of chronic disease 

management in Taber should be made, with respect to items on the 'wish' and 'release' 

lists. 

In totd, the ten member working group each gave approximately 20 hours of their own 

time: the research mistant spent approximately 400 hours on the project, in relation to 

the literature review, compiIing back-mund material, and meeting with individuaI panel 

members; GbI spent approximately 50 hours directly on this exercise and CD 

approximately 15 hours. 



4.5 Phase IV: Follow-up Survey 

4.5.1 Overview 

The primary aims of the PSbU foUow-up survey were to determine the strengths and 

weaknesses of the PBMA exercises conducted in the various health regions, to determine 

if the regional personnel would recommend fUnher use of PBMA within their health 

region, and to identi6 parts of the P B W  flamework, if any, that should be changed to 

better suit the specific regional context in which it was applied. The evaluation 

framework developed by Peacock (1998), formd in Appendix F, served as a guide for the 

follow-up survey. The parts of this evaluation h e w o r k  that were relevant to managers 

and clinicians who have used PBtM.4 were incorporated into the primary follow-up 

survey. In contrast, those parts of Peacock's h e w o r k  that were more conducive to 

'behind the scenes' bowledge were addressed independently by the researchers, in 

conjunction with the research assistant who worked on the $ven case study, through a 

snuctured questionnaire. It is held that conducting a formal follow-up s w e y  with the 

participants and a Iess formal but still strucnued follow-up with the research team, for 

each project. provides meaningful insight into the PBMA process, in terms of further 

exercises in these re&ons and for the priority setting literature more broadly. 

Participants in the primary follow-up survey were all managers and clinicians who had 

partaken in a P B L U  exercise within the health regions in Southern Alberta. Of note, the 

initial research proposal stated that the same managers i n t e ~ e w e d  for the Key Decision 

Makers Survey would be re-inte~ewed for the P B W  follow-up survey. This was not 

done as it became apparent that the majority of the managers interviewed initially would 

not have insight into the details of the specific PBMA exercises conducted. A broader 

follow-up survey in each of the regions. in 12-24 months time, to gauge the impact of 

PBMA across the different organizations, is currently being considered, In addition to the 

primary follow-up survey, as alluded to in the previous paragraph, the researchers and 

research assistant for each project met to review a number of questions more 

appropriately addressed by the research team. The content of the primary follow-up 
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questionnaire and that which guided the research team are discussed in the next sub- 

section. 

4.5.3 Questionnaire 

The primary follow-up survey consists of five sections: objectives, methodology, process, 

outcomes and strategic issues (see Appendkx G for consent script and Appendix H for 

questionnaire itself). Participants were interviewed by the research assistant and asked for 

their insight into the various stages of the PBMA process as well as about ways they 

thought the h e w o r k  m i a t  be improved for any future applications of PBMA in their 

region. In essence, the s w e y  attempted to examine the specific exercise just completed 

as well as to set the particular P B L U  exercise into the broader regional context. The 

survey is quantitatively oriented, with both closed- and some open-ended questions, and 

was administered by the respective research assistant involved in each case study. 

The research team questionnaire was also developed to gain additional insight into the 

PBhW process. and focused on questions related to the methodology. the outcomes of 

the exercise, and the overall application of the hmework (see Appendix I). In essence, 

this secondary questionnaire served as a p i d e  around which the research team could 

generate discussion for the given exercise. The two part follow-up, outlined here, shodd 

be of use to future PBbLA research teams in Alberta and elsewhere, as evaluation of 

PBtLW exercises. apart from recent work in Ausrralia, has largely been neglected in 

studies to date. 

Univariate staustics were used to describe the responses to the close-ended questions of 

the primary follow-up survey; content analysis was used for open-ended responses. This 

follow-up survey helped. in part, to determine the internal validity of the PBMA 

h e w o r k  as applied in the given exercises, and W e r  aided in assessing the impact of 

the exercise in terms of the decision-making process. Questions of external validity (30th 

to other applications within these health regions and to other heaIth regions) will have to 

be addressed folIowing future applications; however, some notion of appropriate use of 
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the PBMA framework was also drawn both from the primary follow-up survey and the 

discussion generated through the research team questionnaire. 

1.6 Summary 

In summary, th~s research project had four major phases, each of which were described in 

turn in this Chapter. The survey of authors was conducted in order to determine where the 

PBMA h e w o r k  had been used previously and to identify what effects the b e w o r k  

has had on decision-making in these health regions internationally. This survey also 

provided important information on setting up the PBbM case studies, as it was h m  this 

broader body of work that 'successes' and 'failures', and some initial reasons behind such 

outcomes, were identified. The project then focused on three health regions in Southern 

Alberta, in order to examine the priority setting process in Canadian RHAs, as well as to 

solicit from key decision-maken how they think the process of setting priorities and 

allocating resources could be improved. It was important to obtain this information 

before setting out to do the PBMA case studies, as such detailed information had not 

previously been reported for a Canadian health region. Building, then, on the two 

surveys, the research project moved forward with the piloting of PBW4 in the three 

health regions in Alberta. In total. seven case studies were attempted, although this thesis 

ody reports on three of the case studies fiom two of the health regions. In addition to the 

case studies, macro program budgeting work was conducted and reported on in the 

Results Section. Finally, following each case study, a survey was conducted with the 

expen panel members, to aid in gauging the impact of PBMA, and to identify whether, 

and if so how. the £kamework should be adapted for future studies. The research team 

survey also assisted in these respects. At the outset, an initial set of criteria was identified 

on which the success of each case study could be judged; as it turned out, a broader set of 

evaluative criteria was developed post-hoc, as was described above in Section 9-41. It 

was against this broader set that the exercises were judged. In the next chapter, the results 

for each phase of the research project are desmied sequentially. 



CEUPTER 5: RESULTS 

5.1 Phase I: Authors Survey 

5.1.1 References ldenn3ed 

The fifty-six papers initially identified fiom peer reviewed journals or the gray literature 

are presented in Appendix J. An additional 28 papers or reports (see Appendix K) were 

provided born the respondents. Of these 28, only 6 were &om peer-reviewed journaIs, and 

ody  11 were unrelated to work reported on in the first list. It is anticipated that these two 

lists of papers provide an comprehensive compilation of PBMA reiated work in print as of 

early 1999. While not part of the Authors Survey, but included for the purposes of this 

thesis, additional peer-reviewed papers on PBMA which have been published since 1999 

are listed in Appendix L. 

Of the 46 papers for which survey responses were obtained, in three cases two papers 

were written on the same exercise and in one case three papers resuIted From the same 

exercise. Thus, there are only 41 distinct PBMA reports contained in the 46 papers. Of 

these 41 cases, 12 were classified as 'think pieces', while 7 were classified as 'other' and 

were described as a summary of the literature, guidelines, report on proposed study, 

repon on previous exercise for areas for improvement. evatuation of exercises or an 

editorial to promote use of P B W .  No further questions in the second part of the 

questionnaire pertained to these 19 cases as they were not PBMA exercises as such, and 

thus questions on the use of the h e w o r k  were not relevant. 

Overall, respondents classified 22 of 41 cases as a 'demonstration' (7141) or an 'actual 

exercise' (I5/41). In actuality, 26 exercises (in 19 RHAs) were reported on in the 22 

papers, a detailed listing of which is provided in Appendix M. Of these exercises, in just 

one case was marginal analysis conducted without program budgeting, 4 of 26 used 

program budgeting and not marginal analysis, and the remaining 2 1 of 26 consisted of 

both program budgeting and marginal analysis. 
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reference list, 6 were 'think pieces', 1 was a 'demonstration exercise' and 4 were 'actual 

exercises'. The five papers deemed to be demonstration or actual exercises in fact 

represented 6 exercises in 4 distinct RHAs, and are included in Appendix N. Of the 10 

(of 56) papers for which no response was received, one paper from Australia and one 

h m  England could not be retrieved. However, for the British exercise two other papers 

in our initial Iist aiso reported on this work. It was thus anticipated that there would be no 

Ioss of information in this case. The remaining 8 papers were classified by CM. Of these, 

3 were identified as 'think pieces', 3 as demonstrations, and 1 as an actual PBMA priority 

setting exercise. At this stage, one further paper was identified as reporting on the same 

activity as a paper inciuded in the initial reference list. Activity identified as either a 

demonstration or acmd exercise, from the four reports, representing four distinct RHAs, 

is included in Appendix N. In addition, respondents were also asked to provide 

information on RHAs in which they h e w  PBMA activity had taken pIace, even if they 

themselves were not directly involved in h s  activity. Responses to this question added 

another 42 exercises. which are found in .Appendix N. As most of h s  activity is based on 

second hand information, there are more 'holes' in these data and detailed responses 

were limited. 

Factoring in the known (but unpublished) activity, this survey identified the PBMA 

framework to have been used 78 times in 59 R F k ,  in 7 countries. The 84 identified 

published papers (56-28) represent only 36 of the 78 exercises in 27 of 59 RHAs. 

Further. considering ail of the identified PBMA activity in the various RHAs, 12% of the 

exercises occurred during or prior to I991,76% occurred between 1992 and 1999, and 

the specific dares for 12% of the exercises were unknown. 

5.1.3 Cke and Disuse 

Of those known, use of PBhN continues in 33 of 46 W s  (52%). Where use continues, 

the h e w o r k  was reported to be most cammoniy used'occasiorially by managersto 

determine where resources are currently allocated', and 'in strategic direction planning'. 

Conversely, use of PBMA has stopped in 4896 of RHAs. Common reasons for the 
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framework being discontinued included a 'change in health region personnel or agendas 

fiom time when it was being used', and 'no champion to continue the PBEul1A cause'. A 

smaII number of regions reported that a 'health economist no Longer working with the 

health region', and 'personnel time or money no longer earmarked for PBMA', had an 

impact on why PBhW was no Ionger used. 

s'..l.J Shorr and Long-term Impacr: Key Themes 

Authors working with RHAs in which PBhlA use was ongoing also provided open-ended 

responses pertaining to the short and long-term effects of the h e w o r k .  Through the 

collation of these findings, several key themes related to the conditions for success or 

failure of the PBMA fiamework emerged, including the need for high level support and 

continuity of RHA personnel, as well as a recognition that whlle PBMA may not always 

have an anticipated immediate impact, changes in the organizational culture can also 

develop. These themes are reported on in this section, using specific RHAs to exemplify 

particular issues. 

Cn order for PBlLU to have significant long-term effect in terms of strategic decision- 

making and planning, it was widely stated that high level champions are required. For 

example. as a result of respective PBbW exercises. with key leadership 6om senior 

management. resources were re-alIocated in the Sotrth Australia Health Commission and 

new priorities were adopted in the Terriion, Health Service in Western Australia 

However, while high 1eveI support may be necessary, it is clearly not a sufficient criteria 

for positive impact of the PBMA framework. For example, in the Grampian Health 

Board in Scotland, such support existed. but because immediate results were not 

achieved, other issues arose and overtook P B M  on the agenda in the 1990s. A related 

issue was the importance of the involvement of a (usually university based) health 

txonomist, and the enthusiasm for the process &at such an individual brought to the RHA 

decision-makers. 

In addition, Grampian himghts the necessity of continuity of smfling in the strategic 

planning process. Similar to some regions in Australia, such as the South Westem Sydney 

Area Health Smvice, penonneI changes resulted in a lack of personal buy-in to the 
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PBMA process. Respondents suggested that this was also the reason for the minimal 

longer-term impact in the Tayside Health Board and the Naocastle Health Authority. In 

Lorhian, the exercise became too political and drawn out. Although an initial PBMA 

seminar presenting the principles and implications of the framework was well received, a 

large turnover in staff resulted in few of those involved in the initial seminar being 

ultimately involved in the PBMA application. As a result, there was a lack of 

understanding of PBM& which led to its failure in this health board. 

-4 further theme which emerged in examining the detailed responses pertaining to the 

short and longer-term impact of PBbLA in the RHAs was measuring outcome not only in 

terms of resource re-allocation and service delivery re-design, but also its influence on 

the way of thinking in the organization. For example, PBMA exercises within the totd 

Fundholding practice in Grampian have guded a move towards more detailed economic 

evaluations, indicating that PBhW is not just a tool. but a Wework  or way of thinIung 

which. if instilIed in the culture of the organization, can Lead to fairly detailed evduatory- 

dnven planning. Similar findings were reported in the Glasgo~v Health Board where 

PBMA in an abbreviated form continues, but more importantly a culture which views 

health economics as an important activity and as a factor in the decision-making process 

is developing. Obviously, it is difficult to attribute such culture shifts to specific PBM4 

e.uercises; further studies are required to uncover some of these additional effects. 

This issue of measurement also arose in the Highland Health Board in Scotland, where 

the impact of the stroke and diabetes work was reported as twofold: (1) creation and 

fostering of recognition of the need to set priorities; and (2) use of PBMA, because of its 

inherent 'muIti-dis~iplinariness'~ to bring various proups together in the priority setting 

process. As a result, the PB.MA activities fonned the basis of the strategic plan for the 

diabetes and asthma services. The question remains, however, as to whether the changes 

were made because of PBbM. While h s  is difficult to assess without a well defined 

evduatory process, PBhIA activity was still ongoing within the organization at the time 

of the survey. 
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Overall, across the different countries, of the 22 PBM4 exercises for which respondents 

knew the outcome, 59% were reported to have a positive short or long-term impact, in 

that either priorities were set or resources realigned likely due to using the PBMA 

h e w o r k .  It was not possible with this survey to determine, overdI, the impact of 

PBMA on changes in the way of thdchg in the health regions. Interestingly, the impact 

of PBPYl.4 apparently does not hinge on the availability of relevant utilization or costing 

data, and only one respondent commented that a national directive would be required for 

wider diffusion of PBPuL4 in the UK. 

5.2 Phase 11: Key Decision Makers Survey 

5.2.1 Demographics 

In total. as depicted in Table 2 (page 68), 62 of 73 potential respondents participated 

(85%). HaIf the non-respondents in the CRHA (3 of 6)  and three quarters in the CHR (3 

of 4) were medical staffwho sated that they did not have time to be involved in this 

survey. As observed in Table 3 (page 68), the majority of admmstrators and clinical 

deparanent heads had been in the health regon for more than 2 years. most had previous 

health system experience, and the majority stated both that they felt they were involved in 

the process of setting priorities and that they had direct input into the allocation of 

resources. Of note, only one of four board members had been with the RHA for more 

than two years, and none had previous heaith care experience. 



Table 2: Response rates 

1 Health Region and Position 

CRLU 

1 

Presiden~' Vice president 

' Other senior admmsuator 
I ji6 1 10113 

N 

Senior non-medical admumuator 

I 

I 

Total I 1 

Presidenu Vice president 1 6i6 

12 15 

Board hiembers 

I Tocal 

I 

! CEO/ Executive leader 
I I 

1 616 

C h c d  Depament Head / 9/12 

4iJ 

31/37 i 

4 Other senior a d m u a t o r  I 10/11 i 
1 

To ral ; 16/17 1 

I I 
, Overall total ! 6273 I 

Table 3: Demographics of respondents 

I Position I Time in current Previous health 1 Invofved in sming i Duecr input info I 

I I / ?=nomponw 

Chical Depamenr I 1 < 2 years / 9 =yes 1 8 = ~  16-yes  
I I 

' posirion I care experience / RHA priorities / oflocation of resources / 
I I 

i .4lf adminirnators I43=yes  

! I I 

; Board members ) j c l y e a r s  / 4 = n 0  1 J =yes 1 2 =yes I 
! I 

! /Total n = 491 9 =no 
1 36=yes 
5 =no 

i 
I 

I 1 3 = no response I = w o n  I 6 = support/ facilitation 
! 
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5-22 Priority Sem-ng and Resource Allocation: Current Process and Observations 

5.2.2.1 CRHA 

The process of setting priorities in the CRHA is, to a greater or lesser degree, iterative, 

whereby key issues are raised by administrators to their respective vice-presidents, who 

then discuss the potential priority items at the senior executive !eve!. As one 

administrator stated, this process is not overly refined: 

"We have had input but it has been very much directed by your supenisor, then it 
goes into this black box of the executives and it comes back out to you." 

GneraIly, administrators understand their role in the priority setting process as one in 

which they are required to set priorities within their own programs, and as we11 advocate 

for addirionat resources at the broader regional level. In contrast, almost all of the cIinical 

department heads see their role in priority setting as almost sorely wittun their own 

departments. In theory, these cIinical administrators shodd have a role in the broader 

process as weI1. but in practice this did not appear to be the case. The roIe of the board is 

of overaII responsibility for priority setting; with a 'sovernance' model, they are more 

focused on deveioping broad RHA direction, with pubIic and government input, rather 

than directly influencing the daily operations of the organization. 

Both administrators'' and c1inicaI department heads most predominantly use specific data 

or information from within the FWA when developing short-term priorities. This would 

include: access or operating issues such as waiting times, pressure points, and patient 

demand areas; service capacity issues such as utilization, trend analysis and service 

delivery; financial reporting; and other reports such as needs assessments and prevalence 

data About haif the administrators stated that in the Ionger-term (i.e., greater than one 

year), strategc directions influenced priority setting. In contrast. clinical department 

heads rely more on trend projections, particuIariy on demopphics and potential 

utilization for longer-term priority setting. Perhaps surprisingly, political d u e n c e  on the 

priority setting process (as distinct h m  the actual allocation of resources) was reported 

- - 

'' hciudes vice-presidents and president d e s s  otherwise specified, and is to be distingished hm the 
clinical department heads. 
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to be minimal. Board members, as might be expected, rely more on communication with 

staff than actual RH,4 data in the priority setting process. 

In terms of the actual allocation of resources across programs within the health region, 

the majority of respondents1' stated that this occurs on the basis of historical trends, with 

minor adjustments made for demographica1 forecasting. A smaller number of respondents 

stated that idlocation occurs based on 'crises' such as particuIar pressure points and wait 

times. While five respondents thought that this process is one of negotiation across the 

senior management tabIe, four others did not think there was any formal process 

whatsoever. Clearly, the process is far from what one administrator describes as the ideal, 

and what in fact is quite similar to the theory underlying questions of resource allocation, 

as depicted in Figure 1 and as discussed in Section 2-22, above: 

"When we get another d o k r  into the health care system, we should be able to 
say okay where do I put this dollar and we should put it where we get the 
maximum health gain for that dollar and then the second dollar would go to the 
next place and so on. That's really the ultimate way to allocate resources." 

Within programs, most respondents stated that there was no formal or standardised 

process of resource allocation across the different areas of the health region, although a 

few respondents felt the overriding concern at this level was managing to activity targets. 

Interestingly, issues such as patient input and identifying 'need' were much lower on the 

list of responses. Perhaps of some concern two of the four board members stated that 

they did not know how decisions either across or within programs are made. 

N'hile the descriptions of how priorities are set and how resources are allocated were not 

overtly negative, as per Table 4 (page 71), there is obvious concern about these processes 

in the health region. particularIy across prognms. Most administrators and department 

heads stated that there reaIIy was no 'process' of allocation across programs, with 

specific comments mging fiom 'state of confbon' to 'criteria changes h m  year to 

year' to 'no objective allocation process'. While the board members felt the process was 

not working well. their main concern was m not having the proper tools to measure 

l i  CIinicai depamnent heads, for rhe most part did not mpoad to this question as they generally do not see 
their role as having input at the broader. macro allocation table. 



whether in fact this was the case. Primarily due to less political influence within 

departments, administraton felt that the process worked better at this Ievel. 

In terms of specific strengths, almost half of the administrators stated that the 'process' 

allows for a regional focus on priorities, in particular as they are linked to strategic 

planning, and that attempts are made to utilise available outcomes and financial data No 

predominant themes emerged fiom the clinical depamnent heads or board members, with 

individual comments ranging ftom 'I guess the only strength is that it's working.. . it is 

not working well, but we are delivering health care in the region' to comments pertaining 

to the use of data and the ability to discuss options with senior management. 

Table 4: Rating of the process of semng priorities and allocating resources 

1 Does rhe process of allocating 

I resources work well? I 
I I 

( Regrod posttion 
I I A4ff0ss 

1 Withm p r o p m  / K p  Shortcomings 

I 
I 

I cRH.4 
I 

I 1 
I I I 

I 
I - .-ldmmtmarars ! I yes. 1 I no. 6 unsure S yes. 3 no. 7 unsure / Inadequate data. mu-nansparcnr I 
' - Depamenr Hradr : I yes. 5 no, 3 unsure 1 3 yes. 4 no. I unsure I process. physiclaw rdmrnismnon I 

I I I 

- Board .Cfemben : 0 yes. 4 no 1 2 vcs, 2 no 
I - j mccntives out ofline. pubIic 1 

1 1 demand. political inrluencn , 
I , I 

i CHR j 6 yes. 6 no. 3 unsure 1 8 yes, 2 no. 5 m s m  1 C o ~ i c a t i o n  brcakdowa crisis 

I 

I I I 1 comparisons of outcomes =mu I 1 
I I i program, political ~nfluences I 
I 

HH.4 , 6 yes. 7 no, 3 unsure ; 7 yes, 3 no. 5 unsure ; No penalties lor overspendug. ! 
I I I 

Shortcomings of the current approach, also highlighted in Table 4, were plentiful- As Cbr 

the administrators, half stated that data (both outcome and financial) was a key problem, 

in so far as it was either inadequate or not readily available. In terms of measurement, a 

specific problem raised numerous times was the inability to compare outcomes across 

programs. Just under 'naif the administrators felt that the 'process' for setting priorities 

was not bansparent or rational, and that there was an inability to justify movement of 

i 
I 
! 
I Tom1 

I 
24 yes, 33 no, 15 nnmre ( 23 yes, 15 no, 19 unsure 

! po t i n d  influences I 
! 



resources across programs. Issues pertaining to s m d  'p' politics were also raised, 

including the provincial ministry having too much say in how resources should be 

allocated. 

One 6nal point raised by administrators was that of incentives. Comments indicated that 

this issue arises at a macro level, in that as the government has a tendency to bail out 

health regions in deficit situations a strong incentive to constrain costs is lacking, and at a 

more micro level, where physician and health region inceutives are not in line." Other 

issues such as a lack of communication between physicians and admrnistrators, and a lack 

of shared commitment across programs to the overall health of rhe population, were also 

raised. While the clinicai department heads certainly agreed that the dearth of data was a 

key problem, another issue raised by this group was the insatiable public demand. As one 

respondent stated: 

'The red issues see is that the government in a sense has not told the citizens 
that their health care is being rationed. Which puts the physicians in a tough spot 
because we are between these reduced resources and the unreduced demands of 
the population." 

5.1.1.2 CHR 

Similar to the CEU.4, in the CHR, the process of setting priorities is one in which 

pror- and medical directors develop proposals which are then put forth for discussion 

at the regional management table. In addition to this macro or regional process of priority 

setting, directors are also responsible for setting priorities for their own programs. 

Overall, actuaI re-design or reallocation of services does not generally happen; rather, the 

directors argue for 'enhancements' to add on services to the existing mix. 

The majority of respondents reported that they use utilisation data, including activity 

levels and workloads, as their primary source of information in setting short-term (i.e., 

The issue of physician v m  h d t h  regon incentives arises a number of times in this thesis and is 
explained in d e d  in Sections 6.2.1 and 6.32. In brief, physicians have an incentive to drive uuIizarion, as 
their income is dependent on their volume of work. whereas administrators in health regions have an 
incentive to curb utilization, as a given health region attempts to resuain expenditme and stay within 
budget Due to this mis-aligmmt of incentives, setting priorities and allocating resources is emremeiy 
difficult It is this challenge that the admhhatoa are alluding to when commenting on the issue of 
incentives between the physicians and the heaith regions. 
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less than one year) priorities. In addition, over half the respondents tap into anecdotal 

information born staff and physicians. For longer-tam priorities, again demographic 

projections were most widely used, as well as provincial or national policy requirements. 

Just three of fifteen responses pertained to the use of public opinion in this process. 

For the allocation of resources in the CHR, this was viewed very much as a colIaborative 

process between the vice presidents and the directors at the regioaaI executive council 

meetings. However, as part of this process, historical trends, 'whoever yells the loudest', 

political influence and pressure points all play a respective role. Within pro-erams, while 

several respondents did state that no formal process was involved, the overarching 

themes were the use of activity levels, r e f e d  rates, need and urgency. Historical trends 

also received the nod kern about a quarter of the respondents for allocation within 

programs. 

.As observed in Table 4 (page 711, the respondents were split evenly on whether the 

process of setting priorities and allocating resources across programs worked well. Those 

critical of the current approach stated that there is a mode of 'incrementalism' whereby 

the previous year's budget is received plus minor adjustments; thus. there is no red 

trade-off amongst competing cIairns on the limited resources. However, six respondents 

did state that the current process was as fair as can be, and that there is an opportunity for 

input. Within programs, just over hdf the respondents thought that the process worked 

well. It was felt that the top priorities generally do get consideration at the program level, 

that the program directors are good at what they do, and that there is buy-in from the 

physicians on the priority issues. 

In terms of strengths, just over 70% of the respondents in the CHR believe that there is an 

open. collaborative process for setting priorities. in which individuals are free to 

challenge each other, clinicians and administrators do work together, and there is a 

genuine understanding across the table that competing needs are important. 

Numerous shortcomings were aIso mentioned, as depicted in Table 4. Most notably, over 

half the respondents stated that the vice presidents were not always aware of implications 

of their decisions, that there is no template for k a l  prioritking once suggestions have 
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been provided. and clarity of authority is at times lacking. There was also agreement 

overall that there is no one process or model for setting priorities. Furthermore, just under 

half stated that the proverbid crisis mode often prevails, whereby there is not enough 

time for proper weighing of the various options, and as well, due to territoriality, cross- 

program needs are not always recognized, Not surprisingly, about a quarter of the 

respondents aiso raised the issue of the politicai lnfiuence in the region (i-e., fiom 

ministers and the provincial ministry), and that there is much difficulty in comparing 

diverse outcomes across programs. 

5.1.2.3 HHA 

In the HHA, the process of setting priorities can again be defined at two levels. The 

majority of respondents stated that in addition to specific priority setting within their 

portfolio, there is also a participatory process in which potential 'enhancements' are put 

forth at the broader regional table. It is the Executive Leader Group which makes the 

tinal macro allocation decisions, with input from the various directors. Feedback 

indicates that it is a fairly open process in which the various directors and executive 

leaders generally know each other's needs and specific allocations. Several respondents 

also discussed a h d i n g  allocation mode!. developed by the Director of Finance, which 

uses indicators (e-g., population size) in deriving 2 base template for hding for across 

programs in the RHA for a given year. In addition to the operational priorities, capital 

requirements across the RH.4 also receive prioritization at the executive leader level, as 

they fit with strategic planning. 

In the short-term, the majority of respondents stated that priorities in the KKA are 

informed primarily through specific data files generated h r n  within the region. This 

would include utilization files. population health indicators and financial information. 

.Anecdotal reports Erorn staffand physicians, as well as the strategic planning process, 

were commented on by about a quarter ofthe respondents. Lastly, several respondents 

also stated that short-term priorities are set based on 'the most intense need', often being 

driven simply by patients coming in the door. In terms of the process for setting longer- 

term priorities, almost half the respondents stated that the business pian andl or strategic 
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directions had a major influence. [n addition, RHA. needs assessments and dern~~mphic  

trends were reportedly used by one quarter of the respondents. 

In terms of resource allocation, two-thirds of the respondents stated that this was largely a 

historical process, with minor enhancements on a year by year basis. About one third 

responded that, with the budget allocation model (descnied above), the region is moving 

towards needs based funding. One W e r  theme which emerged was that the allocation 

evolves from direction Eom the board of directors, and that it is consistent with the 

objectives and goals in the business plan. Although implied with historical b d i n g ,  

several respondents did comment more explicitly that an actuai 'process' per se was not 

present. Within programs, half the respondents stated that the idlocarion at this level is 

primarily driven by specific operational needs and/ or activity cargets. 

Respondents in the K M  were evenly split as to whether or not the process of setting 

priorities and a1locating resources across programs worked well, as presented in Table 4 

(page 71). Those sating that the process did not work well commented that: it is not clear 

if needs are being met and if the process is fair, that there really is no uniform process; 

and that it is difficult to fully understand competing needs across the various programs. 

Within programs, about half the respondents felt that the process did in fact work well. 

Comments included that while attempts are made to meet all needs, in reality the pot of 

resources is limited, and that the process is improving with more ability to shift resources 

within portfolios. 

Key stren,oths highlighted by respondents in the HHA induded: positive communication 

across programs at the regional level, and that program managers are empowered to use 

their own discretion in aIlocating resouices at that levd. In addition, several responses 

were made that the 'process' is predictable, that expectations are clear, and that the 

quality of information continues to improve in the region. 

As for shortcomings, highhghted in Table 4, the key problem stated was that a particular 

program is not penalized for over spending the allocated budget. As such, there really is 

no incentive for creativity, as the programs which overspend get the mount  spent the 

following year, not the initial budgeted amount. Furthermore, about a quarter of the 
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respondents stated that it is not possible to determine if the allocation is optimal. Reasons 

for this included a lack of evidence in the process, and a lack of specific indicators 

pertaining to the allocation. A coupIe of respondents also mentioned that the political 

influence was problematic, and that the process of allocation was simpiy not well 

understood. 

5.2.3 How the 'Process ' iblight be Improved 

-4s for the administrators, in terms of improving the priority setting process, half stated 

that an acrual process for developing priorities should be established. Such a process 

should: enable physician buy-in; be more systematic; be explicit / transparent; include 

outcome and efficiency studies; and be understood by everyone so there is a fair 

opportunity to argue each persons' case. Another quarter of the respondents stated that a 

longer-term planning cycle was necessary, and a finher quarter suggested that 

communication between managers and clinicians shouid be improved. While data was 

raised as a major shortcoming, few respondents had specific ideas on how data could be 

improved upon. As for the clinical department heads, they wanted more control of 

resources. and stated that a better understanding of 'need' was required to determine 

where the resources should $0. The board members clearly wanted better outcome 

measures, as evidenced by the following comments: 

"[We need] better tooIs to decide whether the money they spent got them 
an-Wg. If you spend a hundred million dollars, or five hundred million dollars 
more in the region, would the health of the region improve? .kid if you spend 
twenty-five percent less, would it make a difference?" 

"We lack measuremenr tools.. .. today we don't have a set of measures to tell us 
if we are doing a good job. We believe we are, but we don't have a score card that 
works today." 

Interesringly, these comments again relate back to the theory presented in Section 3-22, 

in particular in noting that a basic problem with the allocation of resources in health care 

is in not knowing what the quantifiable 'return on investment' is, and how this return 

changes with sM€s in the amount of resources available. Board members also stated that 
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both physicians and the public need to be more klly engaged in the priority setting 

process. 

In response to a specific question pertaining to public accountability, as depicted in TabIe 

5 @age 78), all but three administrators believed that more fiequent and effective 

didogue with the public on priorities was required. More specifically, it was held that the 

public should be involved in setting broad directions, while the more detailed task of 

priority setting should be left to RHA personnel. While in clear agreement that the public 

should have a greater role in the process, both clinical department heads and board 

members did not offer specific solutions for moving forward on this issue. It was felt, 

however, that involving the public might help them to understand that 'getting more 

means that it will cost more'. One administrator clearly stated that public perception must 

change: 

"It's the nanue that the demand on resources will always exceed the availability 
of resources - in years past people got what they wanted ... 1 think we've got to 
change that." 

In terms of accountability amongst mehcal staff, also presented in Table 5, 

administrators felt that physicians need to take more of a systems view to undernand that 

resources are scarce and that choices amongst competing claims on those resources have 

to be made. The clinical department heads stated unequivocally that physicians have not 

been given much input into the process, and that more meanin- invoivement is 

required. One board member felt very strongly that the mis-alignment of incentives 

bemeen physicians and health regions described in Section 5.2.2.1, couid ody  be 

overcome with a change in physician reimbursement, but that this was unlikely to occur 

in the current political climate. CIearly, more dialogue with the physicians, and greater 

transfer of information, is required in this region. 



Table 5: Accountability towards the public and the medical staff 

I Region/ posinon I Public accowuabilip ) Physician accountobilio, 

5.2.3.2 CHR 

I 
I 

1 cRHA 
1 - .-ldminisnaron 
i 
; - Deparnnenr Head 

' - Board .Members 

In the CHR, two thirds of the respondents stated that the process could be improved with 

a more systematic approach to priority setting. As part of such an approach, issues to be 

addressed would include: greater faciliration and discussion across programs; staff 

training in relation to the strategic process; greater empowerment; and opportunities for 

input at later stages of the priority setting process. In addition, just under half the 

respondents felt the process should be Iess political. This could be achieved through 

evoking a more evidence-based approach and educating politicians cn the important 

health issues. Finally, fiuther database development, in terms of both costs and activities, 

should be resourced. Hand in hand with this latter suggestion were comments for more 

mining in appropriate use of the available health region data 

Just under half the respondents stated that there is not enough public accountability in the 

priority setting process, as observed in Table 5. That said, there was a clear 

acknowIedgernent of the difficulty in truly involving the public in rationing decisions as 

they do not necessarily understand all of the true problems. One sug~estion, offered by 

several respondents, would be to $ve the pubkic more information on priorities. and help 

them to understand that health care is not free. 

(!?A staring improvemenr 

required) 

151 IS (83%) 

7:'9 (75%) 

In tenns of physicians, the CHR personnel were ako somewhat ambiguous, in that just 

under half the respondents stated that there was not enough accountability to the 

(?A scaring improvement 

required) 

11/18 (61%) 

3i9 (89%) 

I CHR 1 7/15 (47?4) 

HK.4 I 7'16(Uo'0' 

314 (7576) j 314 ( i s%)  
61 13 (40%) 

1516 (33%) 

Total 1 39162 (63Ph) 1 34162 (55%) 
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physicians. It was cIearIy recognized that involvement of physicians in the priority setting 

process is important, but less clear how this should occur due to their already extremely 

busy schedules. As in the CREW, the issue of incentives was also raised, in that 

physicians will try to drive utilization while the RHA attempts to constrain costs. 

The most common response for improvement in the HELA was to move away from 

historicai allocations and for the development of a specific budget allocation 

methodology. Several respondents also indicated that such a process should be more 

explicit than at present, should involve data fiom needs assessments, and should be tied 

to longer-term strategic planning. In addition, numerous respondents stated that the RHA 

requires better data andl or evidence for decision-making, and W e r  that greater 

accountability must be added to the process so that managers who 0versper.d should not 

be rewarded with additional hnding. Finally, despite the collaborative environment in 

this health region. a few respondents still felt that more information sharing, particularly 

across programs. was required. 

Whether there is enough public accountability in the HHA is a matter for debate. Those 

in favour of more public involvement in priority setting stated that at present greater 

consultation is required. specificdly in terms of education that resources are limited. In 

addition, severaI respondents stated that more information should be given to the public 

in terms of what outcomes or benefits (broadly speaking) are being derived for the given 

resources. One M e r  suggestion was for the deveIoprnent of a website to provide a 

fonun to disperse information and gain direct feedback. On a positive note. with the 

development of a Community Health Council in the region, respondents heid that more 

interaction with the public would be forthcoming. 

Although several respondents stated that the existing medical advisory council enabled 

adequate physician input into the priority setting process, and served to enhance 

physician accountabiIity, numerous respondents held that the physicians should be treated 

as partners, and that more information shouId be provided to the physician group. One 

respondenr had a more fundamental solution, that being for the physicians to move fiom 



a fee-for-service reimbursement schedule to a salaried or capitated approach model, 

enabling incentives between the physicians and the RHA to be more in line. 

5.2.4 Porential for PBhU in these RhYs 

.MI respondents had an opportunity to attend at least one seminar on PBMA in each ofthe 

FWh. In these seminars, the economic principles of opportunity cost and the margin 

were discussed (Auld et al. 2001), and the basic concept of PBLMA as a tool to aid in rhe 

process of setting priorities was presented (Donaldson 1995). Several examples, primarily 

&om the LK and Canada (Ruta 1996, Miller et al. 1997, Mitton et al. 2000), on the use of 

PBblA. were also discussed, as were specific challenges with the h e w o r k  (Donaldson 

and blooney 199 1, Mitton et al. 1000). Relevant readings were also made available in the 

regions. Survey respondents' prior knowledge of PBh4.A is outlined in Table 6 (gage 8 L). 

[n all cases, respondents were asked if they would like a short description of PBMA; this 

was ~ i v e n  in all cases where the respondent had no prior knowledge oEPBMA, and as 

necessary for those who had attended a seminar. 

In the CRHA, 29 of 3 1 respondents felt that PBLW would be a usefd tool in the priority 

setting process. Specifically, administrators heId overaII that it is a practical tool, that it is 

realistic and pragmatic. and that it may provide evidence to rationalise decision-making. 

Clinical department heads liked the tool because it could provide a structured approach to 

objectify the process of setting priorities and allocating resources. Further, even with a 

lack of marginal benefit measures (a potential limitation with an explicit priority setting 

framework (&looney er al. 1986)), department heads felt that marginal analysis expert 

panels would enable particular 'yields' to be identified. Interestingly, while 'the margin' 

in some ways is a theoretical concept (see Fordyce et al. I98 I), in actuality, it was that 

P B M  makes explicit the costs and potential benefits of changes in service delivery that 

was viewed most favorably by the administrators. 
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Table 6:  PBMA in the surveyed health re@ons 

b l i l e  not a problem of PBbW per se, data Limitations, particuIarIy an the outcomes/ 

benefit side, was a concern for one third of the administrators. Although a call for better 

measurement tools is realistic, the clinical department heads actually felt that this 

problem is circumvented with the construction of the expert panets who are required to 

make local judgements on outcomes, particularly if not available h m  the iiterature. 

Other stated pocentiaI problems ofthe PBbU approach fiom the administrators included: 

structural issues, such as the difficulty in moving resources across portfolios; personnel 

issues inciuding a lack of recognition that resources are in fact scarce; and that any new 

process takes rime to [earn. Several clinical department heads echoed this last thought, 

and also added that there might be reluctance as the PBMcr, approach can highlight 

'winners' and 'losers'. Furthermore, the issue of incentives was again raised, in particular 

as to whether a RHA priority setting h e w o r k  would be beneficial seeing as the 

physicians drive the majority of resources. Finally, two clinical department heads also 

raised the point that society has not accepted the idea of rationing health care. Board 

members again held to the problems surrounding data, in parzicdar in measuring 

outcomes across pro-erams. 

cRH.4 I 
- .4dntinirnorors / 14 18 (78%) 

i 

Respondents were also asked if they knew of other tooIs to aid in the priority setting 

process. Suggesting a lack of research and/ or awareness in this fieid, almost 70% of 

responses given to this question stated that no other tools were known. Further, of those 

that stated that they did know of other tools (n=4), only two, cost-benefit analysis and 

- 
% with knowledge of 

orher took to aid in the 

prioriy setring process 

% s taring PBiI.IA has the 

potential ro aid bt priority 

setting in this Rh2 

/ Regionl posi~on 

I 
I 
I 

18118 (100%) 

% of respondents with 

previous knowledge of 

PBhf.4 (seminar/ reading) 

4/18 (22%) 

Z19 (21%) 

014 (076) 

31 15 (20%) 

- Depament Heads 1 59 (56?6) I 319 (39%) (1 no) 

! - Board .Clembcrs I ON (0?6) 314 (75%) (1  unsure) 
I 

! CHR ; 8i15 (5376) 
I 

14/15 (93%) ( 1 unsure) 

HH.4 ( 13i16(815) 

Total 1 50162 (65%) 
I 

14/16 (88%) (2 unsure) 3116 (19%) 

57162 (92%) 
I 
( iU62 ( 19%) 
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zero-based budgeting, were legitimate 'tools' as such. Finally, participants were asked if 

the historic& political influence in the health region would override marginal analysis 

expert panel recommendations. Not surprisingly, the majority of respondents overall 

stated simply that it wodd depend. That is, recommendations may be followed depending 

on the make-up of the panel, the validity of the evidence used in the process, and support 

of the process fkom senior management. Without doubt, it was stated that health care is a 

political worId, and while evidence can be brought to the tabie, there is certainly no 

guarantee that it will be acted upon. These thoughts were summarized by one 

administrator who stated: 

"When [senior management] say [to managers] why did you put 550,000 in there, 
sometimes [managers] have a really difficult time rationalizing why they did it, 
especially when it's political. But a good priority setting tool will help them 
defend decisions that were made." 

5.1.4.2 CHR 

Again. almost every respondent in the CHR stated that P B L U  has the potential to aid in 

the priority setting process. It was heid that PBhM would provide a more objective 

process, that it encourages consuitation between different groups, that it brings in an 

economic perspective. and provides a common Language and h e w o r k .  In addition, it 

was felt that it may drive data collection. and that managers would have the ability to 

match politics with evidence-based decision-making. Finally, while several respondents 

believed that this type of approach was already happening to some degree informally, it 

was reported that there is rarely enough time to adequately assess competing priorities 

and make dormed choices. 

Unlike the CRHA, the key potential problem with PBEULA stated in this region was that it 

mi@ not fit with the RHA culture. That is. there is the 'change factor' which requires 

commitment and wide scale buy-in. Further, numerous respondents stated that there is the 

poIitical will to contend with. particularly in the rural areas, and that personnel wiIl need 

help in better undemanding the concept of maximizing health sain for the population (as 

opposed to a particular clinical area). Just under half the respondents also stated that data 
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could be a problem, including access to data, lack of outcome or performance measures, 

and lack of skills to assess the data 

Few CHR p e r s o ~ e l  knew of other tools which might aid in the priority setting process. 

Of those mentioned, again zero-based budgeting was raised, as was needs assessment. 

One interesting note was made by several respondents in that physicians and nurses 

generally do not have formal training in priority setting or budgeting processes, and thus, 

at the end of the day, with the current structures. decisions are made largely on human 

judgement. 

Finally, in terms of the potential continued trump Eom political will, again respondents 

were cautious about PBbU, in stating that poIitics is a reality in health care. Even though 

PBMA does bring evidence to the decision-making table, and does make explicit 

decisions which otherwise would be made implicitly, particularly in rural towns where 

the meaning of a hospitaI is much greater than just its impact on health care, the political 

influence is difficult to overcome. [n the end, respondents felt that the process should be 

tried, and at a minimum, buy in from senior management and the development of a 

credible process would be required. 

5.2.4.3 HHA 

In the HHA. as with the other wo RHAs, the vast majority of respondents stated that 

PBCVlA would likely serve as a uses tool in the regon. In pamcular, it was felt that 

PBM4 would provide evidence for the priority setting process and enable comparisons to 

be made across communities. En addition, PBMA would provide a more systematic 

approach, and would help the RHA to address actual re-allocations as opposed to simply 

incremental add-ons. The two respondents who were not sure of its potential positive 

impact in the EN.4 stated that with such a smalI region, it was not clear if re-allocations 

could actually be made. 

The issue of data was also raised by numerous respondents as a potential probIem in the 

application of PBlMA in the HHA. In particular, wide it was felt that the health region 

does have data available, the sticking point is in the accessing of such data Further, 
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almost half the respondents stated that consistency of data across the region is a problem, 

and thus the PBMA b e w o r k  may be more readily applied in some areas but not others. 

Other potential problems raised by respondents included the education and thus time 

involved in learning a new h e w o r k ,  and as well the 'varying capacity for change' in 

the region. That is, several respondents wondered if the culture for change is present, 

especially in terms of explicitly considering resources in health care and in focusing on 

outcomes (as opposed to outputs) over longer periods of time. 

The majority of respondents in the H . 4  were not aware of other specific priority setting 

tools or h e w o r k s .  Of the three who did state that they knew of other tools, the 

responses offered were redly not 'tools' per se (e.g., comments including 'bench 

marhng', 'professional judgement', and using 'weighted criteria' were made). As with 

the other regions in this survey, there is clearly a lack of education and( or awareness of 

mechanisms to aid in the priority setting process. 

Finally, in terms of the potential for reverting back to political and historical decision- 

making despite use of the PBMA approach, the majority of respondents recognized that 

politics in health care is a reality, but that there was also recognition ofthe importance of 

building an evidence-based approach into the priority setting process. While optimistic, 

about a quarter of the respondents suted that a gradual approach to implementation (even 

over 3 or 4 years) would be favorable, and that the ultimate effect would depend on the 

credibility ofthe goups chosen and the organizational commitment to the new process. 

53 Phase 111: Case Studies 

5.3.1 ibfacr~ Program Bzrdgering (CHI3 and CRfU) 

The macro program budget for the is presented in Table 7, below. It can be 

observed that on a per capita basis, the West and CentraI localities in the CRHA have the 

lowest PYLL measures (i.e., the 'best' health), and also have the most resources spent per 

head. This could be taken to mean that greater resource use Ieads to improved health 

outcome. However, it could also be argued that more resources shorild be spent in the 

areas where there is the most 'need' (i-e., the Northeast which has the highest PYLL but 
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only the third most resources spent). In terms of opportunity cost, this would suggest that 

resources could be shifted tiom areas of 'better' health towards the worse-off areas. How 

this would be accomplished in practice is a different issue. 

Table 7: Health care spending and PYLL by locality for 199711998, CRHA 

I Calgary by j Reginry 1 ..\vcr;lgc 1 PYLL 1 i Total [ Inpatient I Total hcnlth 1 Toal use 1 
1 

Locality / ~opuhtion ! c o m e  I inpatient / use per I care use / per / 
I 

It is interesting to note that, whiIe it has been reported that equitable resource allocations 

1 I t I I 1 

may occur across regions (Frohlich and Mustard 1996), the current data suggest that 

person 1 I person 

provincial Funding formulas do not guarantee equity at sub-regional levels. Of course, 

there are alternative explanations for the observed patterns, for example that the Central 

locality, with a relatively high expenditure and low indicator of need, actually might have 

/ .Vorthwesr I 2062-17 SZl.583 1 19.1 1 S68.807.886 I S334 S 135,959233 i S654 

a higher proportion of seniors; however, such detaiIed analysis was not conducted for the 

CRHA. 

1 c a i g a ~  
i 

In any case. the data in Table 7. while not defhtive, could be used to generate discussion 

535-1 

S295 

! I 
I I 

and point to areas where discrepancies between resource use and health outcomes may be 

I t 
I I I I 

I 

present. This example illustrates that the popdation information system of the C W  can 

St15 1 599.768.159 1 S809 

S5 19 j S63.127.579 1 19 11 

I 
I 
I 

wo i yl.351.074 i S1013 

S 142,786,175 

S117.884371 

.Vonhrasr 1 103,643 2 0  1 20.8 I I caigaty I 
South C a i g a ~  1 185,594 1 53.636 1 18.1 

I ! 

Total CuIgan: 832,003 1 S?0.9?5 i 19.5 j S199584.500 

be used to derive a program budget, in this case depicted by locality. Comparing resource 

SiO 1 

5635 

S70.062.092 

S55.688.617 

5360 5603.176.591 1 S725 
I 

use with a health status indicator provides a starting point for health region managers to 

I Wesf Cdig~w j 123.336 / S3.358 j 16.5 1 S51.175.499 
I 

: C.'nrrl 69.398 9 15.3 1 S36.008.610 

I cdlgury 1 I j I 
i 

Ouflcing J3.785 I S19.545 I t t .5 SlS.S42.0!?6 
I 

/ Cornmunitr<r' I 1 ! I 

'Posal codes representtrig r u d  cornmunines wt:ch xe lncluded in th~s h d t h  rcglon. 

ask questions about the efficiency and fairness of resource allocation within the region- 
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Table 8 also depicts a macro-level proyam budget, in this case for the CHR The overall 

profile of consumption in CHR is strikingly similar to the CRHA. As well, the correlation 

between health need indicators (income and PYLLs) and expenditure is weak. In CHR's 

case, historical consumption is more closely correlated with population demographics. 

The inclusion of the percentage of seniors population illustrates this point. For example, 

the very high per capita expenditure on residents of the Crowsnest Pass can be better 

understood if the demographic makeup is considered. 

From this data, a number of additional points can also be highlighted. The provincial 

experience in Alberta would suggest a higher level of expenditure in Aboriginal 

Communities than is obsemd in the CHR. Assuming the expenditure data are fiee fiom 

errors and bias, then this community may be a candidate for greater focus by the region. 

hother  aspect of this data is the bwer than average consumption by residents of 

Lethbridge. The acute care facility in Lethbridge is the regional referral centre for CHR. 

Xot coincidentally, the vast majority of specialist physicians practice in Lethbridge. 

Given the higher than average seniors population and the proximity of the hospital and 

physician services, a high per capita consumption might be expected. Managers may 

review this data and conciude that the allocations are reasonable, due to the attention paid 

to bed utilization at the Lethbridge Regional Hospital, as well as due to an aggressive 

Table 8: Health care spending and FYLL by locality for 1998199, CHR 
Total Use 

Per Capita 
S687 

5507 

5747 

j 5636 

Avenge 
PYLLs 

P e n  1 Inpabnt / lopadent 
Senion Use Percapita 

2.9 / 11.790586 ( U 6 3  

1 District 
i 

! .WD o j  I 7,507 I S21.371 / 12.2 j 13.6 / 13.25829298 ' 5 0 3  S5JS0.619 
s746 I 

Pincher Creek ! 1 i 

Total Use 

S2,657,690 

j Counqoj  11.76; 1 SZLT94 / 6.1 / 9.9 1 S5.153.063 S296 
Lnhbrtdge ! 

Registry 1 Average 
Popuhdon 1 Income 

.bf.D. of Tuber ; I5.3jl i S22.352 i 11.6 

S9.01-1.858 

1 lbongrnd 
I Communlfies 

10.7 / 55.336525 1 53-18 1 58,663,620 1 

3,870 / SI 1.347 26.7 

i County 01- 9.411 j 521.158 ( 8.3 / 12.5 I Y.167.1 14 1 
I w3 I s7v029~W0 lvarner 1 

S T I T  I 
W3.210.900 
510.017.616 

) Ldrhbndge I 67.914 1 S23.754 i 7.2 1 14.6 ] S3.623.478 I 5377 

I .KD. 01' / 6252 SZO.T90 
' ~ R l l o v  Creek 1 

/ .Lfun~c~paLr). i 6.841 [ 522.417 

, .\LD o j  / 13.420 1 SID.1ZS 

6.5 

1 9.9 

1564 ; 

13.4 i S2.536.658 1 
I 

! / W80.636 ' ! 

8.4 / 11.6 / SS.878.818 I 5-138 

I oiCrovsnest 1 I *  . Pass ! 

17.9 53.i76.904 i 5552 S6.130.113 ! 

1 

S64 / 
I ! I ! I 

C~rdston 

I 
I 

I i I 
h r a k  and I 14.413 I 122.364 1 8.5 i 13.1 1 S57.6lL,2LI 

t 

3388 S96.185502 
, dverages r 1 I I I I 
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Home Care program which includes close cooperation with the hospital emergency 

department, the existence of seniors Day Programs, and (possibly) restricted access to 

hospital beds for Lethbridge residents due to admissions fiom the region. In any case, the 

key point is that the program budget presents the data in a manner in which some of these 

issues can be highlighted. 

.4lthough this information (at a macro level) was not used directly in any of the PBhU 

case studies, it was important to highlight the capability of the information systems in 

deriving information of this type for funve work. In pamcular, if the use of PBMA 

progresses in the stated health regions to a more macro level, program budgets as 

depicted here may become more relevant. 

Turning to the MSK case study, the primary findings of the Johnson and Johnson 

consultancy project incIuded a number of recommendations which, if implemented 

should result in optimization of the current systems and processes, improved access to 

joint replacement surgery, significant efficiencies and costs savings in the current system, 

increased capacity (operating rooms and inpatient beds) to do more joint replacements, 

and a system to monitor and manage the system. The fir11 list of the specific 

recommendations for change are found in the PPSC report (PPSC 2000); the actual level 

of implementation to date is variable depending on the given issue. With respect to 

P B W  in MSK, it cannot objectively be stated that the involvement of the health 

economists (as participants in p u p  meetings), the knowledge of PBhIA, nor the 

expectation to use PBMA, had a meaningful impact on these results. Details of why this 

was the case, with a specific focus on barriers to irnpiementation of the PBMA 

h e w o r k ,  are presented in Section 5.4, below. 

5.3.3 Infant Head Cranial Remodeling Program (CRfU) 

As mentioned in Section 4.4.4, following the introductory meeting with the Mint  Head 

group, program budgets and treatment options h r n  the literature were presented to the 



88 

Cranial Remodeling working goup in the second marginal analysis session.16 Also at that 

time, the case management protocol of the Infant Cranial Remodeling program was 

discussed, as per Figure 4 (page 184). The primary purpose of presenting and discussing 

this information was to aid in defining the program, and to ensure that the group as a 

whole was starting from the same point. This process also helped the researchers to gain a 

clearer picture of the program as a whole, and to mesh 'evidence from the literature' with 

local practice in Calgary. 

5.3.3.1 P r o m  Budget 

Financial information for the Infant Cranial Remodeling program was obtained and 

presented to the group in this second session. It was apparent that the main cost to the 

program was the manufacturing and shipping of the headbands." The estimated cost per 

band (including both device and labor costs) in 2000/2001 was found to be approximately 

S2500. The program budget is presented in Table 9. The budget consists of both 

provincial funding (as this program is a province wide service), and, because the 

provincial Funding does not cover the annual expenditure, it also includes CRHA 

operational funds. Due to increased volume over this period, and non-matching resource 

increases, the shortfall has grown annually. 

Table 9: Budget overview 

For 200112002, assuming 145 bands, projections indicated that the cost per band would 

escalate to $2869. This increase is in part due to labor costs which are expected to 

f of bands F a  
I Year 

increase by 14% and due to an anticipated increase in device costs by 10%. Viewing data 

on the province wide funding for this service, between Calgary and Edmonton, as per 

1 99/00 
i 00101 
j 01/02 

Prowtncial 
Funding 

Ib For the literature review itself, the reader is referred to the corresponding report submitted to h e  CREW 
(Mitton et al2001a). 
 he headband is a medical apparatus used to correct pIagiocephaIy (it., malformation of the head) by 
applying pressure on specific areas on the infant's skull. 

175.000 
156.750 

- 
156,750 

CRH.4 Operaring 
Fun& 

Budget .4cncal 

23.6 I7 
39267 

Shorrfall 

198,617 
196.017 

39.267 

275,617 
350,017 

196.017 

80,000 1 136 
154,000 1 140 I 

416.017* 220.000 ( 145 



89 

Table 10. a striking imbaIance between the CRHA and the Capital Health Authority 

(CHA) is highhghted, 

Table 10: Provincial outlook 

1 Fkcal Year 1 Provincial fundine I # of DOC bands 1 Provincialfinding I 

The anticipated decrease in provinciai funding for tbe 2000/200 1 fiscal year is because 

the provincial allocation is based on prior years' activity, In the case of the Infant Cranial 

Remodeling program, due to the substanrid increase in number of bands two years ago, 

the b d i n g  and activity is dramatically mis-aligned, thereby suggesting that either the 

proportion of CRHA operating funds required to sustain thls program for 2000i2001 

would have to be increased or the volume wouId need to be reduced. 

I I 1999/,t000 - 1 -  1 per DOC band - 

5.3.3.2 Options for Service Deliverv 

199912000 

Based on the review of the literature, and in depth discussions with the expert panel 

working goup and ciinic staff, a pretiminary list of service delivery options was 

developed. The working group was then encouraged to expand on initial ideas brought 

forth from the literature, and to brainstorm their own ideas, whether they were areas 

requiring extra resources or areas for resource release. Momation was solicited on each 

item, and prior to the next session the researchers organized this information and began to 

hicdi$t potential outcomes of the various options. These options are presented in Table 

11 (page 90); items falling above the boided line are areas for potential expansion, while 

those following below this line are potential areas to release or save resources. 

1 



Table 11: Summary of options for service delivery (initial brainstorm) 

! Ontion I necrrinrinn/ nntential ourcomer I 
I -r---.- , .r-7-.- r---.----- 

; Edumon program 1 - Target parmrs, community h d t h  nurses and pnmary care providers 1 
1 ~ e v e n t i o n i c v i ~  recognition - ~ n c l d &  video tape, informhon poster1 pamphlet 
I I - Most corn covered bv CRHA ducation b u d ~ e c  reduction in volume I 
I Expand clin~c area I - Improved wotkmg space and padcnt comfort 

/ NenrOrk 
1 - Sirmlar dam being entered by both clin~c staff and anhonsrs 
1 - Decrease burden on staff 

I Prognm coord~nator j - .Appropriate rcspons~bilines for clinlc naff 
, -  1 - Conrnbute to mearch activity. prevention/ eduafion component 
I Staff education I - Aaendancc af conferences: &are knowledne with ocher orowden , - - - - - - - - -. . - . . ~ - - - ~ 

~ - 1 Standardize photography I - Save time m waikmg patients to photognpher'i otEce I 
I I 
! .Advocate for addinonal I - Elirn~nare che nsk of denyng ncarment 10 new referrals 
1 funding from CRHA 1 - Elirmnate deficit 
I Change manufacturing i - Reduce cost of dev~ce by changmg to Onfionvnca 

, prognm ~n Calgary 1 - Travel burden for panents 
DOC band once reducnon I - Nenohatc reducnon m once wth kc. 

- 

I company I - Efficacy of Starband not known 

, D ~ s c o n t l n u = h ~ m e ~ i  - Time G~I% for clin~c szaff 1 

I Cappmg numbers ;u 78 

, maurements I - Savings no;rdized in dollars 
: Pennatal funding I - Funding for pilot projects in child h d t h  

I 
: competition I - 10 page proposal due Jan. 3 1,200 1 

Send Panents to Edmonton I - Cost of clst~nu 43 oaflmts shitied to CHA 1 
i 

- ILIantan cons w~th~n  current budget 

I - Tnvrl burdenfor rkt~ents 
Shlit provlnc~al fundlng - Funding to retlect regonai volumes i 

1 - Pennon provlnce w~de servlces 
I Shtft data enay respons~blhty / - Appropnae rtsponsiblliaes for d i n s  staff 

i I 

I 

During the following two meetings, the group compiled a specific wish-list of services 

I 

I 

! Develop a cenual~zed 

they would like to see added to the program, which was prioritized as per Table 12. As 

- Significant unrnet need 
- Shlft hnding and volume lo C d g q  nle 

per the PBPVlA description above, the idea here was to derive a 'wish-list' - basically a list 

of options to Fund if the program was to expand. 

Table IT: Wish-list options 

Wish-list 
1. Educaaon , Revennon p r o w  
2. . . \ a m t o r  Program coordinator poslnon 
3. CennaIized p r o w  
4. Standardize photography process 

' Other options' 
I 1. Staff educmon 

I 2. Expanding the clinic area 
'Options listed as 'other' would not be e..mned during this phase of the project but could be revtired at it later due. 

Of course, applying the PBMA process not ody indudes prioritizing items for expansioo, 

but as well asks, 'Where will the resources for the expansions come horn?' As such, the 
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p u p  compiled a specific tist of potential areb. for resource release, outlined in Table 13. 

For both the wish and resource release lists, decisions to inciude the specific items were 

basically made on the potential feasibility of implementing the change. There was a keen 

sense of group consensus, whereby each member seemed to 'buy-in' to the various 

options. As such, formal weighting of the various options, using a specific List of criteria, 

was not necessary. 

Table 13: Resource-release options 
I 
I Resource Release Oprions 
1 1. Pnce reduction on DOC headbands 
t 2. h g e  manufacturing company (Orthomrricn's Starband) 
! 3. Provincd Funding to reflect regional volumes 
1 4. Discontinue .bthropomemc measuremenrs 
I 5. ACH c u d  health &ding competition I 

It is important to note that in general. in a PBhM exercise, a primary objective would be 

to identifv potential areas for efficiency from within the p r o m ,  enabling the program 

to derive the same Level of effectiveness for less resources. thereby h-eeing up resources 

to h d  items on the wish-list. In this case, the working goup took a slightly different 

approach, and developed a List of release items that were not, except for item 4 in Table 

13, at least strictly speakmg, areas for improving efficiency per se. However, the 

objective was the same: to identify resources to h d  items on the wish-list, and, in this 

specific case. dso  to cover some or all of the a n n d  shorrfrtll. 

5.3.3.3 Resource Implications 

The resource implications of each of these above options were assessed, and brought 

back to the group. -4 summary ofthe items and respective resource implications is found 

in Table 14. betow. At this stage. the centralized p r o - m  idea was not examined in any 

m e r  detail, as the respective clinical and administrative leaders would have to contact 

their counterparts in the Capital Health Authority to determine if this option was even 

feasible at this time. In addition, it was held that discontinuing the atbmpornetric 

measurements would save approximately 75 hours per year in the Cranial Remodeling 

clinic, but that this was not expected to translate into an actud savings in terms of dollars, 

as stafftime wodd continue to be ailocared to existing activities with no change in total 
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time at work. The reason for recommending that these measurements be stopped was 

because they have been shown to be inaccurate and in other centers have largely been 

replaced by more reliable assessment tools. In Calgary, in order to continue to assess 

treatment efficacy, photographs will be taken pre- and post-treatment, and individual 

cranial molds will be used. As per Table 1 1, two Mher  options were also discussed but 

in the end were not included on the 6na.l lists. These were the CRHA Child Health 

funding competition and the potential for an increase in province wide funding for this 

prow-. Both were deemed to be too uncertain to be include at the time of the exercise. 

However, the group did decide that folIow-up on these items should be pursued at a later 

date. 

Table 14: Summary of expansion and release items with resource impacts 

Wish-list Resource Impact I 
I 

1 I .  Education : Prevention Program S 2.000 
I 1. Rotpun Coordinator rO.5 FE) 3 35.000 

3. Photography 
! 
! Total 

1 Resource Release OptionsS Potential Savings 1 
I 1 .  Price Reduction on DOC Bands (25%) S 90.625** 
i (15%) S 54,375** 
I 1. Change hfanufacturing Company S 130,65OS** 

2. Discontinue Anthropomemc hIeasuremena 75 hrs 

Total S 54.375 10 SI40.6jO 

'Note. relase items one and nvo ye mumally crclusrve: based on 145 bands per y w .  
"Baseline price of DOC band S300. as per current conuacr 
"'StYband rstimated to con S l S O  p a  band or 5970 less tban each DOC band. 

Importantly. even though the potential resources to be released would appear to far 

exceed the resources required to implement items on the wish-list. two points must be 

hi-&lighted. First. due to the annual shoddl  for the hfimt Cranid Remodeling pro-enm. 

a large proportion of the released resources would have to go dic t Iy  to sustaining the 

program at current and anticipated volumes (see scenarios below). Second, in particular 

for items on the retease list, such items will not necessarily be able to be implemented 

immediately. Thus, the timing for the savings is not clear, in the interim, it is likely that 
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the anticipated shortfall will remain, and thus additional dollars will have to be advocated 

for fiom the Child and Women's Health portfolio. 

5.3.3.1 Detailed Scenarios 

In previous PBMA exercises, the next step after highlighting items for expansion and 

release would be to judge whether changes should be made. As alluded to above, this was 

done, but not with set criteria to estimate potential trade-offs to maximize effectiveness 

per dollar spent. The reason for this was that there was overwhelming support for 

developing an education/ prevention component to the Infant Cranial Remodeling 

program. Further, some of the items on the release list needed to be further examined; 

that is, immediate recommendation of some changes could not be made without 

additional information. In addition, for the most part, the decisions to be made were not 

really about clinical service areas that had to be traded-off against each other. That is, due 

to the narrow focus of this program, decisions couid not be made to provide more 

headbands at the expense of some other clinicaI activity, as the headbands are the major 

focus of the program. In this sense, the expert panel was constrained as it did not truly 

have the authority to examine and potentially trade-off other clinical child health 

activities, outside the budget area of the Want Head program. Of course, the one 

important exception here was in proposing an expanded education/ prevention component 

to the program; the rationale was that resources would be released, over time, through 

providing fewer headbands, thereby freeing the resources to fund more education and 

prevention activities. 

-4 number of hypothetical scenarios were developed to aid the Infant Head decision- 

makers in planning the potential changes to the program. The first scenario is simply one 

in which the wish-list is implemented and added to the projected 2001!02 shortfall. In this 

case. assuming no resources are released a totd shortfall of $257,000 will result. This is 

caIculated by taking the projected expenditure oES416,OOO (see Table 9) and adding the 

337,000 in expansion list items, and then subtracting the total budget of $196,000- 



Scenario 1: Implement wish-list (2001/02), no resources releases 

I / Tool Budeec 196.000 I Total Costs: 453.000 

I 

In the second scenario, the wish-list items would still be implemented, but a price 

reduction on DOC Bands of 25% was assumed. -4s is observed, a shortfall of $166,375 

results. The impact to the CRHA is a reduction in the shortfdl which needs to be covered 

by S53,625 (220,000 less 166,373). 

I -4 Operadng Budget: 39,250 

Scenario 2: Implement wish-list, price reduction on DOC bands (25%) 

Labour Costs: 140,000 
Wish-L~SC 37,000 

I Currenr Budger / Currenr Program Cosn - 
i Provincial Funding: 156.750 1 Device Costs: 276.000 
/ C R U  Operating Budget: 39250 1 Labour Costs: 140,000 

1 Wish-list: 37,000 
/ Pnce Reduction on DOC bands: 90,625. 
I I 

Ton1 Budget: 196,000 i Tool Costs: 362.375 I 

'Pncc rcductlon oiS90.625 docs nor s~mply qual S416,000*(.25); see Table I4 for calculat~on of S90.625. In Tabic I J 
;he cnlcuht~on IS based on a DOC band price o f~2500  whereas the W16.000 projected cxpendirure for 20012002 
assumes a pnce for a c h  band oiSTS69 - 11 1s the former figure. nor the lancr. whrch IS the ncgonatcd pnce at r h ~ s  nmc. 

[n the third scenario, the wish-list items would be implemented and it is assumed that the 

manufacturing company is changed to Orthornerica The resultant shortfall comes in at 

S I 16.350. and the impact ro the CRHA is a reduction in the shortfall that needs to be 

covered by S103.630. 

Scenario 3: Implement wish-Iist, change manufacturing company - Orthornerica 

, Currenr Budger I Current Program Cosu - 
I Provlnclal Funding: 156.750 / Devlce Costs: 276,000 
, CRHA Opennng Budget: 39750 / Labour Costs: 140,000 

[ Wish-list: 37,000 
1 Price reductloo usmg Starband: 140,650 

Total Budget: 196.000 ) T o 4  Costs: 3 12,350 

In the fourth scenario. it is assumed that due to a prevention/ education pro-cram, the 

patient voIume will be reduced by fifty percent. In this case, the shortfall is S49,000, and 

h e  deficit for the CRHA that would have to be covered would be reduced by % 171,000. 



Scenario 4: Lmplement wish-list, prevention -reduce patient volume by 50% 

Current Budget I Cument Progmn COSE 
Provincial Fundine: 156.750 I Device Costs: 276.000 / CREU Operating k i g e r  39250 i Labour Costs: 140,000 

1 I Wish-& 37.000 
& I -- - . - - -  
I I Reduction in Device cost 138,000 1 
I I Reduction in Labour cost 70,000 
i Total Budget: 196,000 I T o d  Costs: 245,000 

From these scenarios, it is apparent that more than one of the resource release items 

would have to be implemented for the Infant Cranial Remodeiing program to move out of 

a deficit situation. For example, in scenario five below, a reduction in patient volume and 

a change in suppliers was assumed, thereby resutting in total costs being lower than the 

allocated budget. 

Scenario 5: Implement wish-list, prevention - reduce patient volume by 50% and change 
suppliers 

1 Currenr Budget I Currenr Program Cosu 
! Provincial Fundine: 156.750 i Device Costs: 276.000 

i 
I 

CRHA Opemnng iudger: 39250 1 Labour Cosrs: 140,000 
1 

I tlilsh-Iisr 37.000 
Reducnon m Dewce cost: l38,00Oa 

I Reducaon m Labour cost: 70.000 
i Reduction in pnce wvlg Starband: 70.325 1 

Total Budget: 196.000 , TouI Costs: 174,675 1 
'Rrducnon calculated by drvidrng the volume by two, as pa ~ m w o  four. the 72.5 bands were cosed at the Starband 
pnce or' 1550 per band, that being S70.33 less than the q u i d e n t  number o f  DOC bands pnccd at 52500 per band. 

5.2.2.5 Recommendations 

The approach taken in this exercise was to solicit from the expert panel working group 

options for service delivery expansion and areas for potential resource release. In so 

doing, the notion was that items for expansion would be b d e d  from within the program. 

The key recommendations hrn the expert group working panel are as foIlows: 

Further develop the prevention/ education component of the Infant Head program. 

Hire a program coordinator for the Infant Head program. 

Discontinue all mthropometric measurements, 

Pursue a sipficant  price reduction with current manufacturing company. 



Examine alternative manufacturers with lower headband prices. 

It is anticipated that implementation of the first two bullets would require $37,000. &i 

stated, coupled with the expected 200113,002 shortfall, in total the Infant Cranial 

Remodeling program would require an additional S257,OOO. However, the later two 

changes could release up to 9150,650, thereby reducing the expansion plus shortfall to a 

level of approximately S 1 16,350. (The third bullet point neither saves nor releases actual 

dollars, although time, as a resource, would be saved, which could be re-allocated 

elsewhere.) Based on the scenarios presented, the Infant Cranial Remodeling program 

can get out of a deficit situation if a 50% reduction in volume is assumed due to a 

comprehensive prevention/ education program, coupled with a move to Orthomerica's 

Starband or a significant reduction in the current headband contract with CTI Inc. Of 

course, the scenarios only present information on expenditure; future recommendations 

and practice changes must h h e r  consider the impact on effectiveness, particularIy for 

the issue of changing the headband manufacturer. 

5.3.4 Taber Chronic Disease ~Llanagenient (CHR} 

Again. foilowing the basic P B U  approach, the initial step once the program has been 

defined is to derive program budgets. A Taber wide p r o m  budget, spIit by age and sex, 

is presented in Table IS @age 97); this information was provided to the expert panel in 

the first session. 



Table 15: Macro program budget of the Taber locality - consumption of all services by 
gender and age, 1998199 

tn addition to this Taber specific macro p r o w  budget, which, as it turned out, was not 

explicitly used in the mar,6al analysis expert pane1 process, another p r o w  budget was 

developed. This one, presented in Table 16, was for chronic disease for Taber residents, 

as compared to residents of the CHIZ excluding Taber, and Alberta more broadly, and 

highlights the expenditure on chronic disease cases. Both program budgets were 

constructed by the case costing coordinator for the C H L  

Table 16: Micro program budget of chronic disease in Taber 

I I I I I I 1 
'Refers onlv to h o s p ~ d  expenditure for the stated am. including inpancnt. emagcncy and outpadent visits. 

CHR Excluding 
Tabtr 

- - 
Note: ~ ~ - h m n i c  disease - 

1 

S68.4992S I 58.6 19.17 L 

12.58% 

52959880 

4iiL?6 

SI i.73 I .SW 

17.13% 

S233W.YJS 

34.02% 



The tirst program budget (Table 15) was not useful for the expert panei; the second 

program budget was very useful as it was specific to chronic disease and highlighted 

Taber vis-bvis other jurisdictions. In addition to these program budgets, W e r  data on 

chronic diseases was presented to the group at the &st mar& analysis expert panel 

meeting, as per Table 17. This additional data was also helpful in that it emphasized for 

the group that the chronic disease rate in the CHR was higher &an that for the province, 

for the year in question, providing M e r  rationale to examine the question at hand in 

Taber. 

TabIe 17: Percent of individuals with chronic diseases, Alberta versus CHR, 2000 

! Chronic Disease I Alberta I CHR I 
\ I -  

Back pam 1 15.6 ] 15.9 j 
: Hieh blood pressure I 8 1 9.3 1 
I .4.sihma - 1 7.1 j 7.7 1 
! Headaches I 7  I 6.3 

Hem disease 1 3.4 (3.5 1 

I Diabetes 1 2.4 I *  1 2  I 

! Cancer 1 1.5 i1.9 i 

5.4.3.2 Service Deliverv Options 

At the first expert panel session, in addition to the program budgets, the reviewed 

literature was presented to the group in terms of four options for s e ~ c e  delivery of 

asthma services. In addition to the current general practitioner-centered model of care, the 

four options identified &om the literature included: an asthma education clinic, a nurse 

clinician, heterogeneous chronic disease management education groups, and standardized 

application of clinical practice guidelines. Obviously, these options were not mutually 

exclusive. Evidence on the effectiveness and costs of these options were obtained h m  

the literature and repotted to the group. -4s mentioned, it was after the fim meeting that 

the focus shifted solely from asthma to include hypertension and diabetes; M e r  

literature reviews revealed similar service delivery options.18 

18 For the literature review itseIf, the &r is ref& to the corresponding report submitted to the CHR 
(Slirton rt aI. ZOO 1 b). 



follow in^ a discussion of the service delivery options, a crude ranking based on group 

driven criteria was generated, as per Table 18. From this session, and based in part on a 

number of criteria which consistently appear in the literantre, a more refined ranking 

table was developed, which could be used for hture projects (see Appendix 0). Based on 

this crude table, the working group put forth that the preferred option would be a Taber 

chronic disease manasement clinic. 

Table 18: Crude ranking of four primary options for chronic disease service delivery 

Criteria I Option 1 

I LRKCDM I Taber CD11.l I Home Visits I Peer Sappon ( C U i d  pmdce 1 
I I 

. - 
I dloic 1 Ctinfc I piddines 

Patient Impact I .Access a 1 Poarivc Impact ) Poative q a c t  1 Positive impact 1 Posirive unpaa 

1 pmvidas 1 commun~unon 1 communiunon I I o v d l  
Resource 1 No Taba I High impact I Low impact / Low impact 1 .Medium ~mpacf 

1 ;rroblm I 1 I 1 

At ths stage. whiIe provisionaI agreement on a chronic disease management clinic was 

More time to 
learn; low qxc t  1 

Provider impact So impact More tune; 1 fa rT&a improved 

[mpac¶ 
Taber lntcgntioo 
Project Pbitosophy 

reached, details of the clinic (e-g., exact staff mix) had not been decided. The research 

No impact for 
T h e r  providers 

r e s o m u  I I I 
Docs not tit Fits well 1 / 

associate met with each team member individually, and at the next expert panel meeting 

Sate: LRH=Lcthbndgt Rqlonaf Hosp~ul; CDEul=Chrontc Disuse Managcmcnr 

the potential make-up of the clinic was provided to the group, from the information 

derived in the one-on-one meetings. From this a specific wish-list in rank order was 

formed, based on the compilation of an ordinal ranking of the specif?c items of each 

goup member. In this way, the final d u n g  was derived based on the information 

obtained in both the individual meetings and the large p u p  meeting. This information, 

incIuding the expected resource impacts, is presented in Table 19. 

Table 19: Ranking of key options within the Taber clinic model 

Staff I FTE I Salarv 1 
I 

t I. Sune educator i 1 i 4450d 
; 2. Home v is i~~urse  educator 1 1  / 4500 

3. Dietitian I 0.8 t 55200 

I 
' 5 .  @intory Therapist 1 0.5 1 2000 ! 6. Counselor 1 0.5 1 25000 
I 7. & C I L D ~ ~ ~ O M ~  am# I 0.4 1 24000 
1 secretary Npport * 1 r I ~ I S O O  I 

Dccmcd ncctssary despite iowcr d a n g ,  



In addition to the resource impact of the clinical staff for the proposed clinic, other 

aspects of the proposed clinic were also costed out, as per Table 20. This was done in 

order to provide an overall picture of the proposed chronic disease management service 

expansion, in terms of resources. At this point, only the essential clinical staff were 

included, thus the Respiratory Therapist, Counselor and Occupational Therapist were left 

out for the time being. 

Table 30: Costs associated with the chronic disease clinic 

; Resource Implications 1 Associated Costs 
c 

2 - 0.5 FTE RVs 1 Home Vbit Educator 
I . 1 dietician 
i 4 Receptionist 
I 4 ERhospitai staff 
I Clemmg/janitorial staff 
j 0 T W ~  COK Asthma 

~rain.& lor Diabetes and Hypertension 
! Total Sraff COSLS 

537665-54618.1 
53767 - $46 18 (for every 0.1 FTE) 
538837-549867 

bandled by Lcthbridge DLE staffat no cost 

I Space I 

- 
EIectnc~ryiUuIines I 1 minimal cost invoIved 1 

: Total .Watenal/ Euur~rnm~ Costs I 5.544-Yll88 

I LVating area 
' • 2offices 

1 small meetlng room 

Photocop~giresources 
; Transportation (if not assumed by CHR) 
I Snacks 
i Fridge 

Desks. fling cabinets, rneditech rnaches 

-- -- -- p~ ~ - -  -- - - 

Once the wish-Iist was developed, and the potential clinic was costed out, the p u p  had a 

sense of how many resources would be required to h d  the items within the clinic. With 

this in mind, the p u p  embarked on identifying the resource releases. Momation on 

resource refeases derived h r n  one-on-one meetings was provided to the group. The 

discussion then focused in on whether resources could actually be derived fiom the given 

release suggestions. While a List of over 20 potential release items was initially derived 

through the individual meetings, each one of these options save two were struck off the 

potential release list, in turn. The reasons for this were primarily related to feasl'bifity 

Use exsting space m bospitaYCommu~uty 
Health clixuc 

5300-5700 
a SlWS288 

S100-S200 
use existing one at hospital 1 

a noiminimal cost from Materials Management 1 

i Total Space Costs I .Vegligrble 
I 

I .LIatenaluEquipment 1 ! 
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andlor union and contract obligations. The two remaining items were a 0.4 FTE 

registered nurse and a 0.2 FTE secretary, and had a total resource release impact of about 

S21,OOO. Ultimately, the group had very limited resource release items to consider 

trading-off for the wish-list items. 

5.3.4.3 Recommendations 

Ultimately, the group consensus was that they did not want to release any fiirther 

resources !?om current services in Taber, and thus, at least immediately, no changes in 

service provision were recommended. However, in identifying areas for expansion, the 

panel was able to highlight key priority areas; these could be funded in the future through 

rnodifjnng existing job descriptions, attrition, or additional funding. As well, the p u p  

did identify a number of key 'process' outcomes which arose as a result of the PBMA 

exercise. These included: new insight through the P B M A  process, specifically pertaining 

to working through the literature to identify service delivery options, as well as attitudinal 

changes such as starting to think about re-design and re-allocation rather than just 

focusing on expansion of services. In addition, the group put forth a number of key 

recommendations h m  the PBM4 exercise: 

Resource release will be accomplished through new monies made available 

through the modification of existing job descriptions andlor attrition, in order to 

fund expansion areas. 

The team wiIl incorporate a heterogeneous chronic disease group visit model into 

Chronic Disease management practices where appropriate; this will involve 

volunteer-led education sessions of 10- 13 participants on various aspects of living 

with chronic diseases (nutrition, exercise, etc,). 

A multidisciplinary team approach for the treatment of patients with Chronic 

Disease will be formalized and clinical practice guidelines will be followed. 

The number of health care service provision locations in Taber will be decreased 

6om three to two to support service integration, as appropriate. 
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Of note, the group did recognize that sufficient releases were not obtained to h d  their 

proposed expansion. Nonetheless, the expert panel held that these recommendations will 

result in improved patient outcomes in Taber, and that the last bullet should result in 

improved provider relations. As such, even if resources were not immediately released to 

h d  the proposed clinic, the impact on health outcomes could be significant. 

5.4 Phase W :  Follow-up Surveys 

5.4.1 ~Mrmrloskeleml Health ( C M )  

As the MSK PBEvlA exercise did not proceed to the stage of actually forming an expert 

panel group for the marginal analysis component of the exercise, it was not possible to 

conduct the primary follow-up survey for MSK. That is, the folIow-up survey pre- 

szpposes that the PBPvlA exercise must actually begin. Selecting managers from the 

Physician Partnership Steering Committee (or PPSC) project to participate in the follow- 

up survey was considered, but there was really very little discussion of PBMA at the 

project meetings. As such, arternptins to interview this group of managers to discuss 

PBbW would have lead to confinon, and would have provided Little insight as per the 

objectives of the follow-up survey. However, the research team did have an in depth 

discussion of the exercise, guided by the research team follow-up questionnaire; it is 

these results that are presented here. The focus, accordingIy, is on the barriers to 

implementing the PBEvW process. 

Two primary reasons can be identified for why the PBMA b e w o r k  was not explicitly 

used within the PPSC project and then for the actual implementation of the consultant's 

hdings. The 6rst is that there was a Iack of administrative support for the PBhM 

kamework. While senior manasement was behind the project as a whole, operationaiIy 

they had no direct involvement in the implementation of PBMA. W e  this was not 

necessariIy expected, in this case, what was dso critically lacking was support &om 

middle management (i.e., the Executive Director of MSK). To clarify, all administrative 

p d e s  stated to the researchers that they were in fact in support of the project and in 

principle in support of PBMA. What was lacking, however, was a directive from the 

Executive Director to health region personnel within LMSK to be active participants in the 
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application of PBMA. For exampie, the OR Manager was fully supportive of change in 

arthroplasty, but chose to embrace the process of the external consultants rather than 

make attempts to understand and uptake PBMA. This certainly feeds into a broader issue, 

that the PPSC project had a defined mandate, and although PBMA could be seen by the 

researchers as related to the PPSC project, and in particular if adopted would have had 

the same primary goal as that project, PBMA was not seen by the working p u p  as 

integral to meeting the project goals. Ifa more clearly defined role for PBMA had been 

drawn, with active support horn administrarion within MSK, the uptake of the PBMA 

framework may have been different. 

The second major barrier identzfied by the research team for implementation of PBMA in 

this case study has to do with the structure of MSK. Unlike program areas for most of the 

previous PBbM applications, both intemationaily and in .Alberta, there was no defined 

'MSK program'. That is, the structure of MSK in practice is that of a horizontal 

continuum of services, but the organizational structure is one of vertical budget silos. For 

example, a patient will present first to a general practitioner in the community and then 

be referred to an orthopedic specialist. Following this, upon entry into the hospital, the 

patient will be admitted to a general ward, then moved to the operating theatre, then 

placed on a recovery ward. The patient will then be placed on a rehabilitation ward and 

then on discharge, will be referred back to a community practitioner, likely a private 

physiotherapist. The problem for resource ailocation purposes is not in the transfers that 

the patient undergoes across the continuum of care, but rather that each sector of care has 

its own specific budget. As such, there is no mechanism for administrators to move 

resources between service groupings (i.e., across budget Lines). Of course, the community 

services and hospital services are not integrated, so it is unrealistic to expect shifting of 

resources across these Lines; however, even within a given hospital, a patient is not 

admitted into an MSK pro_- where all services are coordinated under a single MSK 

budget. In this way, while the objective of PBMA is usually to iden* how s e ~ c e s  

might be re-designed, if no mechanism is in place to move resources, ultimately there 

would be no incentive for managers to uptake the Mework .  
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Interestingly, the recommendations for change h m  the PPSC project primarily focused 

on questions of technical efficiency (i.e., doing more for available resources, through e-g., 

having surgical supplies ready for use the moment the surgeon enters the theatre). While 

PBMA can and certainly does speak to this level of change, it also focuses more broadly 

on, for example, shifting resources f?om the operating theatre budget to the rehabilitation 

ward budget, if it was thought that this would improve patient benefit overall. Through 

the PBbW information sessions and the health economists' participation in the PPSC 

working group meetings, managers and clinicians may have been aware of the potential 

for using PBlMA at both of these levels (i-e., questions of technical and allocative 

efficiency). But, with the structural barriers preventing change at the allocative Ievel, as 

just described, managers may have been reluctant to buy-in to the P B W  framework. 

MSK was chosen as a pilot area for PBMA in p a .  because it was thought that there 

might be an 'easy win' and quick uptake of the h e w o r k  in this area, particularly with 

the PPSC project operating in parallel. It was thought that PBMA would provide an 

evidence-based framework for the broader project which had as its central aims reducing 

waiting lists and doing more joints within the constraint of limited resources. In practice, 

a number of hrther challenges to the successfid impiementation of PBMA dso arose, as 

discussed by the research team in follow-up. 

First, the research team had to become the de facto 'champion' of the framework in a 

relatively hostile environment of overworked managers and a physician group often 

unwilling to look beyond their primary objective of doing more hip and knee operations. 

In particular, and related to this latter point, the surgeons held that the key issue was to 

have more OR time, and made no notable attempt in understanding resource consumption 

(and constraints) in PvISK as a whole. Their unwillingness to consider service provision 

across the continuum of services may have been cultivated by their lack of trust in the 

administration, as they felt that they had not been Listened to or supported in the past. The 

high degree of organizational instability over the previous several years, and basically no 

formal meetings with administrators, certainly would not have helped to create an 

environment conducive to working together on redesign issues. Furthermore, that the 

surgeons have an incentive to conduct surgeries and administration has an incentive to 
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curb utilization, results in a mis-alignment of incentives between these two groups. There 

is no fault to be laid here as everyone naturally responds to incentives. However, this is 

an overarching barrier to successful priority setting exercises, particularly in such cases 

as this where the two groups must work together to identify reasonable and acceptable 

action for ail stakeholders. This issue is picked up on again in the Discussion, in Sections 

6.2.1 and 6.3.2. 

Second, even attempts that nonndly wodd be received favorably by a working group did 

not turn out as expected in this project. Of course, that the focus was not P B M  must be 

noted, but even still, 'behind the scenes' work fiom a PBMA perspective was attempted 

but ultimately failed. For example, an extensive literature review was conducted 

including clinical outcome and economic studies in the area of arthroplasty. While this 

information was used by the PPSC working group to inform on crinicd practice and 

policy decisions, what was not identified in the literature were papers examining the 

broader issue of how senices might be re-designed (i.e., across the continuum of 

services, how the mix of services might be altered to improve overall program 

efficiency). Without a base of literature on which to rest re-design proposals, it is 

extremely difficult to enact evidence-based change. In addition, while activity and 

costing data were used to inform the process (after much difficultly in obtaining vatid and 

reliable local data), there was no desire by the group to have this data presented in the 

form of formal program budgets. When the 'right' program budget is derived, as 

evidenced though the use of this tool in the Taber and crania1 exercises, it can be a useful 

supporting tool for discussion in the marginal andysis sessions for decisions on resource 

re-allocation by providing a description of the current state of expenditure. In the MSK 

case study, the goup was content to have activity and cost data presented in a less 

structured manner. Ultimately, while PBMA was discussed in the ha1 PPSC report, it 

cannot be said that PBMA contributed to the outcomes of the report, nor that the 

outcomes would have been diffaent had PBbIA and the underiying economic principtes 

not been made known to the working p u p .  

In summary, the use of PBMA for this case study, in the context of MSK, was not 

successful. A genuine champion h m  within the system was not present, there was a high 
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degree of organizational instability, and an organizational structure conducive to meeting 

the PBbL4 objective of identifying areas for broader service delivery redesign was not 

present. In relation to these primary barriers to implementation, there was aIso an 

indifference towards PBMA with the broader PPSC project taking priority, a lack of 

evidence Eom the literature to speak to redesign issues, and formal program budgets 

were not considered. Finally, the exercise highlighted that there was, at the time of the 

case study, a lack of trust between physicians and administrators, and a mis-alignment of 

incentives between hese two parties. As can be noted, severaI of these issues are more 

oriented to the 6eid of organizational behavior. As such, a discussion relating these 

issues, as well as those tiom the two more 'successful' case studies, presented next, to a 

broader set of literature, is found in Section 6.5.2. 

5.42 Infant Head Cranial Remodeling Program ( C M )  

.As can be recalled Eom the presentation of results in Section 5.3.3, the Cranial 

Remodeling exercise lead to five primary recommendations regarding the delivery of 

services in the Mant Head program. The primary expansions were an additional staff 

coordinator position and greater emphasis on education. Resource releases are expected 

to be achieved through contractual changes, although the precise timing of these changes 

was not made clear at the end of the expert panel sessions. The exercise was complicated 

by the fact that the program was running a large deficit due to dramaticaIIy increased 

volume, and thus any identified releases had to not only cover proposed expansions but 

as well at Least part of the shortfall. The following sub-sections describe the results tiom 

the expert panel follow-up survey and research team questionnaire in relation to this case 

study. 

5.4.1.1 Expert Panel Follow-up Survev 

5.4.2. I. L Panel Pardcipation 

Five health region personne1 were interviewed for the cranial remodeling follow-up 

survey. Two clinical personnel, including the medical lead, did not participate due to time 

pressure. Still, those participating include two cIinicaI staff, two administrative staff, and 



107 

the support staff member from the Finance Department, thereby providing a cross-section 

of the groups involved in this PBMA case study. 

5.4.2.1.2 Objectives and Program Selection 

.iUI of the survey participants indicated that the specific project objectives were clearly 

outlined at the outset of the study and all but one agreed that the process of selecting the 

program (and specific issue) was appropriate. The one opposing opinion feIt that there 

did not seem to be a clear process used to select the program, and made a suggestion that 

key stakeholders (i.e., Mgnt Head program staff) could have been more involved in the 

selection of the case study. 

5.4.2.1.3 Methodology 

All of the panel members felt that the key stakeholders had appropriate representation on 

the expert panel, although one suggestion was made to also have a representative fiom 

Province Wide Services (PWS), as a significant part of the MBnt Head budget was fkom 

PWS. When asked if the program budget factored into the panel members' personal 

decision-making process. the responses were split. The primary issue here was that an 

initial activity-based program budget was presented to the group which was not well 

received by panel members as it did not accurately reflect the true volume of the 
19 

program. Those responding that the program budget was usefkl specified that they were 

referring to the financial statements of the Infant Head program which were indeed used 

throughout the marginal analysis process. Respondents who stated that the program 

budgets were not useful were making reference to the activity-based program budget that 

was immediately rejected by the group. 

The respondents identified the following as specific limitations or issues that were 

apparent in the operation of the expert pane1 itself the process did not actually influence 

the budget decisions (i-e., additional follow-up is needed in order to have any real impact 

in terms of change in practice); the medical lead on the panel had a strong agenda and 

19 The progun budget referred to here was not included in the R d t s  Section as it was discarded as soon 
as it was presented; the information was not accurate, and shouId not have been put forth to the group. 
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was not willing to look seriously at other alternatives, such as changing the manufacturer; 

and the group was initially willing to look at practice changes, however, when it came 

down to making real changes there seemed to be little motivation to move forward. 

Importantly, and as is picked up on below, all of these limitations pertain to taking the 

recommendations forward and implementing actual change in practice within the 'Infant 

H e ~ u  program. 

All of the panel members felt that the expert panel process allowed for them to share 

individual expertise with the other members of the panel and that there had been an 

adequate amount of information provided to the panel, in terms of both the problem at 

hand and the PBMA h e w o r k  itself. Also, the entire panel agreed that the amount of 

time expected &om each of them to participate in the exercise was reasonabIe and that 

there was adequate time allotted for the PBLMA process. When asked how the PBMA 

process as a whole could have been streamlined, panel members stated that the activity- 

based program budgets did not have to be presented and in future exercises, once people 

are more familiar with the concepts, an in-depth presentation on the PBblA process 

would not be necessary. When asked whether it was their undemanding that the 

recommendations of the study would be implemented, every respondent stated that 

additional follow-up was required. The primary reason for this was that the s t a f f  simply 

do not have the time to follow-up on the recommendations. 

The panel members indicated the folIowing stren-6s evident in the PBMA project as a 

whole: the background information provided from the literature and other sources was 

excellent ( 3 5 ) ;  the open format encourages group discussion and allows for all members 

of the program to provide input (25);  and the process forces the group to come together 

and discuss the issues in a non-judgmental environment (215). Other comments on the 

strengths of the exercise included the opportunity to criticaIly examine program activities, 

the mix of panel members including managers, cIinicians and administrators, and that 

PBblA provides an alternative to historical decision-making. As already alluded to, the 

primary weakness of the project was a lack of follow-up for turning the recommendations 

into action. Suggestions on this point included that more time should have been taken at 
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the end of the process to delegate members of the p u p  to carry out the various tasks," 

and that the group f~ l i t a to r s  (i-e., the researchers) codd have provided more assistance 

in this. Along these lines, comments were also made that support in terms of 'time', 

earmarked for p r o w  staff to focus on implementing the recommendations, would have 

been veq  useful for the process as a whole. 

All but one respondent stated that they thought patient care or patient outcomes, for the 

given budget, would be improved as long as the recommended changes were followed 

through, with three individuals commenting that the prevention/education component of 

the program would have a direct influence on patient outcomes and should reduce the 

number of patients being treated in the clinic. Interestingly, the panel was unanimous in 

suggesting that the PBbW exercise would not be viewed as failure, even if, in the end, 

resources were not shifted as a result of the exercise. The primary reason alluded to was 

that it was viewed as important to bring the group together to examine what is currently 

being done and why it is being done. Some respondents also held that the process teaches 

critical thiniung and allows participants in the process to see the program as a whole as 

opposed to limiting thinking to just the specific role of a given individual. The panel was 

asked to consider if the process aIlowed for all appropriate criteria to be considered (e.g., 

eficiency, equity, health outcomes, access, unmet need). The majority of the members 

( $ 5 )  responded positively, commenting that the process was very thorough and was able 

to accommodate ail of these areas. The one other member was unsure if all criteria were 

considered that should have been. 

5.1.2.1.4 Strategic Issues and PBbIA 

More than half of the p a w l  members (3/5) thought that political factors did play a mle in 

choosing the question, conducting the exercise, or in choosing the h a 1  

recommendations. When asked to cite specific examples two panel members indicated 

that the Executive Director, Child and Women's Health, was the one who decided that 

the Infant Head program would be used to pilot PBb lk  It was not clear, in particular, 

"This in fact was done, and in the report to the CRHA a list of which panel members would move forward 
with the various points for action was included. 
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how these respondents felt that this was necessarily 'political'. Only one panel member 

was unsure if the PBMA h e w o r k  couId be used successfulIy for future projects in the 

region. The remaining participants recommended the use of PBMA for other priority 

setting appIications in this health region in the future. 

When asked to consider whether changes wouid have to be made within the heaIth region 

for PBMA to be used routinely in priority setting decision-making, only one person felt 

no changes would be necessary. Tbe remaining participants focused on the need for 

organizational change to embrace the uptake of a priority setting process using the 

PBblA h e w o r k .  More specifically, respondents stated that education would be 

required specifically for the medical community, that moving the poIitical will out of the 

budgeting process would be difiicuIt, that PBbU does not address major structural issues 

but instead looks at small changes in practice, and finally that due to the time involved in 

the PBhW process, it would have to be started early on in the budget cycle. Further, three 

of five respondents stated that the PBMA process could be conducted without the direct 

input of researchers from the University. Importantly, suggestions were given for areas of 

the health region which couId in fact coordinate PBMA activity, including business 

advisory services or the Finance Department. In addition, all of the participants indicated 

that resources should be earmarked kern the hedth region for filmre PBPvLA activity and 

that the previous planning processes (e.g., historicaI aIlocation, ad hoc decision-making) 

were not adequate. 

When asked if they had noted a change in knowledge or attitudes to decision-makmg and 

pianning over the course of the PBh4.A exercise, alI of the panel members indicated that 

there had been. Some of the specific comments made included an increased knowIedge 

among the goup, particulariy in t n  of the background information presented hrn the 

literature, as well as a greater openness to thinking about change in the Infant Head 

program. M1 of the panel members felt that, overall, the PBMA process brought added 

vdue to the priority setting process. Specifically, the members thought that the PBMA 

process provided a more objective way of making decisions, that it facilitated 

consolidation of information, promoted open discussion, and it allowed for a clear, non- 
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threatening process of examining what was currently being done, what other options were 

available, and consideration of the potential impact of all the options. 

5.4.2.1.5 Summary 

In summary, the participants for the most part felt that the objectives of the exercise were 

clearly laid out and that the process undertaken was open and fair. The group also felt 

that the background material fiom the literature presented in the expert panel sessions 

was very valuable, and that overall the process was useful in idenhfjmg areas for change. 

It was held by the majority of the participants that patient outcomes would be positively 

impacted as a result of this exercise, although this was not directly tested in this study. 

The key area of concern was that of follow-up, as the participants were unclear how and 

when action would be taken to move forward. Finally, based on their own experience, the 

group did feel that PBMA would be a useful tool in other parts of the health region, albeit 

with some organizational changes required to see this happen. 

5.3.2.2 Research Team Follow-up Comments 

The research team also met to discuss the outcomes of the PBMA exercise in the Infant 

Head program." Even though the Executive Director made the initial decision to pilot 

PBblA in the Cranial Remodefing program, the research team felt that the expert panel 

did have the option at the outset to not pursue the work at that time. This approach had 

the advantage of providing the group with an opportunity to buy-in before the project got 

underway, while noting that there was support fiom senior management to conduct this 

project. Conducting the marginal analysis sessions at two week intervals over a two 

month period enabled adequate time for background information to be brought to the 

group, and also provided an opportunity for all relevant issues to be addressed in a timely 

manner. An important h c t i o n  of the research assistant was in searching the Literature 

and compiling relevant information, as the expert panel wodd not have had the time, nor 

probably the expertise, to adequately perform this duty. The size of the expert panel was 

appropriate for the question at hand, as it had a balance of administrative and clinical 

" Note, this occurred before the d t s  fmrn the primary follow-up were compiled and anaIyzeti 
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personnel, and the representation on the panel was adequate, although it may have been 

helphl to have someone from province wide services also participating in the exercise. 

There were no apparent difFiculties with the process of discussing and generating options 

for change, and a clear consensus in t e r n  of action resulted. 

Financial information from the Infant Head program was used at every stage in the 

marginal analysis process. Activity-driven program budgets were also derived, but these 

were rejected by the group as they did not feel that the data was valid, as the activity 

presented did not match what the clinical and administrative personnel knew to be true 

for their program, as mentioned above. Actual outcomes were not defined or measured in 

this exercise. Overall, key strengths of the exercise included: providing a h e w o r k  for 

the group to explicitly consider a problem that would otherwise not have been addressed; 

providing background information as a starting point for generating areas for re- 

desipng the program; having an objective process Iead by external facilitators without a 

stake in the re-design findings; and that the exercise included both clinical and 

administrative input. Weaknesses discussed by the research team were: the lack of time 

outside of meetings fiom panel members to follow-up on tasks between meetings and in 

particular to work throu@ the recommendations of the exercise pertaining to the 

headband contract; not considering local consumer input; not having the scope for 

broader allocative changes, even though the group wanted to bok at this at the outset of 

the project; and the timing with respect to the budget cycle was noot right, as the results 

did not feed directIy into the next year's budget. Overall, the research team felt that this 

micro PBMA exercise did meet its objectives. However, it is unlikeiy that the 

recommendations will move forward in a timely manner due to the personnel being 

extremely busy, and additional resources not being earmarked for implementation. 

5.4.3 Taber Chronic Disease Management (CHR) 

As with the Craniai Remodeling exercise, following the Taber PBMA exercise, a primary 

follow-up survey was conducted, as well as the completion ola follow-up questionnaire 

by the research team, The main results of the Taber exercise, as outlined in Section 5.3.4, 

was that, while no specific areas for resource release were identified, the group was 
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committed to realigning services to improve patient care and integration of the services. 

The expert panel carellly developed a proposal for expansion in the form of a Taber- 

based chronic disease ch i c ,  which would include volunteer lead education sessions and 

a more concerted effort to follow clinical practice guidelines. 

5.4.3.1 Expert Panel Follow-up Survey 

5.4.3. I. 1 Panel Participation 

Eight of ten expert-panel members involved in the Taber Cbronic Diseases PBMA 

exercise agreed to participate in the follow-up survey. One physician and the DLE 

educator declined to participate due to a lack of time. The participants provide a cross- 

section of a11 major departments involved in the case study. 

5.4.3.1.2 Objectives and Program Selection 

The majority of panel members (518) indicated that the objectives were clearly outlined at 

the beginning of the study, with one respondent indicating they were not and two others 

unsure. About half the respondents felt that the process of selecting the program was 

appropriate, with the others either being not present when the selection was made or were 

unsure of their response. 

5.4.3.1.3 Methodology 

The Taber group was split as to whether or not key stakeholders had appropriate 

representation on the expert panel. Two respondents heId that a representative fiom 

pharmacy shouId have been involved in the project; other identified stakeholders not 

present included hntline active care nurses, a representative from nutrition, and a 

respiratory technician (or a representative fiom the asthma clinic). As well, the point was 

raised that there was no expficit consideration of a perspective h m  the public. Several 

respondents reported that the program budget piayed a role m the decision-making 

process, while several others did not. Those respondents whose decisions were effected 

by the program budget commented that the data presented was relevant and useN in 

improving the basic understanding of the cunent system. Of those responding negatively, 



one was not present when the program budgets were presented and another did not 

clearly remember the program budgets. 

Several perceived limitations to the operation of the expert panel arose kom the follow- 

up interviews. These included: the absence of a clear vision at the outset of the project; 

lack of preparedness on the part of some panel members; lack of k t  hand experience 

with the application of PBMA; lack of managers and decision-makers on the panel; lack 

of experience with policy decision-making; the lack of immediate feedback h r n  

management on ideas that came out of the exercise; and a lack of time to read 

information before meetings. Other concerns touched upon group dynamics, with specific 

individuaIs stating that meetings were dominated by a few individuals, that not everyone 

had an opportunity to speak. and that defensive feelings were exhibited by members at 

some meetings. However, the majority of panel members did report that the expert panel 

process ailowed them to share their own expertise with other members of the panel. 

While five respondents felt the amount of time expected of them was realistic, only two 

felt that adequate time was allotted for the PBMA process, in particular around reaching 

p u p  consensus. Along these Lines, it was also expressed by one panel member that a 

clearer plan of action resulting fiom the exercise was anticipated. The majority of 

respondents felt that adequate Somation was provided to them in tams of the problem 

at hand and the framework itself. On this latter point, one respondent suggested that more 

time could be spent at the outset describing and reviewing what PBMA can and cannot 

do. PracticaI suggestions for streamlining the PBMA process included: selecting panel 

members who are committed to working as a team, ensuring that the right decision- 

makers are involved and ensuring that participants understand the implications of PBMA. 

When asked whether the recommendations of the study would be implemented, the 

majority of respondents stated that this would happen. Those who disagreed commented 

that it actually was not the p u p ' s  decision to implement the recommendations or that 

resources would still have to be released to effect change. Strengths mentioned by the 

respondents included: identifying options for service delivery h r n  the Iiterature as a 

starting point for service redesign; pulling all the different stakeholders together, 
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brainstorming for service delivery options; and examining and evaluating resource 

utilization. The time required to compIete the process, Iack of budgetary control, lack of a 

clear vision at the outset and the hesitancy and negativity exhibited by some panel 

members were weaknesses stated by the respondents. 

The majority of respondents held that patient care or patient outcomes, for the given 

budget, would be improved as a resuit of the recommended changes, however three panel 

members did caution that the benefits would be observed in the long-term. One 

respondent thought that the changes should result in more satisfied patients and providers 

'as providers will be able to catch things earlier, provide more coordinated treatment and 

staff and clients will feel less isolated'. As well, all but one member of the Taber pane1 

indicated that if resources were not shifted the exercise would not be a failure. Reasons 

for this viewpoint included that the PBblA process encouraged communication and 

fonvard thinking, that new ideas and alternatives were generated, and simply the 

realization that shifting of resources can impact people. 

5.4.3.1 .l Strategic Issues and PBMA 

Haif of the participants believed that poiiticd factors played a role in choosing the 

question, conducting the exercise, or in selecting the final recommendations. Almost all 

of the panel members interviewed felt that the PBMA framework could be used 

successfully for h m e  projects in the region because it stimulates thinking about how 

dungs can be done better and it used facilitators external to the region. A number of 

issues were also raised as important factors to contribute to the success of a given 

exercise: the process should include doctors; exercises must be focused, data Limitations 

(i-e. need to consider number of appropriate/inappropriate hospital admissions) must be 

overcome; and time must be spent reviewing program budgeting assumptions. When 

asked to consider whether changes would have to be made within the health region for 

PBhM to be used routinely in priority setting decision-making, five respondents 

answered yes. Comments touched upon the need for panel members to have time made 

available for them to attend meetings, the need for assistance with implementing changes, 

and the need for a CHR senior manager to be seated at the PBMA table. 
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Half the respondents felt that with appropriate training PBMA could be used in future 

exercises without the participation of the researchers from the University of Calgary. 

However, respondents who were unsure expressed concern that the b e w o r k  could be 

used to promote political agendas, and recommended that an expert, objective third party 

would be needed to guide hture exercises. Half the respondents aIso indicated that 

resources should be earmarked from the health region for future PBMA activity as the 

current pIanuing processes were not adequate. When asked if they had noted a change in 

know Iedge or amtudes to decision-making and planning over the course of the PBMA 

exercise, the majority of the panel members indicated that they had. Specific examples of 

changes cited by respondents included that: physicians became more receptive to co- 

Iocation; a shared vision for service delivery in Taber was developing; knowledge about 

other departments was increasing; and there is an increased willingness to make changes. 

-4s well, about a third of the respondents indicated they themselves had improved 

decision-making or allocation skills as a result of engaging in the PBMA process. As a 

whole, the panel felt that addirional support should be provided to help with the 

impIementation of the recommendations. 

5.4.3.1.5 Summary 

In summary, most participants felt that the objectives of the exercise were clearly Iaid 

out, aithough there was uncertainty over what exactly PBEvlA could and could not do. The 

group felt that the background material kom the literature presented in the expert panel 

sessions was valuable, and that overall the process was usem in identifying areas for 

change. The majority of the participants held that patient outcomes would be positively 

impacted as a result of this exercise. although this was not directly tested in this study. 

Key areas of concern were foIIow-up and specific methodology of the PBMA process. 

That is, some panicipants were unclear as to bow and when actions wodd be taken to 

move forward, others felt that the managerial skills to enact redesign were not at the 

expert panel tabIe, and still others expressed concern over the time it took to complete the 

exercise. t h e  majority of the group felt that PBMA could be a useful tool for setting 

priorities in the CHR, although comments would suggest that an external facilitator 

would be an important part of the process. 



5.4.3.2 Research Team Follow-up Comments 

The research team also met to discuss the outcomes of the PBMA exercise in the Taber 

Chronic Disease program. Conducting the marpal analysis sessions at monthly intervals 

over a 10-month period enabled adequate time for background information to be brought 

to the group, and also provided an opportunity for all relevant issues to be addressed. An 

important Function of the research assistant was in searching the literature and compiling 

relevant information, as the expert panel would not have had the time, nor the expertise, 

to adequately perform this duty. However, by the end of the exercise it was apparent that 

the Taber group had expected or wanted more substance as to what their chronic disease 

clinic should look like (not just who would be working there but how the clinic should 

operate). In future exercises, P B M  facilitators should stress that PBMA is a decision- 

making tool but it does not make decisions for the group, and that my decision made, and 

implications of the decision, must come from the panel itself, 

The size of the expert panel was appropriate for the question at hand, but more manasers 

with control over department budgecs resources are needed to successfuIly reallocate 

resources. It is believed that the addition of an on-site manager, as is planned for Taber, 

should address this concern. There were no apparent difficulties with the process of 

discussing and generating options for change, and a ciear consensus in terms of the need 

to establish a chronic disease clinic occurred. One-on-one meetings to identify items for 

expansion a d  suggestions for resource release were recognized as very important 

additions to the PBMA process because they allowed everyone the opportunity to voice 

their viewpoints without fear of reprisal, It would be recommended that this approach be 

continued in future exercises. 

While financial information and activity data pertaining to the chronic disease program 

was presented in the mar,~al analysis process, the role they played in the decisions made 

is unclear. Some participants may have used the budgets as a supportive tool, but the 

extent of their contriibution in the decision-making process may have been effected by the 

limited manageriai skill set possessed by some members of the panel. That is, even 

though the panel members, in most cases, did have some managerial responsibility, their 



experience in working with budgets, and particularly around making allocation decisions. 

was limited. Weaknesses discussed by the research team included the panel's uncertainty 

about what PBPrlA could and could not provide them with and their difficulty in trying to 

release resources given that this ability was beyond the scope of authority for many panel 

members. It is recommended that future exercises use more 'humanized', less economic 

terminology, to explain the framework, as well as to use more actual managers and to be 

clear on the resources available to support implementation of any recommendations 

resulting fiom application of the fhmework. Overall, the research team felt that this 

P B L W  exercise did meet some of its intended objectives, and that even if resources 

would not be re-allocated in the near future, it is important to document that other 

valuable 'process outcomes' did arise, 

5.5 Summary 

The key results from the research project, as  a whole, are summarized in Table 21. 

I - barriers to success include personnel changes and lack of 'champions' I 
KN Decrsron .bfukprs S w y q  1 - clear process of semng pnonnes in 3 Albem RHAs does not exia 

Table 21: Summary of project results 

- dlo inon  of rcsourcu based on hiaorical mends 
- 2?6 of m a g c r s  believe that the prionty semng process works well - key concerns include Iack of transparency of process. po l ind  mfluence. 

Iack of rncvlinoful phvsician involverncnr 

! 
I 

j Phase 

, ..turhors S u n q  

! - 9 P 0  of rcspondcnts bi~ieve that PBbtA would be usehi In their rcgon 
Cae  Studres i - SlSK omlea was abandoned due to lack of comm~tment from mylas!m 

Key Findings 

- PBXfA used as las t  75 nmes m 59 RHAs - m 59?6 of mu. approach vtewed as hav~ng a poanve impact - PBXtA connnucs to be used m at least 52% of the RHAs 

mvol;edhd use of external cons~lltants: reasons included orwi&onal 
~nsnbiiiry and a suucturc not conducive to s h i h g  of resources 

- the potential reductions in the Cranial Remodeling pmjm arc expected to 
cover proposed expansions, dthough due to the large deficit in the Infant 
Had p m p m  ddicianal challenges were fxed 

- resource r e l a c s  were unable to cover the proposed exparmon of a chronic 
diseve clinic in the Taber e r m s e .  dthough the local ~ C ~ S O M C ~  yc 

7 

comrmaed to working towards this goal 
: Fullow-up S w e y  

I - as a whole. managers md clinicians involved in PBMA case studies were I 
I 

I 

exercise should be judgnl: the effm on pamt benefit, evduation of 
i 

I 

- respondents highlighted numenus important outcomes on which a PBMA , 

historical services. identification of design options, resource rc-allociuion 



In addition, several lessons about the PBbM process itself were higfiligbted from the case 

studies and follow-up surveys, and are presented in Table 22. Although many of these are 

also reflective of findings in the PBMA literature (e-g., Peacock 1998), what is new about 

these findings is in pulling together the many different lessons from the case study 

experiences. Reporting on these Lessons provides an important depiction of issues that 

should be considered at the outset of? or during, a PBMA process. 

Table 22: Specific points to consider for future PBMA exercises 
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Finally, based on the case studies and follow-up survey, a number of points can be 

summarized with respect to what PBblA cannot do, or what it should not be expected to 

do. First, PBMA is not about determining the precise nature of a given expansionary 

service delivery option. The PBhlA process can identify, broadly, what the options for 

change might be, but time within the marginal analysis sessions should not be devoted to, 

for example, detailing the exact staffing hctions within a given option. Operational 

committees can be smck to deal with such questions, once the general recommendations 

for change have been put forth by the marginal analysis expert panel. Second, PBMA in 

and of itself does not produce 'the answer'. PBMA can facilitate a group reaching 

recommendations to improve program efficiency and to meet other important stipulated 

criteria, but those e m b a g  on a PBWI process must not think that PBMA will solve 

complex dilemmas. tu fact, it is argued here that it is only through multiple-stakeholder 

collaboration, consideration of retevant evidence, and tapping into output and available 

outcome data that appropriate allocation decisions can be made. If PBMA can, as a 

tiamework, aid in bringing these decision making inputs to the table, in many senses it 

has served its purpose. Third, the responsibility of decision making in health regions does 

not lie with the researchers. In the Alberta-based case studies, at times various expert 

panels may have leaned too heavily on the researchers, be it for health economics 

knowledge or more often as externaf (and perceived unbiased) participants in group 

meetings. The job of managers is to manage; that they are often placed in a reactive 

culture with many pressure points should not preclude managers &om proactive 

assessment. review of historical service delivery patterns, and determination of 

appropriate resource allocations. ? f i l e  external consuItants or, in this case, university 

based researchers, can certainly pIay a role in facilitation of priority setting exercises, at 

the end of the day, the decisions for change has to remain firmly with the expert panel 

participants. 

The thesis now turns to the Discussion with comments at the start of Chapter 6 focused 

specifically on each individual phase of the research project. As the chapter progresses, a 

broader tone emerges, both in terms of tying the distinct phases of the project together 

more completeiy, and in thinking about o v d  lessons learned and future research 

endeavors. 



This chapter provides an in depth discussion of each of the four phases of this research 

project. In turn, in Sections 6.1 to 6.3, general observations regarding each phase of the 

project are made. As well, in these sections, important Limitations of this work are 

highlighted. Further, in Section 6.3, which pertains to the case studies, the PBMA 

exercises are evaluated according to the criteria developed post-hoc, based in part on 

previous l i teram and on the empirical observations of this project. Throughout these 

sections, a number of the key unresolved issues, as presented first in the Background of 

this thesis under Section 3.5? are also addressed, and numerous areas for future research 

are also highlighted in brief In Section 6.4, the 6nd two unresolved issues, which were 

not explicitly considered in hs research project, namely the issue of equity and that of 

including public views directly in the marginal analysis process, are discussed. Then, 

Section 6.5 first provides a summary of the key lessons learned horn this project, a .  is 

followed in Section 6.3'. 1 with a detailed presentation of a model empirically derived 

fiorn this work which attempts to describe the PBMA process set within the decision- 

making context of health regions. A review of literam from other disciplines, primarily 

that of management, is presented in Section 6.5.2, in order to highlight similarities to the 

work on priority setting from this project, and to determine if information from an 

organizational behavior or change management perspective deepens the understanding of 

the PBbl.4 process and empirical model so developed herein. The generalizability of the 

findings born this project, as well as further, detailed discussion on areas for future 

research, and recommendations for the practice of priority setting in Canada and 

elsewhere, are then found in Sections 6.3'.3,6.5.4 and 6.5.5. respectively. 

6.1 Authors Survey 

This section provides a detailed discussion of the research findings specific to the 

Authors Survey. The overall use of PBMA is tint commented on, followed by a 

discussion of the PBMA m e w o r k  itself, as we11 as the environment in which the 

b e w o r k  is applied. The section then closes by highlighting several key limitations of 

this survey. 



6.1.1 Progress 

P B M  is not new to heaIth services. Through the Authors Survey, it was identified that 

over the last 25 years, this priority setting framework has been used in a minimum of 59 

RHAs in five developed counmes, as well as in at least two developing countries. The 

evidence reported here indicates that PBM4 has been used in a large number of health 

regions worldwide and that its rate of use continues to grow over time. In addition, it was 

reported that PBMA has had a significant impact in t e r n  of priority setting activity in 

many jurisdictions. Although previous work has suggested that this approach has had 

limited progress (Posnen and Street 1993), the current survey suggests that this is not the 

case. Further to this, it is apparent fiom the survey that the h e w o r k  has been used to a 

much greater degree than the published Iiterature would indicate. 

6. I.2 The Framework 

Numbers in themselves, however. only tell part of the story. particularly as the views of 

those using PBPUIA. and tbe specific impact of the framework, are generally not reported 

in the literature. It was for this reason that the literature review was coupled with the 

survey, to identify in some detail the positive and negative aspects of PBMA, and how it 

might best be applied in future exercises. 

[n terms of the framework itself, the comments from the respondents indicated that 

PBMA was viewed quite favorably. In fact, only a small number of survey respondents 

stated that the PBhI.4 framework itself was problematical. This was anticipated, as the 

hdamental economic principles underlying the framework are widely accepted In 

addition, there is no 'cookbook recipe' of how PBMA should be applied in any given 

setting. In fact. the pragmatic approach to PBMA would suggest that the sources of 

information which are available be used in a given RHA (Scott et al. 1999); this may take 

the form of evidence from the literature' but more Sieiy will involve local 'dataT and 

expert opinion. As opinions will undoubtedly vary between settings, so too will results of 

particular exercises. The important point is that the principles of the framework are 

understood and relied upon, not that each exercise win be similar nor that specific study 

results will necessarily be generalizab k 



6.1.3 The Environment 

The question must therefore be asked, if the framework itself is sound, noting the many 

health regions in which PBlLlA has been applied, why has it not had even greater 

difksion and received even more attention internationally? Or, alternatively, why has the 

use of PBMA been discontinued in many of the RHAs in this survey? The results provide 

some insi&t into this, specifically in terms of the environment which is required to foster 

h e  use of a hmework like PBMA. 

Clearly, the successfUl implementation of PBMA relies on continuity of personnel and/or 

the involvement of a PBMA 'champion', which may be suggestive of developing a 

priority setting team charged with using a Eramework like PBMA. The notion of an 

outside health economist working closely with internal personnel appears to be cencral to 

the longer-term success of PBMA. Further, in order for PBMA to be integrated into the 

culture, the exercise should be at least broadly consistent with ongoing managerial 

activities. To expect managers. worlang in an often reactive and stressful environment, to 

adjust their practices to incorporate an external framework is not realistic. Not only is it 

important to point out that PBblA-like activity may already be ongoing, thus not 

requiring the paradigm shift managers may initially think is required, it is also critical to 

key-in on the flexibility of PBMA to cater to specific managerial needs. A clear and 

quick PBMA exercise. with valid and useful information disseminated widely within the 

RH.4, may serve as a vaIuabIe starting point. The Alberta case studies. discussed in detail 

below. provide more insight into these issues. 

One further observation is also important; that being that the nature of the health care 

system would seem to play a role in the implementation of PBMA. As the majority of 

PBhW exercises have been conducted post 199 1, it could be inferred that the 

regionalized context developed through the internal market reforms in the UK, and the 

creation of health regions in Australia and Canada in the 1990s, has provided an 

environment where decision-makers are attempting to maximize benefit for the given 

population with the resources avaiIable. Indeed, through such reforms, there has perhaps 

been a perceived increase in the management of health care, which has lead to the need 
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for ~ e w o r k s  and processes as management support tools. While it may not be that 

PBMA has the exclusive market on priority setting, addressing the above mentioned 

managerial issues, coupled with a regionalized environment, may indeed be the 'formula' 

for greater d i f i i o n  of PBMA, if warranted. 

6.1.4 S w v w  Limitations 

The primary limitation of this phase of the study is that authors of PBMA papers may 

have presented a more favorabIe view of PBMA then wodd have been obtained if RKA 

personnel were sampled. The choice to use researchers as opposed to personnel within 

the RH.4s was largely one of practicality, but also the intention was to use people who 

had actually used the framework and understood the methodology for the given PBhU 

exercise. Even so, many of the survey questions were categorical, leaving less mom for 

reporting bias, and further, the questions as a whole were more about the use of PBMA 

rather than the respondents' beliefs or disbeliefs in PBMA as a usehi framework. That is, 

even in the open-ended components of the survey, the questions were more objectively 

than subjectively oriented. Nonetheless. the results should be viewed with some caution 

and certainly in conjunction with the results fiom the Key Decision Makers Survey. 

which did indeed focus on health region personnel. 

In addition, recall bias may have been an issue as the respondents, in some cases in 

particular, were asked to report on studies conducted up to 20 years ago. FornmateIy, as 

the sampling b e  was based on written papers, there was a secondary source for the 

respondents and researchers to refer to. -4s such. it was expected that this bias would have 

had a minimal effect on the validity of the study. Finally, in some instances, responses to 

specific questions were received &om a mall number of RHAs. .4s such, although the 

responses provided insight into the impact of PBMA in particular organizations, such 

regions are not necessarily truly representative of all regions considering this priority 

setting w e w o r k .  For this reason, broad generalizations of these resuIts to all RHAs 

shodd only be made with caution. 



6.2 Key Decision Makers Survey 

In this section, the Key Decision Makers Survey is discussed, through three lenses. First, 

general observations arising directly fiom the results are presented. Second, a step back is 

taken and the context of the health regions is described, primarily with reference to an 

intepted service deIivery model. Finally, key limitations of the Key Decision Makers 

Survey are outlined. Importantly, it should be noted that while some of the findings fiom 

this descriptive study do seem intuitive, this is the 6rst time the 'inner workings' of 

health regions in Canada, with respect to priority setting, have been reported, and is one 

of a very small number of studies to examine the process of setting priorities and 

allocating resources in health regions internationally. 

6.2.1 General Observations 

Several key findings can be highlighted fiom this phase of the research project. First, it is 

the case that data h v e s  priority setting in all three regions sunreyed. This was clearly a 

positive finding, particuIarIy for the many skeptics (academics and public alike) who feel 

that health regions are not using data in decision-making. Of come, 'data' can mean 

many things; in this case, data referred more to local health care utilization rather than 

evidence Eom the literature. As well, the precise nature of how utilization data is used 

was not captured in this survey. Further, more broadly, comments that data is used may 

just provide an illusion that real problems are being addressed. To a degree, it may be the 

case that self-professed users of data in health regions are not actually using such data in 

a meanin-& way to address key issues. However, these points were not specifically 

addressed with this survey; they are only raised to inform M e r ,  more detailed study, in 

the area of data usage. 

Second, as has been reported previously (Miller L997), the cment 'process' of resource 

allocation in the health regions is one of historical patterns. This is problematic as the 

benefit to the poputation overall is unlikely to be maximized with this approach. Without 

systematic evaluation, services in health care will continue to be offered because they 

aIways have been. Based on the Iiterature reviewed in Section 2.3, and also h m  the 

description of Figure 1 in Section 2.2.2, more research efforts should be devoted to 



126 

techniques which aid in evidence-based evaluation of particular treatment options. That 

is, only in moving away from historical allocation, to discussion of potential costs and 

outcomes of changes in the miu of services provided can benefit be maximized for the 

given resources. PBhLA, as a b e w o r k  for decision-making, provides a means for 

evaluation of historical services, and may even be considered as a vehicle for getting 

research evidence fiom the literature into the hands of decision-makers. To do so while 

recognizing the complexity of the decision-making process, with a focus at the margin, is 

strongly suggestive that the PBMA approach is superior to one of historical patterns of 

allocation. 

In relation, with a generai lack of ability to measure benefit derived for a given spend, it 

should be no surprise that politics plays a c e n d  role in acnial resource allocation 

decisions. Despite the push towards academic evidence-based medicine, these findings 

indicate that there has not been a similar following in the 'real world', to stand up to 

politicaI will. While these findings contrast, to some degree, those of Dkon et al. (1997), 

where it was found that evidence did Influence decision-making in district health 

authorities. most would agree that an evidence-based approach must be the way forward 

for the priority setting process (Casebeer and Johnson 2000). These findings suggest that 

Further work, folIowing that of the case studies in this research project, is required to 

explicitly address political and managerial barriers to implementation of evidence-based 

strategies. 

.Another. related line of continued research, should be in examining whether managers 

actuaIIy have the power to make decisions in the regionalized context. Based on the 

fonnai orpizational structure of the health regions included in this nwey, in theory 

managers should have the ability to make allocation or re-allocation decisions; in 

practice, however, the informal barriers found in a11 orsanizations do Iimit the true 

capacip of decision-making. These issues are discussed M e r  in Section 6.5. 

Third, the key decision-makers clearly stated a desire for a formal, structured tool to be 

applied across the given health regons for priority setting and resource allocation. Eighty 

percent of managers reported to have no previous knowledge of appropriate tools to aid 
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in these processes. Those that did know of other tools mentioned cost-benefit analysis, 

which, while an important economic framework, as critiqued in Section 2-3.2, is unlikely 

to have a substantial impact in routine health care decision-making, and zem-based 

budgeting, which requires all expenditure to be justified each year, from the ground up. 

The lack of gene& knowledge on priority setting approaches would suggest that those 

making decisions in health care do not even have a basic tool box to set appropriate and 

meanin- priorities, and to allocate resources accordingly. That the system 'does work', 

as reported by one respondent, is somewhat astonishing. Lfthe decision-makers do want 

help in making difficult allocative decisions, more research endeavors to aid in this 

process are warranted. 

In addition, the managers did express a genuine interest in improving dialogue with the 

public, particularly in terms of developing broad priority goals, and with physicians, 

whose incentives are at present in Canada not in line with chose of the health regions. On 

rhe former point, whether the public even wants to be involved in setting priorities 

(Torgerson and Gosden 2000), and how this should occur ( h g  and Maynard 1999), 

remain important questions. On the latter point, there does not seem to be a political 

climate in .iUberta, or Canada, to address the issue of physician reimbursement, or in 

delving into more formal contractual agreements between the health regions and the 

providers (Donaldson et al. 2001). In any case, an explicit approach to priority setting, 

like that of P B W  would likely lead to improved accountability through greater 

transparency in the priority setting process. This is important as the public continues to 

have a high IeveI of interest in the provision of health care, and physicians remain 

skeptical of the managerial decision making processes in health regions. 

Finally, h o s t  every respondent stated that PBMA would be a use l l  tool to aid in the 

priority setting process in the respective regions. It was recognized to be a realistic, 

pragmatic tool which couId help in bringing evidence to the (often potitical) table. This 

finding is in line with results h m  the Authors Survey, in that PBMA has been used to 

date in over 50 health regions in the UK, New Zedand and Australia, and has been 

reported to have a positive impact on strategic pIanning and resource allocation in many 

of these regions. WhIe a lack of data continues to be a perceived challenge for PBMA, it 
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is in reality a challenge for any framework to be used in the decision-making process in 

health regions. For as one respondent stated: 

"Can the data be improved upon? Yup. But you can take what is available and 
apply a littIe bit of judgement. I wouldn't say that you throw [PBMA] out because 
the data isn't available. It is better to use data that is not 100% than to not use it at 
all." 

As well, RHA persomet recognized that politics will always be a part of health care, and 

that this can be a challenge for a h e w o r k  like PBMA. However, there was also a clear 

sense of optimistic realism, whereby the managers were hopefitl that PBMA, as an 

evidence-based h e w o r k ,  could enable the process of setting priorities and allocating 

resources to move fornard in a meaningfil way. Instead of simpiy more published 

examples of PBMA applications, the challenge for researchers is to examine specifically 

how evidence is used in PBbM exercises, and how the h e w o r k  interacts with political 

influence. 

Overall, simiIar to an Australian paper (hfooney and Wiseman 1999) which examined 

why evidence from economic evaluations receive limited attention by decision makers, 

the important point here was that, '... health economists need to Listen much more to the 

bureaucrats and what they are saying and what their demands are rather than having 

[health economists] trying to dictate their needs.' The Key Decision Makers Survey 

attempted to do exactty that; to tap into the wealth of experience of senior health region 

decision makers, and to try to identify what they thought to be most usefit1 in moving the 

priority setting process forward. 

6.22 Contert for this Work 

Taking a step back, it is important to highlight the context within which the process of 

setting priorities and allocating resources in these health regions is set. In theory, 

regionalization should have created an environment for proactive assessment of service 

provision. Further, based on an integrated senrice delivery modeI, health regions should 

have the structure necessary to re-allocate resources across programs and even portfolios. 

As well. as stipulated in the Regional Health Authorities Act Wvince of Alberta 1995), 
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health regions have the mandate to meet the needs of the population. Pulling these points 

together, health regions require the ability to assess the needs of the population, and 

through the integration of services, allocate, and where necessary re-allocate, resources to 

maximize the need met in the population. 

While theory is important, practice is a different story. That the three health regions 

examined in this study each clearly continue to depict an environment of reactive, crisis 

based management must Iead to the question of whether regionalization has had the 

desired impact. Formative thinkers in this area, Shortell and colleagues, have written 

extensively on organized delivery systems as the optimal approach for decision-making 

in a regionalized context. If done properly, Shortell et al. (2000a) argue that an integrated 

senrice delivery system will enable patient outcomes to be maximized. The approach 

requires functional integration (i-e., coordination of activities across operating units), 

physician integration (i.e., economic and practical Linlang of physicians to the system), 

and clinical integration (i.e.. coordination of patient services). 

Examined through this lens, it is difficuit to accept that health regions in Alberta, 

particularly the ones studied in this project, couId be caIled integrated delivery systems. 

In fact, it could be argued that these health regions fall well short of the mark in all three 

integration categories. In fairness, Shorteil et al. (2000b) put forth six major barriers to 

inteption in health care: financia1 realities; misunderstanding of the integration strategy; 

historicaI roles and responsibilities; shortage oftdent with the right slalls to manage in 

the health care environment; unwiilingness of managers to relinquish (budgetary) control; 

and managers not buying into the strategy. These points are raised here not for in depth 

analysis of regionaiization, but rather to aid in the understanding of why health regions 

are still not yet in the business of long-term strategic planning, and why re-allocation 

across programs is so difficult. Shortell et al. (2000b) conclude that the key to 

overcomin_e these barriers and moving towards a more integrated system of service 

delivery, whereby the benefits of coordination of services across the continuum of care 

can be obtained, is through a mix of strong Ieadership h m  boards, management and 

physicians, and good tuck. 
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More specifically for our purposes, is it any wonder that the existing process of setting 

priorities is really not a process at all? Importantly, for PBMA (or any proactive 

h e w o r k ) ,  substantial organizational changes still need to occur before the M e w o r k  

can realize its broader regional impact. That managers held in the Key Decision Makers 

Survey that PBbfA would be useful, and that this was reiterated following the case 

studies was important, but in the end, structural changes towards greater integration of 

services have to be made for the rull benefit of this type of h e w o r k  to be obtained. 

This is not to say that PBMA should not be used in the meantime. As identified through 

this research project, different areas of a single health region may react to the use of 

PBEvlA in differing manners (e.g., the MSK and Child and Women's Health case studies). 

Therefore, additional effort is required in implementing P B M A  to ensure that the area of 

the region in which it is being applied is suitable. Further, caution must be taken in 

attempting to apply P B M  across major portfolios in a given health region, as such an 

attempt might be doomed at conception unless an integrated model of delivery is nuly 

present. 

6.2.3 Survw Limitations 

Several limitations of the Key Decision Makers Survey must be addressed. As this was a 

descriptive, cross-sectional survey invotving only three health regions, the internal and 

external validity of the sntdy may be questioned. In fact, in the CRKA, spanning the dates 

of the interviews was a systern-wide reorganization. While many of the same players are 

still involved in senior management, some individuals have Iefi and new people have 

arrived, suggesting an unstable organizational environment. However, most long time 

health care observers wouId likely agree that health regions are always in a state of f l u .  

and there really is no good time to administer this type of survey. Similar studies should 

be conducted in different provinces, and internationally, to gauge whether the r e d s  

reported here are in fact externally valid and generalizable. 

In addition, with the subjective name of the open-ended questions, three types of 

information bias could have arisen. First, in the analysis, the coder's bias could have 

resdted in a particular slant in reporting. While this is posslile, it shouId be noted that the 
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researcher had no vested interest in the outcomes. Further, by using audio-tapes in the 

CRHA and written notes in the CHR and FHA, it codd have been expected that key 

differences amongst the regions wodd have resulted; in general, this was not the case. As 

well, there was agreement between written and transcribed notes in CRHA, so the written 

notes were used as the primary source of information in the other two regions. In 

addition, a t h d  party reviewer would not have been versed in the nuances of the regions 

and attuned to specific key details availed in the responses. 

The second type of information bias that codd challenge the results was in the 

participants not offering truthful responses. This couId have been the case, but the overall 

consistency of responses across the sample would suggest that either everyone was 

adjusting their answers or no one was. Further, no one individual would have anythrng to 

gain by not telling the truth. In the CRHA and CHR, no one other than the researchers 

knew of their choice to participate in the survey. Unfortunately, in the HIW, due to an 

administrative error, other personnei would have known of a given individual's choice to 

participate, but individuals knew that the researchers were independent from the RHA 

and that they had no influence on the RHA personnel in terms of decision-making. 

Finally, at the time of this survey, these health regions had yet to have an experiential 

understanding of PBhU. Thus, responses in favor of using PBMA were undoubtedly 

influenced by the positive slant given to this framework in presentations and informal 

contact by the researchers. That decision-makers expressed a desire to use PBMA, and 

indeed as a whole felt such a framework wouid have a positive impact on the priority 

setting process, must be viewed with caution due to a potential information bias. That is, 

the participants were asked in the survey if they knew of other priority setting tools (to 

which the majority answered 'no') then were asked if PBMA might be usefd in their 

region. That the majority of respondents said 'yes' to this second question was no 

surprise. This point also emphasizes the importance of looking at the research project 

overall, as opposed to any one phase in isolation. Once it was found through the case 

studies that managers in these regions did have, in most cases, a positive experience with 

PBMA, these specific r d t s  around potential use of the h e w o r k  from the Key 

Decision Makers Survey held greater weight. 



6.3 Case Studies and Follow-up Survey 

In this section, a discussion is first provided pertaining to the macro program budgeting 

work from the CRHA and CHR. Following this, the three case studies are discussed in 

some detail, starting with the MSK project, then moving to the Cranial Remodeling 

exercise, and closing with the Taber case study. The case studies are then evaluated, 

limitations are highIi&ted, and comments specific to the follow-up survey are provided. 

-4s evidenced horn the Authors Survey, PBMA is not new in health care. What is new, 

for the purposes of this thesis, is in attempting to evaIuate the PBMA framework. 

Viewing d l  four phases of the project as a whole, this study provides the k t  

comprehensive evaluation of PBkL.4 internationally. Important lessons learned, and areas 

for future research, are discussed in the sections following the discussion specific to the 

macro program budgets and specific case studies. 

6.3. I Macro Program Budgets fCRh2 and CHR) 

As alluded to briefly in Sections 4-42 and 5.3.1, the macro program budgets for the 

CRHA and CHR were not used directly in the selection of specific case studies nor once 

the case studies were underway. This was a very in te res~g  resuit, as other work from 

Britain has strongly suggested the usefulness of program budgets at this IeveI (Miller et 

al. 1997). In fairness, the decision on where to pilot PBMA in these regions had more to 

do with choosing programs where the kamework would have a good chance to succeed, 

rather than examining information highlighted fiom the program budgets which might 

indicate where, for example, spending was out of h e  with RHA objectives. If thls were 

not a research project, and part of the aim was not to determine if in fact PBMA was even 

feasible in a Canadian context, the decision-making process with respect to where to 

conduct marsjnal analyses may have been different. On the other hand, one of the 

findings fiom this work is that programs that are more receptive to a PBMFL approach 

should be the areas where resources are spent to apply the h e w o r k .  Tn tbis light, while 

consideration may be @ven to results from macro program budgets, another set of factors 

may be, and perhaps even should be, the driver of where to apply PBMA. Such additional 

factors include whether the manager and clinicians have bought into a process of change, 
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whether there is literature available to inform the decision-making process, and whether 

decisions can be made with the framework in a timely manner. Further, if a program 

budget is to be used in a PBMA exercise, the level of the program budget has to be 

targeted at the level of the program. Knowing the expenditure of the CRHA across 

localities is not particularly relevant to the Cranial Remodeling program. If macro PBMA 

work is to be conducted in these regions, as has been suggested by senior managers in the 

CRHA and CHR, macro level program budgets could have more relevance to the 

particular decision-makers involved in such exercises. This will be examined in due 

course as W e r  exercises, at varying levels in the health regions, are carried out. 

6.3.2 Musculoskeleral Health (CRH=I) 

A number of Iessons can be learned from the MSK case study, particularly around 

barriers to implementation of the P B U  framework and as related to the discussion fiom 

the broader management and health service research literature, as  per section 6 - 5 2  below. 

Most notably. and in direct support of findings h m  the Authors Survey, a high level 

champion must be behind the PBhiA exercise. Taking this a step further, while a member 

of senior management does not have to be intimately involved in each step of the process, 

such an individual must buy into the process to the extent that they are willing to direct 

managers who would be involved at the operationaI level of an exercise to earmark time 

and energy towards the given project. This type of approach was taken in Child and 

Women's Health, where the uptake of PBbfA was greater than that in MSK. Relating 

back to other findings fiom the Authors Survey, namely that of the experience of P B M  

in the Grampian Health Board in Scotland, it cannot be stated that high level buy in is in 

and of itself sufficient for the successhl uptake and use of P B W  but it would seem. 

based on the empirical evidence in Aiberta and elsewhere, that this is a necessary 

condition for success. 

An important theme which arose fiom the Key Decision Makers Survey was the lack of a 

clear priority setting process in the CRHA. While the data were not available through the 

Authors Survey to determine if this was the case elsewhere intemationalIy, certainly in 

bISK the organizational reporting lines are difficult to decipher. As per the broader 
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management Literature, presented in Szction 6.5.2 below (e.g., Jick 1993), the process of 

change is influenced by both formal and informal processes. In the case of MSK, neither 

the formal oganizational structure nor the informal relationships (between administrators 

and physicians) would seem to be supportive of an environment where a mechanism for 

priority setting like PBMA could be taken up and used in routine decision-making. That 

is, with the vercical budget silos, MSK is simply not set up structurally to foster re- 

ailocation across program areas. In relation, there had been a large number of stnrctural 

and personnel changes in MSK in the previous months and years preceding the PBMA 

activity, and thus, as per Peacock (1998), a key prerequisite to successful implementation 

of PBbI.4. namely organizational stability, was not present. It can be surmised that the 

greater or lesser degree that a specific area is buffered Ekom the broader organizational 

changes, the more or less successful a given program will be in embarking on proactive 

priority setting activity and resulting change. Furthermore, there seems to be a lack of 

trust between the stakeholders in LLISJS, based in part on the accumuiation of power in 

certain medical portfolios, which makes support for any kind of change extremely 

difficult. These formal and informal processes at work in MSK woutd be a ~~ area 

for further research, and should be considered at the outset of future PBMA applications. 

A third issue is the obsession of some clinicians and managers for data. AIthough not 

specifically quantified, the vast majority of time spent by support personnel on the PPSC 

project was around generating reports on activity data for arthroplasty. Based on results 

from the Key Decision Makers Survey, local data (e.g., utilization data, LOS, throughput, 

etc.) is commonly considered in the decision-making process by managers in the CRHA. 

The bISK exercise, however, highlighted the extent to which obsession for data can 

immobilize a decision-making process. This has aIso been observed in recent meso level 

PBbU work (not part of the original research project) in Child and Women's Health, 

m. The issue from a research perspective is that time must be spent compiling 

relevant data to support the decision-making process. However, managers have to be 

made aware that at the end of the day, if data is not avdable, they are still going to be 

making a decision, even if that decision is to maintain implicitly the status quo of service 

delivery in their program. W h y  making a (implicit) decision to provide the same set of 

senices, without al l  the reIevant data, is different than making an explicit decision 
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without adequate data to change the set of services provided is not all clear. It is probably 

the case that managers will reject change without compelling evidence to do so, even if 

there is no clear evidence that what is being done currently is maximking benefit for the 

given resources. This is, again, an issue of organizational behavior which warrants firrther 

study. 

To date, the PBMA literature has raised 'data' as a key barrier to the success of PBMA 

(see Section 2.4.4, above). This project would suggest that the issue is not so much about 

the availability of (valid and reliable) data, but rather the will within an organization to 

uptake a decision-making process which could lead to change from the status quo. Ln this 

way, data can almost be considered a 'crutch'; it is easier not to take a decision for the 

reason of not having adequate data than it is to continue doing what has always been 

done, even if the data for that action is also not available. More research is required to 

understand better why managers feel that, in the absence of data, historically funded 

services are necessarily 'correct'. In any case. researchers should emphasize the need for 

expert panel members to include valid and reliable data in their analysis if available, but 

to also be clear that as 'experts' the decision to be made rests on their shoulders, and 

should not be withheld if specific data is lacking, as there are many inputs to the 

decision-making process. 

One issue of concern at the outset of this project was the limited ability of the health 

regions to shift resources when physicians have such a major impact on resource 

utilization. This issue has also been raised in other jurisdictions (Mooney et at. 1997), 

citing the limited scope for shifting resources when different bodies control the resources 

of the health care system. Physicians are not employees of the health regions, nor is there, 

for the most part in Canada, a formal (contractual) relationship, aside from physicians 

receiving admitting privileges fiom hospitals. This is problematic fiom a priority setting 

perspective because physicians are the main drivers of utilization, and as such, within the 

codnes of the structures provided by the health regions, will influence to a great degree 

the health regions' operational budget. The problem is, of course, that the average 

physician has this power, but limited responsl3iIity to use resources efficiently. This 
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structural issue clearly prohibits the ability of the administrators in health regions to shift 

resources, even if informed by an evidenced based process. 

Furthermore, in relation to the MSK case study, the issue of mis-alignment of incentives 

between physicians and administrators arose. In MSK, the surgeons' primary objective in 

the broader PPSC priority setting work was to develop a system so that they could do 

more arthroplasty surgeries. The resource impact of this objective was not relevant to the 

physician group. Similarly, while meeting need is an objective of the administrators in 

MSK, they are in the difficult position of recognizing need in many areas across the 

continuum of services, with surgery being just one service area, and having to meet the 

broader needs with a limited budget. PBbfA is W e l y  to be successfbl unless each 

player makes a genuine attempt to understand their specific role in the overall process of 

service provision. Short of deveioping a more formal relationship between the physicians 

and health regions, even if physician reimbursement were to change, a systematic priority 

setting process would be difficult to imprernent broadly. That there has been more 

success in Child and Women's HeaIth to date is in part due to specific personnel, both 

physicians and administrators, who are more willing to accept that in shifting resources 

some patients may not receive the best care possible in Lieu of more hlly resourcing other 

areas to improve benefit overall, To m extent, in addition to the relationship between 

physicians and health regions, the issue is again one of organizationd culture, which 

requires more in depth study. 

Overall, the MSK case study was useful h m  a research perspective, even if PBMA did 

not directly influence the decision-making process. While no formal set of criteria for 

discerning instances where PBMA may and may not work can be developed fiom one 

case study, this exercise viewed in conjunction with international and bcal experience 

(highlighted through the survey work) provided valuable insight into identifying factors 

which should be addressed to foster the success of a priority setting b e w o r k  Like 

P B M .  These factors include the need for a health region champion, an organizational 

structure which allows allocation across p r o w  areas, a trust relationship between 

physicians and administrators, a willingness to change h m  the status quo, and better 

alignment of physician and health region incentives. 



63.3 Infanr Head Cranial Remodeling Program ( C m )  

6.3.3.1 Genera1 Observations 

Over the previous three years leading up to the PBMA case study, the Infant Cranial 

Remodeling program had been faced with increased volumes and decreased resources. 

PBbU provided an explicit framework for managers and clinicians of this program to 

consider specific service delivery options which may improve program efficiency. 

Through the marginai analysis expen panel sessions, options for program expansion were 

identified, as were areas for improved efficiency for the purpose of freeing up resources 

to fund the proposed expansions. As the Want Crania1 Remodeling program had incurred 

a large deficit, and had a projected deficit for 2001t2002. this exercise had additional 

chalIenges. The PBMA h e w o r k  enabled the various expansions and releases to be 

examined in an explicit manner, based in part on evidence &om the literature. 

The primary roIe of the PBMA process is to guide the working group to the stage of 

making recotnrnendations for service deIivery change and potential budget re-allocations. 

[t is then [eft for the working group lead, as weII as the respective administrators, to 

foIlo\v-through with the recommended changes. Speci6cally, it was decided that the 

medical lead would pursue the recommendations pertaining to the current Crania1 

Technologies kc. contract and the possibility of switching to the Orthomerica Starband. 

PreIiminary cliscussions with Orthomerica were initiated, and several studies currently 

underway examining the clinical efficacy of the Starband wiII be reviewed by the 

working goup. As wefl, the bead nurse initiated M e r  deveiopment of the education 

component of the Cranial Remodeling p r o w ,  in conjunction with other regional 

personnel. As a result, production of an education/prevention videotape and other 

educational materials is well underway. Hiring of a program coordinator was also to be 

handled by the medicaI [ead and program staff. Fuaher, discontinuance of the 

anthropornetric measurements for new patients was started in Dm., 2000. While the 

research team remains available for fimher consultation and clarification, the role of 

PBM.4 is to take the _pup to the stage of making recommendations for moving forward, 

but not necessarily to actively engage in ensuring that such steps are in fact taken. This 
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was made clear to the working group at the time of case study completion; however, due 

to the overwhelmingly busy schedules of the clinic staff, and particularly the medical 

lead, it was not clear how quickly potential contractual changes would be acted upon. 

In summary, h e  expert panel working group made si@cant strides towards improving 

the efficiency of the Want Cranial Remodeling program, with the dual objectives of 

W e r  program development and reducing the annual shordi .  The PBMA framework 

enabled the various expansions and releases to be examined in an explicit and evidence- 

based manner. It was clearly observed that PBMA does not ir? itself make the decisions; 

P B L U  provides an explicit h e w o r k  through which the working group navigates in 

order to put forth key recommendations for fitrther action. 

6.3.3.2 Specific Issues Hi.ghli.ghted 

A key issue arising fiom this case study, which was articulated through the primary 

follow-up survey, and also recognized by the research team, was the uncertainty of 

follow-up on the recommendations pertaining to changes in the headband contract. It is 

Likely that more discussion on how these specific recommendations were going to move 

forward could have taken place during the final marginal analysis session, although it was 

made clear to the goup that the purpose of the exercise was to identify potential changes, 

not carry those changes through." One previously published PBMA m d y  also raised the 

issue of follow-through as a particular challenge (Haas et al. 2001), although this was not 

a problem with other case studies in Alberta. The lack of clarity surrounding foliow- 

through on the headband contract recommendations speaks to the need for carell  

consideration of who is to take action on proposed recommendations at the outset of an 

exercise? and suggests that health regon resources should be earmarked to facilitate this 

fo1lom.-through process. 

Whether follow-through of recommendations will occur is probably a h c t i o n  of a 

number of factors. In other case studies in Alberta, most notably MSK and another 

exercise in surgery in CI-R (not discussed in this thesis), the research team felt that there 

-1 - It can also be noted that the first thm recommendations, pertaining to an education component, hiring an 
additionaI staff coor~tor and the c~tceIiug of the aathropomcric rneasunmeats are being acted upon 
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was no genuine commitment to the process possibly due to the exercises being imposed 

horn above, and in both cases the exercises did not even get off the ground. In contrast, in 

each of the exercises in the Headwaters Health Authority, and the exercise in Taber, 

managers had requested the use of the &mework, and not ody did the exercises run 

smoothly overall but folfow-through on recommendations was camed out. Thus, it can be 

suggested that hture PBMA exercises shoutd be conducted in an area where the program 

is being chaIlenged by real issues and the given manager is Iooking for a hmework to 

aid in the decision-making process. In the Cranial Remodeling exercise, the program was 

faced with a red issue but the persome1 in the program did not ask to conduct the PBMA 

exercise, thereby perhaps hindering full follow-through on all recommendations. 

A hrther issue to hi&light From the Cranial Remodeling case study is that the focus of 

the exercise was actuall:~ quite narrow. While the majority of previous PBMA studies, as 

evidenced h r n  the Authors Survey, have been conducted in specific p r o w s ,  the Infant 

Head program actually had very little scope to re-allocate resources. The reasons for this 

are two-fold. First, the absolute budget of h e  program was reiatively small, and second, 

while the actual expansion list was ody  about 10% of the budget, the expansion list plus 

shortfall came to about 40%. To e.upect a single program to come up with refeases fiom 

within to cover both the expansion and annual deficit of tiis magnitude was probably 

unrealistic. The primary bamer in this context, as discussed with MSK above, is budget 

siIos; a given program, examining means of improving technical efficiency, cannot be 

expected to release major resources due to the given pro-eram not being able to Iook 

beyond its own boundaries. This self-containment hinders the ability to generate creative 

resource releases, and exemplifies how the CRHA has yet to take on a tntly integrated 

service delivery approach, even in an area like Child and Women's Health, which was 

empiricalIy far more advanced than MSK in t e r n  of a willingness to shift resources to 

improve patient outcomes. 

It is difficult to generalize h r n  the small number of case studies what is the appropriate 

organizational level to target the PBMA h e w o r k  The evidence here wodd suggest 

that it may not be the size of the pro- that is the issue but rather the proportion of the 

budget that must be released in order to cover proposed expansions. If so, it would be 
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important at the outset of the exercise to inform the expert panet to be realistic in 

developing options for expansion, As is discussed below, this issue was aIso an important 

challenge for the Taber group. 

Finally, there has been much debate in the Literature as to the fimction of the program 

budget. The pane1 members expressed discontent with the initial p r o w  budgets 

devetoped as they were based on the regionaI Corporate Data administrative databases 

that did not accurateIy reflect the true activity in the Infant Head program. There is an 

important message here for validating data obtained through regional information 

systems (Mitton et al. 2000). Further though, the more important issue is to derive a 

program budget that is meaningful for the particular group and question at hand. Some 

authors (e.g., Miller et al. 1995) have gone to great Iengths describing how program 

budgets can d o r m  decision-makers as to where spending mi@[ be out of Line with 

health region objectives, and even can highlight areas for more detailed inquiry through 

marginai analysis activity. Indeed. program budgeting has been carried forth over the Iast 

25 years on these premises. However, this body of work in Alberta, and in particular the 

Cranial and Taber exercises, indicate that the primary b c t i o n  of a program budget is 

simply to set the boundaries for activity and cost for a given program. That is, the 

program budget provides a h e  to outline the 'as is' state of affairs. Alongside a 

program budget, a flow diagram can aiso be presented, as per Figure 4, detailing ~e 

services provided within a specific program. Taken in this way, the program budget, 

white having to be based on valid and reliable data, certainly does not have to be 

consaucted to a great leveI of detail. 

In addition, as alIuded to in Section 6.3.1, this highlights the need to have the program 

budset set at the appropriate level. That is, for an exercise in a specific program, a macro 

program budget describing resource use across the health region will not be heIpll. 

While information depicted at this level would likely be useful if the PBMA h e w o r k  

was to be applied across all portfolios in a region, for the micro exercises these broader 

program budgets had no impact at all. The initial intention of program budgeting was as a 

broad brush planning toot (Mooney et al. 1977), and as such the focus should not be on 

the numbers themselves but on descniing the services provided in the program. Placing 
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unrealistic expectations on the program budget, particularly in tenns of how it will 

highhght 'the margins', as stated eIsewhere (Miller et ai. 1997), may be looking for too 

much fiom this tool. Thkdhg of the program budget as a tool to put forth a picture of the 

current state of services within (or across) programs allows it to serve its primary purpose 

of providing an overview of what is there, before moving forward to examine potential 

changes with the m@ analysis. 

In summary, the lack of follow-up of some recommendations in this case study 

emphasizes the need to ciearly highlight the roles of all participants at the outset of the 

exercise. Further, the expected amount for releases should be in line m?th the scope of the 

program overall. Finally, the program budget should not be viewed as an essential 

component of the PBMA h e w o r k .  It merefy serves to lay out the existing senices 

through presenting information in terms of activities and resources; if other tools can 

serve this purpose (e.g., flow diagrams of services, financial statements, business plan 

information), then a program budget does not necessariIy have to be derived for 

successfbl implementation of the framework as a whole. 

6.3.4 Taber Chronic Disease ibfanagement (CHR) 

6.3.4. l General Observations 

Similar to the Cranial Remodeling exercise, the expressed objective of implementing the 

PBbM Framework in Taber was to examine means of re-designing the service delivery of 

chronic diseases with the intent of improving program efficiency. That is, the purpose 

was to identifjl ways in which the same level of need could be met with the same or less 

resources. As Taber was a geographically distinct iocality in the CHR, which was also 

undergoing a research study examining alternative means of physician reimbursement, it 

was thought that Taber would provide an excellent setting to piIot PBMA. 

PBMA 1IfilIed its role of providing a forum within which managers and clinicians in 

Taber could meet to discuss potentid options for redesigning the service delivery of 

chronic diseases. With the complexity of this type of service detivery, and the multitude 

of options found in the literature and put forth by the group, criteria were used to assist 
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the group in ranking their priority (expansion) areas. While a large number of releases 

were initially identified through the one-on-one meetings, after extensive group 

discussion only two minor items remained to stand as potential releases, and in the end no 

formal re-allocations were proposed. In fact, an explicit decision was made to not trade- 

off existing s e ~ c e s  with those on the expansion list, although it was not clear whether 

the p u p  was necessarily stating that the benefit derived fkom the current set of services 

was greater than that which would be obtained if resources were shifted into the proposed 

clinic. Indeed, the reason for the lack of re-allocation is likely more a matter that change 

is difficult, an issue discussed W e r  in the next sub-section. 

In any case, it would not be justifiable to state that the exercise was not valuable or 

usehi. Just as Haas et al. (2001) report, re-allocation should not be the only outcome on 

which to judge the success or failure of a PBblA exercise. While a more complete 

evduation of the exercise is found in Section 6.3.5, it can be emphasized that there was a 

sense by the group that the way of thinking within Taber was influenced for the positive. 

particularly around recognition of the need to use evidence in the decision-making 

process, and to consider costs and benefits when making policy recommendations. 

Importantly, the group did identify priority areas for future expansion. Thus, even though 

the cmup was unwiIIing to give up existing services to h d  areas for expansion, when 

new dollars do become available for Taber, an initial sense of how these resources should 

be divided up has already been formed. Of course, what was not done was to consider the 

opportunity costs of investing new dollars in chronic diseases versus some other use of 

new resources in Taber. Only if it was deemed that the most benefit for the given new 

resources available could be derived fiom investment in chronic diseases, vis-$vis 

explicit comparison to the next best use of those resources, should in fact such an 

allocation take place. This will be an important issue for the personnel in Taber to 

address, shouid additional resources become available. 

6.3.4.2 Specific Issues Hiehli-&red 

-4s with the other case studies reported above, generalizable truths about what wiU and 

will not contniute to successfd PBbM applications in the future c m o t  be conclusively 
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drawn with this study as designed. However, comments can be made as points for 

consideration in future studies. As with many PBMA studies in the past, the primary 

challenge of the Taber case study was the difficulty in finding resource releases to stand 

against expansion items," and the subsequent inability to make explicit re-design 

recommendations based on expansion and resource release lists. While the researchers 

were Iead initidly to believe that the Taber expert panel would have the authority to 

make recommendations for change, and indeed senior management in the health region 

did confirm this to be the case (personal communication, Dr. P. Hasselback, Feb. 28, 

2001), the group itself did not feel that it was able to release in some areas to invest in 

others. There are likely a number of reasons why this was the case. 

First, there is no operational manager in Taber with authority over priority setting and 

resource allocation decisions. The Taber group practice (six physicians), the Taber 

hospital, the home care program and the many other health care services each operate 

independently, with those senices faIIing within the domain of the health region 

reporting to management in Lsthbridge. As a result, it is difficult for an expert panel, with 

representation from the different health care senices of Taber to reIease resources in one 

area and invest in another. As such. the group's ability to derive an innovative re- 

allocation plan was, in the end, actually quite limited. This is interesting as the set-up of 

Taber, in particular with respect to the Taber Integration project (descn'bed in brief in 

Section 1.4.5) was purposeWy designed to e&Ie creativity and Bexliility across the 

Taber budget. That these snuctural changes (e-g., hiring an operational manager) did not 

materialize were beyond the scope of the PBblA project, bur certainly contributed to the 

group not making re-allocation decisions. L'ItimateIy, these points reiate to the degree of 

empowerment of the expert pane[. Even without an operational manager who has 

authority across budget lines, an adequately empowered panel should have the ability to 

make recommendations for resource re-allocation. The empowerment, of course, has to 

come from senior management within the health region; the roIe of the researchers, in a 

case such as this, would be to ensure, through discussions at the outset of the exercise, 

-- 

Resource release items were identified m the one-on-one meeting, but the larger p u p  was unwilhg to 
put fonh any of these items to 'stand' for explicit comparison on the basis of costs and benefits against the 
expansion items. 
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whether the group felt that they did have the ability and authority to make allocation 

decisions. 

Furthennore, in most health regions, inciuding CHR, as was found in the Key Decision 

Makers Survey, there is little incentive to re-allocate, as new budgets are based on 

previous year's expenditure, not on what was budgeted. As such, historically, a culture to 

foster re-design has not been present in health regions (and their predecessors, health 

boards and individual hospitals). Further, a basic premise of PBMA is do identi@ ways to 

meet more need within afired budget. However, this is problematic, as rarely in practice 

does a given service area have a genuine fixed budget, as noted, for example, with new 

budgets being based on what was spent, not what was budgeted. Without an incentive to 

re-allocate, and the structure to do so, it does fit that the Taber group was not willing to 

put forth potential releases for comparison to expansions, and thus that re-allocation did 

not occur. 

The second reason tbr the difficuIty in actually releasing resources was probably due to 

the small town nature of Taber. In m l  areas, health care is often the largest employer. 

As labor makes up the majority of health care budgets, when re-allocation is brought up, 

individuals in small towns often consider the impiications of change with respect to 

colleagues or neighbors losing their jobs. There is no easy way around this prubiem, 

particularly when re-allocations are being considered across programs, On the other hand. 

in rural areas there is less of a focus on specialists, and as  such there may be more scope 

for moving personnel fiom one area of health care to another. Indeed, however, when the 

expert pane1 had to rank the top priorities for the proposed clinic, there was a great deal 

of resistance, because the group members were in essence being asked to rank people that 

they knew and cared for. In order to re-allocate, areas for release must be put forth; being 

deeply challensed with &g priority areas, it should have been no surprise that the 

group would struggIe with the releases. Interestingiy, a senior vice-president in the CHR 

commented that this may be the case because most of the expert panel had not had 

previous allocation experience. Tbus, it may have been too much to expect re-allocation; 

this is an important point with respect to the need for proper education regarding basic 

economic principles, and for the need to select both a representative expert panel and one 
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decisions in the past. While these suggestions might not solve the challenge of re- 

allocation, greater emphasis must be pIaced on these in hture studies before abandoning 

hope of getting at the genuine shifting of resources in health regions. 

The issue of resource release is discussed here in much detail as it is one of the key 

unresolved issues in the PBMA literature. Although a resource intensive activity, the 

model used in these case studies, which had not been used in any reported PBMA 

exercises previously, was that of one-on-one meetings with panel members. This activity 

would be highly recommended for Fume PBbiA activities. In fact, the list ofpotential 

releases in the Taber exercise numbered over 20 items, each of which was generated 

when the research associate met with the panel members individually and worked 

through a series of questions as outlined in the Methods Section above. That the group, in 

Taber, chose not to proceed with re-allocation is a different issue. In the past, the 

challenge has been in identifying reiease options; this was clearly accomplished with the 

individual meeting approach, not only in Taber, but in the other case studies in the CRKA 

and HHA as well. It could also be argued that this is a better approach then that piloted 

by McIver et al. (2000), whereby priority options were set for the given health authority, 

and then. based on a set of blanket criteria options for release anywhere in the region 

were fair game. The problem with that approach is that it is not clear whether it allows for 

the focus to be at the mar*. Thinking at the margin provides a means for the experts to 

shift resources from one sercice to another and enables the costs and benefits of the 

options to be compared by one pIanning group. Thus, the opportunity costs are weighed 

explicitly, whereby the 'value' of enhancements vis-a-vis releases are compared (and 

decisions not to change form the status quo can be made). The one-on-one meetings 

certainly provide a means for the releases to be identified, upon which the expert panel as 

a whole can make the necessary trade-offs. 

Finally, although the panel was not willing actively to re-allocate monetary resources to 

h d  the clinic, they were interested in taking advantage of additional resources made 

avdab te through attrition, as indicated by their first recommendation. As such, it can be 

inferred that the group did indeed favor redesign, just not redesign at the expense of 
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other existing programs (through re-alIocation). Further support of this is evidenced 

through the h a 1  three recommendations, through which the panel showed an interest in 

changing current practice through group visits, a mdtidisciplinary team approach and 

geographically integrating service providers involved in chronic disease management. 

Thus, it can be said that it was not that change was the barrier so much as giving up 

existing services to obtain that change, and that the culture of growth in health regions 

supports the provision of historically provided s e ~ c e s  that may no longer be good value 

for the resources spent. 

6.3.5 Case Siudy Evaluarion 

Rating the success of the exercises based on the criteria outlined in Section 4.4.1 proved 

to be interesting, particularly noting other recent PBMA work internationally. In general, 

it has been reported in the literature that the primary objective of PBMA is to re-allocate 

resources to improve benefit for the available resources (e.g., Donaldson and Farrar 

1993). Initially, the approach for the case studies in this research project was no different. 

M a t  was exciting was noting that through the PBMA evaluation conducted in Alberta, a 

number of other relevant PBbM application outcomes were identified, which are 

presented under the 'output' box in Figure 5 (page 185). (Note, Figure 5 is discussed in 

detail in Section 6.5.1. below.) Against this broader set of evaluative criteria, both the 

CnniaI Remodeling and Taber exercises can be deemed to be successful, even though, in 

the Taber case study, no re-allocations were proposed. This notion of a broader set of 

outcomes for this type of work has also been reported in Australia (Haas et al. 2001), and 

was perhaps lacking in previous studies which were more focused on the economic 

aspects of the work, as opposed to thinking of PBMA more broadly as a tool to consider 

evidence in the priority setting process and to aid decision-makers in working through 

complex decisions. This line of thinking was also cleady present in a recent presentation 

at an internationd health economics meeting, in which Peacock (2001) argued that re- 

allocation of resources is only one measure of 'success' of a PBMA exercise. Other 

important outputs firom a PBhA process, as was argued, include a change in the decision 

making culture, a reaht ion  of ownership by managers and physicians of the planning 

process, and the ongoing use of a systematic priority setting framework. 
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That other important outcomes did result from both the Cranial Remodeling and Taber 

case studies was confirmed through the follow-up surveys. In particular, participants in 

both case studies found the PBMA process to be user friendly and almost all stated that 

further use of the framework in these health regions was warranted. Further, participants 

commented that they had improved knowledge of the particular service area being 

evaluared. Clearly, the process did enable evaluation of historical services, in both cases 

options for re-design were proposed, and in the cranial exercise re-allocation of resources 

was recommended. Participants in the cranial exercise were particularly enthusiastic as 

they believed, based on their expert opinion and the literature (e-g., Kelly et al. 1999), 

that the proposed changes would improve patient outcomes; in Taber, the actual impact 

on health outcomes will be dependent on how the group decides to move forward in 

implementing their identified expansion option for chronic diseases, although the 

literature does support greater integration of chronic disease services (e.g., Wagner et al. 

1996), as proposed in the recommendations. 

Interestingly, almost every expert panel member inten+iewed on follow-up stated that the 

exercises would have been valuable regardless of whether resources were re-allocated. In 

the past, the primary focus of PBM4 exercises has been to shift resources to meet more 

need (e-g., Ruta et al. 1996). That the process in and of itself has value was an 

unexpected finding. The inference that can be taken here pertains to the importance of 

evaluating services historically provided. That is, through the evaluation of existing 

s e ~ c e s ,  the goups were able to develop service delivery recommendations that would 

not have resulted had they not gone through a P B W  exercise. One of the most valuable 

results of any PBMA exercise is IikeIy to be the knowledge obtained fiom evaluating the 

current slate of services in direct comparison to priority areas. As discussed with the Key 

Decision Makers Survey, benefit is unIikely to be madximized with historical allocation, 

and as such there is a need within health regions to evaluate existing services. However, 

the average manager has neither the time nor necssariIy the ability to conduct program 

evaluations based on the costs and benefits of those services. As shown in these case 

studies, PBMA provides a w e  to +guide managers in understanding the notion of 

opportunity cost and in practically critiquing existing services vis-a-vis a new alternative. 

Supported by trained health researchers, to draw in appropriate evidence fiom the 
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literature, a program or series of pro-grams can be-@ to move away firom historical 

aUocation to systematic evaluation and improved outcomes for the resources available. 

One Wer point to note is that with such evaluation, the h e w o r k  should not be 

examined in a controlled environment where there is 111 information at hand; the real 

world of decision-making is much more complex, and it is in this real world that PBMA 

must be able to perform, as was the case in the case studies reported on in this thesis, to 

have any future merit. 

Further, in terms of evaiuation, one point made almost unanimously through the follow- 

up survey responses was that PBMA would be a useful tool for fiuther priority setting in 

the given health regions. This is important because in the Key Decision Makers Survey it 

was reported by most managers that it was thought that PBhM would be a usefbl 

kamework to aid in che priority setting process. That maaagers involved in the actual 

case studies gave a similar report suggests that further exploration with PBMA is likely 

warranted. 

Of course, one cannot directly infer kern this discussion that the use of PBMA in the 

decision making process is an efficient use of scarce health care resources. That is, while 

mo of the three case studies in this project can be deemed to be a success as rated against 

a broad set of evaluative criteria, and indeed that in the opinion of the two expert paneis 

patient outcomes would improve with the implementation of the given recommendations. 

in the end it is not known if allocating resources to a PBK4 process is worthwhile. given 

alternative approaches to priority setting and even against other uses of the participants' 

time. As the study objective in this case was to examine the feasibility of implementation, 

this is not a direct concern for this project. However, more work is clearly required to 

examine the effectiveness and cost-effectiveness of PBMA vis-a-vis plausible 

alternatives. 

What can be done here is to calculate the costs of the individual exercises. Based on the 

time requirements outlined in Section 4.4.4, assuming an average panel participant wage 

of $50 per hour and an average research associate wage of $25 per hour, as weU as $75 

and SlSO per hour for the two health economists, the cost of the Cranial Remodeling 
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exercise was approximately S8500. For the Taber PBMA exercise, personnel costs, based 

on the times laid out in Section 4.4.5, amounted to about 526,000. Accounting for an 

addition S3000 for travel to Lethbridge over the I0 month period for the health 

economists, the total cost of the exercise was about 529,000. While project costs were 

covered by the research grant, if PBMA is to be routinely incorporated into the priority 

setting process of the health regions, the regions themselves would have to earmark 

si-gificant resources for this work. Only one other study in the PBMA literature reported 

on the costs of conducting the P B M  exercise (Wiseman et ai. 1998); the costs of the 

two exercises reported on in that paper were similar to the costs for the Taber exercise. 

.a mentioned, the current study cannot inform as to whether this is a worthwhiIe means 

of spending health region resources compared to some alternative. However, as Jan 

( 1999) argues, the cost of 'doing' PBhM is undoubtedly greater than the cost associated 

with routine practice, which is likely to be historical decision making. The question then 

becomes. is the benefit obtained from a PBhIA exercise worth the additional (i.e., 

incremental) cost. To answer this, a study would have to examine the benefits (e.g., 

outputs listed in Figure 5) derived &om a PBMA exercise as compared to historical 

decision-making. If it was found that in a given circumstance, the outputs would not 

differ, it would not be justifiable to spend the additional resources for a PBMA exercise. 

&\at can be inferred kom this project is that panel participants consistently stated that 

going through the PBMA process lead them to recommendations which would not have 

been reached had they not gone throu* the exercise, Still, this cannot be equated with 

stating that the outputs (or outcomes) were better than what would have been reached 

with historical decision makins. 

The probIem of how to formaIIy test this issue of course arises, in particular in terms of 

the unlikely plausibility of having adequate control in a prospectively designed study. To 

overcome this dilemma, a combined quaiitative/quantitative methods approach would be 

useful. That is, a prospective study with a historical control from the same program or 

concurrent control from a simiIar pmgram eisewhere in the RHA, or from another EtKA, 

could be utilized, with long-term foUow-up, enabling genuine changes in outcome to be 

measured for both historical decision-making and PBMA. However, as the design would 



150 

be inherently weak, qualitative work could be carried out, following some of the issues 

addressed in the follow-up survey used in this project, to identi& the views of decision- 

makers on the different priority setting approaches. Ultimately, the aim of such endeavor 

would be to inform as to whether the additional costs required to conduct a PBMA 

exercise were worthwhile, with respect to the benefits derived irom such an approach 

compared to the alternative. Alternatively, this problem could be addressed by simply 

asking, 'What other managerial activities are ongoing in the health region which take up 

a similar amount of resources to a PBMA exercise, and what is the effect of that 

activity?' In this way, perhaps a formal study does not have to test the costs and benefits 

of managerial activity, bur rather more informal assessment from senior management 

would suffice. 

6.3.6 Case Study Limirations 

One potential criticism of this work might be the difficulty in generalizing to other 

regionalized jurisdictions in Canada, based on the reporting of only three case studies. 

While this is of course a fair point, that PBMA has been used in close to 60 health 

regions world wide does provide some justification. in and of itself, that there is 

something about this priority setting M e w o r k  that managers are attracted to. Through 

this research project as a whole, it has been found that organizational issues to using a 

h e w o r k  like PBMA in the decision-making context of health regions are more 

important than issues pertaining to the b e w o r k  itself. Such issues include whether 

senior management has given Full support to its use, whether the structure of the 

organization allows for re-allocation across budget silos, and whether politics will 

prevent evaluation of historical service provision. PBMA provides an explicit f o r u ~ ~  to 

examine service provision, and is based on the fundamental economic principle that in 

a I l o c a ~ g  resources to one option, some benefit is (implicitly or explicitly) lost by not 

allocating those resources elsewhere. As such, managers should at least consider the use 

of PBMA in the priority setting process; the caution comes not so much with the 

h e w o r k  itself, but rather in setting the M e w o r k  within the organization, and in 

particular, whether a culture to support evaluation, based on evidence and local expert 

opinion, is present. 
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In addition, these case studies did not set out to measure the impact on health outcomes 

resulting from the PBMA exercises. As the basic premise of PBMA has always been to 

maximize benefit for the given resources (Donaldson and Farrar 1993), without 

quantifiabIe measurement of that benefit, it is not possiile to know if PBPviA does make 

its ultimate contribution. That this study found a number of alternative (and interim) 

outcomes is important, but not in and of itself sufficient to justify 111 scale adoption in a 

given health region, ClearIy, firther longer-term research is required, likely with 

alternative srudy designs, to determine the true impact on patient outcomes. In the cranial 

exercise, for example, the expert panel 'thought', based in part on the literature, that 

outcomes would be improved with the proposed expansions implemented; however, this 

does not mean they will. No study has previously followed the long-term outcomes 

resulting from a PBLW application, and thus this should be a focus of fiuther research. 

6.3.7 Comments Specrfic to Follow-up Survey 

The primary aims of the PBPvW tbllow-up survey were to determine the strengths and 

weaknesses of the PBbU exercises conducted in the various health regions, to detennirle 

if the regional personnel would recommend fiuther use of PBh4.A within their health 

region, and to identify parts ofthe PBM.4 h e w o r k ,  if any, that should be changed to 

suit better the specific regionaI context in which it was applied. In addition to the results 

kom this survey, discussed in the above sections, the structure of the foIlow-up survey 

itself should be noted, as it could potentiaI1y be used in hture PBMA exercises in other 

settings. This will provide a tool to support an important finding in this research, that 

more evaluation of PBbU is required rather than simpIy reporting more one-off PBblA 

exercises. Interestingly, srmctured loiIow-up to measure outcomes has also been 

conducted in one recent PBLCW study in Austraria (Haas et al. 2001). Importantly, the 

evaluation through follow-up reported on by Haas et al. had numerous similarities, 

reporting that there was value in examining a historical set of services provided and that 

increased communication amongst managers and between managers and clinicians 

resulted. They also reported, simiIar to the 6ndings herein, that a formal mechanism to 

implement PBMA exercise recommendations is required and that more work related to 

the identification of resource releases is needed. When considering the literature, that 



152 

PBMA has been used for over 25 years with little effort on evaluation is quite surprising. 

This is an important aspect for all future PBMA studies, and will certainly aid in M e r  

determining what works and what does not. 

The primary limitation of the follow-up survey was the Limited sample size. Viewed 

independently, the responses of a specific expert panel must be taken with some caution. 

However, with the seven case studies in Alberta in total to date, the total number of 

expert panel members to participate in the follow-up survey will be about 50. Once all of 

the studies are complete, and the various follow-up s w e y  results tabulated, key themes 

will be identified and findings across the exercises can be further reported. With Taber 

and Cranial Remodeling, as reported here, this process has begun, and will c e d y  

continue, even beyond the current set of exercises within the research project in Alberta 

lt will be important to apply the follow-up survey in other countries as well, as a body of 

Literature around follow-up of PBPvIA studies could readily be developed, providing 

insight directly related to information obtained Eom the Authors Survey and to h t  

which might be ascertained if the Key Decision bfakers Survey was also used 

internationally. Viewed in this way, the actual measurement for evaluation of PBblA 

through follow-up is just beginning. 

A strength for the case study folIow-up design was in interviewing expert panel 

participants as well as outIining a set of questions to guide the research team in 

identifying imponant issues. This dual reporting mechanism worked well, and wouM be 

recommended for hrure exercises. The main reason for including the research team 

follow-up is that with any exercise, there are soing to be issues not necessarily made 

known to the expert panel members. As such, the unique view that the researchers can 

offer, from the suppoai facilitation aspect ofthe project is quite useful. Whether a 

structured set of questions is required is debatabIe, but certainly in this case did add to a 

more complete understanding of the given exercises as well as in identifying ways to 

adapt the fkmework for hture priority setting activity. 

Finally, the original research proposal had caIIed for the same managers i n t e ~ e w e d  for 

the Key Decision Makers Survey to be reinterviewed for the follow-up survey. This was 
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not done as the senior administrators interviewed initially would not have been impacted, 

across the organization, &om the specific case studies conducted. Thls is an important 

finding in itself, and suggests that more work at the senior levels must be done to get to 

the point where as a whole the organization is thinking about economic principles and is 

open to explicit priority setting. Ln essence, these individual case studies did not have the 

organizational impact that was initially expected. Further case studies, seminars, and a 

broader implementation of PBMA, are required to have an impact at the organizational 

level. 

6.4 Other Unresolved Issues 

A number of M e r  comments about the case studies can also be made. Drawing back to 

the unresolved issues in Section 2.4.4, points already addressed in the Discussion 

pertaining to the specific exercises include issues of data (Sections 6.3.2 and 6.3.3.2), the 

formation of the expert panel (Section 6.3.4.2), organizational and/or cultural barriers 

(Sections 6.3.2 and 6.3.3), the need for evaluation of P B X 4  (6.3.51, and finding resource 

releases (Section 6.3.4.2). Still to be considered here are issues around the incorporation 

of community insight and the issue of equity. In addition, brief comments are also made 

pertaining to the level of support required from a research assistant to conduct a PBlMA 

exercise. 

In neither the Cranial Remodeling or Taber exercises were community views brought 

explicitly into the marpinal analysis expert panel process. In fact, public views were not 

directly considered in any of the seven case studies conducted in the three health regions 

for this research project as a whole. In the cranial exercise, this was an explicit choice; in 

the Taber study the issue was simply not raised by the researchers nor the panel members. 

From the Key Decision Makers Survey, it was clear that senior managers across the three 

regions favored more explicit consideration of views itom the community, although they 

had few practical suggestions on how this might be carried out. Although no PBMA 

studies reported on in the literature have included a member of the pub tic on an expert 

panel, there is really no reason why such an individuaI should not be present. Questions, 

of course, have arisen in the literature on the willingness of the pubtic to be a part of the 
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decision-making process in health regions directly, and it would be difficult to have an 

individual who was representative of all the views in the community. On the other hand, 

the point of public involvement would not be for the participant to be representative of all 

other members of the public, but rather to bring to the table a public perspective. 

In the case studies conducted for this research project, the justification for not directly 

including public input is, in fairness, quite weak. First, no manager or expert panel 

member, in any of the case studies, stated unequivocally that a pubhc representative was 

required. This obviously is an inherently biased position, and it may have been a mistake 

on the part of the researchers to not have pursued the issue. Second, there are limited 

resources in conducting a PBbM exercise, The additional cost required to seek out a 

public member was not deemed (implicitly in some cases, explicitly in others) to be 

worth the added value of having such an individual on the expert panel. On the other 

hand, some managers already have links to public members who they often consult with, 

and thus ail that may have been required was a phone call and invitation. One angle that 

was discussed with respect to the &a1 exercise was to have a focus group, through 

which community views could be elicited and fed back into the marginal analysis 

sessions. More so here, additional resources would have been required to pursue this 

option. In the HHA, following a presentation on one of the case studies to the board of 

that region, a board member suggested that as the board has the mandate to represent the 

public, it should be a board member, as opposed to a member of the public at large, that 

shouId be approached for inclusion on an expert panel, if such a path was to be pursued. 

With the forthcoming elections of the boards of heaith regions in Alberta, another link 

between community members and health region decision-makers likely will be fostered. 

What became clear from the case studies is that the public could readily be included in 

the P B K 4  process, either as a pane! member or through other means such as focus 

p u p s .  That this was not pursued does suggest that there was a lack of desire on both the 

part of the researchers and managers involved in the given exercises. In the end, and at 

the least, this is an issue that should be explicitly dealt with, at the advent of future 

studies. 
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It has also been argued in the literature that PBMA has the ability to consider issues of 

equity, in addition to the principle of efficiency. In fact, equity is really no different than 

any of the other potential criteria used in a given exercise to judge whether trade-off of 

expansions and contractions should be made. reviewed in the Background Section, 

some authors have called for more explicit consideration of the principle of equity (e.g., 

Madden et al. 1995). However, the question here is really not whether PBMA can handle 

the principle of equity, but whether the given expert panel has a willingness to examine a 

wide range of criteria in assessing potential changes to the mix of services delivered in 

the program, or in a macro application, across programs. Indeed, the criteria will change 

depending on the context and question at hand. For example, in the Taber exercise one of 

the criteria was, 'Matching the philosophy of the Inte-gation project'. This is obviously a 

very specific criterion which is of importance to that group of experts in Taber. In the 

macro work in Child and Women's Health, CRHA, currently underway, managers chose 

to include a criterion of 'urgency', to capture the fact that some services must be provided 

immediately or patients would have to be transferred to other major centers. The 

important point for any exercise is that the criteria on which judgments wiI1 be based 

must be identified and explicitly laid out at the outset. If equity is an important principle 

to that local set of decision-makers, then it shouId be included, amongst other items. Of 

course, how the managers will choose the criteria is a different manner. It may be that the 

health region already has defined overarching criteria, phrased as objectives in a business 

plan, or it may be that in a particular area public consultations would be valuable to gain 

insight into what the public views to be important for decisions pertaining to the spending 

of their tau dollars. In any case, as mentioned, the issue of criteria should be addressed 

early on in the marginal anaIysis sessions. Equity is just one such criteria that can be 

considered in the process. 

The research associate must have critical Iitenture review skills, have an understanding 

of the basic economic principles, and be comfortable working with large databases; it is 

reasonabIe to expect that such a person be trained to a masters level upon commencement 

of the given project. Perspectives from the follow-up survey would suggest that with 

proper training, health region personnel could conduct PBMA exercises without direct 

involvement h m  health researchers at a University. However, this does contrast 
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evidence presented in the Authors Survey, and as such further study of this issue is 

required before researchers simply 'hand-off the process to a health region in 

expectation that PBbIA would necessary be taken up as a part of the routine priority 

setting process. 

6.5 Lessons Learned 

Previous literature has suggested data issues to be the greatest barrier for a PBMA 

exercise. In fact, in Alberta, data is already used routineiy in decision-making; the key 

issue is really not data but is rather organizationd and managerial barriers to change in an 

integrated delivery system. Change here refers both to the uptake of a new mechanism 

and implementing recommendations as a result ofa given exercise. Set in the context of 

the decision-making environment, strategies to facilitate success must be formulated, 

drawing in management and organizational behavior literature. A second major theme in 

the priority setting literature is in finding resource releases to fund proposed expansions. 

This work would suggest one-on-one meetings, piloted for the first time internationally in 

this research project, as a sound means of identifying areas for releases. Organizational 

issues including the structure and environment, as well as the mix of players involved in 

the process and the degree of empowerment of the expert panel, will be primary 

determinants of action taken on identified releases. Clarity in who is to implement the 

recommendations and resources to suppoa the action are necessary. Third. realistic 

expectations must be placed on the program budgets; they are meant to provide a map of 

current service delivery, and as such must be focused at the level of the question at hand. 

Fourth., expert panels must be representative of key stakeholders, but also not overly large 

as decisions must be made in a timely manner. While not tested directly here, public 

input may be a valuable component of a particular exercise and as such should be 

considered at the outset of future studies. Fifth, the researchers and panel members 

should recognize that re-allocation is not necessarily the primary outcome for a PBPvIA 

exercise. That a group is able to come together, put their individual values on the table, 

and attempt to evaluate services that have been provided historically is extremeIy 

important. Further, that the 'outcomes' of the process are not always quantifiable does 

not mean that the framework should be viewed negatively; rather, managers can be made 
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aware of the range of potential results, noting that an explicit plan for redesigning 

services is only one such outcome. Sixth, the question guiding a particular exercise 

should match the scope of the program. That is, the p u p  must have a realistic sense of 

what can be accomplished within the constraint of budget neutrality. In fact, it is 

to expect that following a priority setting exercise, a program may have to advocate for 

more resources h r n  the hedth region to fund potentid expansions. This is the culture 

which has been bred in health care, and thus to varying degrees different programs (and 

specific managers) will differentially acknowledge the need for genuine re-allocation as 

opposed to simply accepting that resources should always increase. Finally, there is a 

need to examine the relationship between physicians and health regons with respect to 

priority setting. The broader issue is the rnis-alignment of incentives between these two 

groups; specific to setting priorities, unless structural and reimbursement issues are 

addressed, health regions will continue to hold the responsibility for setting priorities but 

will have less power then they could to influence change. 

Importantly, with the pragmatic and individualistic nature of each PBMA application, in 

a largely uncontrolled observational setting, it is likeiy that no one result from any hedth 

region will necessarily be generalizable to even a similar setting elsewhere. This is 

actually the point of PBM.4 in that it is based on sound economic theory, as presented in 

Section 2.3, as are other economic approaches to priority setting such as cost-benefit 

analysis, yet because of its pragmatic form PBhM provides a clear advantage over these 

more rigorously developed (i-e.. 'internally vaIid') approaches. Drawing information into 

the exercise Itom elsewhere is important, but in the end the Iocal decision-makers have to 

make the decision. That PBhLA can aid in this process by providing a forum to consider 

many different inputs into the decision-making process, in an explicit, open and 

pra-matic manner is its central tenet and rationale for why this h e w o r k  should 

justifiably be used in M e r  case studies in AIberta and Canada, and should continue to 

be used internationally. OveraLI, while there are imperfections with PBMA, particularly 

around the fit of this h e w o r k  within an crgauization, a s  Cohen (1995) states, 'It is 

improvement that is sought not perfection, and application of the.. . h e w o r k  appears to 

offer a clear improvement in the way priorities are set.' 



6.5.1 Empirical Framework Developed porn this Research 

Based on the empirical evidence fiom this research project, a diagram of the PBMA 

process can be depicted as per Figure 5 @age 1851, which draws out some of the 

important organizational barriers and facilitators to the uptake of the flamework and 

ultimate follow-through of recommendations. This model encompasses some of the key 

issues highlighted by Peacock (2998), as discussed in section 2.4.4 above, for the 

development and application of PBMA as a practical decision-making aid, and serves as 

a summary of key issues presented in previous sections of this thesis. Most importantly, 

this model is put forth as  an 'evaluation framework' for future PBMA studies, which will 

require prospective application and validation. Indeed, innovative designs should be 

pursued through which comparison to the depicted model can be made. 

Previous work in the PBPvIA literature has essentiaIly examined the PBMA process in 

isolation. That is, the focus has been on defining a program, developing a program 

budget, sulIung a marginal analysis expert panel, developing incremental wish-lists and 

resource release options, and then making recommendations for potential service re- 

design. Wt.1IIe the findings tiom the Authors Survey indicate that this process is not 

necessarily flawed. the lack of even greater proliferation of PBMA than that observed to 

date has likely been due to the PBbL4 process not being properly applied with an 

understanding of the decision-making context of health regions. When key decision- 

makers in Alberta stared that P B X 4  wouId be usel l  for priority setting in their 

respective health regions, it is unlikely that hI1 thought was being given to the important 

organizational and managerial cfiaIIenges pertaining to change in health care. What 

Figure 5 attempts to do is set the PBMA process within the context in which it is to be 

appIied. Observed through this Lens, it was only after the case studies were conducted that 

it became clear that there were a broader set of influences that were contriiuting to the 

success or faiIure of a given exercise. While some of these were hightighted through the 

.Authors Survey, and others may seem intuitive, the noveity of the empiricd mode1 in 

Fi,we 5 is in bringing these different factors together- 
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Thus, the empirical model was depicted to portray a number of 'inputs' which should be 

in place for the PBEUL4 process to be conducted. Then, listed under the 'PBMA process' 

box are a number of the key 'Iessons learned', as per Table 22, presented in Section 5.5. 

From there, numerous 'outputs' potentially resuIt from any given PBMA process. As per 

biooney et aI. (1997), these outputs include resource re-allocation and patient outcomes, 

but are expanded to include a broader list such as the evaluation of historical services and 

improved lcnowIedge of a given senice area This broader set of outputs, as already 

shown in Section 6.3.5, can be taken as evaIuative criteria on which the P B U  process 

can be rated.'J Furure case studies can use this List of criteria, k t  to test its validity, 

particularly noting that it was created following the compilation of results from this 

research project, but further, with refinement, it can be used to judge the success or 

failure of future PBbU studies. In this way, a standardized evaluation tool for PBMA 

studies can emerge and be used in health regions intemationdIy. Coupled with work 

comparing the use of PBLMA to other aiternative uses of managerid rime, an 

understanding of both how best to use P B X 4  (i.e., is it doins what it should be doing) 

and whether it is a worthwhile activity for managers, will result. 

Bamers and facilitators to the PBbU process are aIso included, based primarily on the 

case studies and follow-up survey, although certain factors also arose in the Authors 

Survey. From the MSK example, it became apparent that some PBMA exercises will not 

even get off the ground, thus the need for barriers and facilitators after the input box but 

before the process commences. Similarly, factors following the PBhW process may 

prevent recommendations from being reached or followed-through to the point ofbeing 

put into practice. and other factors may serve as facilitators. For example, the Cranial 

Remodeling exercise resulted in a number of recommendations for re-design, some of 

which were not (at least in the short-term) acted upon. In the case of chronic diseases in 

Taber, the group was challenged in making trade-offs between resource releases and 

expansion areas, thereby resulting in a series of recornendations which, although wodd 

'' Mooney and Wiseman (1999) make h t  point b t  tbe @en management p u p  (or cxpm panel) can 
define their own evaIuative criteria. While t6is then poses the danger of becoming overly subjective, 
perhaps a standardized set of waluauve criteria should be used, but that within rhe context of a given 
exercise, outputs unique to that situation cudd aIso be iaciuded. 
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move towards the goal of improved patient services, would not (again, at least 

immediately) result in the shifting of resources fiom existing services to the preferred 

mode of delivery for chronic disease patients. In these ways, the empirical model in 

Figure 5, with the barriers and facilitators as outlined, can help to explain the overall 

outcome of each of the three case studies descnied in this thesis. Again, fiuther testing of 

this model is required to validate the barrier and facilitator boxes in the model, as it is not 

known whether the empirical observations h m  this study are truly generalizable to other 

jurisdictions. 

Interestingly, based on the empirical observations fiom this research project, three of the 

recommendations put forth by Peacock (1998), outlined in Section 2.4.4, as prerequisites 

for the application of PBLMA also arose here, namely the need for organizational stability, 

training on relevant economic principles and the presence of high level leadership. 

Several of the other points suggested by Peacock, including the need for integration of 

h d i n g  and priority setting mechanisms, acceptance of key piayers to examine both costs 

and benefits, the involvement of clinicians, and an ongoing commitment to r e b g  

priority setting activity, did not arise directly in the Alberta case studies, although they 

are certainly not contradicted either. In fact, intuitively, each of these W e r  points does 

make a great deal of sense, and thus should be considered in the refining of the empirical 

h e w o r k ,  as it is put to the test folbwing the application of the PBMA h e w o r k  in 

other senings, through future research. Further, and in support of an empirical model as 

developed, Peacock ( I  998) states, 'Op,anizational context and policy changes during a 

PBMA study may ultimately determine whether the priority setting process is successfkl 

in changing the cuIture of planning, and in the implementation of study results.' 

Finally, the box at the bottom of the model in Figure S provides several means for 

d i m o n  ofthe PBhM Mework  in a health region. Again, these are based on the 

empirical observations hrn h i s  research project, and thus do not constiture factors 

which will necessitate success in apptying PBMA. As well, this box pre-supposes that the 

use of PBEvW is a worthwhile endeavor for managers, vis-a-vis other managerial activity. 

-4s already mentioned, further research is requited to test this position- 



6.5.2 Consideration of non-PBM Literature 

6.5.2.1 Overview 

Already mentioned in the discussion above has been the notion of organizationd bamers 

to the uptake, implementation and follow-through of a b e w o r k  like PBMA. Indeed, 

the PBMA process as depicted in Figure 5 necessarily occurs within the decision-making 

context of an organization. This context was touched upon briefly in Section 6.2.2, 

specifically with respect to integrated delivery systems. Following the development of the 

PBMA model, a broader set of literature was reviewed to identify if a theoretical 

tiamework for decision-making, or even more specifically priority setting, had previously 

been developed. The purpose in doing so was to determine whether or not a more 

generalizable, theoretical framework exists, against which the PBMA model (Figure 5)' 

empirically derived from this research project, could be compared. If the empirical 

observations from this study have been reported in a generalizable form previously, more 

confidence can be placed in the current results. On the other hand, if such a broader 

model is not identified, the PBblA model can be put forth as a starting point for further 

testing in other jurisdictions. 

In order to identify whether or not a conceptual framework in fact existed, a number of 

journal indexes were searched, including MedIine (1966-2001), ABI Inform Global 

(1986-2001), and PsycINFO (1984-2001). Key terms searched on included 'decision- 

making', 'priority setting', 'evidence-based medicine', and 'resource allocation', bath 

alone and in conjunction with 'theoretical' and 'conceptual'. Relevant amcles were 

obtained and reviewed. In addition, discussions were held with a number of prof~sors in 

the Faculty of Medicine with research interests in management, health policy and 

decision-making, as well as with one Ph.D. student with a cross appointment in 

Community Health Sciences and Management, and with an organizational behavior 

expert fiom the University of Lethbridge. Several key management texts were also 

reviewed. 



6.5.2.3 Theoretical Frameworks 

As expected, these discussions and searches resulted in an uncovering of related work 

spanning a number of different fields. An initial distinction was made between studies 

examining organizational transformation (Beckhard and Hams 1987, Kotter 1996) and 

those examining change processes at the group or individual level within organizations 

(Thurston 1990). Organizational level change would include mergers, re-orientation of a 

company's primary business, and re-development of an organization's mission, while at 

the individual or group level, change might include a new function in a specific 

department or development of a new product. While many of the studies identified in the 

literatwe do not pertain specifically to health care, some basic principles were 

highlighted. The first was to recognize that the PBMA process is attempting to influence 

change at the group or individual level. Issues such as physician reimbursement and 

regionalization itself are organization (or even system) level change, to which a given 

PBEVfA exercise does not speak directly. Further, while related, models of health policy 

shift also are set at a different level (Casebeer and Hannah 1998), as the PBMA process is 

generally concerned with specific changes in service delivery. 

Thidcmg then at a group or individual level, Shortell and KaIuzny (1994) argue that 

change is best understood as a process, and, like many other authors (Rogers 1995, 

Spasoff 1999, iLIink et al. 1993, Grol and Grimhaw 1999, Daley and Kettner 1986), put 

forth a multi-staged description of this process. The basic steps include: awareness that 

there is a gap between what is being done and what should be done; identification of key 

discrepancies; operationalizing the change; and institutionalizing the change into ongoing 

activities. Similarly. Thurston (1990) reports that the phases of decision-making are to: 

identify the problem; search for information; generate solutions; compare solutions; 

choose a solution; execute a solution; and evaIuate the consequences. In some ways, such 

simple approaches do provide a theoreticaI backdrop to which the PBMA model (as per 

Figure 5) can be compared. In so doing, it can be observed that the basic approach is 
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similar. with each of the stages as reported. for example by Thurston, encompassed 

within the basic approach to P B M A . ~  

The main difference in comparing the PBMA model to other decision-making or change 

process frameworks is that there is generally not a direct recognition of the context in 

which the process is set, and thus no model reviewed explicitly included organizational 

barriers and facilitators, nor inputs and outputs of the process itself. The focus, for the 

most part, rests with the actual stages of the decision-making process, and discussion 

pertaining to the rationality (or lack thereof) of decision-making (Thurston 1990, Robbins 

1998, MFblR 2000). This is not to say that barriers and facilitators are not discussed in 

the literature - they are - but rather it is to say that they are not, at least in the studies 

reviewed here, directly included in the decision-making model. Another limitation in 

comparing this literature to the PBMA model is not in the structure or steps of the 

different decision-making / change process kameworks but the underlying fact that the 

priority setting process reco-gizes scarcity, whereas the other models identified in the 

literature do not. This point is discussed in more detail below in sub-section 6.5.2.5. 

Finally, if decision-making or priority setting are referred to as processes, and if PBMA is 

a specific mechanism or h e w o r k  used to aid priority setting, it should be the case that 

parallels can also be drawn to other specific decision-making or change process tools. 

One tool to support the change process which has gained widespread use in the U.S. is 

total quality management or continuous quaiity improvement (Berwick 1989). This 

approach involves systematic examination of an organization's operations and attempts to 

identify means of improving performance (Kalumy et al. 1992). While it is important to 

recognize that such approaches exist, in the context of this discussion, in examining the 

literature for a theoretical Eamework to which the PBMA model can relate, such other 

specific approaches offer little help, as the orientation is one of practice, not theory. 

See Section 2.5.3 for the genenl description of an application of PBM% which as described, fin almost 
exactly with the broader decision-making process steps descnicd here. 



6.5.2.3 Barriers and Facilitators to Change 

Changing the focus slightly, while broad comections to general decision-making 

h e w o r k s  can be made, this literature also provided insight into the decision-making 

context, even if not recognized directly within a theoretical h e w o r k .  As alluded to in 

Section 6.3.2, there are both formd and informal groups in organizations (Shortell and 

Kaltmy 1994). An official organization chart depicts onIy formal groups, such as 

specific departments, but how change occurs in an organization is also determined 

through coalition building and influence set outside of the formal structure. As a result, 

with (supposed) integrated senrice delivery organizations like health regions, some 

groups within the same organization may be receptive to change and others will be 

resistant, even though the (formal) organizational structure is similar. The informal 

structures may lead to differences in p u p  cohesiveness, role clarity, formation of 

relationships, communication, leadership and stages of group development (Shortell and 

Kaluny 1994). In essence, to better understand the change process, informal power 

structures within an organization can be examined (Hislop et al. 2000). Although a 

formal investigation of this important issue is beyond the scope of the current study, in 

general terms. this understanding can begin to help explain some of the diffefences in the - 
uptake of the PBiMA process between MSK and the Infant Head p r o m  in the CRHA. 

Whether a specific h e w o r k  like PBbL4 is to be utilized by a sjven group in a health 

region and whether the findings of an exercise will be implemented depends on many 

factors. The barriers and facilitators presented in Figure 5 are based on the empirical 

evidence Ekom this research project. Jick (1993) takes a slightly different approach by 

discussing characteristics of the change itself'which can influence a favotabIe managerial 

response to that change. These inciude the pace, scope (number of areas effected) and 

depth (number of changes in one area) of the change. Research on the use of economic 

evaluations by decision makers in practice has highlighted two major types of barriers, 

namely those related to 'accessibility' and those related to 'acceptability' (Kernick 2000, 

von der Schdenberg 2000). Barriers of accessibility relate to difficulties in accessing 

pertinent lnfomation and the lack of relevant interpretation skills, while issues of 

acceptability relate to the supply of information in a timely fashion and the quality of the 
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information as it pertains to a given decision making context. In direct parallel to the 

findings of this project, based on empirical evidence, von der Schulenberg (2000) W e r  

suggests that economic evaluation results are ofien ignored because of the inabiIity to 

shift resources across budgets in the health sector. In addition, and similar to the 

empirical PBMA model, Jick (1993) reports that the supporting structures or mechanisms 

in the organization will influence change, as well as whether there is a vision fiom senior 

management that has been directed to the operationaI managers and the political 

dynamics of the change. SimiIarLy, Kernick (2000) states that health economists need to 

recognize the importance of organizational context, and interestingly points to the vdue 

of pragmatic decision-making h e w o r k s ,  specifically naming PBMA. Finally, Jick 

states that change will not occur unless the forces driving the change are stronger than 

those resisting it. 

This last notion has its roots in work in child psychology by Lewin (195 I), who 

attempted to understand change in individual behavior based on what he called 'force 

field analysis'. The basic notion is simple: if the factors driving change are greater than 

the restraining factors, the change is more likely to occur. For our purposes, this notion 

can be transferred to change in organizations, and specifically in examining the PBMA 

model. In a $ven context like itiSK, the PBMA h e w o r k  would not even be used 

because the barriers to uptaking the approach were stronger than the faciIitators. 

Conversely, with the Cranial Remodeling exercise, there was uptake of the approach. 

suggesting that the facilitators outweighed the barriers. In terms of theoretical 

underpinnings of the PBbU model, the point is to examine a l l  of the relevant forces 

facilitating and restraining change (be it in taking up a new approach to pi-g or 

implementing service re-design)- [n this way, the banriers and facilitators listed in Figure 

5 can be thought of as a starting point, against which evidence born other studies 

examining the context within which a priority setting framework is applied, can be 

compared. Several specific barriers and facilitators to change, fiom the management and 

organizational behavior literature, are presented in Table 23, below. 



Table 23: Barriers and facilitators to change in organizations 

'"Based on ~kkhard and Harris 1987, Grol and ~ & s h a w  1999, Lorenzi and G e y  2000, Ash et al. ZOO0 

Barriers* 
Lack of vision 
Discontinuity of staff 
Lack of resources 
Inadequate uaining 

hportantly, however, as Grol and Grimshaw (1999) state, it is difficult to generalize a 

Facilitators* * 
Effective leadership 
Commitment to vision 
Changing incentives 
Individual knowledge, skik and amtudes 

required strategy for change because it is so context dependent. Nonetheless, others have 

suggested means of overcoming barriers to change, including: an understanding of the 

autecedent conditions to the current change process; clearly setting out group or 

Negative previous experience with change 
lnabdiry to shift resources across budgets 

individual expectations; both formal and informal sanctioning; and development of 

cultures which are open to leaning, innovation and research (Daley and Kettner 1986, 

.Anderson et al. 1999). Lastly, Zirnrnerer et al. (1999) argue that the fim step in 

Reparedness for change 
Resource availability 

overcoming barriers to change is identibng what those barriers are. As different contexts 

'Based on Ddey and Kermer 1986. Lorenzi and Rdey 2000, von der Schulenberg (MOO). 

will require different strategies, it would be useful to have specific activity relating to the 

identification of barriers and enactment of plans to overcome those barriers, prior to 

embarking on a change, or priority setting, process. 

In comparison to the empirically derived barriers and facilitators in Figure 5, based on the 

mformation horn the literature, as summarized in Table 23, hrther issues which need to 

be considered with respect to the P B W  model include developing a vision and 

examining previous experience with, and preparedness for, change. -4s well, although 

already included in the P B M  model, this literature emphasizes the importance of the 

issue of training which is particularly relevant for the PBMA process if, as was indicated 

throcgh the follow-up survey, health region personnel are to conduct priority setting 

exercises without the input of university based heaIth researchers. It  wodd afso be fair to 

say that a unified vision was not present at the outset in the Taber exercise, which might 

have been a barrier to shifbg resources as all panel members may not have felt fiom the 

outset that re-allocation was an important objective of the priority setting process 

undertaken. This is also related to the issue of understanding a program's history of 

change, which, along with cl+g the vision, could be added as steps in the PBMA 
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process, possibly at the introductory PBMA session or the start of the first rnargmal 

analysis session. 

6.5 2.4 Parallel to Evidence-based Medicine 

Before completing this section with a more cornpIete look at how this broader literature 

can inform the PBMA process, it is aIso relevant to briefly highlight the parallels in this 

discussion to the evidence-based medicine (EBM) movement. One of the key issues in 

EBM, particularly in recent years, has been the uptake of evidence into the poIicy or 

decision-makmg realm. As PBMA as a framework for decision-making has to be taken 

up by managers, there may be some relevance in discussing the barriers and facilitators to 

getting evidence into the hands of decision-makers. Further, and most interestingIy, whiie 

certain parallels can be drawn, it also can be noted that PBMA can be used as a vehicle to 

the use of evidence in decision-making. Thus, this literature informs as to the use of the 

h e w o r k ,  but as well PBMA provides one potential solution to this central dilemma in 

the EBb1 literature. 

Some of the key barriers to the use of EBM in decision-making include: accessibility of 

research findings; unwillingess to change regardless of evidence; lack of physician 

cooperation; lack of time to examine research and implement new ideas; inadequate 

resources to implement new ideas and lack of authority to change practice (Retsas 2000, 

Xolan et al. I998 Thompson et al. 1999). Not surprisingly, these parallel the tindings 

pertaining to tile use of economic evaluation (e.g., von der Schuleburg 2000), as stated 

above. The literature consistently argues that organizational support is necessary for 

evidence to be used in decision-making. This includes time and resources earmarked for 

considering research evidence, support b m  management, and training on how to use 

evidence et al. 1998, Thompson cr al. 1999). Further, based on empirical evidence 

b m  the UK, Ferlie et ai. (2000) p o i .  out that science by itselfhas a weak influence on 

behavior and that implementation of change based on evidence which involves more than 

one clinical group is extremely WcuI t .  They aIso strongly advocate for the enhanced 

likelihood of evidence-based change in cases where a clinical champion is present. 

Finally, Kitson et al. (1998) argue that the successful implementation of research in 
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practice is based on the nature of the evidence, the context in which the proposed change 

will take place, and the means by which the change is facilitated. Indeed, it would seem 

&om this review of the EBM literature, with respect to knowIedge transfer, that such 

multi-dimensional considerations are required to facilitate getting evidence into the hands 

of the decision-makers. 

A number of these points are quite similar to the bdings h m  this research project, 

particularly around the need for organizational support (be it authority and champions or 

resources) and the involvement of physicians. This argument is touched on again in the 

next sub-section, in discerning what can be learned h r n  these broader sets of literature 

with respect to the application of PBMA and priority setting in health regions in general. 

6.5.2.5 Changing PBMA Practice 

From the change management and EBM literature, based on the information around 

broader decision-making h e w o r k s  and specific barriers and facilitators to change and 

uptake of evidence, a number of important points can be taken for consideration for 

h u e  PBMA studies, specifically with respect to the empirical model outlined in Figure 

5. First, in reality, a PBMA exercise is Iess focused on the 'antecedent conditions' to 

change and the ultimate follow-through and evaluation of the change, than the process 

itself. This is an important point hecause in examining the model, and understanding the 

actual application of the PBMA process, the steps do match up to the other decision- 

making stages mentioned above in Section 6.5.2.2. It is in practice though, where the 

difference occurs, in that both in the Alberta exercises and internationally, the focus has 

been in identifjmg the problem to address and determining how best any change shouId 

occur. Based on the broader literature, and the decision-making models identified, more 

attention could certainly be placed on understanding a given group or individual's history 

with change, and aiding rnanasers in setting up a mechanism for folIow-through and 

evaluation (Rogers 1995, Grol and Grimshaw 1999, AHFMR 2000). Of course, this is 

taking a broader perspective of PBMA than perhaps was initialIy intended. Clearly, if this 

angle is to be examined in M e r  research, coIlaborative iinks with organizational 

behaviorists wouId be required. 
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Second, and in direct relation to the PBMA experience in Alberta, there must be one 

person with overall change responsibility, and there must be an environment where 

learning and innovation are key values (AHFPUIR 2000). While objectivity is important, 

there should be a recognition in the PBMA process that decisions are made in the context 

of personal valuations and personal mechanisms for coping with stress, and thus the 

rational model of giving decision-makers evidence and expecting the 'right' decision to 

be made breaks down (Moore 1987, Thurston 1990, Robbins 1998). More specifically, 

Robbins (1998) argues that the rational model contains numerous assumptions, which 

often are not met, including that: the problem is clear; all options are known; preferences 

for the options are clear; and that there are unlimited cost and time constraints. As such, 

an expectation that the 'best evidence' will be necessarily be followed is simply not 

realistic. Of course, the organizational behavior literature offers suggestions for 

overcoming resistance to change, such as education, communication, participation and 

support of personnel involved in the change (Robbins 1998). How these are to be directty 

incorporated into the priority setting process so that uptake of an explicit h e w o r k  like 

PBMA occurs, and so that recommended change resulting from the process is 

implemented, deserves further colIaborative consideration. 

Third. identifying the organizationa1 culture and determining processes to work through 

the challenges are clear pre-requisites for any PBMA study. Ensuring that a culture to 

support change is present is difficult for the researchers who may not be aware of the 

organizational culture. Thus, it would be vital to have discussions with decision-maken 

both w i h n  a specific program where the PBMA exercise will take place, as well as at 

higher levels in the organization, to begin to get a feel for how receptive an organization 

will be with respect to new innovation (both in the sense of using a hmework Like 

PBMA and acting on innovation resulting fiom a priority setting exercise). Again, 

collaborative ties with experts in the field of organizational behavior and/or innovation 

processes wouId be valuable, with explicit attempts to understand the context and 

environment in which the hmework will be applied (Kernick 2000). As well, noting that 

a rational decision-making mode1 wilI not be adequate, other mechanisms can be udlized, 

such as nominal group techniques or consensus approaches (Moore 1987), which wil l  

facilitate the recognition of values and at the same time will foster group decision- 



170 

making. For example, a nominal proup process might involve having a small group meet 

to discuss a single question; group members then can write down their individual 

responses, which are then eIicited one at a time. Group clarification ensues, followed by 

voting to rank items in order of priority. Mternatively, consensus approaches like the 

Delphi method can be used to elicit members' respouses. The Delphi method involves a 

series of questionnaires being mailed out to group members which generate anonymous 

ideas that are successively reviewed and refined, and ultimately ranked, without group 

discussion. Both the nomind and consensus approaches account for the lack of rationality 

in decision making by tapping into each group members' individual preferences for 

options at hand, thereby not requiring a staged process in which each member is provided 

with evidence and expected to make the 'right' decision. To date, it is probably fair to say 

that PBMA researchers have had IittIe or no formal training in group facilitation, group 

dynamics, and p u p  decision making processes; drawing an analogy to the criticism 

placed on physicians for not taking a broader understanding of the system in resource 

allocation, it must also be stated that heaIth economists by and large have probably not 

attempted to understand adequately the organizational context in which the economic 

fhmeworks are to be applied. 

Of course, this type of discussion is really only considering the redesign or reallocation 

which may result h m  a PBMA exercise. The many other important outputs of the 

process are not necessarily quantifiable as structural or cIinical practice change. Thus, as 

was found in this research project, just because the barriers may be stronger than the 

facilitators in the implementation of a specific change which would redesign service 

delivery, it is not ar all to say that other vdu;tbIe outputs fiom having gone through the 

process may not result. Further, while many studies report different barriers and 

facilitators to change, no theoretical mode1 was identified in the Literature which attempts 

to tie together the many different influencing factors into one depiction. It may be that 

because of organizational contexts, no given change or decision-making process will 

encounter all factors, and thus drawing all together in one model may not serve a 

purpose. On the other hand, it may be that the right sources were not followed and such a 

model exists but was not identified in the literature reviewed here. As this latter case is a 

distinct possibility, collaborative ties should be struck with researchers in other 
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disciplines to further explore the theory behind the empirical observations of tbis research 

project, as outlined in Figure 5. 

Finally, as was mentioned above, it may be that the information presented here on change 

and decision-making processes, as well as that on the uptake of EBM, is not necessarily 

generalizable to the priority setting process. No Iiterature was identified which 

specifically examined priority setting in an organizational context. While the 

observations in this study may not provide new knowledge with respect to the change 

management and organizational behavior iiterature, it may well be that consideration of 

these issues has not been given in the priority setting context. The obvious difference 

between a general decision-making model and one specific to priority setting like PBMA 

is that the latter holds to the notion of scarcity. The implication of this is that, as choices 

must be made ultimately behveen groups in the population, the decision-maker (either 

implicitly or explicitly) chooses to do hann to some groups in order to provide services to 

other groups. The reviewed literature discusses decision-making, but not in the context of 

doing harm. More research is required to examine how this aspect of priority setting in 

health care influences the decision-maker, and how knowledge of scarcity itself can be a 

barrier to change, which does provide rationale for why many health care managers are 

unwilling to move kom the status quo. 

6.5.1.6 Summary 

In summary, several decision-making h e w o r k s  were identified in the literature which 

were broadly similar to the PBbM model depicted in Figure 5. The primary difference is 

in noting that most decision-making fi-ameworks do not attempt to set the M e w o r k  in 

the context of the organization in an explicit and direct manner. m e  l i teram had many 

references to barriers and facilitators to change, decision-making, and uptake of evidence; 

thinking of these in the form of a force field analysis, along with recognizing both forma1 

and informal organizational structures, is useful in heIping to understand why change 

does occur in some areas of an organization but not others. In sum, while parallels can be 

dram h m  the PBMA model deveioped here to the broader literature, there is no 

apparent theoretical framework which hlly characterizes this work. As this brief 
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discussion was meant primarily as a starting place, the next step would be in drawing 

more ties to the broader literature, and striking conaborations with health care 

management researchers, to embark on important research specific to the context of 

priority setting in health care organizations. 

-4s a result of this study, information has been gained on how a specific h e w o r k  has 

impacted health regions internationally, how three regions in Alberta function with 

respect to priority setting and resource allocation, how the specific fiamework worked in 

three regions in Alberta, and lessons learned fiom the apptication to be put towards future 

studies. Some of the findings arising from the various phases of this project are 

generalizable while further work is required to know the transferability of other results. 

From a Canadian perspective, the most important generalizable finding is that PBbL4 

was feasibly applied in the regionalized context in Alberta, and, as long as other regions 

are interested in setting priorities with the constraint of limited resources, the h e w o r k  

could likely be appropriately applied in other provinces. Of course, the impact of each 

particular application of PBMA will have to be assessed, but in principle the framework 

should be able to be used in health regions elsewhere in Canada 

Further, the insights gained through both the Key Decision lLIakers Survey and the case 

studies with respect to organizational and managerial barriers to an explicit, evidence- 

based process of priority setting will likely be generalizable to other settings where there 

is a regionalized structure, although this is an area for M e r  research, as discussed in the 

next section. Furthermore, the need for follow-up ofPBMA exercises is clearly a finding 

which is generalizable to other contexts. In an age of evidence-based medicine. it is not 

justifiable to use a h e w o r k  for priority setting that itself has not been evduated against 

expected outcomes. The inciusion of the follow-up survey has started this process in the 

PBMA Literature, and can certainly be used elsewhere. Finally, the identification of 

determinants of successfuI implementation of PBMA through the Authors Survey did 

have an impact on the development of PBMA in Nberta, and should indeed, coupled 

with the aspects of the Key Decision Makers Survey, case studies and follow-up survey, 



provide valuable insight in other health regions considering to use, or re-use, the PBMA 

framework. 

6.5.4 Future Research 

A number of areas for future research have already been alluded to throughout the 

Discussion. This section briefly summarizes these, as per Table 24, and then provides a 

number of further areas for hture study which require more detaikd discussion. 

Table 21: Summary of hture research areas 

; i exarmne how evidence is wed in PBhW exercises and how specrftcdly the hnewock interacts (or 
' 

/ deals) with po titical ~nfluences (Section 6.2.1) 

j > c m e  whether managen have the power to make decisions in regandzed contexts (Section 6.2.1) 
i 
I > further consideranon of the f o m l  and ~nforrnal processes which Influence priority setting activity in 
i health care organizations: carry out more in depth study of organizational cuInue m h d t h  regions and I 
I how this relates to prionry setdng (Secdon 6.3.2) 
t 
1 

I i examine why m a g e n  often feel hit .  in the absence of data. blsrorically funded services arc 
1 
I 

j 'correct': in relation idennfy why managen (md ciinicians) are apt to stick with the status quo of j 
j service delivery (Sections 6.3.2 and 6.5.2) 
I 1 
/ 'r examine whether PBhU is a worthwhle activity given other potenual uses of the expert pane1 

1 

I member's time (Section 65.5 and 6.5.1 j 
1 

I 'r conduct longer-term follow-up with patients impacted through the current research project case srudies 
' to tdennfy long-term panent outcomes (Secuon 6.3.6) 
I I 

I 

, > test whether more explicit m m g  m economc pnnctplcs. and more detailed cons~dennon of the 
I p u p ' s  vision for th; given case &dy, 4 1  idheace-the h a 1  ouccornes (Sections 6.4 and 652.3) / 
i smke collabonnons wth hedth management researchers. to more exvIicitly examine priority semng 

\ set in the context of health can orga&adons (Section 6.3.2) 
- 

As stated, there are a number of further key areas arising from this research project which 

must be examined in greater detail in h m  studies. Such activity includes further 

national and internationa1 work, as weit as more in depth study within the specific hea1t.h 

regions used thus far. 

In terms of further work internationdly, it would be af value to examine a sample of 

health regions which have used PBPviA in order to identify in greater detail the longer- 

term outcomes of the given exercises. This would IikeIy entail surveying health region 
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personnel, using as a starting point the initial set of determinants put forth fiom the 

Authors Survey. Information such as the size of the health region, the employment of a 

health economist, the familiarity or prior use of economic evaluations could be obtained, 

in addition to issues pertaining to the organizational structure and informal managerial 

processes could be considered, Ideally, based on this international body of literature, a 

construct of detailed points to consider when embarking on a priority setting exercise 

would be developed. In essence, the research question wouid be, what would the structure 

and environment need to look like in order for successfbi implementation of an explicit, 

economic based priority setting h e w o r k .  

A wide array of vduable information was obtained though the Key Decision Makers 

Survey. However, only three regions were surveyed, and it is not possibte to know with 

certainty, in part because of the limited reporting in the literature on this topic, whether 

these results are truly generalizable to other provinces and counuies. There would be 

p a t  value in describing the priority setting process in other jurisdictions, particularly in 

light of the strand of research just mentioned, in identifying what has to be in place in the 

health region for explicit priority setting to occur. This could then be linked more 

formally to the rnanapnent literanue, for further investigation in the health care 

environment as to what is required if in fact managers are willing to move away from 

historical decision-making. Discussion is already ongoing with researchers in Australia 

who have expressed an interest in piloting the decision-makers survey with managers in 

health regions in that country. Developing a body of work which describes the current 

priority setting processes and elicits specific means of improvement h m  the decision- 

makers themselves would cIeariy be of value in the context of knowledge transfer and 

resource allocation more broadly. 

In terms of the actual case studies, W e r  use of the PBLMA kamework should be 

pursued in each of the three regions used for this research project, Seminars are planned 

in each of these regions to report on the findings thus far and attempts wilI be made to 

launch funher exercises. However, as the research resources to conduct M e r  case 

studies are no longer avaiIable, the health regions themselves will have to fund the 

activity. Other heaIth regions in Alberta and elsewhere in Canada should also be 
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approached to pilot the PBMA Wework ,  but here the efforts may move away b m  the 

research paradigm and into contracts struck with the heaIth economists to serve as 

consultants for the various projects. There is precedence for this model in Australia, but 

certain details would have to be worked out with respect to publication rights and use of 

information derived in a given study to be put towards a body of knowledge pertaining to 

PBMA. In any case, such activity shouId be carried out with the consideration of the 

lessons learned from the case studies and follow-up survey, summarized in Table 22 in 

Section 5.5. 

Importantly, fkom a research perspective, further to simply conducting more case studies, 

consideration must be given in each exercise to the context in which the priority setting 

activity is set. In this way, the empirical model depicted in Figure 5 can be used in two 

ways. First, the empirically derived model should be tested in further studies to determine 

if, in fact, relevant material is presented and the process is being accurately reflected; it 

may be that the model requires refinement, through evidence obtained from M e r  case 

studies. Second, if the model does stand the scrutiny of further testing, the defined (or 

revised) outputs can be used as an evaluation h e w o r k  upon which the success or 

failure of a particular PBEvU exercise can be gauged. This will be an important 

advancement in the literature, as to date case studies, for the most part, have been 

conducted with little or no formal evaluation. 

-4s well, it would be more important to examine the potential of developing a priority 

setting 'office' within a health region, rather than simpIy conducting additional PBMA 

case studies. Such an office could coordinate intra and inter-year funding requests, and 

begin a systematic rolling out of a kamework like PBMA, as opposed to the one-off 

studies to date. The exact nature of the office. the reIationship it would have with 

managers of a11 levels in the region, how physicians would tap into this resource, and the 

stafEing of the office could be determined through survey work and introduction of 

methodologies such as participatory action research, Importantly, a case could be made 

for a health region priority setting researcher. Such an individual should have at least 

masters level training in health research, an understanding of the hdamental economic 

principles, and be able to facilitate p u p s  and work alongside of managers and 
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clinicians. Having resources earmarked for an individual within a health region to bring 

evidence to the decision-making tabre and coordinate priority setting activities needs to 

be examined, in part to determine if proactive decision-making and Ionger-term, 

evidence-based planning, would be facilitated. 

In addition, a related area for future research would include developing a 'tooikit' on 

priority setting which could be given to managers wanting to conduct their own PBMA 

exercises. Such a 'toolkit', or training manuaI, would include relevant presentation 

material, information on how to carry out the various steps of the process, key references, 

and sources for support (e.g., staff within the priority setting office to assist in reviewing 

the literature). Based on the comments Eom the follow-up survey herein, it is feasfile 

that with these resources provided, managers codd undertake the activity without full 

involvement from the researchers. Key research questions for this further research are 

thus determining whether a priority setting office codd be set up and what it would look 

like, and M e r  working through the development of a priority setting tookit to be used 

by managers c o n d u c ~ g  priority setting activity. Depending on the results born 

international comparisons with the Key Decision Makers Survey, this strand of research 

may or may not also have applicability outside of Nbena 

6.5.5 Recommendations for Practice 

Based on this research project, a number of key recommendations for the future 

application of priority setting in health care can be put forth for consideration by health 

care decision-makers, in conjunction with health researchers, in Canada and elsewhere. 

First, PBM.4 should continue to be applied in the three Alberta health regions in which it 

has been used to date, and it should be piloted in other regionalized Canadian 

jurisdictions. Regions may choose to start such activity within individual programs, 

following the guidelines laid out in TabIe 22, and if momentum builds, to consider 

broader priority setting activity between programs and even across portfolios within the 

heaIth region, depending on the true state of the integration of services. Any application 

must also be considered within the context of the organization, specifically with respect 

to the barriers and facilitators to using an evidence-based priority setting framework and 
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to implementing change as a result of a given exercise. Managers and researchers must 

also take due caution when deriving program budgets, to ensure that individually 

identifiable information is removed kom all presented material, so that patient 

confidentiaiity is maintained. The lowest aggregate level of information to be presented 

would be of a particular disease group, or as discussed above, a locality in the health 

region based on postal codes. Second, with respect to M e r  application of PBbIA 

internationally, decision-makers must spend more time thinking about the organizational 

context, the history of change and priority setting activity, and the likelihood of change in 

practice or service delivery resulting from a priority setting exercise. This is a critical 

step, even in health regions that have applied PBMA previously. Third, and likely as a 

predecessor to the rolling out of PBMA in regions in Canada or elsewhere that have not 

used this b e w o r k  previously, such regions are urged, in conjunction with health 

researchers, to undertake a key decision-makers survey, in order to idenafy where the 

given region is at with respect to priority setting and resource allocation, before moving 

fonvard with the application of a priority setting framework. This survey allows for a 

region to identify the current process and to get feedback on that process, before 

implementing a h e w o r k  which may in fact turn out not to be needed or warranted, 

Finally, decision-makers must embrace more fully the notion of scarcity, and begin to 

change the system from within, from the culture of ever-expanding services (and thus 

resources) to one in which re-allocation is genuinely supported. This overarching 

recommendation carries with it several sub-objectives, including continued improvement 

in the relationship between physicians and administrators, working through the mis- 

alignment of incentives between physicians and health regions, and changing the dis- 

incentive managers have to over spend their given budget. While the challenges are large, 

they are certainly not insurmountable. In moving towards using a more explicit, 

evidence-based priority setting fhmework, it is held that the challenges related to the 

6nal recommendation will necessariIy be addressed. 



CHAPTER 7: CONCLUSION 

This work began by identifying, through an international s w e y  of authors, some of the 

key determinants for the short and long-term success of PBMA on decision-making 

within RHAs. Such compilation, categorization and analysis of PBMA activity had not 

previously been reported on internationally, and as such provides a significant base of 

information upon which, and fiom which, M e r  study can be conducted. Building on 

the lessons learned Eom this survey of authors, potentid future use of PBMA can be 

appropriately tailored eo organizational issues such as having the support of high Ievel 

personnel when embarking on such priority setting activity. The key next step for M e r  

research arising from this phase of the project is in moving towards Mher analysis at the 

individual exercise level in terms of evaluation. In fact, it is recommended that all future 

PBbM studies should contain a specific evaluatory or monitoring component. Not only 

will this help to improve further priority setting endeavors in the given RHA, but as well 

will conmbute to the overall body of howledge in terns of the uptake and use of 

evidence in the priority setring process. In addition, explicit comparison of the use of 

PBMA with a like controi group using an alternative practice (e-p., ad hoc decision- 

making or cost-effectiveness analysis) would provide valuable information as to whether 

managerid time is best spent on a PBMA exercise. In essence, while the Authors Survey 

provided insight into the overall state of PBblA, what is now critically needed is a more 

concerted effort on evaluation of specific exercises to provide h h e r  insight into 

whether, and how best, PBMA is to be used in the future. 

With respect to the Key Decision Makers Suvey, three final points can be made. First, 

the regionalized system in Canada does allow for priorities to be set, and does enable 

resources to be allocated. Ths  is important to recognize because, as one respondent put 

it, the system 'does work', suggesting that not all is bad with the current system of 

delivery of health care. Second, RHA personnel wodd cleariy prefer to have a more 

explicit, evidence-based process in place on which priority setting and resource alIocation 

could be based. As health regions in Canada move h m  iafancy to adoIescence, it is 

perhaps time that a more mature approach to pIanning is undertaken. As for other 

countries where regionahation has been in place for many years, historical andfor 
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political decision-making should surely be viewed as outdated. That the decision-makers 

themselves appear to be seeking an actual framework for priority setting supports the 

need for applied research to respond to this call. Finally, PBMA would appear to be a 

viable option for priority setting, and certainly an improvement on the status quo. As 

academics, our role is to present the options, and offer guidance to the regions as 

requested; ultimately, the uptake and continued use of an evidence-based, systematic 

process for setting priorities and allocating scarce resources Lies in the hands of the health 

region personnel. In sum, the second phase of this Alberta-based research project 

provided valuable insight into the decision-making processes of health regions in Canada, 

which had not previously been reported on, and fiuther provided direct support for 

conducting the piloting of PBbW in these three regions. 

The evidence 6orn the PBhW case studies in Alberta would suggest that &her use of 

this framework in the priority setting process of RKAs is warranted. As has been found 

previously, a strength of PBbLA is that it is pragmatic; it is a h e w o r k  which provides 

decision-makers with a forum to expiicitly examine options for service delivery. Whiie 

W e r  research is required to examine in greater detail the impact on actual patient health 

outcomes, in the interim PBbW has shown qualified merit for continued use in the health 

regions discussed here and for expansion to other health regions in Canada. Not only did 

the case studies and follow-up survey demonstrate that PBMA exercises can feasibly be 

conducted in Canadian regionalized contexts, but also that other important outcomes, as 

outlined by the expert panel members themselves, did result. Noting the alternative of 

historical allocation based on little evidence and almost no systematic rigor, PBMA will 

likely be an important find for Canadian decision-makers. As well, the follow-up survey 

can be viewed as a suppon tool for hture evaluation of PBbfA exercises, which, while 

requiring piloting in other settings, can provide detailed information to aid in the 

assessment of the case studies in this project. As evaluation of PBMA has been almost 

totally lacking despite its lengthy history in health care, the empiricaI h e w o r k  derived 

from this research based Iargely on the case studies and follow-up survey, and supported 

with information obtained through the two surveys, provides a significant hrst step in 

working towards the goal of evaluating PBMA, and more broadly priorirj setting, activity 

in the future. 
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Overall, PBbL4 has faired well internationally, providing the primary impetus to examine 

the potential use of the framework in Canada In reviewing this Literature, however, there 

was a clear lack of evaluation off  BMA, leaving it open to criticism through views that it 

really has not been used very much, or that the b e w o r k  does not fit with managerial 

processes. These views were addressed through the Authors Survey. The Key Decision 

Makers Survey not only descn'bed the exisring process of priority setting, but was able to 

elicit specific responses from the managers themselves on ways to improve the process. 

The most predominant message !?om this survey was that the decision-makers wanted an 

explicit, evidence-based priority setting h e w o r k  that was applied systematically across 

the given health regions. Importantly, even when such a h e w o r k  is applied, 

organizational and managerial barriers can lead to a lack of re-allocation. Despite this, 

that the managers also felt that there are numerous other important potential outcomes 

with priority setting exercises was a novel tinding Too often, it has been claimed that the 

goal of priority setting is to maximize benefit for the given resources. This study has 

shown that outputs to a priority setting process such as historical evaluation of services 

are also meaningful to managers and thus deserve greater attention in future studies. Now 

that PBEUN has been shown to be able to work in a Canadian setting, and indeed many 

times over internationally. the next steps are to examine explicitly whether managerial 

time spent working with a b e w o r k  like PBbM is worthwhile, and to take priority 

setting to an organizational level, where coordinated, systematic efforts across programs 

can occur. hiore l l l y  considering facilitators and barriers to the process of priority 

setting will go a long way in realizing the fill potential of PBMA, and other evidence- 

based strategies, in the hedth sector. 
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Figure 2: Data lnputs for the Marginal Analysis 
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Figure 3: Model of Information S yst- in the CRHA and CFIR'~ 
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Figure 4: Infant Cranial Remodeling Program Protocol 
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Figure 5: Model of PBMA Process 
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Appendix A: Authors Survey, Cover Letter (sent on University of Calgary letterhead) 

X Date, 1999 

Dear L 

M y  name is Craig Stitton, I am a Ph.D. student working with Dr. Cam Doddson, in Calgary, Canada. My 
tfiesis work is focusing on resource allocation within health authorities. la particular, we are loolcing at the 
potential of implementing program budgeting and mar@ d y s i s  (PBblA) in h e e  health authorities in 
.&ibern. To our lcnowledge, this work has not been previously conducted m Canada. 

However, as you know, PBbM has had a long history in other countries. 1 am contacting you at this time 
because we would like to idennfy an exhaustive r e f i c e  list on PBMA to categorize the work that has 
been done. and as weLl to determine where PBMA has been used in health care, in practice. We have 
conducted s review of the literanue and have found you to have published on PBhU. 

I would be very grateful if you took a few minutes to answer the folIowing questions. The results of this 
suwey will be used to document the evolution of PBMA and d e t d e  how PBMA may be utilized in a 
Canadian context If you have specif~c thoughts which faII outside of what is questioned below, please feel 
free to make further comments. Your responses wilI be kept in a locked fife at the University of Calgary. 
. b y  report or published paper resuiting h m  this survey will not contain your name. 

Please note b t  Lf you received this Iener by email. there are two MS Word attachment files: the first file 
contains the questions and the second file contains h e  pubiication list. In providing your responses. please 
fee1 free to rype directiy under fke questions and send the fde back to me as an amchment. If you cannot 
access these files. please let me know and I will promptly f&x the documents to you. 

Please send your responses by emad or to my attention at the above address or fax If you have any 
qumons ptease do not hesitate to contact me by emad at crmitton@ucaIgary.ca or by phone at 1403-220- 
4295. If I have not heard From you by x date, I hope you will not mind my contacnng you agin. Thank you 
very much for your participation in &is m e y .  



Appendix B: Authors Survey 

I .  Please take a momenr to review the anached publication lisr. Do yon know of any papers or books (peer 

reviewed, gray literamre, conference proceedings. pmmtarions) on program budgering or marginal 

analysis in a health contert which are nor on rhh list? Please lisr these below. (Note: we are not interested 

in papers fiom the 1960's and 1970's pertaining to the use of PBICM in uon-health related contexts) 

2. The following questions pertain to tbis paper: 

Name paper and authors here 

i. P l w e  caregorke thk paper as one of rhe following: 

U Think piece (i.e. non-cmpirinl project; solely academic; no 'hal'' data used) 
U Demonstration (i.e. feasibility exercise with HA data but not used in acmat decision-making) 
[J Part of m acnral priority setting exercise (ie. r e d t s  given to HA penonel far priority setting 
[] Other (piease specify) 

Please respond to the foIlowing quesrions (pans ii - iv) only if you indicated the paper was a demonsaation 
or part of sn actual priority setting exercise. 

u. In the tubie below. please indican: 
name of the health authority (or equivalent) 
years in which the P B M  activity was carried out 
whether PB. .MA or bob PB and hL4 were conducred 
whether micro or macro PBILL4 was conducted 
which particular prognms were examined 

lii. Is PBIbI=I rnll used wirhin the organcanon? 
CJ Yes (go to iii a) 
U No (go to iii b) 

Health .4uthoriv 

1ii.a. If YES. in what form is PBMA used? (check as many that apply) 
Discussed at annual or semi-annual meetmgs but not really used in practice 

n Occasionally used by managers to determine where resources are cuxrently 
allocated 

[I tntegated into the culture of the organization and is the primary methanism by 
which resources are anocated 

C] Used in strategic direction planning 
[1 Other (piease speclfy) 

Specifc programs 
(ifhlicro PBhf.4) 

Dares a f d c r i v i ~  PB. rUA or 
PBIW 

Micro or Macro 
PBibf.4 



iii.b. If NO, why not? (check a i l  that apply) 
[] Change of HA personnel or agendas from time when it was being used 

No "champion" to continue the PBMA cause 
a Health economist no longer working with the HA 
0 Deemed to not be an appropriate m e w o r k  for allocating resources for the 

particular H.4 
[I Easier to find on a historical basis (personnel got tired of doing P B U )  
fl Pe r so~e l  time or money no longer earmarked for P B L U  
fl Other (please specify) 

iv. IfPB1CL-I is srill in use, is it erpecred to conrinue to be used, and in what manner will it be used? Ke. 

what are the expected long-term effects of PBlW) 

3. On the following page, other than the paper& you commented on in question 2. andJiulher ro the 

artached lktprovided, please lirt all health authorities/ boar&/meas/ locales known to you which have 

conducted PB or .Cl .  in rhe past orpresent. Wote: please include "PB-like" or "MA-like" activities. even if 

the health authority did not c.xplicitly use the term "F'BMA") 

Please inhcate: 

name of the health authority (or equivalent) 

years in whtch the PBhL4 activity was carried out 

whether PB. !&A or both PB and M.4 were conducted 

whether micro or macro PBM.4 was conducted; which particular programs were examined 

a brief description of why h e  activity was stopped (if ongoing, piease indicate) 

a brief description of the impact and I or usefulness of the exercise (i.e. did PBMA become an m t e g d  

part of service and delivery planning, were the PBhU resuits used in strategic decision-making - 
please use extn space if required) 

if PBbl.4 is still in use, is it expected to continue to be used and m what manaer will it be used (ie. 

what are the expected long-term effects of PBbU - please use e m  space if required) 

Pfease d k c w  the short-tern impact of PBM-l in each health authorily listed above 

Please discuss rhe long-tenn &em of PBhU in each health uurhority lirted above 

Health .4rrrhonl). Dara of.4ctivtly PB. ,blA or 
PBICLl 

- .Cficro or .bfacro 
- Spectfic programs 

Bntfrearon for achvity stopping 
(indicate lf ongoing 



Appendix C: Key Decision Makers Survey, Initial Contact Letter (sent on RHA 
letterhead) 

To AU Senior Management 

RE: PRIORITY SETllXG RESFARCH 

This is to c o n f m  that Dr. Cam Domldson, a health economist at the Univcrsiry of Calgary, and his PhD 
student, Craig >finon, are planning on conducting a survey of key members of the CRHA leadership team 
The survey will address rhe process of ptioriry setting and resource allocation in the region This survey is 
part of m applied research project h d e d  by the Canadian Health Services Research Foundation. initiated 
by Dr. Donaldson and hk. Mitton. 

To date, no research m d y  in Canah has examined specific information used by health region decision 
d e r s  in setting priorities and the processes used by decision makers in allocating resources across and 
w i h  progmns, As such, in addressing some of these issues with the survey. the CRHA will be 
conmbuting to leading edge research in h field. 

Some of you may have participated in Dr. Donaldson's seminar for the region last fall, or attended the 
recent Svare Workshop in health economics in September. Both forums focused on a priority setting 
h e w o r k  used in the LX and AusmIia called p r o w  budgeting md  margtnal analysis. Further to these 
presentations, the potential for unplcmenution of this framework within the CRH.4 has been discussed in 
more detail with Hume b f d  and Stafford Dean. The key objective of the survey is to determine v m d  
how ttus implementation could take place. 

The survey would be a Face to Face interview lasting one hour. Questions wriI address how resources are 
currently allocated, how the current process of priority setting might be improved, what types of 
information and specific data sources would be avariable for a priority setting fiamework, and whether such 
a fnmework would be used as a tool in routine saategic and opcmtional resource docation decision- 
malung. Broader issues such as the potential involvement of h e  community in the decision-making process 
may also be addressed. 

Cnig Mitton will be conmcnng you shortly to determine if you wodd like to participate in h s  survey. Your 
choice to participate in the survey. as well as all of your responses in the interview. will be held in smctest 
confidence with Dr. D o d h o n  and Mr. Mitton. In tight of the research schedule. &Mr. ,Mitton would like to 
commence interviews the week of Nov. 8. If you have Further questions, please do not hesitate to contact 
Cam Donaldson at 220-248 I(cdoaalds~calgary.ca) or Craig Maon at 2204295 (crrnitton@ucalgary.c1). 

Your support for thrs project will be appreciated. 

r Signed by respective semor personnel) 



Appendix D: Key Decision Makers Survey, Consent Script (sent on University of 
Calgary letterhead) 

Research Project Pnority Setting in a Regional Health Authority: P r o w  Budgeting and Margmal 
*AniIIysis 

Investigator(s): Dr. Cam Donaldsou, Mr- Craig Mitton 

Sponsor: L'niversiry of Calgary, Dept of Community H d t h  Sciences 

This consent form, a copy of which has been given to you, is only part ofthe process of informed consent 
It should give you the basic idea of what the research is about and what your participation will involve. If 
you would Like more deml about s o m e h g  mentioned here, or informanon not incIuded here, you should 
feel free to ask. Please rake the time to read this carefully and to tsndersand any accompanying 
mfarmation. 

As was described in the initial letter sent to you, this survey is for key decision makers in your health 
authority who. as pan of their current position. are invoived m the process of setring prioritiw and 
allocating resources. The primary purpose of this nwey is to determine: 1. How decisions pertaining to the 
allocanon of resources w i h  the he3Ith authoricy art currenrty made; 1. What specific issues can be 
addressed to urrprove this process; 3. What regiod personnel know about prognm budgeting and margind 
analysis (PBMA) and how they perceive its usehlness; md4. Potend ways in which P B W  could be 
incorporated into the health authority. 

PBbW rnvolves cwo stages. the 6rsr being the development of program budgets. Program budgedag is a 
means for describing the panem ofspeadine w i t h  health authorities and its dismbutioa berween groups m 
the populaaon. Program budeeting can be useful in that it can point to discrepancies in the aUocation of 
resources over time and allows for comparison with stated regional or other provincial and fedenl health 
agendas. or with the allocation of resources in other regions. The second stage. m a g d  analysis, can be 
used w i h  the p r o m  budgeting fnmework to suggest ways of improving both the technical and 
dlocaave efficiency of proprams though examining potential changes to the current mix of senices 
provided. OvenU the framework invoIves assessing the costs and benefits of proposed changes in the 
deIivery of health are and. on the basis of this mfonnation. changmg rhc way sewices ye delivered if it is 
thought that benefits to the community overaiI wiiI be increased. Such p l a ~ l n g  mechanisms can be wed 
etther within protgam of care (e.g. maternity m) or across progam of care. The former is known as 
'micro PBLW~' wlIe the later is known as 'macro PBMA'. 

The following interview should last approximateiy one hour. Written motes will be made h m  your 
responses, and the interview will also be audio taped unless you have an objection to this. .hythmg said in 
the mtervrew wdl be held in confidence with C g  .Mitton and Cam DonaI&on. In addition, no one other 
than Cnig htinon and Cam Doaaldson will know of your choice to pancipate in rhs survey. The written 
notes and audio tapes wilI be kept in a Locked cabinet at the University of Calgary. and my report or 
published paper resulting born r h ~ ~  mcarch will nor contain names of individuals interviewed. 

The inrention of this research is to e.ramine the feanbility of developing a b e w o r k  to aid in the priority 
setting process with the health authority. The researchers have no personai sake in the outcome of this 
research. or in any other framework which is ultimately developed as a result of fthis research. The mearch 
was initiated by Cnig Mittcn and Cam Dooaldson. researchers at the Univexsiry of Calgary - these 
researchers are not in any way affiliated with U or any other h d t h  authority. 

X follow-up study, tentatively planned for 12 months from now, win be conducted to examine the d t s  of 
any changes in the health authority that may arise from the m n t  research, perraining to priority s e m g  
bmeworks. We would like to concact you again for h i s  folIow-up interview, and at that dme wi l l  again 
ask you for your consent. ff you would not like to participate m the follow-up intaview, k l  fire to 
mention this now, or when you are re-contacted closer to the commencement of that m e y .  



If at any time you do not want to continue with the present interview, please inform the interviewer and the 
interview wdl stop immediately. Please address any questions you may have to the interviewer at this time. 

Your signature on this form indicates that you have understood to your sadsfacrion rhe information 
regarding participation in the research project and agree to pamcipate as a subject. In no way does this 
waive your legal rights nor release the investigators, sponsors. or involved institutions fiom their legal and 
professional responsibilities. You are h e  to withdraw from the study at any time without jeopardizing your 
health care. Your continued participation should be as informed as your initial consent, so you should feel 
free to ask for clarification or new information throughout your pamapation. If you have f'mher questions 
concerning matters related to this research. please contact: 

Dr. Cam Doualdson at 220-248 1 or Mr. Craig Mirton at 290-1295 

If you have any questions concerning your rights as a possible participant in this research, please contact 
the Office of Medical Bioerhics, Faculty of Medicine, University of Calgary, at 220-7990. 

Pmcipant's Signature Date 

[nvesngator and or Delegate's Signature Date 

Wimess' Signature Date 

A copy of this consent form has been given to you to keep for your records and reference. 



Appendix E: Key Decision Makers Survey 

Please take a moment to read rhis mnrenr script which provides more derail on this survq, and serves as a 
letrer of infonned consent. cfyou are in agreemen2 with w h t  is stated in this lerter, I will ask you ro sign ar 
the bonom of the second page. 

Just ro give you a briefoutline of interview ... Afier obtaining some background information, we will 
eramine how priorities are ser currenrtv in rhis HA, then look at the strengths and limitations of rhe currenr 
process, before moving to quesrions pertaining to the porential use ofprogram budgeting and n targ i~ l  
anatvsis (PBhL.1) in this health region There are 35 questions in total. 

MI: General lnformation & Status Quo 

Penonal Information 

1. How long have your worked in this HA? 

2. Pnor to tfus. have you worked in other KAs or in the health sector more broadly? 

[ ] WORKED lX AVOTHER HA [Specrfv) 
[ ] WORKED W HEALTH SECTOR (Spec@) 
[ ] NO (Speclfy where from) 

3. What is the official title of your current position? 

4. How long have you been in your current position? 

[ ; 0-6 b1obms 
[ 1 7- 12 4IOhTHS 
[ ] 1-2 YEARS 
[ ] 2-5 Y E U S  
[ I > j  YE.= 

5. In this position. what is your pnmary role ia the HA? 

6. .Ue you currently involved in semug HA priorities? 

[ ] YES (go to question 7 
[ I YO (go to question S) 
[ I Cn-HER 

7. Wht is your specific role in terms ofsetting priorities in the HA? 

8. In your current position, do you have h a  input into the allocation of resources along the lines of the 
set priorities'? 

[ ] YES (go to question 9) 
[ ] NO (go to question 10) 
[ I OTHER 



9. What is your specific role in terms of allocating resources in the HA? 

10. What do you consider to be the key objectives of this organization? +lease Irate your own opinion. nor 
necessuriiy chose objectives which appear in h!A donunen tr... ranking?) 

1 I. What sources of information are used in determining short-term priorities (i.t. < 1 year) in this HA?... 
note that in a momenr I will ask you abour longer-renn priorities. 

[ 1 EPIDEMIOLOGICAL OR OTHER RESEARCH STUDIES (Spec*) 
[ ] KEY Kt OBJECTIVES (which ones) 
[ ] MEDICAL. OPMON (Specify) 
[ ] NEEDS ASSESSMEYT (Spenfy) 
[ ] OTHER HA REPORTS (Specify) 
[ 1 PRObTYCLV. OR FEDERAL. POLICY (Spec@) 
[ ] PLBLIC O P M O N  
[ 1 THE 3 E A R  BUSJMSS P U V  (how used) 
[ I m L m n o N  DATA FILES 
[ 1 OTHER !Specify) 

12. !tihat sources of m f o m a o n  are used in determining Longer-term priorities (i.e. > 1 year) in this HA? 

[ 1 EPIDEbffOLOGICAL OR OTHER R E S M C H  STUDIES (Spec*) 
[ ] KEY K4 OBJECTIVES (which ones) 
[ I .MEDIC.U OPMON (Specify) 
[ I >ZEDS ASSESS&IEZUT (Spcclfy) 
[ 1 OTHER HA REPORTS (Specrfy) 
[ ] PROVIYCWL OR FED- POLICY D O C L m T S  (Spetlfy) 
[ PLXLIC OPDUION 
[ 1 THE 3 YEAR B L S M S S  P L W  (how used) 
[ 1 OTHER (Specify) 

13. Once pnocities are defined how arc decisions made to divide up the resources across programs? ... i-e. 
on rvhot ba t s  are decirtons made in derennining how much monq goer where? 

[ I HISTORICAL TRENDS; PATTEFLL'S 
[ I IMPLICIT K4RGINAL .LY.%LYSIS 
[ ] POLtTICC.U. 'HOT SPOTS' 
[ I TOP DORY D E C I S I O N - S W G  (I.E. DICTATED FROM N W  KA) 
[ 1 OTHER POLICTICrV. l.xiLTEU'CE 
[ ] WHOEVER 'YELLS THE LOLPEST' 
[ I o= (Specify) 



14. Once resources are bmady divided up, on what basis are decisions made about the amount of acavity 
or senrice to provide within each program or service? 

[ 1 HISTORICAL TRENDS/ PATEKVS 
I I MPLICIT WGW xivfiysis 
[ ] POLITICAL 'HOT SPOTS' 
[ 1 TOP DOWN DECISION-MAKIXG (IE. DICTATED FROM WITHIN HA) 

I o n m  p o L r m c . u  INF~L~ENCE 
[ I WHOEVER 'YELLS THE LOUDEST' 
I l cm-ER (Specify) 

Feedback on Currenr Process 

15. In your opinion. does the pmcesses of allocating resources across programs work well?. .. rhar it do 
you have a sense that. g@ciency is on objective, rhat the benefit ro the popularion is being maximized?. . . 
examples? 

16. La your opinion, does rhe process of allocating resources within program work well? 

17. For a gven yen, once the alIocation of resources across programs is se t  can tlus be readily changed?. . . 
rramples ? 

IS. For a given year. once resources are allocated to specific services within programs, can this be readily 
changed?. . . eramples? 

19. Ttunlang both in terms of across p r o p m i ,  and within program, what are the specrfic suengths of the 
current approach'? 

[ I FAST 
[ 1 GOOD MECHXWSM FOR C O W S M m G  COSTS 
[ I bmxREATENING 
[ 1 WTDELY .kCCEPTED/ SbPPORTED WKIX THE O R G . 4 i i T I O N  
[ 1 (Sp=lfy) 



20. What are the shortcomings and problems of the current approach? (and note. I will ask you about how 
the process could potennally be improved in a Iinle bir ...) 

[ ] .-uZBrrruRY 
[ I m s 1 s  o m  
[ ] [IMPLICIT DECISION-MAKING 
[ 1 NDIVIDUAL NIXRESTS PERVADE 
[ ] YO/ LI'TTLE PZiBLIC INVOLVEME3T 
[ ] NOT EVIDENCE-BASED 
[ ] NOT NEEDS BASED (OLTCObES NOT CONSIDERED) 
[ ] NOT SYS~LCATIC 
[ ] NO FRLLIEWORK (LARGELY .L\IECDOTAL) 
[ ] OVER RELW-VCE ON PROVIDERS 
[ ] POLITICAL. MLL'ENCE TOO GREAT 
[ ] FEE FOR SERVICE [NCENTNES XOT RIGHT 
[ I 0TI-m (Specify) 

Pan [I: Improving the priority setting process 

2 1. In your opimon, how could the w e n t  process of semng priorities and aIIocating resources be 
unproved?. . . 

[ ] MORE LXPLICIT 
[ ] SYSTE>UTIC 
[ ] BETTER DAT-W EVIDENCE 
[ ] LONGER-TERbl VIEW TAKEX 
[ ] LESS POLITICAL INFLiX?JCE R O h l  .a HEALTH 
[ ] !~fEctL4iuISbI FOR SHFlING RESOURCES ACROSS PROGRXMS REQLTRED 
[ ] ElCL\Cl&lXG THE bMGIXS. NOT TOTAL h i  
[ I OTHER  specify) 

13. Would it be usehI for you to have the deployment of resources described with respect to the stated HA 
objectives:' fie.  this infinnation could be arranged according ro a specific objective such as 'lowering 
infant monality '. thus detailing how much k spent across the system in program or reamtents aimed at 
mrrnng this objective) 

[ ] YES (how?) 
[ ] YO (comment) 
[ I CYrHER 

23. Do you thmk that with the current process bere is enough public accounnbllity built in. or is this 
something that could be improved?. . . e~ampks? 

[ ] ENOCGH 
[ ] C O L U  BE bfPROVED (Spec* how) 

24. Do you think that with the current process thexe is enough accountabiIity to medical staff, or is this 
somethme that could be improved?. . . e~mples? 

[ I m-OLTGH 
[ I COLzD BE IMPROVED (Speclfy how) 



25. Do you believe that a 'systems' approach to priority setting b most usew or do you thdc  that 
dtcision-making fiom within pro- is more appropriate for h e  priority setting process? 

Part UI: -An Introduction to PBSU 

Do you know much about P B M ?  ... h m  where? 

Program budgeting is a meansfor describing the panern of spending within health authorities and its 
disnibunbn benveen groups in rhe popularion. :bfrvgrnal andysir can be used within rhe program 
budgeringfiammvork to suggest ways of improving the @ciency of programs through eramining porential 
changes ro the current mir of services provided. For erample, within a program. rhe porenri~lfbr shifting 
resources between nvo ppes of service for rhe same group of patients (e.g. ouparienr vs. inpatient rurgev) 
can be zramined. .& well, across programs. PBIttl can be used ro look at wherher a sht$ of reraurces from 
a pam'mlar surgery to somefonn of mental health care would be beneficial in renns of the 'bangfor the 
buck '. 

Just ro give you a linle more derail, rhe steps /or the .I.tl might be asfollotvs: I .  convene expert groups: 2. 
define rhe program: 3. look at oprionsjor erpansion and connacrion in resource neutralstrategy: 4. 
idenrifi costs and benefirs of oprions; and rhen 5. make recommendurions ro change rhe mir of services. The 
fiamavork has been used to fnfann strategrc decision-making in health authoriries in Ausrrolia and the 
L'K. bur thefiamework does have some limirarions, most norablv it is data hungry and requires 
comminentfiom H..l personnel to inregrare thefiamework inro rhe decision-making process. Some 
commentators have stared that PBICLl LS perhaps b a t  understood as a prugmanc tool which feed! into a 
cornpier decision-m&ng process 

26. From rvhatyou may have known about P81tfA previously, andfiom rhtr limited description ... Do you 
thmk PBbL4 has the potential to aid in the priority semne process in this HA?. . . what characrerirrics of 
p61I.I.4 are you most amacred ro? 

[ ] YES (suecifv how) 
[ ] NO (why not) 
[ ] LTSLRE 

27. rlrguabiv. the strengrh of PB.bt4 is that iI is praparic in ha t  even though dara will not always be 
present. ir is at tear a way ofthinkmg which begins to ficu people on comparing. in an explicit sense. [he 
marginal costs and hen* ofa parrialar acrian. Is this 'way of thmlung' likely to pervade m this HA? 

28. Do you think the information or &ca e.& for PBhf.4 to operate in thts E4? 

[ ] Y E S  (what are the majorproblem with it) 
[]NO 
[ 1 LTXRE 



29. What specific problems do you foresee with the PBhW approach in this health region? 

[ ] WON'T HAVE THE DATA 
[ 1 LACK OF ThlELNESS 
[ ] NOT WELL UNDERSTOOD M THE HA 
[ ] RESOGCES CANNOT BE READILY MOVED 
[ ] E . .  RESOURCES REQLlRED 
[ 1 WILL BE MORE WORK FOR DECISION bMKERS 
[ 1 WON'T FIT INTO THE HA CULTURE 
[ I o m  (Seeclfy) 

30. If you were to think that PBh4.A is not an appropriare 1001 for ths HA, what other (perhaps concepruao 
tool might help in the priority setting process? 

[ ] X E D S  ASSESShIENT 
[ ] OTHER HEALTH ECONOMICS TOOLS (i-e. Conjoint analysis or WTP) 
[ 1 C m E R  (Specify) 

3 1. On what criteria would you evaluate whether the impiementation of P B W  within a specific program 
was a success:' 

[ 1 EASY FOR 4LLWAGERS TO CSE 
[ ] BLY Pi BY MEDICAL STAFF1 hLXKG 
[ ] SHIFTI;VG OF RESOL'RCES bL4TCHED WITH E . 4 L T H  GtUN 
[ ] LONG-TEKM INCREASED HEALTH BEXEFIT 
[ ] CONTINZW USE WITHIN THE HA 
[ 1 L'PT.4KE BY OTHER tWs 
[ I OTHER ( Speclfy) 

Part [V: Implementing PB3W 

22. In order to get an idea for potential PBlCU pilonng, what areas might benefit from ininal P B A W  
application?. . . in answering, perhaps consider the HA objecnves, other known priorities and a priori 
strategies ... your answer mighr be a panicular direare group, a specialty. a care setting, etc. 

[ I YES (whch ones?) 
[ I NO 
[ ] L X S L W  o m  

2 3 .  PBItlrl can help ro make potenn'a[ decirions more esplicit. but us such also runs the rirk ofporenrially 
highlighting areas where rhe currenr allocarion is nor correct,. . With this in mind. IS a more explicit 
approach to s e m g  priorities and allocating resources something b t  you would favor? 

34. Do you thrnk that the recommendations that a given experr panel would come to wouId armaIIy be 
acted an by decision makers. or do you think ttus process would be evoked. but m the end a historical or 
po liticd decision-making process would pervade? 

[ ] M.4 WOULD BE USED 
[ ] BACK TO HISTORICAL D E C I S I O N ~ ~ G  
[ l o r n  

35. Do you have any other s e n e d  comments that you would likc to make at this time? 



Appendix F: Peacock's Evaluation Framework 

Peacock ( 1998) set out a framework for evaluating PBMA studies based on five broad criteria: objectives 
and organizational c o n e .  methodology; process issues; study outcomes; and smtegic issues. A few 
points under each gf these criteria are bulleted below. 

Objecrives and Organkarional Conten 

rwhae were the objectives of the study and were they clearly outlined? 
-how were the key stakehotden chosen and were they identified? 
rwere the mtdy objectives idennfied by the key stakeholders? 
cwere the objectives appropriate for the organizational context? 

was the focus of the exercise at a micro or macro level? 
r were the methods identitled by the stakeholders aad were they appropriate? 
-was the manner in which the programs were determined identified? 

were the program as defmed relevant w i t h  the organizational objcctlves'? 
cwere costs and activities adequately measured? 
cwas a program budget used and was it necessary'? 
chow were the expert groups formed; who formed the groups? 
-was published evidence searched for andl or utilized? 
*how were h e  lists for expansion and reduction generated? 
-how were marginal costs and benefits considered for the margid analysis? 

were equity issues cousidered; if so, bow were they included? 
cwas there a sensitivity analysis of the results? 

Process and Pracncal Issues 

.did h e  key stakeholders understand and accept the methods? 
*.was there leadenhip from management? 

were there iimitationsi issues in the operation of the study evaluation group? 
was here enough rime available for estimating benefits from services? 
were intbmtion systems adequate for the requirements of the study (con and activity)? 

d i d  the srudy ~nfonn furure development of information systems'? 
..was outside advice in heaIth economicv priority setting methods sought/ gained? 
w a s  adequate mrning provided for the evaluation group'? 

d i d  the study meet its objectives? 
wdl the results be implemented? 
*what factors influenced the success or failure of the study? 

what strenghs and weaknesses were evident from the PBMA project? 
rwht o v e d  lessons were learned from the PBh4.A process? 

was there 3 change in knowledge1 amtudes to decision-making and planning? 

S~aregrc lmes and PBhU 

.mas the study consistent with service provider strategic planning? 
e*rras the study integral to the current health system mcture? 
*&ow do the results fit in with other pianning mechanisms (e.g. needs assessment)? 



was the approach directly related to decision-making or was it too abmct? 
can the objectives of the hedth authority be re-dehed in terms of efficiency or equity? 
was PBMA seen as a useful too1 for inuoducing cost-effectiveness into service planning? 
wiII P B L U  be used in the future; wifI other methods be used in the future? 

r what other decision-making criteria can bc identified and incorporated into PBMA? 
ohow will PBMA fit into the future health system mucatre'? 

ifPBLMA was to be used: 
what changes to the current organizational c u I W  frameworks would be needed? 
would outside health economics expertise be reqwnd desirable? 
what resources would be requued 10 have PBhU as an ongoing framework'? 

owhat changes would be needed to current information systems? 
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Appendix G: Follow-up Survey Consent Form (sent on University of Calgary letterhead) 

Research Projecc Priority Setring in a Regional Health Authority: Rogam Budgeting and %largmal 
*-\nalysis 

Invesdgator(s): Dr. Cam Donaldson, Mr. Craig Micton 

Sponsor L'nivenity of Calgary, Dept. of Community Health Sciences 

This consent form, a copy of which has been @ven to you. is ody pan of the process of informed consent, 
It should give you the basic idea of what the research is about and what your participation will mvolvc. If 
you would like more detail about something mentioned here, or ~nformation not included here, you should 
feel tiee to ask. Please take the time to read this carefully and to understand any accompanying 
donnation. 

T b  interview is in follow-up to the P B M  exercise in which you recently took part. The primary purpose 
is to elicit feedback on the strengths and weaknesses of the process and ways in which you think future 
potentid exercises might be improved. The i n t e ~ e w  should last no more than one hour. Questions wdl be 
asked and winen notes will be made from the responses. Anythmg said in the interview will not be relayed 
to anyone else in the health authority. The Wn:tten notes will be kept in a locked cabinet at the University of 
Calgary, and any report or published paper resulting from ttus research will not contain names of 
individuals interviewed. 

If st any time you do not want to continue with the present interview. please inform the interviewer and the 
interview will stop. Of course, as your pamcipation is completely volunrary. please also feel free to leave 
the room at any time. Your consent will be implied through your continued parriaparion in the mtenitw. 
Plese address any questions you may have ro the inteMewer at this time. 

Your s ignam on this form indicates that you have understood to your sarisfaction the information 
reearding participation m the research project and agree to participate as a subject Ln no way does rhis 
waive your Iegal rights nor release the investigaton. sponsors. or involved instirutions from their legal and 
profesnomi responsibilities. Your continued participation should be as tnformed as your initial consent so 
you should feel free to ask for clarification or new information throughout your participation. 

If you have further questions concerning matters rehted to this research please conmc~ Dr. Cam 
Donaldsan at 220-248 I or Craig Mitton at 1201295 

If you have ;my questions concerning your rigfits as a possible participant in this reseuch please conuct 
the Office of Sfedical Bioethics. Faculty of Medicine. Lniversity of Calgary, at 220-7990. 

Participant's Signature Date 

Investigator and/ or Delegate's Si-gum Date 

Witness' S ignam Date 

h copy of this consent form has been gven tn you to keep for your records and reference. 



Appendix H: Follow-up Survey 

Objectives and Program Selection (have objectives on hand and review with participant) 

1. Were the specific project objectives clearly o u W d  at the outset of the study? 

YES 
- - - 

- DON'T REMEMBER 

2. Was the process of selecting the program (and spccttic issue) appropriate? 

- YES 
NO (why not?; how could the selection process be improved?) 

3 Did key stakeholden have appropriate representation on the expen panel? 

- YES 
- NO (who else should have been included?) 

4. Lf a program budget was used. in the end did it factor into your own personal decision-making process'? 
t have cxiunpies of my program budgets uxd on hand to  ref^ ro) 

- YES (how?) 

- YO (why not:') 

5. Were costs and activities for the program measured and presented to your satisfaction'? 

- YES (go to 7) 
YO (go to 6) 

- LXSLXE 

6. How couid the measurement and presentation of costs and activities been Improved? 



Procers and Pracricol Issues 

7. What are some speclfic Limitations or issues which were apparent to you in the operation of the expert 
panel itself? 

8. Did the expert panel process allow for you ro s h  your own expemse with the other members of the 
panel? 

- YES 
NO (how could thls aspect of the process been improved?) 

9. Given everyone's busy schedule, was the amount of m e  expected of you realistic'? 

- YES 
- NO (how much more time would you have wanted?) 
- LWSLXE 

10. Was adequate information provided to the expert panel, in tenns of both the problem at hand and the 
PBMA b e w o r k  itself! 

- YES 
- S O  (what additional training. mfomaon wodd you have wanted?) 

1 I. Do you feel there was adequate time alIotted for h e  PSMA process? 

- YES 
NO (how much more m e  would you have wanted?) 

- L3SL3.E 

12. In your opuuon, how could the PBhW process as a whole have been streamlined? (prompt: what could 
have been cut out. what exactly would you h w e  done difmnrly, etc. j 

Studv Outcomes 

13- Were the study outcomes different than w6at you might have expected before embarking on the 
PBhU process? 

- YES (how?) 

XO (pmmpc so you did expect the obtained rcsuits?) 



14. Is it your understanding that the ncommen&tions of b e  study wdl be unplemented? 

- YES 
- NO (why not?) 

- bXSURE (please explain your uncertainty) 
- 

15. What strengths and weaknesses were evident &om the PBMA project as a whole? 

Strengths: 

Weaknesses: 

16. Do you ttunk that patient care or patient outcomes, for the @ven  budge^ will be improved as a result of 
tfte recommended changes? (prornpr. how about m n g  more need for the given budget?) 

Y E S  (in what ways) 

- NO (why not'?) 

IT. In the end if resources are not shifted as a result of b e  PBh4.A exercise, would you view the exercise 
as a failure? 

- YES (why'?) 

- NO (why not'?) 

IS. Did the process allow for 311 appropriate criteria to be considered? (prompt: for example. efficiency, 
cqu~ty, health outcomes, access. unmct need) 

- YES (in what ways) 

- NO (why not'?; what was missing'?) 



Strategic Issues and PBrK4 

19. Do you think poIiticai factots played a role in choosing the question, conducting the exercise. or in 
choosing the final ncornmendstions'? 

- YES (in what ways) 

20. Wouid you recommend the use of PB,U for other priority setting applications in tbis h d t h  region in 
the future? 

- YES (in what ways) 

- XO (why not?) 

2 1. Tbking of the multiple inputs into the decision-mkmg process, what o h  inputs might have 
appropriately incorporated into the PBbM exercise? (have the diagram on hand) 

22. In your view. would changes have to be made w i h  the health region for PBMA to be used routinely 
in priority setting decision-makmg? (pmmpt with: changes m the current organizational CUIKUKC: changes to 
current information systems. ctc.) 

- YES t such as) 

23. With appropriate trainins, do you think PBltM couId be used in fume exercises (either m your area or 
elsewhere m the region) without the paniciparion ofreseiuchers from the University'? 

- YES 
- NO 
- LYSL-RE 

24. Do you think resources shodd be earmarked fiorn he  health n g o n  for fum PBbW activity. or are 
the previous phming processes (e.g., historical docation. ad hoc decisions) adequate in your view? 

- RESOLXCES EARMARKED 
- PREVlOUS PROCESSES ADEQUATE 



25. Do you think thinkt within the group there has been a change in knowledge or attitudes to decision- 
making and planning over the course of the PBbW exercise? 

- YES (in what ways) 

- NO (why not?) 

- LPiSLxE 

26. Ln your opinion, should additional support be provided to the expert pane! once the recommendations 
have been made. in order to help in the actual implementation of those recommendations? 

YES (who in particular should prov?de thts support?) 

Y O  (why not'!) 

27. OvcnU, do you thrnk PBILW brings added value to the priority setring process? 

- YES (how) 

- YO 

IS. Do you have any other genera1 comments that you would like to make at tius time? 

Thank you very much for your partiqation in this w e y !  



Appendix I: Follow-up Questions for the Research Team 

1. What were the objectives of the srudy? ... were these from the group or Erom the researches? 

1. How was a decision made on the specific research question/ program to study? 

3. How were rhe expert groups formed; who formed the groups? 

- 

4. How ofien did the expert panel meet; was this adequate? 

5 .  Was the size and makeup of the expert pane! appropriate m the given context'? 

6. Was published evidence searched for andl or unked? 

7. How were the lists for expansion and reduction genmted?. . . did the group have difficulties with 
h s ?  

3. Was the p r o m  budget used explicitly in the decision-makin3 process; was it used as a 
suppotcive tool? 

-- - - -- - 

9. How were outcomes h m  services defmeb measured a d  valued? 

10. What are some strengths and wehesses of the margmd analysis expert pane1 as it was run in the 
gven exercise? 



11. Did the study meet its objectives? 

- YES 
- NO (why not?) 

12. Were actual marginal costs and benefirs considered for the margmal analysis? 

- YES 
- NO 

13. Was there a sensitivity analysis of the results? 

- YES 
- NO 

14. Was the focus of the exercise at a micro or macro level? 

15. Were infomation systems adequate for the requirements of the study (cost and activity)? 

- YES 
- NO 

16. Did the srudy inform funher development of information systems'? 

- YES 
- 30 

17. Was the feasibility of implementing mdy results discussed; should it have been? 

- YES 
- NO 

IS. How might the exercise have been conducted differently as a whole? 

19. In adhtion to the response to d l0  above. what are some overalI strengths and weaknesses of the 
process'? 

20. Was senior management supported of this exercise? 

- YES 
- YO 



2 1. WilI the recommendations be impIemented? 

22. Would it be useful at the outset to know how much m e  panel participants spent in the literature 
previously (may be some people who could predict the outcomes without having to go through the 
process) 

23. Any other general comments to record at this time:! 
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