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aids recon 1ended in the academic literature. 1ay be the most etficient way of allocating
resources for many organizations. The ma implication of these conclusions is that
improving the processes for allocating resources is likely going to require more
institutionally-specific and area-of-care-specific reforms than researchers in this area have

previously proposed.
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However health resource allocation decisions are not rare events. While much is written
on health resource allocation, there remains little insight into how these common, but
critically important, decisions arc regularly made. This lack of knowledge severely limits
our ability, both as researchers and as Canadians, to suggest improvements in the 1 inner

in which  alth care resources are allocated in this country.

1.2 Approaches to Studying the Problem

In his book Coping with Uncertainty (1980), David unter examined. in great deta  how
resource  location decisions were made in the late 1970°s by two regional hcalt
authorities in Great Britain. The focus of Hunter's study was not on health resource
allocation per se, but rather on testit  thcorics of managerial decision making,
specifically in the United Kingdom. Much as likely changed. howev  regarding the
delivery ¢ health care and the  :esses for allocating resources since Hunter finished his

study in |

In Canada, three groups of researchers have conducted fairly extensive work in the arcas
of resource allocation and priority setting. Dot “as Martin, Peter Singer and others
associated with the Joint Centre for Bioethics at the University of Toronto have used
Norman Daniel’s concept of accountability for reasonableness as a framework for
cvaluating priority setti decisions.” Through a series of studies, this group has applicd

the accountability for reasonableness fra, work 1o examine the views of hospital

? Accountability for reasonableness is described in detail below in section 2.4.7.






The third group of Canadian researchers who have completed substantial work in this
arca are Jerry llurley, John Eyles, Stephen Birch, Mia Giacomini, Brian Hutchison and
others as ciated with McMaster University's Centre for Health Liconomics and Policy
Analysis (Eyles, Birch, Chambers, Hurley & Hutchison, 1991; Birch & Chambers, 1993;
Birch, Ryles, Hurley, Hutchison & Chambers, 1993; Eyles & Birch, 1993; Birch, Eyles &
Newbold. 1996; Newbold, Eyles, Birch & Spencer. 1998). Much of their work is focused
on needs-based models for allocating health care resources. The aim of the needs-based
approach  to fairly and efficiently allocate resources across populations by accounting

for health and socio-economic difterences between the populations.

All three  roups study how resource allocation decisions are made in Canada primarily
from the perspective of their particular conceptual framework, i.c., accountability for
reasonableness, PBMA, or needs-based models.”  Similarly. all three groups have
contributed to our understanding of how resource allocation decisions are made and ofter
plausible reccommendations for improving the allocation of hcalth care resources.
Neverthe  ss. there is a risk that their empirical investigations are influenced too much by
their conceptual frameworks. Rather than taking a|  posed framework and testing to s

whether  is applicable within the Canadian context. | proposce a more grounded theory

approach which first tries to detc  ine how allocation decisions arc currently being made,

* Needs-based models are described in detail below in section 4.3,

*One exce  on is Singer, Martin, C  omini anc  rdy (2000), who do us¢  grounded theory, case study
approach to study  iority setti  within two governr it advisory pancls: the Cancer Care Ontario policy
advisory committee and the Caralac Care Network of Ontario expert panel on intracoronary stents and
abciximab.












systems result in different mechanisms of resource allocation. In order to capture any
inter-provincial variation, the t  : services selected were examined in three provinces:
Alberta, wfoundland, and Saskatchewan. The choice of provinces was based on
considerations about geographic distribution of the provinces across the country, the size
of the provinces, the gec aphic distribution of their populations, structure of their  calth
care syste s, and the financial strength of the provinces. In order to provide a reasonable
scope to @ oject, one regional health authority is focused on in each province. In
order to help secure confidentiality, the three regional authorities have been identified as
Region A Alberta), Region B (Newfoundland), and Region C (Saskatchewan). A three
ol the regional authorities provide a wide rai of health care services, including tertiary

carc.

Next to determining which cases to study, it is also important to determine the appropriate
level of focus for the cases. Instead of examining specific decisions, the project focuses
on the processes and factors used by an o in  tion to make decisions in each particular
arca. In ¢ 1er words, instead of looking at he an organization decided in one instance «
allocating resources. the focus is on the processes they usually use to make decisions
cach of 1 : three selected services. [Examining gencral processes, rather than specific
decisions, allows tor sutficient focus while  :reasing the gencralizability of the results.
Descriptions of the decision making process do, where appropriate. make reference to

specific allocation decisions in order to accurately describe the process used.
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term (e.g., Simpson, Hoffmaster & Dorian, 2005). This conflating of the two meanings
may seem justified. Both senses of the te  : refi to important aspects of health care
decisions and there is quite often a match I ween the level of decision maker and the
subject matter of the decision, i.e., macro-level decision makers most often make macro-
level decisions. There are. however. « ses where the differences between the two senses
are important. For example, the provincial govi  ment (i.c., a macro level decision
maker) will sometimes make decisions concernit  particular health programs (i.c., a

decision about a meso-level topic).

l.omas (1997) further divides macro, meso and micro decisions into six types of decisions
related to the allocation of resources. These six areas are decisions about 1) funding
levels, 2) funding arrangements, 3) broad scrvice categories, 4) spec ¢ servi s, 5)
clinical ¢ :umstances, and 6) socio-demographic circumstances. These six decision
areas arc presented in Table 2.1, along with a description and example of each. The
advantage of Lomas’ bre = " wn of allocation decisions is that it more precisely identifies

the nature  { the decision under consideration.

14












useful to dc 'mine what type of decision cach is. These classifications will help allow

for better comparisons across the arcas of care and across the provinces.

In order to  clcar when using these distinctic s, I will use the terms macro, meso. and
micro to rc r to the subject matter of the decision, i1.e., general government policy
impacting « hcalth care (macro), program dccisions (meso). and dccisions invol' g
individual paticnts (micro). In terms of meso-level decisions, these would include all
decisions made at the program level. frc  decisions about how resource should be
allocated across broad scrvice areas to policies and guidelines made within the clinical

dcpartments.

While I have chosen to consider macro, meso and micro distinctions as referring to the
type of decisions, rather than the type of deci »n maker, it is important to consider who
makes the decision. This study will determine if there arc differences in who has
responsibility for making different decisions across the cases.  Those  kely to have
decision making authority in various arcas arc the federal government, provincial
government, Minister of Health, provincial officials. the boards of the regioni health
authoritics, cxccutives of the regional authoritics, program  magers. clinical chief,

providers ¢ paticnts.




2.2 Issues in Resource Allocation

There arc a number of debates in the literature about the allocation of health care
resources. This section reviews four of thesc debates. The first is about how to define the
terms rationing, resource allocation, and prior - setting. ‘There are various definitions
proposed in e literature. Re ed to the definition of rationing, there is a second debate
about whetl  * health care rationir  is necessary. The third debate is whether physicians,
as advocates for their patients, should be involved in rationing care. [Finally, the question
has arisen whether health care resources should be allocated through an explicit, p Hlic
process or implicitly, as is often currently the case. The main purposc of this section is
not to answer definitely the questions involved in these long running debates, but to
provide an overview of the main issues in cach dcbate as part of the overall background

for this project.

2.2.1 Rationing, Resource Allocation, and Priority Setting

There is s¢ ¢ debate over the meaning of the terms rationing, resource allocation and
priority setting. Some writers see no difference in the meaning of the terms (Bell et al.,
2004; Gibson, Mitton, Martin, Donalc n, & Singer. 2006; 1lall, 1994; Recleder ct al.,
2005). Others sec clear differences in their meanir -~ (McKneally, Dickens, Meslin and
Singer, 1997). Many of the ol debates about health resource allocation depend on how
these terms are defined.  For example. the question of whether health care rationing is

necessary depends to a large extent on what ic  cant by rationing.















the results of the exercise can be s )y rejected, so that the exercise has no atfect on how
resources are distributed. Priority setting exercises do not always a :ct the distribution

of resources, but resource allocation decision do.

Chart 2.1 portrays the relationship between the ter i rationing, resource allocation and
priority sct 1g in terms of their scope. Priority setting captu : the widest ran; of
activities,  cause it includes cases of resource allocation and rationin . but it also
includes other cases of priority setting which do not affect resource allocations. Resource
allocation  the second widest in scope, for it includes cases of ratic ing and some cascs
which are 1t examples of rationing. Ration  has the least wide application, being a
sub-class, or a consequence, of resource alloc  ion and, therefore, ¢ 0 a type of priority

setting.









collective payment schemes, which defused the costs of health care to the individual, also

made the individual’s health care a collective concern.

The sccond factor impacting on the need for rationing was 1e expansion and
technologi  advancement of the medical  atments offered. The practice of medicine
has gone through tremendous char s during ¢ last fifty years. T :technologies used
for treating diseases have become much more sophisticated, effective and costly. There
are more drug therapics available. Many illnesses and injuries {rom which pcople
previously died are now curable. There is a greater focus on treating chronic discases.
There is also a seemingly endless stream of new medical technologics brought to the
market ev _ year, many of which offer the promise of extending and improving people’s

lives, although somctimes at a very high financial cost.

The third factor which enhanced the focus on rationing is the dramatic increase in - -alth
care costs. Increasing costs are partly the rest  of the expansion in the type of treatments
offered, but other factors, such as expanded access and the : 1 of the population, also
adversely  tfect costs. For the past three decades. the cost of providing care has increased
faster than the rate of growth in the overall ¢ nomy so that an ever greater propor Hn of
our GDP  >w goes to health care. This trend is ultimately un: tainable (Arron and
Schwartz, 1990; Thurow, 1984: Ubel, 2001). The rising cost of health care increases the
financial pressures on third party payers. Faced with rising calth care costs an

budgetary shortfalls, these third party payers have b in to look for ways to slow

expenditures. Before the 1970s, there was little talk of explicitly rationing health care.




Previous to this period. the main focus in Can 1 and the United States was actually on
expanding access to care. However, with the combined rise of third party payers, the
devclopment of expensive new t wtments, risii health care costs, and slowing cconomic

growth, cost containment is now a major conce

Angell (16 ) and Boyle (1984) argue that preoccupation with cutting health care
spending is 1isguided. They contend that there are enough resources available to provide
everyonc beneficial care and ultimately avoid tioning if we, as a society, only use¢ our
resources intelligently.  With reference to the United States, Angell  ints out the health
care system “is embedded in a society that routinely spends billions and billions on such
goods as tobacco, television ads, and cosmetics. Clearly, we as a society aren’t facing
scarcity; i1 ead we arc facing the inefficient and frivolous use ¢ vast resources™ (p.
284). The same claims can be made about Canada. Even th igh Canada spends
approxima ly 10% of its GDP on health care, this is not to say it does not have the
resources 1o increase its spendit  on health care. Given the impor 1ce of health care, it
may not be unrcasonable to spend 15% or 20% of GDP on care. Tl increased spending
could presumably allow for enough resources so that we would not have to ration care.
Boyle and Angell’s point is that a resc  :e shortage is not the problem. It is an issue how
resources  :t distributed throughout the socicty that results in the need for rationing.
Rich, Western societies have enough resources to provide beneficial health care to all

their citiz  s; all they have to do is direct more of their wealth to health care.







possible health benefits of medical science to all people for the ever expanding number of

conditions which could be addressed.

Others disp ¢ the claim that we can avoid making difficult rationing decisions more from
an cconomics perspective. Thurow (1984) holds that,
“Although there is no magic formula for determining a precise limit on what a
country can aftord to spend for health care, there is a limit. Every dollar spent on
health care is a dollar that cannot be  2nt on something else. No set of
expenditures can rise faster than the gross national product forev At some point,
health care expenditures must slow down to the rate of growth o 1¢ gross national
product™ (p. 1569).
Weinstein (2001) makes a similar argument by equating health care spending with the
standard ¢ nomic argument of the commons. The idea is that if everyone continues to
usc as much health care as they can, soon all the available resources will be used and
ratic 1 will be forced upon us. Althot  both Thurow and Weinstein’s argumer  are
based part  on abstract theory, they do rely on the common sense point that if individuals
arc uncor raincd in their health spendit  especially given the high costs of these
pro lures and the demand drivers identificd by Kenny (2002)., we will be one day in a

situation where we will have to ration care, re wrdless of measures like the ones Angell

and Relman recommend.

Whether or not rationing is necessary at a socictal level, we need to recognize that
individual health care organizations, region.  health boards, and local hospitals do face

rationing decisions on a constant basis. In fact, Ubel (2001) concludes that health care
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the ideal advocate model, it is third party payers who should be responsible for making
these difficult allocation decisions, not frontline physicians. Altho h her argument is
clearly more applicable to the American health care system and the relationship between
physicians and HMOs, Angell (1985; 1993) argues bedside rationing is nothing less than
selling out the entire ethical basis of the physic 1-patient relationship in order to put third

party payers in a better financial position.

Much of the debate about whether physicians should ration care rests on the question of
whether rationing is necessary.  Angell (1¢ ;5 1993) and Boyle’s (1985) arguments
against ph'  cians rationing carc are based to a large extent on their contention that it is
not necessary to ration care. Whether or not physicians should u mately be asked to
ration care, the fact is that physicians do play role in rationing care (Arron & Schwartz,
1990) and physicians are already often mindful of resource constraints when prescribing
treatments (Ubel, 2000). For Ubel, the real debate has moved on to the ¢ :stion of what
type of supports we should provide physicians to help them 1 making rationing

.. 7
decisions.

Proponents of bedside rationing argue that tioning is a fact of modern medic: life.
Given that rationing does occur, proponents argue that physicians are well suited to play a

key role in determining how these rationing decisions get made. There are numerous

Ubel (2001) recommends training physicians in the use of cost-effectiveness a: - ysis. Hall (1994)
suggests we  zed to develop a system of educational, professional and financial incentives to help facilitate
physician rationing,



reasons why physicians are gi+  a great deal of clinical autonomy. Many of the same
reasons for grantit  this clinical autonomy are also reasons why | ysicians should be
involved in making rationing decisions. Physicians are the experts in the field and
therefore best suited to determining the seriousness of a patient’s condition. They have
the most intimate knowledge of their patients’ cases. their concerns and their treatment
preferences (Mechanic, 1987). Their closeness to the clinical situation means that they
are less likely to discount the suffering ratic ing is causing their patients (Mechanic,
1987). [Every chinical situation depends on  certain level of judgment. 1lall (1994)
argucs that “no sct of rules |determined outside the specific clit :al situation] could
possibly be detailed enough to capture all ¢ the nuanced and judgmental aspects of
medical decision-making” (p. 319). [Tlall also argues, given that rationing does occur,
letting other groups make these decisions is “inconsistent with the values of the medical

professionalism,” including respect for profes nal autonomy (p. 325).

There are  number of other arguments supporters of bedside rationing raise. Physician
rationil scen to be less influenced by interest groups and unfair Hbbying (11all. 1994
Mechanic, 1997). Because of the asymmetry of medical knowled  between the patient
and the physician, patients are never really sure that they are bei | denied a tre. nent
because they do not need it, i.e.. it would not be medically beneficial to them, or because
of rationing, i.c., the treatment is denied in order to save resour 5. Although raising
some cthical concc s, bedside rationing can be used to limit public discontent with
rationing, as has been the case in the United Kingdom (Arron & Schwarz. 1984: 1990;

Arron, Schwarz, & Cox, ~105). Finally, if there is to be  ioning, iysicians will have to

33






every aspect of the rationing of health care should be done in secret or that we should try
to disguise ioning decisions as being simply clinical decisions, as sometimes occurs
(Coast, 1997; llunter, 1995). Those who support implicit rationing advocate, however,
that the resource allocation decisions are better made internally within health care
organizations, by decision makers who have a broader understanding of the implications

of rationing.

Those who support implicit rationing also usually point to the pr  tical difficulties of
explicitly  tioning care. TFor example, Hunter (1995) holds that large ublic d ates
about which services should be covered are ni an effective or sensible way to make such
decisions. ¢ writes:
“A national decbate that secks to explore the complexity of the rationing issue
amounts to a contradiction in terms. A national debate. aided by a media whose
interest in health care stops at waiting lis d hospital and bed closures. is likely
only to ivialize the issue and allow profi nals to cvade their responsibilities to
individuals and groups. ...Furthermore, an exclusive focus on rationing diverts
attention from another difficult policy problem, which is the need to be much more
rigorot .n the search for cost effective health care™ (p. 811).
While Hunter supports transpa 1cy in decision making. he secs the nature of the decision
making process to be too complex and too *messy’ an affair to be  tectively performed
in public. A similar criticism of la : ex] cit rationing exercises is made by Holm

(1998). who argues that the principles which are used in these pul ¢ rationing exereises

are neces  ily too abstract and imprecise to make difficult rationn  decisions.
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physicians  3Jillick. 2004). But such definitions, based on who provides the care. can
result in very counterintuitive accounts of need. As Eddy (1996) points out “an extr 1cly
expensive, very low-yield diagnostic test pr 'ided in a hospital would apparently be
considercd cssential by this definition (because it is provided in a hospital), whereas a

lifesaving antibiotic that could be taken at hon  would not™ (p. 95).

Another attempt to develop a surrogate concept of medical need is the idea of defining a
*basic’ or ore’ basket of health care services. We may initially consider essential care
as any care which directly contributes to saving somcone’s life. However the funding of
high cost trcatments with doubtful chances of success, usually tricd only as a last attempt
to save someonc’s life. 1s one of the main issues in dispute with respect to health resource
allocation. Accepting this rule of rescue approach may mean that other trcatments and
preventive measurcs which are have a much greater impact on a population’s health

would not 2 covered.

Dworkin (2000) and Liddy (1996) both propose variants of what may be called average-
citizen-ch  ce concepts of “basic” or “essential” carc. Dworkin holds that justice only
requires that public coverage be extended to the extent fully-informed. prudent people in
a fair socicty, with equal financial resources, would choose to insure themselves for. In
his view, justice dictates that we should ¢ er basic and cffective medical carc and
preventative programs, but the core basket of services need not extend to providing care
for expensive end-of-life care v ch has little chance of success. 1iddy proposes using

citizen ju s to poll what s ices the average  'son would be willing to purchase. To

4]



account for any variation in income, Eddy oposes expressing  sts for coverage in
terms of t.  proportion of a workday an average person would have to work to pay for
coverage, rather than in dollar tecrms. Both Dworkin’s and Eddy’s concepts have the
advantage of considering the element of cost in determining what basic coverage should
be. There is some question, however, what ¢ usetulness of any concept of *basic” or
“essential” care would have for a health care :  stem like Canada’s which does not have a

substantial private market to provide expanded, or second-ticr, medical serviccs.

Another a 2 of concern with the concept of need is that its defi  ion depends a great
dcal on pe  sective from which it is judged. Health care involves the encounter of at least
two peop  a patient and a provider. Both have different concepts of nced. Many
patients fecl they need alternative treatments, even though these treatments have not been
shown thr igh research or believed by most physicians to be effective (Aronson, 2002).
Direct-to- nsumer advertising for pharmaccuticals attempts to make patients believe
they have a need for a particular drug. Studies have shown (Mintzes, Barer, Kravitz,
Bassett, Lexchin, Kazanjian, ct al., 2003) that dircct-to-consumer advertising has been
successful both at getting patients to request advertised drugs ai ;i physicians to

change their prescription patterns.

Our health care system has. howey  long embraced the idea th  the recognition of a
nced should be based on a more objective basis, especially when health needs are to be
addressed using public funds. This  ore ol ctive assessment of need usually includes

the asscssment of a medical professional.  Yet  juiring health care providers to













know, for example, before an operation whet r it will be a success. We do not know
before a diagnostic test is completed whether we will conclusively detect anything.
Glassman « al. (1997) suggests this inherent unpredictability of medicine means we need
to use “im'  ‘fect estimates™ of the potential benefit of a treatment (p. 153). This is not to
say that we cannot rank treatments in terms of 1eir likelihood to succeed. IFor example, a
stra” itfor ird tonsillectomy is more likely to be successful than a complicated art-
and-lung transplant. Still the probability of success needs to be considered in determining
its effectiveness.  In considering cffectiveness, we need to be mi lful of the different
dimensions of effectiveness: the type of impact, magnitude, and the probabil + of

SUCCCSS.

Hope, 1licks, Reynolds, Crisp and Griffiths (1998) include 1 their concept of
cffectiveness the idea of value, by which they mean the judgment  “how valuable that
effect is in the relevant individual(s) relative to the value of other treatments™ (p. 1067).
Iissentially. they make explicit the step of -aluating the different types of benefits.
Hope and colleagues go on to identify three factors which are relevant to the decisions
about the value of a benefit: 1l Iditional length of life that the trcatment br s, the
contributi | that the intervention makes to the patient's well being, and the level of need

of those who benefit from the trecatment™ (p. 1067).

Llividence
Mecasurir  Tfectiveness requires that there is some agreement on what evidence will be
accepted for illustratir— types of 1 s, their magnitudes and a treatment’s probability
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cases in which coverage is only extended to patient populations whi  resemble the study
population of a successful clinical trial, e.g., tI  U.S. Centers for Medicare and Medicaid
Services’ 2003 decision to cover lung-volume- luction su :ry only for selected
populations (Gillick, 2004). Atkins, Sicgel a  Slutsky (2005) point to the problems of
only relyir  on a limited number of clinical trials and the problems that have recently
arisen in the pharmaceutical industry around not disclosing negative trial results. Results
may be inconclusive. There are often ethical or logistic difficultics which make
performing clinical trials infeasil : IFuchs and Garber (1990) point to the fact that
randomized control trials usually cannot provide all the information nceded to determine
wider impacts of a treatment. This has led to the use of other types of research beyond
that captur | by clinical trials, including quantitative studies, qualitative studies, and
ethical ass sments. Even including these other methods of rescarch, there is still the
problem that insufficient c¢vidence exists to  operly judge the cffectiveness of 10st

treatments. 1cluding many new technologies.

The opinio  of clinical staff or po  tial patient populations are usually not as rigorously

determined as research studies. This is not to underestimate their nportance. Kitson,

Harvey & McCormack (1998) notc that
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note that t.  broader scope of assessments can lead to different levels of reliability of the

data they arc based on.

There are a number of organizations tb perform impartial hcalth technology
assessments. In Canada. these organizations include the Canadian Agency for Drugs and
Technolog 3 in llealth, Alberta lleritage [Foundation for Medical Rescarch, Conseil
d’évaluation des technologies de la sant¢ (Quebec), the Office for llealth Technology
Assessment (British Columbia) and the Ontario Ilealth Technology Advisory Committee.
Internatior ly, these organizations include the National Institute for Clinical Excellence

(UK), the EuroScan (European Union) and the U.S. # :ncy for lealth Care Rescarch and

Quality.

While health technology assessments can be useful, there are some  ortcomings. Many
of these problems arc shared with other types of rescarch. Iealth te nology assessments
arc not always available at the time the information is nceded by decision makers.
Sometimes the information in the assessments is not relevant to the decision at hand.

Assessments are also not always decisive.

Rep~—=- T“vidence
Ilow information is collec 1 and critically appraised is important » determinations of
cffectiveness.  Cook and Sackett (1995) hold that another pivotal step in measuring

cftectiveness is summarizing the ~ “intermsof r sures of eff n bern lily
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involves a diverse set of institutions which have a major impact on the level and

distribution of our welfare™ and thus it is a subject for social justice (p. ix).

Groups are not indifferent to how the health care system is struct ed. Diffcrent ealth
care structures and allocations of resources :  1tly impact on how the costs and benefits
of health care are distributed across different sections of a population. It is also the case
that provision of health carc can impact other inequalities. From the perspective of social
justice, key questtons include how the health care system is structurcd, the mix of
private/p  ic funding, the roles and duties of health care providers as well as how health
care reso ces arc distributed (Daniels, 1984). Essentially, as a key part of the basic
institutio  of our society, tI  health system is the subject to the same concerns for
fairness and justice as are all our major social institutions. The distribution of health care

isone of 2 most fundan 1tal v /s a society demonstrates how it treats its members.

The second source of cthical considerations stem from the unique 2nefits brought about
by hecalth care. Health care professionals have the power to restore people’s lost
capabilities or reduce their sutfering. The question whether people get health services
can, in 1 mny cases, even determine whether a | n lives or dies. Because of the
ultimate importance of health care, how we distribute resources touches on the most
fundamental questions of moral worth. 1 rley (2001) points 1t that in most cascs
illnesses and injuries “are unpredictable and largely beyond the control of the individual™
(p. 735). llow should this unpredictability of illness affect society’s duty to provide care?

Il"a perst  engages in activities which increase their risk of disease, e.g.. smoking. should
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The second types of ethical recommendations are procedural, in that they do not make
direct claims on how resources should be allocated: rather they aim to ensure the process
by which resource allocation decisions are n  le is fair. Reeleder et al. (2005) r  orts
that dccision makers often sec fairness in terms of whether multiple stakeholder
perspectives were represented. This suggests — at a critical mass of’  1iblic participation is
required to ensure the fairness of the process. Daniels (Daniels & Sabin, 1997; Danicls,
2000a; 2000b) has developed a concept of what a fair process we |d be for allocating
healthcare resources. called ‘accountability for reasonableness.”  Accountability for
rcasonableness scts out four conditions whir  should be followed in making resource
allocation cisions. The first condition is that decisions are made based on rcasons that
'fair-minded' people can agree are relevant given the decision at hand and to decide issues
through the greatest possible consensus. The second condition is the decision and the
rationale for it should be madc publicly accessible. In other words, there needs to be
transparency concernit - how the decision was made. Daniels’ third condition is that
there neec  to be a mechanism by which der  ions can be challenged and revised. The

final cond on is that the decision is enforceable by the governing body which makes it.

2.3.5 Accountability

In 1998, the then cditor of the New England Journal of Medicine. Arnold Relman,
announced what he saw as a new era of medical care, which he called the cra of
assessment and accountability. I‘aced with increasing costs, large variations in the use of
health servic  without noticcab  cffects on health outcomes, and the expansion in the

rai ol services available, Relman argued that we needed to bet  assess the value we
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Other countries have turned to national commissions to review coverage as an approach
to insure public accountability. These methods have not, howev — scemed to restore
public confidence in the process. In order to increase its accountability, the U.S, Centers
for Medicare and Mcdicaid Services is moving towards adopting a more structured and
explicit decision making process for making its cover. : decisions (Neumann « al.,
2005). They even release an explanation of their coverage decisions on their website
(U.S. Centers for Medicare and Mcdicaid Services, 2006). Daniels (2000a) points to a
number of other efforts to develop fair, | blicly acceptable processes for m .ing
allocation cisions. These include the active consumer movement in the United States,
which advocates the establishment of a patients' bill of rights, and the estal  shment of the

National Institute for Clinical xcellence (NIC ) in the U.K.

Singer ¢t | (2000) identify a number of actions which can help to increasc the

accountability of the decision makii  process. These include

“ackno edging conflicts of interest, providing the opportunity tor cveryone to
express views, ensuring that all committec members understand the deliberations,
maintaining honesty, building consensus, ensuring availability [ cexternal expert
consultation, ensuring appropriate : nda setting, maintaining ffective chairing,
and ensuring timcliness in making tunding decisions to  t ¢ ctive new
technologies to patients™ (pp. 1317 — 1318).

Singer ¢t | (2000) also identifics the ability to appeal a dccision as key to  oper

accountability.
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decision trees, these models usually first identify all the relevant go . the decision maker
would like to achicve. The decision maker t 1 rates these goals on a common scale so
that a decrease in one of goal can be compared against an increase in another. Then all
the possible policy options (or in our case resource allocations) are considered to sec

which one maximizes the desired outcome.

Advocates 1 rational decision models argue they can be widely employed in health care,
from clini | decision makii  (Weinstein, Fineberg, Elstein, I'razicr, Neuhauser, Neutra,
ct al., 1980) to the managen of health care facilities (Mills, 2005). Onc of the
strengths « these models is that they force the decision maker to be very explicit in the
assumptions and the relative value they place on different goals ( ber & Goel, 1990).
Rational ¢ ision models initially have intuitive ap; . Clearly setting desired goals and
determinii  which allocation best achicves 1 m scems to be a straight forward way to
make bett  resource allocation decisions. These models also ho  the promise of clearly
identifying onc allocation as preferable to all the others in a way that can be

communicated to various stakeholders.

The problem with rational decision models is that it is doubtful that they could handle a
decision problem as complicated as most resource allocation decisions. Lindblom (1959)
criticizes rational decision models, in part, because they are usually unworkable for real
world pol y decisions. Given all of the d erent factors involved in most allocation
decisions.  would be difficult for an organization to explicitly identify all of the goals it

would like to achicve when allocating resources. It would be cqually hard to sensibly and
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meaningfu - convert all of these various goals to a common scale in order to calculate
the impact of possible allocations. For examgp it is difficult to sce ow decision makers
can compare on a common scale the advantage of say maintaining workplace morale
versus improving different arcas of care, leading a new rescarch project, or making
services more convenient for patients. Another of the criticisms Lindbolm has of these
models is that in cases where there are la :d  erences in the types of outcome goals, the
act of ranl g these goals is the same as deciding on which option to chose, making the
decision model irrelevant. In other words. when tI ¢ 1s no obvious basis for comparing

different goals, we rank these goals only when we n e the final decision.

There are also problems with the amount of information, cost and time that are required to
construct large decision model. Dec on models have to be applicable for
organizations which have limited resources to invest not only in prc -ams, but also
limited re urces that can be employed for deciding on resource allocations. Given these
limited managerial resources. it scems unlikely that decision makers would be amenable
or able to conduct a time consuming formal decision analysis of their entire budgctary
processes.  The rational decision models r / be useful for me ng small, contained
allocation ccisions, e.g., between a few opti s within a particular arca of care. Beyond
this limited use, rational decision models scem unl  :ly to be helpful in solving resource

allocatior roblems at the institutional level.
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Regardless of their shortcomings, clinical p tice guidelines may be applicable to the
case studics.  This i1s partly due to their ability to direct various aspects of ¢ ical

practice and their ability to limit demand.

2.4.3 Nee: -Based Capitation Models

Another proposal for the improvement of r¢ urce allocations are capitation models or
formula-based funding. Capitation is a method for allocating resources to health regions
or service roviders based on the population. Often capitation models do not allocate on
a straight per-capita basis. Rather, they make allowances to acce nt for differences in
health status and variation in the likely usage of hcalth care. These adjustments are often
based on vanations in age, gender, geographic distribution of population. or other need-
influencing criteria across populations (Eyles & Birch, 1993). The aim of making these
adjustmer  is to allow for better health outcomes and more cquitable allocations by

directing greater resources to those serving populations with greater need.

Using da  from Ontario, Bedard, Dorland, Gregory and Rosenberg (1999) cevaluated the
different distributions resulting from diffc nt capitation models: models which use
different funding formulas to adjust for the relative needs of  : population.  They
conclude at the way in which models adjust for relative nced can have substantial
cffects on the final distribution. IFurthermore, t! ¢ hold that there is no basis for choosi

onc particular model over another, except in terms of the desirability of different final
distributions. In other words, there  some level of circularity in that it is the desired

outcomes which determine the method of weighting the allocation formula.
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Weinstein (Buerhaus, 1998) says that sensi ‘itics about express g health benefits in
monctary terms lead to the development of cost-effectiveness analysis.  In cost-
cifectiveness analysis, health outcomes are measured in some type of health unit, usually
based on some index of quality-adjusted-life-years, and the costs of different
interventions are measured in dollars. Cost-t  cctiveness analysis  oduces a measure of
the  ative valuc for interventions in terms of their cost for producing a particular amount

of health improvement.

The ultimate success in comparing two trcatments in terms of both their cost and
effectivencss is when one treatiment is shown to be both less expensive and provides at
least the same amount of benefit. In such cascs. one treatment can be said to be more
ctficient. When this is not the case, or when calculations compare programs which do not
casily allow for comparison, allocative efficiency should be the ¢ | (Donaldson. Curric
& Mitton. 2002). In other words, the goal should be to detc ~an  location which
maximiz  the benefits (however, benefits are defined) from a j  ticular investment of

resources.

Both Deber (1992) and Donaldson at el. (2007 divide treatm | comparisons into a

number ° possible options, based on the possible outcomes regarding cost and

cffectivi  ss. Table 2.3 reconstructs their tables.
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trials have a specific cut-off time. Cost-effectiveness analysis is calculated over the life
of the patient. This leads to the invariable problem of estimating the effect of a tre. nent

beyond the point for which there is any reliable data.

There are a number of problems associated with equating all conditions to a qual -of-
life scale. The valuc people place on different health states vary depending on w  ther
one is asking people with the discase, populations at risk for the  scase or the general
population (Ubel, 2000). Who is surveyed to cstablish the scale will catly affect the
quality-of fe-mcasures which are used. Another set of concerns relate to what cost-
cffectiveness analysis leave out. e.g., concerns about equity. Ubel, DeKay. Barc  and
Asch (1996) have shown that even many experts in medical decisi 1 making. those who
perform ¢ t-effectiveness analysis, are will 2 to over look cost-effectiveness when it

conflicts with cquity of care.

These proc ems notwithstandii ~ Weinstein and Stason (1977) claim that it 1s still better
to usc some model for allocating resources  in none at all. Weinstein and S son also
suggest that the intent of c¢c  ffectivenc . analysis is often misconstrued. For t 'm,
cost-eftfec  reness analysis is not a deterministic test or a procedure for neatly deciding
which treatments to fund and which not to fund. Weinstein says “cost-cticctivencss
analysis is mcant to be informative, helpful, and to provide another perspective on a
decision. But it is not meant to determine the decision™ (quoted in Buerhaus, 1998, p.

226).
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2.5 Areas of Care — Case Studices

As stated in the introduction, three areas of care - endovascular coiling, MRI and powcred
upper arm prostheses - were chosen for this study, in part, because they represent a
diverse set of health services. This sectic  brictly describes cach arca of care and
includes considerations such as impact, de nstre 1 effectiveness, estimated cost per

procedure, and estimated patient population.

2.5.1 Enc vascular Coiling

Endovascular coiling, sometimes called endovascular ncuro-coiling or embolization, was
started in the carly 1980's by Dr. Guido Gugliclmi as a new treatment option for cerebral
aneurysn  An ancurysm is a bulging of the artery. Ancurysms arc most ofien found
along the aorta or in the brain, although ren.  ancurysms also occur. The most ¢« 1mon
type of ancurysm is a saccular or “berry™ anc  ysm. As illustrated in Figure 2.1, this type
of anecury n has a neck and usually occurs at points where arteries diverge.  Fusiform
ancurysny  in which there is bu” 1 on both sides of the art -, are lcss cc mon.
Aneurysms are also often classified in terms of their size, shape and specific location.

Saccular
. Fusiform  / /
: ‘/

F 2.1: Types of Ancurysms13

" The images are from Brain Aneuryst  Foundation  )05).
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An important class of aneurysms is cercbral, or intracranial, which occur in the brain. As
with other types of unruptured aneurysms, such cerebral ancurysms may show no
symptoms. [f the aneurysm is la : cnough. it may cause headac! 5. In severe casces,
large cerebral aneurysms may cause stroke-like symptoms. such as problems with vision,

memory, s :ch, weakness in limbs. or seizures.

The main concern with unruptured ancurysms is the risk they pose for breakage or
lcakage. A ruptured ancurysm results in cercbral hemorrhaging, w chis a very s ous
medical problem. Higashida (2003) reports  at between 30% to )% of patients who
suffer a ruptured ancurysm will die. The Department of Neuroradiology at John IHopkins
University Hospital (2005) estimates 50% mortality. Another 20°  to 35% of patients
will have moderate to severe brain damage. Given that the more bleeding there is, the
greater risk there is for the patient, immediate medir  care is r¢ uired for a ruptured
aneurysm. Cerebral hemorrhaging may result in vasospasm, a ni  »wing of blood vessels
in the brain which can result in further brain damage; or hydrocephalus, an increase in
cercbrospi | fluid which puts increcased pressure on the brain. Ruptured cerebral

ancurysms can also causc hemorrhagic strokes.

Cercbral ¢ urysms can occur in all age groups, but the incidence rate increases steadily

with age. 'The main risk factors include sn kit previous head injury, and a family
history of 1ev | .. The Brain  1eurysms Foundation (2005), a U.S. based not-for-

profit support group for victims ol ruptured or unruptured ancurysms, cstimates three
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million Americans have at least one cerebral ancurysm. Higashida (2003) estim: s a
similar prevalence rate, with between 0.5 to 3.0% of these people actually suffering a
cerebral hemorrhage at some point in their lives. The percentage of these which require

serious medical attention is much lower.

If an anct /sm can bc detected prior to 1 ture, the patient’s  -ognosis is greatly
improved. A major rupture is often prcceded by a w  ing leak, wh 1 manifests itself as
an uncharacteristic painful headache. An aneurysm may also be detected prior to r ture
due to pressure on surrounding nerves or inadvertently through diagnostic tests taken for
some other reason, c.g., during a magnetic resonance imaging (MRI) or magnetic

resonance angiography (MRA) on the head.

There arc currently several treatment options for both ruptured an unruptured cerebral
aneurysms. For small aneurysms, medical erapies, such as si king cessation and
blood pressure control, may be suaacient. In some cases. it may be best to stop blood
flow throv 11 the entire artery leadit  to the  1curysm or to bypass the artery using an
artery fro1  another part of the body. This is called an occlusion and bypass. Another
method for treating serious ruptured and unruptured aneurysms is microsurgical clipping.
Clipping is a procedure in which the ancurysm is clipped shut, usir  a device similar to a
small clothes pin. The clip stops blood flow to the ancurysm thereby removing the risk of
rupture or stopping any lcakage if the ancurysm has alrcady ruptured. This procedure

requires ¢ nbr " 1surgery.
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platinum coils. The coils of both companies arc approved for use by Health Canada, the
Food and rug Administration (U.S.) and the Interventional Proccdures Advisory

Committee (U.K.).

Operational costs average around $10,000 per case, which includes the cost of coils.
catheters, wires, stents, and other necessary m  rials. The platinunm  oils themselves can
cost between $4200 to $7000 per procedure. There are advances in the types of coils
available, which may increase the future cost of coils. Estimates varied in terms of the

expected p  ent population from between 1 to 10 cases per 100.000 annually.

The procedure requires two radiologists, an anesthesiologist, two nurses @ | a
technologist.  Neurosurgical back-up team must also be available, although their cost is

not usually 1cluded in cost calculations of the procedure.

2.5.2 MRI
MRI scans are machines which perform non-invasive di - hostic tests. The first MRI scan
was instal  in 1983 at the University of Manchester (U.K.). Si ¢ then, MRI scans

have quick  become once of the most valuable diagnostic tools for internal examinations.

Magnetic  sonance imaging is possible because of a peculiar way atoms react 1o
magnetism.  ‘The peculiar effect is that when magi  ized, the nuclel can be made to
release y in terms of faint radio waves.  ‘'linical MRI scans work on the hydrogen

atoms in the body. Hydre :natoms in different types of tissue proc e waves at slightly



different frequencies. The MRI scanner works by first using a powerful magnet to align
the nuclei of some atoms. The machine then hits these 1clei with radio waves to agitate
them from their alignment to the magnet. When the nuclei return to their alignment, ey
release ¢ne 7 also in the form of radio waves. The MRI machine records these radio
waves. A computer is then used to determine the position of the different atoms and

generate an nage of the inside of the body based on their various positions.

Unlike tradition x-rays or computed tomc a1y (CT) scans, MRIs do not use x-rays.
Because of the strength of the magnet, there are some risks for patients with metal
implanted in their body. For example, people with cardiac pace 1akers or clips for
cerebral ancurysms cannot reccive MRIs. With the exception of these groups, MRIs are

considercd fairly safe.

The rapid spread of MRI technology is due to its non-invasiveness, the type of images it
can produce, and its wide range of applicatio MRIs can clearly show soft-tissuc and
¢ producc any imaging planc. In other we 5, an MRI can produce an image of any
slice of the body. It can also captu  some functional information, include brain function.

As illustrated in Figure 2.4, MRIs can provide fairly detailed images of internal organs.
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Saskatchev 1, post wait times for non-emergencies on their wi sites. The Fraser
Institute (¢ : Esmail & Walker, 2005) also offer annual report of wait times for key

procedures, including MRI machines.

During the 2003 Iirst Ministers First Ministers' Accord on Health Care Renewal, First
Ministers established a Diagnostic/Medical 1 uipment [Fund. The fund directed $1.5
billion for ‘lagnostic equipment and staff training. This money was to help address
perceived shortages of MRI machines and decrc ¢ the wait i+ for MRIs.  Irst
Ministers also agreed “to report to their citizens on an annual basis on ¢1 ancements 10
diagnostic  1d medical equipment and services. using comparab indicators, and to

develop the necessary data infrastructt  for these reports™ (para. 8).

Resource [ 1 =nents
The estimated cost of an MRI scanner, depending on the model. is between three and four
million dollars. Philips Electronics (Netherlands) and General Electric (U.S.) are the two

leadii  makers of MRI scanners.

Annual o} ating cost for one MCI scanner is around one million dollars. The cost in
Canada usually varics between $300 and $600 on a per case basis. The number of people
receiving a MRI in Canada varies significantly by province. In . 05, Alberta had the
highest s¢ rate at 36.6 per 1000 (CIIHI, 2005). Newfoundland had the lowest at 8.5 per

1000.
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arm prosthesis which will expand as the child grows (CBC, 2 4). This type of

prosthesis  still at the experimental st.

Coverage for prostheses under public insurance plans varics widely across the country.
The War Amps are a Canadian charity and su; ort group for amputecs. ‘They offer some
support. both social and financial. to amputees through their Adult 7 putee Program and

their CLIAMP Program for patients under 18 years of age.

Resource I uirements

The resource requirements for prostheses vary from case to casc. Because prostheses are
individually fit, factors such as the extent of 2 damage to the limb, the level of ability
the person has and their preferences in terms of functionality ¢y affect the overall
cost. The overall cost of providing a prosthesis can range from $¢ 00 and $35,000 per
case. ‘There are numerous companies which supply prostheses.  Otto-bock (Germany)

and [langer (U.S.) are the two  -gest suppliers.

The loss of an upper limbisafa yrarcocct  nce. effecting less t 1 100 people per
100,000. A prescription for a powered upper arm prostheses would be relatively rare.
Although there is some variation in prescriptic  rates across the country, the patient
population is very small. Less than 1 person per 100,000 would recetve a new

myoclectric prosthesis annually in Canada.
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CHAPTER 3: METHODOLOGY
This chapter describes the methodological choices made within this project. The topics
covered include the rationale for choosing a multiple case study  proach, the selection
and structu  of the casc studies, methods of data collection, a review of issues relating to
the conduct of qualitative resi  ch, the development of data collection instruments, the
selection of participants, the method of analysis. the method of writing up results, the
delimitations of the project, a review of cthical considerations, and  knowledge transier

strategy for the project.

3.1 Research Strategy

The ultima  purpose of this study is to improve the allocation of health care resources, by
first determining how resource allocations are made, without tying the investigation to a
pre-deterr :d framework. Following the recommendation of lurley et al. (2000), it
was determined that it would be most uscful to focus on how resource allocation
decisions were made in a few sclected arcas of care, rather than taking a more general
view of r¢ urce allocation. This Ievel of t us still leaves open a number of crucial
methodolc  cal questions. The first question to bc  ‘dressed is whi  rescarch strategy to

usc.

The rescarch strategy must be appropriate for 1c project’s rescarch objectives. As  sted
in scction 1.1, this project has seven aims. The first six aims can be  :cn as research aims
and the seventh, transferring rescarch results to interested audiences, as more of an

operational aim of the project. In choosing a research strategy. consideration needs to be
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The fourth 1d fifth aims of this project are to identify what decision makers think are
best practices for allocating resources and what decision aids they would find useful for
making future resource allocation decisions.  Yin (1994) identifies  : type of questions
cach rescarch strategy is most appropriate in answering. “Ilow™ and “why™ questions can
best be ans  :red using a case study approach. [For questions which arc trying to identify
what a situation is, or what people’s opinions are, a survey approach is more appropriate.
The aims of identitying best practices and possible decision aids secem to be of this second
type of question and thercfore may be more  itably pursued through a survey rescarch
strategy. As part of the data collection. all decision n <ers were ask to identity any best
practices ¢ und resource allocation and the type of decision aids they would find useful
in making future resource allocations. The inclusion of these two questions can be
considered as a very small survey embedded within the case studies. Because of the
limited naturc of the survey and very close co  iection to the case studies, these questions

have been treated in this study has as part of t  cases themselves.

The sixth aim of this project, making reconr cndations for improving the allocation of
health care resources, draws together the conclusi reached in achicving the other five

rescarch ¢ 1s.

3.1.1 Selection of Foeus
As stated in the introduction, the cases were chosen 1o ensure a level of variability.  This

variability was partly sccured by cxamining cases in different arcas of care, e.g.. acute
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one main u an centre; structure of their health care systems, in that they all had regional
hecalth boards: the financial strer h of the provinces, with Alberta being in a better
cconomic situation compared to the other two provinces; and perceived philosophical
differences  ctween the provinces, with Alberta being perceived as being more open to

private sector reforms.

Because MRI and cndovascular coiling are high level medical procedures, in cho  ing
regional authorities in each province, consideration was given to those regions which
provided high level tertiary carc. Appropriate hcalth regions in cach province were
identified  -ough internet searches and discussions with policy rescarchers in cach
province. Given that more than onc appropr ¢ region was identified in each province,
rcgions we  chosen based on practical considerations about conducting the project in
cach province, e.g., whether a local research contact could be identified within the region.

All three - ons initially contacted  eed to | ticipate in this study.

3.1.3 Stru_are of Cases

This project starts with the hypothesis that it is useful first to determine how resource
allocations are made before applying any pre-cstablished framework, which suggests
taking a more grounded theory approach to examining resource allocation decisions.
Charmaz  )05) describes grounded theory as a method of focusing on the data *“to build
inductive middle-range theories through successive levels of data analysis and conceptual
devel nt" (p. 507). While mo "¢ :ly related to grounded t Hry ' an most other

studies of  source allocation, this | ject is not a pure example of grounded theory. Part
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type of allocation decision (funding level, ftunding arrangements, broad service
categories, specific services, clinical circumstances, socio-demographic circumstances),
who makes the decision and how the decision is made (closed-door / top-down, bilateral,

hands-oft / bottom-up).

In Chapter 2. Section 3, five factors were identified which are often considered when
cvaluating or determining resource allocations.  These five factors are identification of
neecd, the use of evidence. consideration of cost. ethical issues and accountability. The
cases arc  uctured to determine how these ve factors arc handled within cach case.

The six embedded components of the cases are illustrated in chart 3

Chart 3.1: Embedded Components of Case Studies

Case
O view

Account-
ability

Allocation Need lse of Cost Ethics

Issues ‘idence

7

This embedded case structure su, , orts the study’s rest  :h objectives in a number of

ways. The case structure provides an overview of the decision making process  cach
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case, identifies the resource allocation issues volved and considers how cach of  :zse
four key aspects of resource allor  ion are addressed. The case structure allows then for a
fairly broad overview of the resource allocation issues involved, which is one of the key
aims of this project. The structure also allows {i  fairly easy comparisons across the nine

cascs.

The criteria for determining what constitutes  best practice or what would constitute a
difference between cases is hard to ¢ irly specify. ..e same can be said for the criteria
for determining whether the proposed approac s for improving resource allocations are
applicable  the cascs or not. IFor the Hplicability of the proposed approaches, the table
outlining the main features of the ditterent apprc ches provided — section 2.4.8 gives
some guidance. but it still does not prov : clear criteria.  Detern ning whether
somcthing is a best practice or whether a proposcd approach is applicable to the cases will
depend to some extent on the ju nt of the rese. er. A clear case cture, with a
focus on sclected arcas, will allow for easicr comparisons, thereby better cnablii  the

rcader to judge the reasonable of the researcher's conclusions.
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Rigor

In this proj t, the rescarcher does not directly  bserve how resource allocation decisions
are made. The project relies to a  eat extent on information provided through key
informant  terviews. Dobbin and Gatowski (1999) point out that one of the short
comings of interviews is that they provide only "indirect information filtered through the
view of those interviewed” (p. 116). In ¢ icr words, the responses given by the
intervicwees are only their interpretation of the events. Interviewees may forget certain
details or ¢ r emphasize the role of some factors. They may mal se statements. The
rescarcher then uses this data, long with existi printed mi crial, to make his
interpretation of how resources are currently allocated within cach of the nine cases. The
account of the decision making processes given in this project are based then on two
levels of iterpretation: the participants’ and the rescarcher's.  The fact that the
conclusior I the project are based on multiple levels of interpretation is not a flaw in the
project’s design. In fact, it is a common feature of all qualitative rescarch not based on
direct obs ation. In order to ensure an acceptable level of rigor, the rescarcher must

show that  has appropriately dealt with both levels of interpretation.

Mays and Pope (1995) say that “the basic str: " 1o ensure rigour in qualitative research
is systematic and sclf conscious rescarch design, data collection, interpretation. and
communication.” (p. 110). Clearly setting out a detailed rese: ch strategy and the
consistent  pplication of that strategy across all the phases of the  oject 1s essential for

ensuring rigor in qualitative rescarch. Mays 1 Pope (2000) further suggest a number of
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because of ic influence the researcher has «  the course and outcome of the project.
Explicitly ¢ laring the researcher’s interest or lcanings towards a topic is meant to alert
the reader to any possible bias on the part of the researcher. ‘The rescarcher’s
involvement in this project arose from his involvement on the Building a Public Dialogue
Framework for Defining the Medicare Basket. 'The main aim of > Medicare Basket
project is to develop a framework for engaging the public about Medicare coverage
decisions. This thesis project is meant to help add to the knowledge generated by the
Medicare  sket project by examining different issues surrounding public Meo are

coverage and health resource allocation.

Generaliza ity

This project would be of limited value if the application of its conclusions were
confirmed only to the nine cascs studied. The project aims 1 n to maximize the
application or generalizability of its conclusions. The idea « generalizability in
qualitative research is different than statistical generalizability.  Generalizability in
qualitative rescarch depends upon the reader recognizing sufficient similaritics between
the casc s died and the cases in which they consider applying 1 - results. Pope and
Mays (2000) suggest two ways a  search project can hope to increasc its generalizability.
The first v/ is to provide sufficient detail so that the reader is able to judge whether the
findings in the study are likely to be applicable in the situation the reader i1s concerned
with. This goal of providing sufficient detail to understand how the cases are developed
has been a constant onc throughout the project. Pope and Mays also suggest that casces

“include as many as possible of the factors tI . mig aftect variability of behaviour” (p.



54). The main rationale for choosing fairly fferent areas of care to focus on and to
examine ¢ isions in three different provinces was to extend the range of divergent
factors covered by the cases. It conclusions are found to hold across the nine cases, it is
likely that these conclusions will have wider application for other cases of resource

allocation.

3.2.2 Deve pment of Data Colleetion Instru 1ents

This rescarch project 1s fairly expansive. overing nine cases and six embedded
componen in each casc. In order to gu - data collection, t information nceds
required for each casc were identified. This identification of information necds was based
on considerations of the project’s objectives, the structure of the cases, and the literature
review. Information necds were formulated as questions and put in a table, provided in
Appendix C. Where applicable, questions v ¢ matched with di  ussions of the topic
found within the academic literature. The table was then used to  lentify the proposed
data source for answering cach question. c.g.. interview questic . publicly available
documents. or comparisons across the cases. Efforts were made to  lentify a data source

for every question.

Based on this table. an initial set of interview guides were developed. A s cific
interview uide was designed for each type of likely participant: 1) department head,
program manager, or clinical chief; 2) senior health care manager; 3) members of the

provincial Department of [lealth; 4) senior provincial government ofticials in other













In Saskatc  wan, the local research contact and the researcher discussed relevant persons
within Region C to be interviewed. Potential interv  vees were also identified thre gh a
search of the Government of Saskatchewan’s wcbsite (2006). Participants were sent
introduction packages and contacted by the ‘searcher to arrange for interviews. Onc
participant, when contacted. s sted the researcher also interview another person in
their dep: ment. This person was contar :d by phone and i erviewed. Another
participant felt that thcy were not the most appropriate person to be interviewed within
the organization and suggested four alternatives. Three of these were deemed to be
relevant by the researcher and were sent introduction packages. All three agreed to be

interview

In Saska newan, one participant independently invited two  her people to their
interview. Likewisc, in Newfoundland, onc articipant invited an her participant to the
interview. The addition of these people to the interviews was not known to the researcher

until he arrived for the interviews.

The information on the ta :ting and contacting of participants is summarized in Table

3.2.















interview¢ consented, interviews we  tape  orded and additior notes were taken if

needed. If the interviewee did not consent to a taped interview, only notes were taken.

There were 43 interviews conducted for this project of which 35 were taped and

transcribed.

In Alberta, seventeen people were invited to be interviewed, of which fourtcen were
interview . The participation ratc was 82%. This high participati 1 ratc was due in part
to the work of the local research contact in identifying and directly contacting participants

in Capital Health. Ninc interviewces consented to having their interviews taped.

An issuc which arose in every province was that interviewees, through internal
communications within their own organizations, found out about other intended
interviewees.  Often this resulted in intervie  :es from the same department asking to be
interviev | together. In order to accom: date ¢ wishes of the interviewees, the
rescarcher granted these requests.  As noted ove. in two cascs, inter -wees
independently invited others to participate in the interviews. In all of these cases in which
two or more participants were interviewe t¢ cther, the interviews were taped. In
Alberta, while nine people agreed to have their interviews taped, there are only six tape

transcrip  because three  oups of two people were interviewed together.

In Newfoundland, 24 people were invited to be interviewed. of which fifteen were

interviewed.  The participation rate was 62.5%. Fourteen interviewees consented 1o






which was focused solely on endovascular cc  ng. At the departmental level, the pcople
interviewc included program managers, clinical chiefs, radiologists, neurosurgeons.

physiatrists, and prosthetists.

In Alberta, three provincial officials and sevc  members of the executive tcam of Region
A were 1 rtviewed. At the departmental level, three people were interviewed about
cndovascular coiling. The same three people also discussed MRI. Three people were

intervicwed about how resources around powered upper arm prostheses are allocated.

In Newfc dland, two provincial officials and six members of the cxecutive team of
Region B were interviewed. At the depar ental level. four people were interviewed
about endovascular coiling. ...rec of these four people also discussed MRI.  Three

people wi :interviewed about powered upper arm prosthescs.

In Saskatchewan, four provincial officials and four members of the executive team of the
Region C were interviewed. At the depar  ental level, two people were interviewed
about endovascular coilit  The same two pcople also discussed I 1. Five people were

interview | about powered upper arm prostheses.

A summr y of the interview participants is provided in Table 3.3. A brecakdown of

intervicy by position is presented in Tuable 3.4.
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in different formats. Thorough searches were made of a number of relevant websites and
news arch s, including those of the interviewees home organizations. There was some
level of snowballing in the identification of relevant documents, ¢ , if documents were
mentioned in interviews, they were located and reviewed. Over fo 7 documents r 1ting
to their o anizations and resource allocation in the selected areas were also given to

researcher directly by interviewees.

3.2.7 Analysis of Data

Interview pes and notes were all transcribe  All interview tapes were transcribed by a
professional transcriber.  Interview notes were transcribed by the rescarcher. Tape
transcripts aimed to be as close as possible to the actual conversation. Grammar was not
cdited in  y way and phrascs such as “*I know™ were kept in. Pauses and inaudible parts
of the conversation were so marked.  During transcription, one tape broke and
approximately 30 minutes of interview data was lost. Interview notes were used to

partially  zonstruct what was covered in the lost data.

Once the interview tapes and  tes were t ascribed, they were coded. Codes can be
develope  either deductively (a priori) or in ictively (a posteriori) (Bowling. 2002). For
this project. codes were developed mostly deductively. due to the fact that many of the
key areas of interest had been already identified by the rescarcher. Themes identified
from the interviews were also coded. For example, the idea of the "business case™ was

raised by a number of particif ts and a cc @ was developed for this theme. By the end
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Once the cases were developed. comparisoi  were made across the areas of interest
identified  the project’s aims. In some cases, these comparisons required return g to
the original transcripts to clarify or expand on some issues. Recom  endations were then

developed based on these comparisons.

When using direct quotes in the written chapters, the researcher sought to maintain the
confident .ty of the interviewces. Quotes only identified respondents as participants, or
in some ¢ c¢s, as a participant from a particular province. Given the small number of
rclevant ¢ ision makers in a province, it was felt that further specification would unduly

thrcaten t  confidentiality of the participants.

3.3 Delin  ations
Every pre ¢t needs to set limits on what it will cover and it will not. It is important for
determinii  the extent to which a project’s results can be applied to other context to

describe these limits and the rationale for the  (Jensen, 2005).

One of t  main delimitations of this project is that its scope is confined to the decision
making processes in three arcas of care in three provinces. Some consideration was given
to doing a fourth province. but it was beyond the resources available for this project.
While increasing the number of cascs, cither in terms of the number of provinces studied
or the areas of carc examined, would have increased the generalizability of the project’s
results ¢ provide sufficient data to meet most of the project’s aims and permit a good

level of generalizability to other cases of resource allocation.
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The project focuses on decision making processes, rather tt on specific resource
allocation decisions. As stated in the introduction, one of the rc:  ns for this delim 1ition
is that it hopefully will incr¢ : the usefulness of this project’s results for healt care
organizati s. There are, however, likely to be good insights derived from following how
specific decisions are made. This project addresses this issue to some extent. In many
cases, the descriptions the intt  iewees gave of the decision making process in an arca of

care focused on specific decisions which made been recently made.

3.4 Ethical and Operational Approvals

All required ethical and operational approv . were granted for { s project before data
collection began. One of the complicatic  faced by this project was that scparate
applications for cthical and operational approvals had to be made to cach provincial ethics
board and each region. In order to maintain the confidentiality of participants, only the
approval letter from the Human Investigation Committec (Memorial) is provided in

Appendix K.
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“is a structure that people in Alberta were used to for the last hundred years, and
mainta ing it has allowed the organization to remain operationally very strong,
based « the historical continuance about how things were done.”

Another : portant reason for maintaining sc 1e level of site-basc accountability is the
hospital { ndations. Each major hospital site has its own health care foundation which
helps raisc moncy dedicated to that site. These foundations had relationships with these
hospitals  :for¢ the creation of Region A. By maintaining some of autonomy, the
hospitals ¢ ablc to maintain their relatic  hip with their hospital foundation. The
executive sometimes approach these founda  ns with larger capit.  purchase, usually for
more cutting edge technolc /. The contribution of thesc foundations can be substantial.
The goal is to balance elements of site-based and regional program 1anagement to ensure

that the organization is working as efficiently as possible.

Clinical chiefs and program managers all report to the COO who has responsibility for
their pro. 1m area. Clinical chiefs also repo (o the Vice-presic 1t of Medical Affairs,
who is the head physician for the region. Figure 4.1 reviews of Region A’s senior

governance structure.
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Tuble 4.

about R«

Alberta tlealth and Wellness

0
Board Committees 2> Regional Board < ommunity tlealth
« ncils
0
CLEO
0
| Senior Executive Team
Executive v :-president
/ COO of Health Services
g QO
COOs Vice-presidents

for sites and programs
0

Clinical Chiefs and
Pr(\nrnn'\ h/")n‘:lgers

for corporate arcas

Figure 4.1: Region’s A Decision Structure

summarizes some of the information presented in the previous two sections

‘on A’s financial status and managc«  ent structure.
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variances | scrvice delivery need to be explained to the exccutive by the program

leadership team.

Sources of Requ~~*~ “yr Additior -' ™ ~~Hurces

Requests for more resources come to the executive from num sources. There are
priorities ¢ executive have themsclves. Provincial initiatives or guidelines influence the
prioritics  the regional level, e.g., there are provincial guidelines around wait times for
certain services.  The region’s board identifies priorities and strategic goals which the
organization is to pursue. These board pric ties will partially reflect the requests they
receive from the Community Health Councils. Each program arca has processes i place
by which their COOs receive input {from their program managers and their medical
lcadershi  about priorities within their specific program arcas. There arc “business
driven™ priorities. IFor example, some regions have responsibility to provide certain types
of care to other regions which may influence priorities. Internal organizational pressures.
c.g.., we lime mcasures, other opcrational measures. stafl rctirements, influence
priorities. Then there arc issues around technology and service developments. These

sources ¢ priority requests arc  immarized  Figure 4.2.
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Region A's finance department conducts mid-year budget reviews to determine how the
organizati 1 is performing financially, to determine any probler arcas and try to correct

them before the beginning of the next budget cycle.

Procurement

Region A has a fairly sophisticated procurcment process in place.  Procurement is
standardi 1 across program areas. As one participant points out, “we're spending  ublic
dollars so we are required to have processes which |can pass| under the scrutiny of the
Auditor C acral and so our processes for that arc very clearly laid out.”™ All purchasing is
managed through a contracting office in the department of Materials Management. While
the contracting office manages the entire procurement process, the physicta  and

managers in the program arcas arc closely involved.

Once the need for a picce of equipment has been identified and a budget allocation
committed to the purchase of new equipment, the contracting office contact the leadership
tez  of the program the equipment is for to b¢_  the planning stage. Iind-users would
determir  the required specifications for the new cquipment.  asced on the input of the
end-users, the contracting office wor 1 develop a request-for-proposal (RI'P) and forward
it to the appropriate vendors. Once REPs have been received, the contracting office
would s d the clinical and technical aspects of the RFFPs to the program leadership tecam
for them to assess the difterent options and shortlist which equipment they find

acceptable. The contractit  office retains the fini cial parts « the RFPs. € :e the
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llion ¢ lars to revamp their day surgery so that they can extend eir hours at their day
su ry clinic and allow that many more OR cases to go through, then they bloody well
better show that there are more cases.” This focus on measurable results is driven th by
a concern to use resources cfficiently, but also to clearly show w it resources are being

spent on.

The role of people was also identified as important factor for ensuring accountability. As
one participant said, it is important that “the leadership of people being consistent, being
forthright and just coming in and doing the best job that they can.” This participant went
on to say that ™ it's not always perfect and, you know, we do make mistakes:; and when
that happens then, hopetully. we catch it early and then we do a course correctic . We
make a change. We pause and then we take another run atit.”™ In :rms of accow ibility
and resc ce allocation gencrally, as another participant said I think at the exccutive
level and having Vice-Presidents or Chief Operating Officers that have the skills sct in the
leadership and the abilities to do this work is key.” Other par :ipants also scemed very
co i tof their ultimate responsibility to the public d of 1eir responsibility to use

ic money wisely.

Measures to ensure accountability at Region A can be scen then as being both process-

based and character-based, with a good de.  of government oversight and transparency.

but little direet public involvement.
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CADTII, the National Drug Review, etc. This point of contact can also be used by
private sector companies looking to work with the e “on to develop new products. The

primary concern would be to work with Alber  -based companies.

The plan  for assessments to be carried out by the clinical sta  with support from the
Office of Health Innovation; or the Office may take on the assessment itself. The Office
also hopes to be more forward thinking than other [ITA units. The assessment would
involve ¢ :king with experts, benchmarking with other leadit  institutions, rather than
just relyir~ on published research findings. Any existing rescarch evidence would also be
cvaluated. These components arc all part of the initial assessment, which can be used to
help decision makers decide whether to invest in the new technology.

s NI}

The Pharmaccutis wcrapeut’ -~ Co~ittee

Region A has a pharmaccuticals ar  therapeutics con  ittee which reviews high-cost
drugs that may be used by the region. This committee looks at both the clinical efficiency
and the financial impact of new trecatment options. 'The clinical efficiency and the
financial impact ar¢ considered by diffe 1t »n_ 5. As onc participant said, this is so
“you don't have your doctors making advice on pay or no pay. They just say, yeah, it
works for this. this, this and this. It's better than ¢ old one or it's an alternative to
surgery « whatever.” The finance side of e committee would then consider whether

the level of benefit is sufficient to justify the investment.
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would be brought into discussions about the purche  of new equi] 1ent. IFrontline staff
is also encouraged to identify changes in usage trends or ways of improving service to the
attention of the program’s leadership team. Any staff member can informally identify
concerns to the leadership team. The decis n structure aims to allow for fairly good
communication trom frontline staff to the program leadership. which is sometimes
challenging given the size of the program and the fact that it is spread across numerous

sites. The programs decision structure is outl  od in Figure 4.3.

Chicf Operating Officer for Diagnostics

N
Administ  ive Director - Diagnostics 2 Clinical Director - agnostics
A A A 4
4 Mt

Liaison Groups (by Modality and for Qua

Program Coordinators

™

I'rontline Staftt —

Figure 4.5: Division Making Structure of the Diagnostics Program
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Cost diff :nces between the two procedures were never considered. [t follows that there
1s seemir y no consideration of cost-cftectiveness of the different procedures in making
resource location decisions at Region A. Costing for budgeting purposcs is based on
internal costing data, adjusted for any known increases in operational costs for the coming

year.

4.6.5 Endovascular Coiling and Accountability

There are no special accountability measures for the endovascular coiling. Physicians are
given the full responsibility to make what 1 :y see is the best decision for their patient.
Oversight for the program is provided throir " the leadership t¢ n of Diagnostics and

through Region A's operating and capital bu cting processes.

4.6.6 En wascular Coiling and Ethics

Because there is no rationing of '+ vice in this are  and there are no restrictions on who
has acce  to the service, beyond the restrictions placed on who 1s eligible for care within
the region, many of the main cthical concerns about resource allocation are not
applicable. There is no formal policy in place not to provide services to particular types
of paticr . c¢.g. elderly. It could not be determined by this rescarcher whether such
factors are taken into consideration by the frontline staft when determining how best to
treat a paticnt. It would seem. however, th  this would be less of an issue for co  ing as
opposed to clipping, which is physically more demanding on the patient. There is a wider
cthical ¢ icern about why there  pe s to be no rationing in this arca of carc wh : other

areas of carc there is rationing. Presumably it has to do with the scriousness of the
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2005). T average cost of providing a MRI scan within the p1  ic health care system is

currently $535 (Health and Welli s website, 2007).

Provincial committees have previously attempted to develop a provincial strategy around
diagnostic imaging. ...ese commitices focused primarily on MRI and CT. In 2001, the
province’s Imaging Advisory Committee (2001) released a report which examined the
current state of MRI; modeled future demand, machine capacity and human resource
availabili  and made recommendations aimed at allowing the province to meet future
MRI demand. Among the Imagining Advisory Committee’s recommendations were for
the province to improve access, devclop sta ard province-wide guidelines around MRI
usage. to train more MRI technicians and to maintain a MRI scan rate of 24 scans per

1.000.

Although the provincial government is con itted to the scan  : of 24 scans per 1,000
and to a ng on some of the Imagining Advisory Committee’s other recommendations
(Alberta llcalth and Wellness, News Release, 2001), not much came of the Committee’s
report al r its release. One respon :nt reported  at “unfortunately, not a lot of that
[from the Imaging Advisory Committce] has translated into actv  action; and in the end,
we always come up to the same issue - significant investment required to achicve what
the preferred vision of the future is.™ This investment was identified as being needed to
address the issucs around the  capitalization of cquipment and wi  lists. The attempts at

an overall provincial MRI strategy did not come wi t _cted funding for increasing
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imaging capacity. Without targeted investment coming {rom the province, most of the

key decis  ns regarding MRI capacity are made by the individual health regions.

There are not any current attempts to develop a provincial MRI or diagnostic imaging
strategy. The Imaging Advisory Committee also no longer appcars to be in cxistence.
The current situation is onc where it has fallen to the regions to determine their MRI
needs, but MR1 usage and wait times measures are closely watched by Alberta tHealth and
Wellness. There are agrecments between 1 regions and the provinces regarding wait
times for MRIs. Alberta Health and Wellness publicly reports © lated wait times and
number of MRI scans by region through the Alberta Waitlist Registry website (2006).
The province has also made a number of targeted investments in the area of MRI ) help
address the wait time issues over the past few years. These investi nts have included the
purchasc of new machines | paying privale companics to perform scans in order to
address waiting lists.

M s P A
In 2002, the provincial government gave the r< ons substantial funding targeted for new
MRI machines. Region A reccived three new machines. These machines more than
doubled eir MRI capacity but, because of pent-up demand, one participant reported that
wait times actually tripled. Physicians who would not order a MRI scan for a patient
given what they saw as s™ ificant wait times. with the new machines, began ordering the
tests. The participant said it is not that th  w: illegit e ap; cation of MRI by the

physicians, it is just that the system could not handle all of the legitimate uses of the
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and radiol ists determine the demand. This determination of demand includes factors
which increase demand (requisitions by physicians) and those whihe limit ¢ and
(scanning of requisitions by radiologists). The physicians themselves determine which
cases require an MRI or not. Because of the wide applicability of the technology, there
will be for the foresecable future greater demand than supply. This mismatch tn supply
and demand is reflected in wait times for MRI scans, which the | Hvince has set targets to
meet in order to ensure that the supply —den  d equation does not  :t too far out of line,
due in part to the political importance of wait times for MRI. The  her decisions around

MRI with  the Diagnostics program aim to maximize the efficiency of MRI resources.

Different  pes of decision making are used in allocating MRI resources at Region A.
The supp is determined hicrarchically by the executive, but they are very mind | and
try to acc nmodate physicians’ requests. T allocation of resources across sites and the
booking  cascs arc also done top-down by the leadership tcam of Diagnostics. The
demand is determined bilaterally by the physicians. The determining of requests for
additional resources could be best described as collegial at first, but becoming more

hicrarchical as the process moves forward.

These re  urce allocation decisions. whom is responsible for making them and how the

decisions are made are summarized in 7able 4.7,
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approprl ness and its priority. Bud tary oversight for the program is provided rough
the leadership team of Di  ostics and  rov 1 Region A's operating and capital

budgeting processes.

In terms of accountability form:  ing the de and for MRI, the regional is required by the
province  publish updated data of the current wait times for MRI by sites and by region.
The province also requires that the number of scan performed in each quarter is also

reported by sites and by the region as a whole.

4.7.6 MRI and Ethics

The discussions about the ethics of MRI allo  10on focused always on accountability, ¢.g.,
the actions taken to make sure that usage is a Hropriate and that the process for allocating
MRI resources and wait times for MRI are transparent to the public. There was no cthical

audit of how MRI resources are allocation across the population.

4.7.7 Overview of MRI

Tuble 4.8 ovides an overview of how the five component factors arc handled by Region

A’s MRI | Hgram.
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a team of experts in the different fields, “there is back and forth to come up with a
reasonat  determination of need.” Partially this decision requires a team approach
because " the number of different factors 1volved in determining what is in the best
interest « the particular patient, given that  prosthetics most cases need individualized
solutions. There is no set method for determining who is best suited for a myoelectric
prosthesis, but as one participant said, “a whole lot of factors come in but 1 have to tell
you - it's most probably just expc  ice, | guess [which determines which patients are
reccommended for myoelectrics|.”™ As anot r participant said, the goal is to “identify
what's going to be the absolute best piece of equipment for that persoen - you don't want to
waste any money or someone clse's money - and then help them to identify who might be

possible sources of funding for that... for their device.”

One of © : biggest factors influencing resource allocation decisions around powered
upper arm prostheses in Alberta is the very nall number of patients who receive them.
Two participants in the management of a large rehabilitation facility reported ncver
having even scen one. One of these participants has over ten years experience working in
rehabilita n in Alberta.  Another participant reported her institution sees one person
with every couple of years needing a myoclectric upper arm prosthesis. This woul  be in
line with another participant’s cstimate of around two or threce new cases of people

receiving upper arm myoelectric prostheses a wally for the entirc provincee.

Beyond 1l fact that only a very small proportion of the gencral population faces 1 per

extremity loss, there are a number of other reasons for the small patient population.
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AADL | gram’s director. This discussion would include considerations of the available
options, the expected number of cases affected, and the expec  net cost of the changes
to the program, If the program director supports the proposed changes. they are
submitte o the deputy minister of Seniors . 4 Community Supports for approval. These
requests to change coverage would often be made as part of the wider provincial
government budgeting process. There have also been cases where coverage has ¢ nged,
but whei  additional costs to cover the cha s had to be recouped from other | Hgram
arcas. The benefit level is set in provincial legislation so there is no flexibility on the part

of'mana; s to adjust the benefit to individual cases once the bencefit limit has been set.

AADL’s coverage of myoelectric prostheses has been an evolving process. In carly 1991,
the AADL program began letting the patient decide whether they wanted + her a
conventional prosthesis or a myoclectric. but the program only paid up to the cost of the
conventional prosthesis. This situation oftc  left a significant funding gap to be covered
by the p. ent who would benefit from a myoelectric prosthesis. In 2003, AADL. raised
the benefit limit for myoelectrics to $6000. While a significant improvement, this  nount
still did not cover the full cost of myoelectric prostheses. In 2005, AADI. again reviewed
its myoc :tric benefits to see if their program was giving sufficient assistance. This
review was partially done by consulting with the prosthetists. The main issue examined
was the cost of powered uj  :r arm prostheses to 2 client. There was some concern
identified by the prosthetists about the substanti  gap in funding which still exists.
AADL is in the process of readjustit  its  1efit limit to address this funding gap for

powered upper arm prostheses.
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The AA . program has clear criteria regarding the funding of powered upper arm
prosthese  Seniors are not eligible for funding. This restriction was put in place because
of the un :elihood that seniors would complete the training needed to learn how to use a
myoelect : prosthesis. Adults must show a demonstrated use of a conventional
prosthesis continuously for at least a year but before being considered for funding. There
are some exceptions which may be consider A patient who is mentally functional and
clearly desires a myoelectric prostl ;is right away may be funded without showing a
demonstrated use of a conventional prosthesis. All exceptions would : determined on a
case by case basis by the AADL program manager. Children: o necd to demonstrated
use of a conventional prosthesis continuously for at least a year before being considered
for a myoelectric prosthesis. Prostheses are not func 1 for anyone under the age of two.
Patients who decided they do not like their 1yoelectric prosthesis must wait two years
before re iving funding for a conventional prosthesis. Finally, a prosthetists nceds to

agr that the person would benefit from having a myoelectric prosthesis.

While the AADL fund the prosthesis, they work with outside partners to provide all their
prostheses services. There are 25 private prosthetic clinics which AADL contracts with
in Alberta. AADL also cont :t somec work out to the regic il authorities, including
Region A. With all of thesc providers, AADL sets the prices they will pay for equ ment
and installation time. Ma ials are paid-for at cost. plus a small mark-up to allow for
shipping . d handling costs. Prosthetist lab ir costs are paid on an hourly rate, so that

there is no advantage to the prosthetist to use more expensive materials than are nceded.
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Regardle : of the fixed pricing, the working relationship between the AADL and its

partners Hpears to be quite good.

4.8.4 The Allocation of Resources in the I Hsthetics Division

Unlike endovascular coiling and N...l, pov -ed upper arm prostheses are not primarily
installed or serviced throt "1 the regional ecalth authorities in Alberta. Some of the
health r ions do have programs which can fit powered upper arm prostheses. For
example, Region A has a facility which does offer powered upper arm prostheses
services. But most of the prostheses work in the province is performed by independent

prostheti 5 in private clinics.

In Region A, prosthetics is a division of the rchabilitation program. Given the small
number of myoeclectrics Region A install, and the fact that their cost is paid for by third
parties,  rticipants reported that they face no real issues around the alloc. on of
resources for myoelectric prostheses. In fact, the prostheses program aims to be not just
cost recovery, but rather to be profit generating. Resource allocation issues that do occur
for the p stheses division, including for myoelectrics, are often about the distribution of

staft time across different rehabilitation programs.

Prosthetics make its request for resources to the COO of Rehabilitation as part ol egion
A’s regular budgeting process, similar to the process identified above for Diagnostics.
Region A's rehabilitation pre  -am uses a ¢| - cklist to evaluate requests from the specific

division, icluding prostheses. Requests for dditional resources would be also supported
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by the b iness case for additional resource  This business case would identify why the
request :  zetting put forward, compare national or provincial benchmarks, the results that
would come from additior  resources, and what clinical best practices there are.

Changes in service volumes would also be looked at.

Most of the costs in the arca of rehabilitation are human resource costs, so that fu  ling is
not as {lexible as they may be in other ar 5. | 1abilitation has also not traditionally
gotten substantial new funding beyond what is required to cover inflationary pressures.
Sometimes new money comes from provincial wide initiatives, e.g., Alberta Health and
Wellness™ focus on hips and knees. But as one participant said, “it's not like the dollars
that come [are] sort of lying there. wondering how do I use it. [t's more where can you
trim, where can you increase efticiency and what not. so in terms of allocating resources
to the programs, there isn't as much flexibility as one m" it thit ™ As another
particip: ~ said “we could be more cfficient 1d that might create some resources that we
could allocate ...most of it 1s resource re-allocation.™ In terms of resource allocation for
the program, the focus has primarily been ¢ improving the efficient use of resources in
order to  ovide better patient care. This improved c.viency has often been through the
redesign of programs to allow for savings.
Region s rchabilitation facility has a | ctical cthics group. This group can be
consulted about hard decisions which need to be made, including resource allocation
decisions, but the cthics  oup would be mostly involved in cases involving individual

patients.
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allocated around powered upper arm prostheses, due to the fact that the cost of providing

care is paid for by third-party insurcrs and that there are so few installed.

4.8.6 Po :red Upper Arm Prosthesis and vidence

Powered upper arm prostheses are secn as a proven technology and there is little concern
express¢ about their effectiveness. In terms of who reccives a myoelectric prostheses,
there are  number of factors looked at. These factors primarily focus on determining the
ability of the patient to wear a myoclectric arm. the likelihood that he or she will benefit
from a myoclectric prosthesis. and the likclihood of his or her continued use of the
prosthes The information about all of these factors comes from discussic ; and

cxaminations with the patient.

In terms of coverage of myoelectric prostheses at AADIL., the information is based on
discussic  with prosthetists 1d ¢« ing information from suppliers. Internal data is used
to detern e the likely patient population. The internal costing and usage data is used to
determine likely financial impact of any changes in the bene  limit will have for the

program.

4.8.7 Powered Upper Arm Prosthesis and Cost
Because of the small number of people requiring myoclectric prostheses, there is no
consideration of cost-cffectiveness. For buc  ting pr - osed, the net cost of equipment is

calculated by cxamining internal data. checkir  with sup | ¢ 1th agh dis ssion




with pro etists.  For the AADL program, labour costs are fixed through negotiations

with the prosthetists on an hourly rate.

4.8.8 Po red Upper Arm Prosthesis and Accountability
The decision to provide a myoelectric prosthesis is based on a consensus decision made

by a group of providers, all who abide by their professional standards.

The AA . program must abide by all govermi it accountability legislation. AADL
(2006) have manuals which clear specifies the program policies as wie  as the policies
associate  with the specific type of device provided, including prostheses.  AADL docs
have a Program Analysis & Accountability Unit which reviews complaints about any

aspects of the program, including coverage issucs.

4.8.9 Powered Upper Arm Prosthesis and Ethics

There are some concerns with  »-based rationir  for myoclectric prostheses in Alberta.
Currently people over 65 years of age are excluded from myoelectric coverage under the
AADL and the Alberta Blue Cross for Seniors Programs. The reason for this  triction is
that it is felt that it is unlikely that someone over 65 years of age would go through the
training to learn how to usc a myoclectric limb. The -actical effect of this restriction is
grcatly n umized by the fact that the vast  ajority of people ce upper extremity loss

before the age of 65.




o

The rehabilitation facility in Region A does have a practical ethics group which can be

brought it to consult on difficult resource allocation discisions, although this is done

primarily on a case by case basis. It was not known whether the group dealt with a case

of myoc

myelecti

patients scen by Region A.

4.8.10 Overview of Powered Upper Arm Prosthesis

stric prosthesis, but a participant doubted it given the very small number of

Table 4.11 provides an overview of how the component factors are handled by Region A

for power upper arm prosthesis.

Table 4.11: Overview of Powered Upper Arm Prosthesis

Us:

2 to 3 annually for province

Ree  ree Allocation Decisions
1) Prescription
2) Coverage (AADL)

P> linic “circums  ces, collegial.
2) Program specific, top-down, closed-door

3)P~~on A 3) None

Nee Determined by usage data.

Evii e Clinical circumstances of patients. Scen as
an cffective treatmen?

Cost B In  -nal data and venaor supplied data.

Acc intability

Professional standards and general
government accountability requirements.
AADL has a unit which examines
complaints about the program.

| bithics

Age-based re<trictions on care.
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More standardization and familiarity with processes were identified as a positive step for
improvii  resource allocation. As one participant said the process of allocating resources

are good, especially

“where everybody knows the rules. Everybody knows the information they have to
collect and everybody knows they have to buy into it. | mean. to me, those arc the
aids because, I mean, it's a difficult process to go through. 1 think everybody would
struggle with it. You never know if you've gotten the answer right, but you need to
come out of it with an organization that is committed to making it work and to me
it's thi process...”

Related to process stability is stability of personale within the resource allocation process.

As one participant said, Region A has “been fortunate to have very stable leadership at

the exect ve level in this region and very limited turnover. ‘That is huge.”

Regionalization was also identified as bencficial for resource allocation. One of the
purported bencfits of regionalization was to in we resource allocation across the
regions. It has certainly char :d the discussion at the decision making table. As onc
participant described the situation, "asar  on we cover everything from public health to
community care to long term care to the ac' - care side to the diagnostics. ...it goes on
forever.” Although regionalization does a | a level of complexity, it also gives the
region more control in how they best allocation resources across these program areas. Ifa
rcgion, like Region A, decides that investing in long-term care beds is the best way to
address problems in their eme :ncy rooms, they have the ability to  » that.  As the
participal further said. “it's cc  Olex. I mean, the  's no formula to any of this but those

are some of the factors that we take into consideration, and that's it of the Icv ¢ that







participant describes is “to force the allocation of resources to address the different

aspects ¢ the disease group.”

The best practices identified by participants  Alberta are listed in Tuble 4.12.

Table 4.12: Best Practices Identified in Alberta

* Decision makers having frontline / ¢l ical
experience

* [© ision makers workit  more closely with
fi tline staft

* C d communication structures / open
organizational culturc

* Working in teams

* Activity budgeting

* I¢ ufying drivers of demand

* G 1g to conferences to identify future trends

I iliar processes

I - pillar approach

4.9.1 Decision Aids Identified in Alberta

One of the initial goals of this project was to identify and develop relevant decision aids.
Some decision aids for resource allocation were used in Alberta. For example, the
rehabilita m facility reviewed in Region A uses a check list to help pric  1ze their
budget r¢ 1ests. There is also some mover nt within Region A to use more s dard
processes around making resource allocation requests.  Most participants, however,
expressed oubts about the applicability of any type of decision aid due to the variation in

resource allocation requests and tl various factors involved in different decisions.



4.9.2 Ct lenges ldentified in Alberta
A numb. of challenges were identified to i proving resource allocation. Some of these
challenges relate to the problem of resource  location generally. Some of the challenges

relate me :specifically to Alberta and Regii A,

One prol 'm identificd related to legitimate needs. As one participant noted, all of the
programs areas put forward requests which arc lc¢  timate, centered on delivering the best
carc possible to the patients in their particular program arca. The question for the
cxecutive is how to determine whose need 1s the most crucial. In making resource
allocation decisions, the exccutive arc clearly lcaving certain - ople without care they
would b it from. This problem is at the crux of the difficultics around resource

allocation decisions.

Knowled - translation is another arca of cc  « The problem arises partly because of
the hicrarchical decision makint — structure in health regions.  As the allocation requests
move towards the executive, they become further and further removed {rom people with
expert knowledge in the arca of concern. As onc member of the executive tcam said, ™|
then have to not only learn it [an item requested within their program portfolio| and
understand it well enough to make a reasoned presentation to my exccutive colleagues,
but they have to understand it enough to be able to make prior  + investment decisions.™
There is a challenge then about how to dest be program requests in sufficient detail to

allow for their meanit  ul consideration, without overwhelming decision makers.






A numb of participants discussed the idea of better gauging institutional impact, even if
they did >t use this exact t In particular, there was the fecling that there are not
sufficient capabilities in determining the impacts of new technc Hgies. Often itis nclear
what im  :ts a technology may have on the organization until it is adopted. For example,
as one participant said, “with something as complex as an MRI machine, it is very hard
for lay people, including decision makers to understand the impact of new technc Hgy.”
Issues here include how is the new technolc / goil  to impact on professional d  amics
within the hospital setting? What other services will be atfected by the introduction ot a

new technology? How will investments in a technology save money later down the road?

It is somewhat unclear how an organization could better evaluate these impacts.

The issue of annual budgets was raised by a couple of participants. There were two
aspects to the issue. The first was the budgetary instability and the difficulty this caused
forlong m plannit  The second was the amount of time th  goes into budgeting. As
one participant said, “Just even 3 years [of stable funding]! Oh my goodness, the level of
complexity that would be taken out of the system is cnormous because every year you go
through is [budgeting proccss] and the hours and encrgy that goes into this budget

allocation and it's unbelievable. Honestly, it's unbelievable.”

Some pa cipants felt that there was still too much political and media influence 1 how
resources are allocated.  As on¢ _ articipant said “you would hope that the money Hes to
where the evidence is...while, you know, reality is money »es to what makes the

headline.”” There is also a feeling that while the priorities arc often based on evidence at
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technolc ' changes so quickly that 1 don't worry about the assessment as much as the
impact.” One of the problems with doing sscssments is that the technology is never
stable. By the completion of an assessme , a similar, but slightly different technique
may cot ‘- about which will need to be assessed somewhat difterently.  This greatly
diminist  the value of health technology assessments in making resource allocation
decisions. While therc is the need to involve a team of people in resource allocation
dccisions, given the size of an organization, like Rc¢ ‘on A, therc are also problems
associated with bringing too many people into the decision making process. Conferences
were identified as a good way for a healt region to keep informed of new trends in
different reas of care, but they arc also an important source of demand. Sometimes this
demand is not thoroughly evaluated. As one participant said, “of course our wonderful
doctors and ET nurses were at a big conference, saw the presentation, said we have to
have this.” Finally, another difficulty for improving resource allocation relates to the
fceling that resources are often already accounted for. so that there is not many options in
how rest rees are allocated. “Everything is tied to everything.™ so that there is, as one
participant said, “not a whole lot of wiggle room™ in how resources are spend.  All of the

challenges identified in Alberta are | :d in Tuble 13,
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Table 4.13: Challenges Identified in Alberta

|

Knowledge translation

Keeping staff informed of budget situation
Managing expectations

Gauging institutional impact

Mismatch of buc :t and funding cyc
Annual budgeting

Too much political influence

Better benchmarkir — and evaluation

The speed ¢ technolc ‘ca lvancement
Involving too many pcople

Conferences

Resource already accounted fer













programs it proposes to cut. The department would then look at this list and determine
which programs it would like to continue to support, sometimes by providing funds to
cnsure a particular service remains availak . The region would submit its request for
new resources to the DHCS. DHCS would then finalize its budgetary request and submit

it to Treasury Boai  who analyze it and forward it to the provincial cabinet.

As a part of its budget request, DHCS wou  include the requests from the boards. The
departm | would specity to Treasury Board which parts of the regions™ requests it
rccomm s funding. The DHCS would also outline what the implic: ons in terms of
service  livery at different levels of funding. As one departmental official said. the
submission to Treasury Board, and ultimately cabinet, would be framed around the trade-
offs that have to be made at diffi 1t levels of funding for the different programs. The
idea is 1o providc the cabinet with clear choices in rms of the level of fundin  to the
different programs and what the implications of those decisions will be. 'The cabinet
would not generally become involved in decisions concerning specific boards.  Any
major ¢: onditure, e.g., the ¢ tion of a new program or the purchase of a MRI, would
usually require cal et approval. The ¢ may also become involved in issues that it
considers politically sensitive. For example, the issue of where to locate MRI resources

across the province would likely be made by the provincial cab ezt

The regions are expected to review requests to provide new scrvices, especially new
services which rec  re subs  tial funding, with the DIICS. The health regions would

review the cvidence for new services it is requesting funding for. If' the region’s



executiv  concludes there is sufficient evidence to support, the region thcn makes their
case for starting the service to the provincial vernment. These requests are reviewed by
the medical and pr¢  am staff within the DHCS. Their task would be to first re' :w the
actual need fora s sice. If there is agreement on the need for the service, the department
would t n determine the level of fundir to | provided for the new service. 'The
departmental investigation is very much patient focused. As one departmental official
said, "we get all kinds of requests for funding and what we try to bring it back to is that
client or patient being served by service.”  1cre is also a consideration of the costs and
of whet r the public are being best served “by the money being spend in this way.”
There is  challenge that somctimes the group who make the st noise get their request
filled. The use of evidence is scen as a way to better asscss the most rational way
forward. Regardless of the strength of requests. they also have to meet with cabinet
prioritics. Strong cvidence-based analysis sometimes is overruled at the cabinet Ievel by

cconomic, political or regional issues.

In March, the provincial cabinet sets the provincial budget. including DIICS's
departmental buc :t, for the coming fiscal ye.  Once it knows its buc tary allocation,
DHCS would then do some further ialysis and allocate resources for cach program,
including cach health rc "on. The rc ‘ons arc t 1 informed of the total size of their
global budget for the coming year. The department would also communicate to the

region any operational goals the cabinet or the department expect the region to meet.












Committee is the forum where issues affecting quality of care are discussed. Resource
allocation issues could also be discussed. As one member of the Medical Advisory
Committee said: “It's a good forum for discussion before recommendations come forward
to the executive and then on to the board in terms of resource allocation, or new
technology, new programs, [or] new services.” This Committee reports to the board of
trustees during each board meeting to outline any of its concerns regarding the delivery of

care.

Figure 5.1 provides an overview of Region B’s governance structure.
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Bc d Committces - Board of Trustees < Medical Advisory
Committee
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CEO

Seniq ve Team

Vice Presidents (Corporate Areas) Vice-Presidents (Clinical
Ar  3)
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Regional Corporate Departments Regional Clinical Programs
l.cadership Teams
(Clinical Chief'/ Program Manager)

0

Division Chiefs

Figure 5.1: Governance Structure at Region B

Table 5.2 summari 5 some of the information presented in the previous two sections

about Rc  on B’s financial status and management structure.















For new rogram initiatives, the region would first try to fund the initiative from
resources ey already have by shifting reso ces from other programs. When there are
not sufficient resources available int  ally, they would then put forward a request for
additional resources to the ..HCS. No la : program would il y be established y the
region without the . proval of the DIICS, In some years. Region B has had decreases in
their global budgets which have made the introduction of new technology., as one
participar  said, “exceptionally difficult unless the new technology can save you money

in other arcas.”

In late fall, the exccutive would discuss the budget plan developed by the finance
department, including all budget submissions from tl  different program arcas. ~ ¢ aim
is reach a consensus on the  zion's operation and capital priorities amongst the exceutive
members. I consensus cannot be achieved, the CIEO would n ¢ the final determination.

The exccutive would then submit their budget requests to the DICS.

In the er  of March, oncce the provincial cal et and DICS have determined the region’s
annual 1 dget, the region’s exccutive would then finalize its annual budget. The
executive would then inform the specific linical programs of any increases in their
budgets for the coming ycar and which of their specific budgetary requests have been

approved.












wide consultation would be usually throug c-mails or dur:  a general departmental

meeting.

Once the  asic requirements of the equipment are determined by the working group. the
prc am adership tcam would then contact I vendors. There are two ways vendors
can be contacted. Somectimes vendors are asked to provide information on the type of
cquipme they have available.  Other times  1e working group would develop a RIFP and
send 1t to the prospective vendors. Once the vendors identify the available eqi yment
options, the working group would assess the different options. The sales people for the
different  >ndors may be brought in to make presentations to the working group. The
working  oup wor | then shortlist two or three pieces of equipment which meet both the
program’s needs and the resources allocated for the equipment. For expensive equipment
purchascs, the dep.  ment may select a small gro | to do site visits to sce the equipment
operating in a clinical environment. For smaller purchases, the working group may ask
the vendor to bring the machines in for a trial.  After assessing the performance of the
cquipme  and considering other factors, such as compatibility with other equipment, the
working -oup would recommend one piece of equipment to the program’s lcadership
tcam. Once the leadership tcam approved this selection, the recommendation is
forward " to the departn 1t of finance. who. if they approve the selection, will arrange

the purchase.

9
|98
wn




5.4 Resource Allocation Issues at Region B

The executive of Region B are ultimately responsible for all the resource allocations
made wit n their region. In dctermining the region’s budget, the exccutive would
allocate  ources across the different program ¢ 1s. It would m: 2 program level
decisions which have a substantial impact on the region’s operations or have sub intial
costs associated with them. The executive may also decide on any issue which is
particularly contentious and in this way could be involved in decisions concerning the
carc indr' lual patients receive. For Region B, the DHCS may also become involved in

making some of these decisions.

The exccutive’s der ion making can be described as closed-door / top-down, in that it is
only the executive who makes the decision and its decisions are then imposed on the
other levels of the region. The exccutive does aim however to bring in numecrous other

perspectives into the budgeting _ scess.

5.4.1 Region B and Need

At the executive level, determinations of need would be based pr irily on estimates
from the clinical departments.  As onc management particip 1t said, “the system has
typically ...left it ) to the physicians to determine the patient population foremost in
these things.” Internal utilization data is also used. 1t is sometimes diflicult to determine
the level of demand for a new service or new picce of equipment. In these cases. the
region’s management may contact other regions in the country which already perform the

service in order to discuss ¢t 1t usé :a  trends in usage patterns. Participants also
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reported that the r« on has in the past used formal needs assessments to help 1 the

planning of services Hr particular parts of the region.

5.4.2 Reg n B and Evidence

The type  d amount of evidence looked at by Region B’s executive in making resource
allocation decisions varies depending on the service under consideration. One participant
said that in the past therc have been cases in which *“clinical cffectiveness wasn't
clinically assessed or appraised™ before a service was approved.  This situation is
becoming rarer in  egion B. For new technologies, the executive may ask for an
cvaluation report to determine what is known about the effectiveness and impact of the
technolo,  before it is adopted, especially for a technology the exccutive are not fairly

familiar with.

The exe live may review evidence from numcrous sources. They would look at
indepenc 1t technology assessments, existing research studies, and the experiences in
other centers across the country. Another important source of evidence is interr  data,
especially when it is compared with national standards. Region B's al data
collection system has been described as “fairly sophisticated™ and 1s able to calculate the
number of patient days of cach program, the av ige hours of care per patient day,
workload per patient and anticipated workload. The opinions of clinical staftf arc also

seen as an important source of evidence.
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discussions are meant to help the program management teams to agree on priorities which
are often hard to compare. The goal is for mc level of consensus, across the program
arcas, about what the region’s priorities should be going forward. The pilot project also
aims to better manage the institutional impact of changes in program arcas by alerting

other affected programs before the char s are implemented.

Dheocician impact analysis

When programs request to bring in a new physician. the clinical chief is required to fill
out a phy cian impact analysis form. All of the programs affected by the new physician

nced tos 10ff on the form.

5.4.7 Overview of Resource Allocation at the Executive Level of Region B

Table 5.4 summarizes some of the informatic  presented in sections 5.4 to section 5.4.6.






Decision Structure

The diagnostics program is responsible for providing diagnostic services throughout
Region B. The program has capabilities in most mo¢ lities of diagnostic imaging.  1erc

are lesst 130 radiologists currently working in the program.

The program’s lcadership tcam is made up of a clinical chief and a program manager.
The clinical chief is responsible for all clinical and quality of care issucs. The clinical
chief'is supported by four divisional chiefs, who report on the operations at different sites.
The program manager has responsibility for the administrative aspects of the program,
including managir the human resources aspects of program. cquipment, delivery of
service, and the location of service. Althe gh they have difterent responsibilities, the
leadership team works closely together on most important issues for the program. Both
the clinical chief and the program manager report to the vice-president responsible for

medical and diagnostics services.

Because radiologists work purcly on  fec-for-service basis, they have a great deal more
autonomy then n 1y other physicians w » work in the region.  Ior example, the
radiologists would identify the nced for another radiologist within their program and
would not have to seck approval from the region. Radiologists also have a good deal of
autonomy in how ¢y organize their work. As one participant said, the radiologists are
“pure fee for service - just happen to work in the hospital.™ The region identifies the level
of’ work they need done, and the leave it to the radiologists to determine how that work is

actually carried out.
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The program’s decision making structure is outlined in Figure 3.3.

VP for Medical and [ ignostics Services

0 ™
Prc am anager - Diagnostics Clinical Chief - Diagnostics
A A
T

Divisional Chief

™

I'rontline Staff

Figure 5.3: Decision Making Structure of the Di:  10stics Program

Priority ~

The clinical chief, the program man: r, and divisional chiefs meet regularly to discuss

the program’s resource needs. ‘the various sites are small cnough that i

discussic  amongst the radiologists is sufficient for the divisional chiefs to ident

ormal

r their

division’s resource needs. Some physicians will also discuss their resource needs directly

with eitl - the program manager or the clinical chief. There are also staft’ meetings in

which r¢  urce concerns are discussed.












Do you ¢ nd the 1 »ney and set up a program here?” The establishment of a p gram
will depc | on the provincial government being willing to provide funding, given that it
is beyond the capacity of the region to establish the program itsell. As a member of the
executive said, it [endovascular coiling| might be the right thing to do - [but] we have

no ability to get that kind of money. So unless the ministry bites, we're not going there.”

5.6.1 Resource Allocation for Endovascul: Coiling

The request for an endovascular coiling program was first raised by neurosurgec  who
were secing cerebral aneurysm patients they It were better treated through neurocoiling.
Radiologists also supported the establishme  of an endovascular coiling program. The
formal 1 posal for the new program was sent to the exccutive from the diagnostics
program ; part of its annual budgetary request. The neurosurgery program also scnt a
letter to the vice-president of Medical Affairs. outlining their program’s support for a
coiling program. The reasons identified by frontline staff for the establishment of an

endovascular coiling program are listed in Tuble 5.5.















other wo s, they : considering taking their concerns outside of the region’s priority

sctting process.

5.6 Resource Allocation Issues around Endovascular Coiling

The main resource allocation question for Region B is whether to begin an endovascular
coiling program. This decision is cused on the combined decision of whether to
purchase an inventory of coils and a new bi-plane angiograph, as well as cover the

operational costs of the program.

5.6.3 En )vascular Coiling and Need

Need is ermined by examinit  internal data on the number ot aneurysm cases treated
annually by the region and the number of patients sent from the region to other provinces
to get their ancurysms coiled. Estimates from frontline staff and discussions wi  other
health r  ons are also 1 :d to help estimate the demand for the service. Next to
estimatii  the lik + demand for the service, the execcutive also considered v at the
maximum demand for the service could be. Often a program starts by doing « ly the
most scr  us cases, but once the scrvice is established, it is used for a much wider range

of cases.

5.6.4 Endovascular Coilii  and ..vidence
In cvaluating whether the on should start an endovascular project. Region B
developed an internal plannit doct  :nt to help focus the discussion between frontline

staff, the regional executive and the provincial government. This document reflected the






5.6.5 Endovascular Coiling and Cost
Cost is determined by internal data, estimates of frontline staff and discussions with other
health regions and vendors. For the basis of comparison, costs have also been calculated

for sending patients out of the province for treatment.

5.6.6 Endovascular Coiling and Accountability

Given that the program has not been established, there are no special accountability
measurcs for endovascular coiling. The decision whether to establish an endovascular
coiling program w Id be made in accordance with the accountability mcasures put in

place by the provincial government and Region B outlined in Secrion 3.4.4.

5.6.7 En vascular Coiling and Ethics

Generally, there has been little discussion of the ethics of specifically starting an
endovas: lar coiling program. One participant did raise the issuc of whether resources
should be directed to a few critically ill patients or whether those resources would be
better sp | in other clinical arcas. But this issuc has not been raised in the discussions

about w her the region should establisha  ogram.







the path.” In 2005, Newtoundland’s scan rate was the lowest in the country at 8.5 scans
for every 1.000 people in the province (CIIL, 2005). A review by the provincial
government rccommended that the province should have at least four MRI. The province
is planning to use federal funds from the llealth ¢ ¢ Accord (2003) to purchase a third

MRI in the near fur e

MRIlinl 1ionB

Region B operates one of the province’s two MRIs. It performs around 5000 MRI scans

annually.

5.7.1 Re urce Allocation for MRI
The dec on whether to expand MRI capacity would be made by the provincial
governr  t, with some input from the health regions. Participants said that the decision
to purchase a new MRI involves three questions.  The first is the decision to fund a new
machine. This decision is made by the provincial cabinet. Given the shortage of MRI
scanners in the province, there is always a great deal of pressure on the provincial
yvernn 1t to pur  ase new M....s. There are alsc number of  oups who arc regula /
lobbying the government to expand MRI capacity in the province. These ¢ ups wor |

include | ysicians, the executive of the regions. provincial and national medical sc icties.

When the provincial government feels that it may have available funding to purchase a
new MRI. officials from the DIICS would discuss the possibility of a new MRI with the

exccutive of the appropriate health region. The on's executive would then ask the
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In Regio B, there is little discussion about changing the operational level of the current
MRI. The machine currently operates 16 hours a day. five days a week. The region felt
that this is currently its maximum capacity duc to human resource constraints, most
notably the staff’s unwillingness to r ilarly work longer hours. There are also issucs
relating to collecti  agreements, which make ex  1ding the service beyond the current
operating time difficult and inefticient.

The schedule for the MRI is determined by the pre  -am’s clinical chief. The divisional
chicfs arc also involved in determining the schedule. The radiologists would determine
the type of cases they feel need to be scanned on the machine, c.g., head, chests, and
allocate so many scans to each type. The schedule would also allow for a p icular

number of emergency MRI's 1.

There were a m “of other issucs raised  ring the interviews regarding the allocation
of resources for MRI. O participant said that too much emphasis is placed on MRI in
the region. The participant said that “1'll say this almost facetiously, but I think therc's a
substance of truth to it - the MRI ...is more important than the paticent. ... we spend more
time and energy trying to fit the schedule of the MRI than the schedule of a sick patient
who goes through to that MRI."™ Another issuc is that there is a perception amongst some
staff’ that micro-level decisions can be 1 « ‘ly influenced by political or media
pressure.  Some frontline radiolc “sts complained that even at the level of scheduling.
they felt hat they did not have  ach influe ¢ on the decision making process. Another

issue m ioned n nerous times was the level of pent up demand for MRI. Stalf said



that mar cases which are commonly diagnosed with MRI in other provinces are not
scanncd  this province, due to a lack of MRI capacity. As one participant said, I don't
think the ospital realizes how much we're not doing.™ This need to increasc the scope of
MRI us ¢ raises a difficult allocation question when new MRI capacity becomes
available. As one participant said. “should we continue not doing stuff that we should be
doing to address the wait list or should we try to do some things that we're not doing that
should be done at the expense of maintainii  alor wait list.” As MRI capacity is being
expanded across the country, there is also an issuc of cnsuring the appropriate number of

technicians is avai e within the region.

Guidelir for MRI1

There arc no form: guidelines on MR1 usage in Region B, Patients need a referral from
a specialist to obtain a MRI scan. These requisitions arc then reviewed by a radiologist.
The reviewing rac Hlogist classifies the st 1 as cither emergency. urgent. or regular.
These ¢l sifications arc used to prioritize requisitions. In making these categorizations,
radiologists solely rely on the requisition orders forward by physicians.  These
catcgori ions thus depend to some cxtent on the requisitioni  physicians being willing
to not manipulate the requisitions to cnsure faster service for his or her patients.  The
region has considered putting in some type of practice guidelines at the source of
ordering, but there has been no action taken duc to the complications involved in trying to
use and cnforce the guidelines. There are guidelines from the Canadian Association of
Radiologists which arc used by the radiologists in Region B to determinate the most

appropr: ¢ modality for different conditions.
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Region B plans to start publishing wait times for MRI on its website. Particip: (s
expressed the view that if not done by their own accord, the region would likely soon be
required to publicly post wait times as part of the federal — provincial accountability

initiatives. ¢ . the new federal I 1lth Council.

Participants expressed the view that there is not  1fficient MRI cap ity to currently meet
public expectations or to address problems around wait times. One participant said that

this lack of capacity amounted to a failure of being accountable to the public.

5.7.7 MRI and Ethics

There was little discussion about the cthics of MRI allocations. One participant identified
the main etl al question was about where to draw the line with re ird to limiting MRI
use or around how long people need to wait for a scan. The same participant also raised
the issue for who is advocating a MRI scan as . ethical issue, but that the person did not
think there  :re¢ many cthical concerns with the running of the current program. Other
participants said they never saw any cthical issues specifically related to the MRI

program in :gion B.

5.7.8 Over wofM |

Table 5.8 p  vides an overview of how the five component factors are handled by Region

B’s MRI p1  :ram.
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“I look at the person’s disability or maybe I should . - their abilities. What they've
got left, what they can do with it, and then how can we m : them the most
functional with the existing components. You look at that. Then, I gucss, the
price... yo do look at the price. I certainly wouldn't... once you do your assessment
of the patient, you don't say to them, this is what you're going to get. You do have
to look at the reality of it and then balance that with an ultimate decision.™
Another important factor in determining the most appropriate prosthesis would be the
person’s lifestyle before the loss of a limb. Prostheses aim to restore functionality. s

impor 1t to try to match the prosthesis to the type and level of funetionality the person is

used 10.

Once the prosthetist ¢ ermines with the pati what is the most appropriate type of
prosthetic, the prosthetist and the financial support staff with look at what coverage the
person has « how much he or she can afford. One participant said that a lot of patients
are lost at this point in the process. Some patients have too much pride to go through the
application - funding. Some patients have no cover:  : and cannot afford a prosthesis.
As the same participc  said regarding powere  upper arm prostheses, unless the patient
has i1 rance. is covered by worker compensation or has a big bank account,” they
likely will not be able to tonc. Ba  on cost cor derations, the prosthetist and e
paticnt would revise what is the best type of prosthesis for the patient. Once the  ost
appropriate prosthesis has been identified, the prosthetist would been build and fit the

prosthesis and bill either the patient or the third-party insurer.
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5.8.2 Cover: @ for Powered Upper Arm Prostheses in Newfoundland

In Newfoundland, coverage for powered upper arm prostheses is provided through a
patchwork of prc -ams. There is no provincial prog n which covers the cost of medical
devices for . residents. Unless the person has private insurance or is covered through
third-party programs designed for selected popr  tions, it is likely they will have little or
no coverage for prostheses. Workers’ Compensation Commission of Newfoundland and
L.abrador (WCC) provides coverage for employees hurt at work in the province. If the
WCC case  udicator agrees that a myoelectric prosthesis is in the best interest of the
client, WCC will pay for the full cost of the prostheses. for trainii  and provide the client
with a clothing allowance, duc to the damage 1 prosthesis cant e on clothing. Other
paticnts may be covered by private insurance or by national programs. ¢.g.. War Amps.
NIIB. Ad s receiving provincial family income support payments can access coverage
for medical devices under the DHCS’ Special Assistance Program. DHCS may make the
person pay for a portion of the cost for their prosthesis if the person is deemed to have the

financial means to contribute.

Table 5.9 summarizes the cover : given through the various programs for powered

upper arm prostheses in Newfoundland.
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program. 1 : division man r for orthope s reports to the program dircctor of
rehabilitation. There is also a clinical chief for the program. The decision structure of the

program is setoutin /e 5.4.

Program Manager <> Clinical Chief- Rchabilitation

Divisional Manag,
(Prostheses 1 Orthopedics)

4\

Prosthetics Clinic

Figure 5.4: Decision Making Structure of the Rehabilitation Program

As part of the region’s annual budgeting process, physiotherapists, occupational
therapists, physicians and pharmacists working with prosthetic patients will all put
forward requests for . ditional resources to the manager of prostheses and orthopedics.
The division manager and the pre am director of rchabilitation will meet to discuss what
the appropriate level of request is for the division. The amount requested is usually
between 30% to 50% of the amount requested by frontline staff. One participant sai  the

aim of the budgeti ycess is to provide “most ¢« prehensive benefit™ with the




available resources. This request for additior resources will be sent forward to the

exceutive as part of the overall budgetary request of the program.

Because of 1 relatively little resources requested in the area of prostheses, the amount of
funding goi  dircctly to prosthetic work woul not ! discussed by the executive. The
executive w 1ld determine how much resources are going to the rchabilitation program
and the prc am’s leadership tcam would allocate resources to @ different divisions.
The amount which flows through to the prostheses and orthopedics program depends on

what is ultimately granted to the rehabilitation program,

Three arce three main costs for the division of prostheses and orthopedics.  The first 1s
staff costs. The second is the division's budget for pros  :ses and other medical supplies.
The supply budget is not divided by type of prostheses, c.g.. orthopedic or upper arm
prosthesis. The third major cost is for the >lacement of equipment. Purchases of
cquipment over $2000 go through the capital budgeting process.  Participants also
identified t  need for some renovations to make for a safer work environment. Although
this request had been sent forward to the exceutive for three consccutive budgeting
cycles, it s not been fulfilled.  The hospital foundation has indicated that it is
considering making the improvement. The division would also be expected 1o recoup a

certain leve of its expenses from patients.

With regard to treating individual patients, t  department often runs into situations in

which resc  ce limits negatively impact on care. As one participant said,







orthopedics s made requests to improve the | Hsthetic clinic and to hire new staff, but

these reques  have not as yet been fulfilled.

5.8.5 Powered Upper Arm Prosthesis and Evidence

Powered up rarm prostheses arc seen as a proven technology and there is little concern
expressed a ut their effectiveness. In terms of who reccives a myoclectric prostheses.
there arc a1 mber of factors looked at. Thesc factors primarily focus on determining the
ability of the patient to wear a myoclectric arm, the likelihood that he or she will benefit
from a myoclectric prosthesis, and desired functionality for the patient. The information

about all of 1ese factors comes from cxamir  ions and discussions with the patient.

5.8.6 Powered Upper Arm Prosthesis and C ¢t

Because of the small number of people req ring myoelectric prostheses, there is no
consideration of cost  Tectiveness. For budgeting purposed, the net cost of equipment is
calculated by examining internal data, checking with suppliers and through discussion

with prost.  lists.

5.8.7 Powered Upp Arm Prosthesis and I ics

The only cthical iss  identified by participants was the lack of universal coverage and
the fact 1 t some cople have to forego tting a prosthesis based solely on cost.
Participants felt that the exclusion of medical devices from public coverage was based on
an arbitrary and historical decision not to extend coverage. In other words, there is no

cthical re  Hn for limiting public coverage for medical devices.




5.8.8 Powered Upper Arm Prosthesis and Ac¢  1ntability

There is son  discussion within R “on B about developing meaningful indicators in the
arca of pro¢ ctics to evaluate the program’s performance, c.g., some scoring syster o
gauge imprc :ments i patient functionality and quality of service. The indicators need
to reflect fa Hrs important to the patient. As ¢ : participant said, “our system should be
around what the patients' needs are, and the ov ome measures should reflect the
important things in their It The development of performance  dicators is still in the

carly stages.

Participants cxpressed frustration at the fact that political and media can sometimes
influence tl resources which are made av lable to different projects or to particular

patients.

5.8.9 Ov:i iew of Powered Upper Arm Prosthesis
Table 5.10 reviews 1c main components clements relating to powered upper arm

prostheses  Newloundland.













resource req sts across divisions, programs and the region as a whole. Given the
number of pe Hle involved in the allocation of resources, other decision makers expres 1
the view that outside of the factc  which should be used to allocate resources, there is a
value in having a process that people arc familiar and comfortable with. Participants
expressed the view that transparency in budgeting 1s very important and that the region
does do a fairly good job of keeping the budgcting process fairly transparent. All e
programs in the region now what is spent by other programs. Programs also know if

other progran are running a deficit.

Another reason why having an allocation process which everyone i1s familiar with is
preferable that a priority setting exercise 1 Is to fit with the culture and people within an
organization. A priority setting exercise which works in one region may not work in
another because of the people who are in the other region. Numerous participants sai

that the key to good pric ty settin  is trust and rc sect. and a process in which everyone’s
opinion is accepted. The attitude of the physician leadership tecam 1s important, in terms

their willingness to listen to other requests.

There has been an improvement in Region B for keepit  requests for resources within an

established allocation process. One participant said,


















5.9.1 Decisic  Aids Identified in Newfound

Participants were fairly skeptical about the usc of decision tools for improving resource
allocation. Many expressed the view that priority setting is 100 complex to use some type
ol’model which you work through to make allor ion decisions. Participants also felt that
institutional culture plays a large role in successtul resource allocation, so that having an
established resource allocation process is more important than adopting the right model.
One particit nt who had examined decision support tools, including accountability for
reasonableness and PBMA, found that they wecre not applicable to the institutional
problems faced by R¢ “on B.  The corporate cthics committee does use case studies to
help clarify and “work throv-" options and appropriate valucs and so on.” The pilot
project des bed above in section 54.6 a s to increase considerations of the cthical
aspects of 1 ource allocation, by asking departments to consider the ethical implications

of their req  sts as part of the region’s budgeting process.

5.9.2 Chal ges ldentified in Newfoundland

Participants in Newfoundland identified a number of challenges to iproving the
allocation of health care resources. One is¢  which was often raised is the need to
provide m ¢ funding for prevention. As in Alberta, the problem of the double
investment :quired for preventive care was mentioned. Even within a health region that
is responsible for everythit m acute care to social services, the transfer of more funds

into preventative and community is di...cult. As a participant said.
















The question of allocating resources around or] an drugs was mentioned by a couple of
participants. One of the issues raised was that
*thesc drugs that arc so selective for such rare diseases that the  imber of people in
the world who actually would benefit from drug is so small that you really don't
have enough critical mass there to do proper research on; and so that becomes a
challenge, as to how you can do that.”
Another difficulty the lack of research opportunities for orphan drugs ra:  is that ofien
they are on cffective for a small portion of patients v o have a condition. but because
of the limited opportunities for rescarch, it is difficult to determine the characteristics of
patients for whom the treatment is cfiective. The inability to determine who treatments
arc most cffective for can greatly underc  the cost-ctfectiveness of using these

treatments.

Another challenge identified related to the tendency of different provinces, using the
same sciel  fic information, to reach different decisio  regarding the implementat n of
a trcatment. The fac that certain provinces decide to cover a treatment puts pressurce on

the other | Hvinces to follow suit.

Some frontline stalf felt that there is an increase in the amount of health care
administration, but not in the amount of resour  going to frontline staff. As one
participant said, “if you look at health carc in this country, administration has grown

cxponent ly. Physician resources anc it resources. the pat 1t care resor  es have
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priority. Some partic ants identified a tendency not to make tough decisions at the
program level, but to “push the problem high " and let the executive make decisions
which limit care, even though the executive are more removed from the program arca.
Changes in | Hgrams or service delivery can have large impacts on other departments, but
often the other affected departments are not consulted or advised of the change ahea  of
time. In ga ‘ring information. decision makers felt they need to better ensure that they
havc all the formation, not just one side. Participants :pressed the view that the region
does not plan well  ough for the future, especially regardit  the replacement of
cquipment.  /hile there is a sense that decision tools focused on resource allocation will
bc applicat . there is a sensc that there nceds to be more education on resource
allocation.  As one¢ participant said, “we don't know cnough about it |resource

allocation].”

Table 5.12. mmarizes challenges ic  tified by key informants in Newfoundland.
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done some work for. 1 think they've got valuable staff’”” This sentiment was common

among the people interviewed from the re “on.

6.2.1 Gover nce Sti ture

Region C 1s organized in terms of regional programs, but some sites retained some
governance and reporting structures. For example, some of the hospitals retained  eir
own boards of trustees. In some cases. programs may report to both the regional board
and the hos lal board. In other cases, facilitics are still owned by outside groups. There
arc, howev:  affiliation agreements in place which ensure that the region has operational
control so that operationally th  is no difference between the facilities owned by other
entities and those owned by the province. Pa  :zipants did not ¢ the retention of some
sitc-based governance as undermining the regional naturc of the programs. The regional
manager for the prc  am arcas would manage bu¢ ts and human resources across i the

sites which offer services under their area across the  ire region.

Region C is governed by a twelve-member community board of trustees. Members are
appointed by the provincial Minister of Health.  The board works with the senior
executive team to set both the short and long term strategic direction for the organization.

It also hir  the CIEO and approves the rc “on’s budget request to governr .

The senior leadersh  team. which includes the region’s CEO and senior vice presidents,
has responsibility for the overall daily operations of the region. Based on the strategic

plan approved by the board. the executive tecam develops a more detailed operational plan
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for the org ization, with shorter timeframes and more specific operational objectives.
Developing 1 operational plan based on a stri ¢ plan approved by the board was seen
to be driven in part by management concerns about accountabil / and transparency in
their operations. There is a move within Region C to further involve the board in

operational planning to help ensure ‘eater accountability.

There are vice presidents for particular service areas and specific corporate functions.
There is also a vice | :sident of medical atfairs, who acts as the chief physician for the
region. Ul :r the vice presidents arc regional directors for specific programs. At the
department level, there arc gene | managers and, usually, a physician lead. They are
responsible for the administrative and medical side respectively, but they're expected to
work together in making decisic . for the program area. Figure 6.1 outli s Region C's

governance structure.
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Board of T stees
™
CEO
4
Vice-presidents - V.P. (Medical Affairs)
N
Direc rs g
™
Manag: €->  Physician Program Lead
™

Supervisors

N

Irontline Staff

Figure 6.1: Region's C Decision Structure

Some participants fe that there are too many layers of decision making authority within
the organ tion and that decision making is not close enough to the point of care
delivery. The multilevel of decision makers also hampers accountability because it blurs

who has responsibility for making certain decisions.
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Capite! "udgeting Process:

Capital budy ing is separate from opcrating funding. Any purchasc over $5000 is
considered ¢ part of the capital budgeting process.  There is a director of capital
financing within Saskatchewan Health which the region would discuss their capital
requests.  Suskarchew 1 Health gives the regions two funding envelopes for capital
funding. O1  cnvelop is for the clinical capital fund and the other is for infrastructure.
Participants from the region reported that these tunds have, in the recent past, been well
below the level of need in the system. Region C did report that they are in a much better
position regarding the level of knowledge they have around their capital needs, the
measurcmer  of these nceds, and the risks associated with having these shortcomings.
This increased level of knowledge has helped the region made a stronger case for
increased re Hurces. Still capital expenditures were generally not seen as a top priority by
the decisio makers. The = ord money w: influential and had its own allocation

process. focused on identifying priorities which matched the federal priorities.

Region C separates the decision making process around capital equipment purchases
between replacement of equipment and new cquipment.  For the replacement of
cquipment, Region C has developed an inventory of assets and a process for assessing the
state of all the equipment the hospital has. The criteria used to assess equipment includes
its use. ag: level of risk to patients and staft, volume of usage, is the equipment a newer
technology or older technolc | and whether it requires a h 1 level of maintenance.

These cri ia are t 1 weighed to classify equipment as either in good. fair or poor
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purchase, t ‘¢ may be site visits. The region is moving more to bundle tenders across

sites or for all of the equipment nceded by a program for a number of years.

6.4 Resour  Allocation Issues at Region C

The executive of Region C are responsible the resource allocations made within aeir
region. The executi  would allocate resources across the different program arcas. It
would involve in making program level decisions which have a substantial impact on the
region’s operations or have substantial costs  sociated with them. The exccutive may
also decide on any issue which is particularly contentious and in this way could be
involved in decisions concerning the care individual patients receive.  Participants did,
however, give the i pression b Saskatchewan Health can, at times, become very
involved in making a wide range of the resou > allocation decisions. In certain arcas of
care, e.g., diagnostics, the province would make specific decisions concerning levels of

activity an  purchase of new equipment.

As with Region A and Region B, the exceutive’s decision making can be described as
closcd-dor 7/ top-down. in that it only the exccutive who makes the decision and its
decisions are then i1 osed on the other levels of the region. The executive does aim to

bring in as many perspectives as possible into the budgeting process.

6.4.1 Reg nCand eed
Region C has used comn ity needs assessments to assist in program planning and

resource  ocation. The use of needs assessments is an approach the executive plan to
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6.4.3 Region C and Cost

Costs are determined mostly by using internal data, although sometimes vendors will be
contacted regarding t : cost of capital equipment. Budget increases are often tied to a
program doing a specificd number of new procedu . Nonc of the programs looked at in

this project  :ported considering the cost-cffectiveness of interventions.

6.4.4 Regic  C and Accountability
The provincial gover nent has written agreements with all of the regions that set out the
required levels of service. There are also specific indicators the province uscs to assess
the regions’ performance.  As a part of the provincial budgeting process. the regions
submit op 1tional plans to the department. In some case. individual programs would
directly re  rt their performance to Saskatchewan Health, One participant said that,
"I think, in fairness, the government herc has done some really good work. I think
they have been... if not as the head of the pack - we  the head of the pack in terms
of very detailed accoun Hility throughout the health region.”
But the participant went on to point out that there are often compromises which  1ve to

be made in terms of  ecting targets, e.g.. patient safety vs. volume.

Region C has a network of community advisory pancls, which represent different
geographical communitics within the region. The usc of these panels is mandated by the
provincial government. ‘The - s ve advice on broad planning dircctions. There was

a feeling  >m some participan  that these networks could be better used in U planning







6.4.5 Region C and Ethics

There was little direct discussion of the ethical aspects of resource allocation at Re; i C
within the © ticipant interviews. R ‘on C has, however, run a pilot project to sce if
Accountability for Reasonableness could be operationalized within the region to improve
overall resource allocation. While preliminary work has been done, the pilot project has
not been used to directly support the allocatic  of resources. Part of the difficulty has
been with trying to determine the most appropriate level at which to use the
Accountability for Reasonable s framework. c.g.. at the executive level or at the

program level.

6.4.6 Initiatives Improving Resource Allocation at Region C

In the last couple of years, Region C has done a goc  deal of wo inthe ea of resource
allocation. They have brought in :perts in the area to examine the region’s allocation
processes and make recommendations. They have tried developing a more formalized
process ft allocating resources. One of the difficulties the region encountered when
trying to ¢ a more explicit approach was determining the best level for using a more
methodologically fixed allocatic | zess.  The region had attempted to employ a vi  ant
of accour .bility to reasonableness at the regional level, but the full process was never
completed and the project has now been put on hold while the executives deal wit  other
rcforms. One participant suggested that the accountability to rcasonableness approach,
modified to include opportunity cost considerations, would best be employed at the
specific prc am level.  Region C has not tri  to employ the accountability to

reasonableness beyond the regional level.
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resource allocation in these two areas by examining how resources are allocated across

this program.

" n Structr==
In Region C, Diagnostic Imaging has responsibility for MRI, CT, nuclear medicine,
general radiology, ultrasound. lithotripsy. interventional and vascular imaging. The
program is run by a clinical chief and program manager. Both report to the executive
throv "1 the Vice-President of Medical Affairs. There are supervisors for cach of the

modalitics across the region.

VP for Medical Aftairs

0 0
Program | nager - Diagnostics <> Clinical "hief - Diagnostics
0 0
Supervisory by Modality Frontline Radiologists

Figure 6.2: Decision Making Structure of the Diagnostics Program

Budgetir
One participant said that the annual budget for Di.  ostic Imag g is built up "by sitc and
by moda y.” The program looks at the number of tests it runs by modality at cach site.

It then determines what char s in activity it plans for the coming ycar. The budget
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Although it was originally meant to be advisc 7 in nature, the effect of the Diagnostic
Imaging Network is that, to a la : extent, the management of diagnostic imaging can be
scen as being taken out of the regions. As one participant said, in di  ostic imaging,
“the priorities are set for us™ by the provincial council.  Through the Diagnostic Imaging
Network, Saskatchewan Health receives mont y reports on activity levels and wait lists
for every diagnostic imaging department in the province. These reports inform the
province of any tests irgets which are being missed. As one participant from the region
said,

"We w < with the government every year to plan targets for next ycar, so they

contint |y track and monitor monthly through us what our wait times ar¢ and what

our pric lization system is. So they have 1 :ir {1 r on the pulse to see how much

MRI service are we doing, what are the service pressures so that they can then build

their budgets and their targets for us for the next year.™
The provincial committee would also determine what capital purchases are made across
the provic 2. The individual diagnostic prc  ams would receive their funding as part of
the region’s global budgets, but the province determines the service levels the region
would have to maintain. Throt "1 these targets and the provinee's close monitoring of
these targets, even  ough the funds flow through the region’s global operational budget.
the funding is in ¢ssence directly targeted by the provincial government for diagnostic

imaging.

Participants asked out the provincial strategy felt that it was a good approach. given the
st of the province and the nec ™ 1o have consistent  agnostic imagining standards, given

that pati  ts are often transferred for care across regions.
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recommen: tions to government on these topics. The Diagnostic Imaging Network also
would be involved in any discussion around the purchase of a new MRI. The provincial
government, however, would make any decisions around the purchasc of an MRI. This
decision would be made at the cabinet level. Region C is soon getting a new MRI.
Saskatchewan Health has also indicated that Re “on C may get a sccond new MRIL. The
department has even indicated the likely site for this second MRI. Diagnostic Imaging
starts plan ng for the new staff as soon as the purchase of a new scanner is announced,
so that there are sufficient people in place to read the exams once the new scanners come

on-line.

Guidelines

There are currently no guidelines on MRI us:  :in Region C, next to the requirement that
they have to be ordered by an appropriate [ sician. There is ‘ocess for prioritizing
requests r MRI, where they @ reviewed by radiologists and classified into three
classes: I ergency, Urgent. and Elective. Wait times for clective MRIs used to be 16
months, but the time has since improved to 6 to 7 months. Wait times for urgent MRIs

arc onc week. Emergency MRI wait times are the same day.

Participa s felt th.  there would likely be more formal guidelines adopted aro 1d MRI
usage in the future, particularly around when MRI tests should be ordered.  One

participa  warned,


















6.8.1 Getting a Powered Upper Arm Prost sis

The process for getting a myoelectric arm begins with the client requesting a myoclectric
or inquiring about a myoclectric to their loc.  orthotics lab or prosthetics clinic. In some
cases, providers may suggest to the patient that they would likely be a good candidate for

a power¢ upper arm prosthesis.

Once an interest 1s expressed by the patient, a tcam would assess the patient. Tl team
would usually include a physiatrist. a prosthetist, a physiotherapist. and may. but not
usually.  :lude a psychologist. If there is no psychologist. the physiatrist may do a
partial psychological assessment as part of their wider assessment. A social worker
would be involved if the patient is a Native Canadian. This is duc to the fact that Native
Canadians have coverage for myoelectric prostheses under federal government funding

arrangen  ats.

The case for a myoclectric prosthesis is built upon a number of consideratic 5. The
ability to demonstrate that the upgrade to a myoelectric would result in an improvement
in functionality and an improvement in the person’s quality of life is importar  The
psychological impact of using a myoclectric arm. ¢.g., on self  leem. is consi  :d. A
number of clinical issues are assessed. including the physical ability to be fitted for a
myoclec ¢, a patient’s ¢ lity to follow in  uctions, and their ability to successtully go
through ¢ training to use a myoeclectric. . ae¢ issue around training is importa . Many

ol  those who need prostheses are cither v your  or very old. There may be other
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have cxcellent coverage in this province and we have a responsibility to the taxpayers,

and we're | taxpayers.”

Follow-up and training arc also covered by the SAIL program. Good follow-up is
important Hr myoelectric prostheses because it can increase compliance, e.g., addressing
simple problems which may be uncomfortable for the patient. The only thing not covered

by SAIL is sports prosthescs.

While th - is universal coverage for all prostheses in Saskatchewan. there are other
funding sources.  These include the Workers® Compensation Board (WCB), the
Saskatchewan government-sponsored motor vehicle insurance (SGI), and national First
Nations programs. For the SGI and WCB, the « ent is ass” 1ed a case worker who
coordinates his or her care. The physiatrist’s involvement with advocating for a
myoelectric on behalf of their patient would be similar across all of these programs.  The
documer tion is i the form of a letter from the physiatrist and the prosthetist.  The
reason fc the lack of formal documents to apply for coverage is that the cases depend
very much on the independent circumstances.  While residents of Saskatchewan are
cligible  r the War Amps programs. be 1s¢ of the SAIL program, there are few

applicati s to War Amps from Saskatchcwan.

Table 6. summarizes the coverage ven through the various programs for powered

upper arm prostheses in Saskatchewan.
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6.8.5 Resource Allocation Issues around Powered Upper Arm Prosthesis

The decision of who should receive a powered upper arm prosthesis is based on a team
rccommendation, with a physiatrist or orthopedic surgeon making a request for coverage.
IF'unders 1d the patient would also be involved in recommending what is most
appropric  prosthesis for the patient. This decision would be an example of collegial

decision making.

The secc | question relates to the coverage of powered upper arm prostheses.  While
there is | le communication between these programs to ensure that all people are fully
funded for their prostheses, the provincial governn it does operate a program of last

resort which ensures universal coverage.

Region C reported that there was little concern with how resources are allocated around
powercd upper arm prostheses. duce to the fact that the cost of roviding care is paid for

by third- rty insurers and that there are so few installed.

6.8.6 Powered Upper Arm Prosthesis and Evide e

Powered upper arm prostheses are seen as a proven technology and there is little concern
expressc  about their effectiveness. In terms of who receives a myoclectric prostheses,
there are a number of factors looked at. These factors primarily focus on determining the
ability of the patic  to wear a myoelectric arm. the likelihood that he or she will benefit
froma  oclectric prosthesis. and desired {  :tionality of the patient. The information

out all of these factors comes from examinations and discussions with the patic
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buc :ting exercise carried out across the reg  n may be usctul to readjust resource levels
across the program areas. Another participant recommended an advisory group of

physiciar >n cover ¢ decisions.

When making deci ns in one arca about how to improve care, participants pointed out
that you have to recognize that these resources have to be used wisely because they can
be used to benefit other people in other program  :as. Recc izing the wider use of
resources is important to secii  all the different clements of an allocation decision. One
participant said that “if you're only trying to make decisions to keep everybody happy,
you will fail. ...and you usually never make everybody happy.”™ Clear strategic decisions,
made transparently 1d clearly identifying who has accountability. is often seen as being
acceptable, regardless of which prc  ams u  mately get funded. The wider adoption of
these principles was scen as something which could also improve the process of resource

allocation.
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responsibilities between the province and the regional health authority. Often the
provincial governm: | was secn as overstepping its role by trying to unduly influence the
operation of the region. Another participant complained that the provincial burcaucracy
has not really adjusted to the reality that they are no longer directly responsible for the

delivery of care.

The lack f substantial new resources was scen - another obstacle. Given  at in
Saskatchewan there has been a fairly long period wi out substantial increases in health
care funding, budgeting has usually focuse on maintaining current levels of service.
Related to this lack of new resources is the fact that a large proportion of resources are
already accounted for so that the  is not much flexibility to shift resources between
programs. [For example, increases in the cost of labour and drugs are fixed by the
provincial government. Although they gre v impact the region’s operating costs, the
prices are established outside of the region’s Hntrol. Participants also said that it is very
hard t0o ke substantial shifts in resources given the institutional culture within the

health care system.

While Re “on C has had a fairly low turnovi 1n its senior management tecam, there was a
feeling t: because of the transition period around having a new CEQ that it has been
difficult to establi  a new process arour  resource allocation.  On the other hand,
another  rticipant said that there is real need to bring in more new people into the

organization. Although the staff are scen as hard working, very dedicated, and talented,
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Other challenges identified include: insufficient data to properly evaluate the value of
some programs; n ager sometimes making decisions with fairly large resource
implications that should be made by the exccutive team: organizational difficulties in
implementing policy changes: the inability to access information in a timely mann  that
appealing » cviden  can make greater claims on resources than are available: that there
1s no clear process for retiring equipment or r transferring a service out of the system;
and that often time «  anges in resource requirements do not result in savings, because it is

too diflicult to stop  her programs using the resources.

Finally, the amount of resources required to do good resourcc  ocation, in terms of the
cost of involving the public, managc nt time and administrative support, was scen as
another impediment to improving resource a cation. The request for resources 1o set |

an allocation process is scen ; another resource request which needs to be approved.
Table 6.11 summarizes the ¢ llenges to iproving resource allocation identi :d by

participants in Saskatchewan.
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allocation process, it was that some participants, most often at the program level, :It that
people in ieir position should have greater say in how resources are allocated. Two
participants expressed concerns about the amount of management time that alrcady gocs

into budgeting and 1 king resource allocation decisions.

This finding (F1) is important becausc it points to a disconnect  etween (a) the extent of
the problems presented in the resource allocation literature and (b) the concerns regarding
resource  location decision making reported by participants in the three provinces.
While recognizing the importance of spending public funds efficiently, cthically and in an
accountal ' manner, participants intervicwed for this project felt these goals can be
achieved. and to a large cxtent arc being achieved, by current allocation processes.
Participants were  n¢ ly ni ative in their assessment of proposals to employ more
structured / explicit approaches or in using decision tools for allocating resources. There
arc a nu ber of reasons fi this negative asse ment of more structured approaches,
including institutional and stakcholder barriers to changing current allocation processes
and the unique naturc of many resource allocation problems. These reasons are similar to
concerns raised by Iunter (1995) about  aking resource allocation processcs more
explicit.  But another important factor this project has identified is that decision makers

do not see an urgent need for change.

Itowever, the academic work in this field (Daniels & Sabin, 1997; Danicls. 2000a; 2000b;
Mitton and Donaldson, 2004; Pcacock, Ruta, Mitton, Donaldson. Bate, & Murtagh, 2006)

is havir some influcnce on health care organizations. Althor 1 participants were
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decisions, i is sug :sted by (Boyle (1984), Daniels (1987), and An; | (1993: 2000),
they also do not nced to be encouraged to be more involved in these types of decisions, as
suggested by Ubel (¢ 01). Within the threc rovinces cxamined, institutional barricrs
appear to be the main limitation on further physician involvement in resource allocation.
As per tho  who advocate greater physician invol®  aent in rationing, c.g.. Hall (1994),

physicians interviewed for this project appear very willing to take on this role.

F4. Minor reforms of allocation processes are more likely than major
restructuring.

In cach of the three provinces, projects are underway to improve resource allocation,
usually aiming at making aspects of the process more cvidence-based. more transparent
or morc « ical. None of the organizations studied are considering, howcever, major
reforms « their allocation processes. Major reforms would likely require some
reallocatic  of authority within the health care system, cither between the provincial
government and the region or between the regional executive and the program / frontline
level.  Furthermore, major changes would likely require char s in how provincial
budgeting is conducted. There scems to be little chance that provincial governments
would substantially alter their current budget processes solely to improve health resource
allocation. especially with the ‘¢l of comfort health care decision makers have with the
current a ngement. Unless affected by wider political forces (Tuohy, 1999), it is not

unreasonable to expect that heal ¢ resources will continue to be allocated through the
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Canadian ¢ 1dard of care. In Region A (Alberta), participants said that they often
benchmark their level of care by looking at what is being done at Ieading intcrnational
centres, ¢.g., Mayo Clinic or the Houston Heart Centre. Only one participant in Region A
mentioned Canadian standards of care and that was in the context of the role their region

plays in sct 1g what is the standard of care in Canada.

The fact tt all of the provincial health care systems act in accordance with the Canada
Health Act and are partially supported by the federal government may lead one to think
that people in different provinces and different regions reccive relatively the same level of
carc. Outside of the question of variations in clinical skills. which most participants felt
did not exist across t : country, the decision makers interviewed in this project recognive
that there are clear variations in the level of resources different provinces and regions
have at the  disposal to provide carc. We see these provincial and regional differences in
coverage and access to care in cach of the three arcas of care examined in this project.
Romanow (2002, p. xvi) claims that “equal and timely access to medically necessary
health care services on the basis of need as ar” ™ t of citizenship.”™ While none of the key
infc  ants went so far to say there arc gec iphical variations in patient care. 1t seems
that the ¢ ar variations in the resources available, level of access to care, and who the
regions benchmark themselves against identified by the key informants presents a
significant challenge to the ideal that all Canadians truly share cqual access to the same

level of n  lical care.
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7.4 F  onal Health Authority Comparisons (Areas of Care)

7.4.1 Endovascular Coiling

Table 7.1 summarizes data presented in Chapters 4-6 regarding how the cmbedded
clements of the resource allocation issues faced, need, evidence, cost. accountability and

ethical cor derations are treated in regard to endovascular coiling within the three

regions.
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program level strongly expect the executive to provide these operational funds, but the
executive report not even beir  aware that they are going to be asked to provide them and
arc skeptical that such resources would be currently available. It is perhaps not surprising
then, given the situation in the two rcgions, that Region B has shown a greater
institutional >mmitment to establishing an endovascular coiling program, even though it

faces greater costs in order to establish a program.

F8. The difficulty of the resource llocation decision faced by a regi
often depends on where an organization is in { : establishment of

the service.

The decisic 1o establish a prc -am requires the consideration of numerous factors and
substantial commitment of resources. Once a program is established, the nature of the
resource a Hcation decision changes. In Region A, once the decision to invest in
performit  the procedure was made, the executive were no longer involved in the
decision making decisions. Rat  the main resource allocation question, i.c.. whether or
not to treat a patient, was made by the health care providers. In other words, there was a
shift from meso-to  cro- level dee  on making once the decision to establish a program

was made (L.omas, 1997).

One of the dilemmas which the project initiz 7 identified regarding endovascular coiling
is how tc alance the high cost of establishir  a program for a small paticnt population
against the fact that 1t 1s a potentially life-saving procedure. We can sce this dilemma

play out  the type of resource is facc by the different regions. Once the initial
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infrastructure is in place and a program is established, the cost of performing an
individual  ocedure is not significant when compared to the benefit reccived by the
patient. In Region A (Alberta), which already had 1 endovasct ir coiling program. no
considerati 1 1s given to cost-citectiveness or to rationing access to the procedure. Given
the lack of rationing. in Region A, participants fclt that there were no real cthical issues
specifically related to endovascular coiling. Only in Region B (Newtoundland) d  one
participant discuss thc need to look at spending substantial resources to treat a small
number of acute care patients rather than si ng whether the resources could be more
ctficiently and ethically used to serve other patient populations. It was also only in

Region B at a review of the existing research cvidence for effectiveness was conducted.

F9. Variations in existing ins utional capacity cause regions to
perceive resource allocation decisions differently; and in some
cascs, ask different resource location questions.

Variations in existing capacities and infrastructure put some organizations 1n a better
position to develop new programs and services. These variations in starting points can
also causc regions  perceive  ource allocation decisions differently, even when two
organizat s are at the same point in regard to the establishment of a new program. In
the cases :viewed, we can perhaps even say that these variations in capabilitics result in
the regions facing difterent resource allocation problems. IFor example, even though
Region B (Newfoundland) and Region C (Saskatchewan) are both considering whether to
establish an endovascular coil » prc_ . they face difte 1t costs.  Region C s

considering whether to purchase an inventory of coils and cover ¢ o0ing operational
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The fact th aregion is in a better position to start a program may not equate to a greater
institutional commitment to establish that program. Other factors, such as staff opinion,
whether clinical staft unanimously support a proposal, the emphasis placed on the ced
for a prog n. and other executive priorities  so greatly alfect a region’s likelihood to
push for tt establis] 1ent of a new prc -am. Althor "1 Region C (Saskatchewan) faces
fewer costs in starting an endovascular coilii  program due to its already having a bi-
planc angi ‘raphy s te and trained stalf, R ion B (Newfoundland) is currently ore

committed to the est  lishment of a coiling pr ram.

7.4.2 MRI

Table 7.2 summarics how the ecmbedded clements are treated with regard to MRI
Because each region faces the same types of resource allocation decisions around MRI,
the table « ly summarizes the elements of need. evidence, cost, accountability and cthical

considera ns.
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expansion of MRI usage into new cor tions is a budget limit on the overall number of

scans a region will perform. With only a finite number of scans to be performed vy a
program annually, new applications need to compete with more established uscs of the

technology r scans.

7.4.3 Upper Powered Arm Prostheses
Table 7.3 summarics ow the embedded clements of necd, cvidence, cost. accountability
and cthical onsiderations were treated in reg. 1 to powered upper arm prostheses across

the three v ‘ons.















7.5.1 Need

F15. In the three areas of care, need is determined primarily by internal
usage data and requests fro stakeholders and staff. However,
other factors also drive perceived nced for the diagnostic service
examined in this study.

While there is a lively academic debate about the definition of need in health care (see
Chapter 2, Secction 3.1), therc was no doubt amongst participants about how nced is
defined in the three areas of care: patients who have been prescribed or present for a
particular :rvice. This definition perhaps best matches Witter and Ensor's (1997)
definition I need defined in terms of the health services a person requires, but it also
matches  ments of Donabedian’s (1973) definition, which relates need both to the

patient’s . sirc to have carc and the physician’s opinion that care is nceded.

Following Donabedian (1€, ), physician opinion clearly affects the level of need in the
arca of power upper arm prosthetics. Key informants in Newfoundland reported there
being, on average, only two or " ree paticents recciving their first myoclectric prostheses
annually. This is the same number reported for Alberta and double the number  orted
in Saskatchewan, cven though these provinces have more comprchensive insurance
coverage and substantially larger populatic . This variation in demand for the service
appears  be basc  on variations in clinici 5> opinions of the benefit of the technology.
Ny prosthetists  id physia s felt that very fc  people with upper extremity loss will

benefit from myoclectric prostheses. so they are only rarely orde  d. This wase  cially
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the case in Alberta 1 Saskatchewan. In Newfoundland, providers vicwed powered

upper arm  Hstheses more positively.

It may, however, also be the case that clinicians are more mindful of ensuring a sufficient
level of benefit when spendin public health care dollars.  This concern for spe  ling
public funding was cxpressed by physicians in both Saskatchewan and Alberta. If this is
the case. ironically, wider public coverage may result in less access as providers become
more apprchensive to prescribe myoclectrics knowing a fixed amount of funding also
covers other types of assistant devices. In comparison to endovascular coiling and MRI,
it was very noticeable how carcful providers and managers in this field were with
resources and ensuring that patients will benefit from care before providing treatment.
With powered upper armed prosthetics, patients must be able to convince providers they

will benefit from a myoclectric prosthetic before providers agree that a patient needs one.

Program c¢d was nilarly « ermined for two of tI services: endovascular coiling and
powered upper arm prostheses. Because b 1 services have extremely small and fairly
stable pa :nt populations frc  year to year. estimates of need are determined primarily
by analyzing internal usage data from the previous year. For regions which do not offer
endovascular coiling. estimates for this service were developed from contacts with other
regions, aminations of the number of ca s sent out of provinee, and estimates from

frontline staft.
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were also often identified as helpir to ensure account: ility to the public. For example,
because the regional health authoritics are provincial government entitics, they arc subject
to public ac' untability legislation, government procurement guidelines, an audits by the

auditor general.

There is a »yod deal ~work being conducted on developing indicators for MRI, both
around wait times and appropriateness of usc. One participant in R on B expressed the
view that their prosthetics department needs to develop better performance measures.
Next to that, no participant felt that better performance measures were required in cither
the area of rosthetics or endovascular coiling. This reflects @ very small pa nt
numbers for both pro. ims and the lack of public / political attention focused on these
two arcas of care compared with MRI. It is interestii  that the push for improved wait
time and appropriateness measurcs for MR1 arc coming from a number of agencies and
groups, ¢.2., FPT Ministers, the Health Council of Canada, Canadian Institute for lealth
Information, the Can: an Association of Radiology. and are not being initiated at the
program level itself. Similarly. we see an inc  sc in public reporting around MRI, but
not for cndc 1scular coiling and prosthetics, again beir  pushed mostly by the federal
and provincial govern :nts. In ncither of arca of care did participants feel that more
explicit decision makii  processes or directly engaging the public about their service was
necessary, a 1wough some participants felt that higher level discussions with the public

about service prioritics could be usetul.
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7.6.1 General )bservations
F20. The multiple decision points within regionalized health care
systems, the transferability of decision making authority, varying
institutic al structures and the lack of transparency in decision
making for h™ "ier level decisic makers, e.g., provincial cabinets,
present challenges to all decision making approaches due to the fact
that these approaches need some level of decision making stability.
Not all resource allocation decisions, however, face these problems.
This project is unique in that it is the first in Canada to compare resource allocation
decisions across different provinces and across different service arc It is also unique in
that it traces the decision making processes cross four levels of decision makers:
frontline providers, departmental managers, regional authority executives, and provincial
government officials. This expanded examination of resource allocation decision making
brings to li; t a number of new difficulties for those trying to improve health resource

allocation tI »ugh the use of more structured d sion making approaches. Many of these

difficultics arce often overlooked by the academic literature.

Perhaps the most dif  ult challer  arises frv 1 the multiple points of decision making
authority within current ro “onal structures. Most priority setting models do not account
for the fact that there is a hierarchical structure with multiple decision points within the
regionalized Canadian health care system. Along with these multiple points of decision
making, there is transferability ¢ 1 instability :garding who makes the ultimate decision
regarding secific allocations.  For exam , in a casc mentioned by one of the
participan  a Minister of Health was directly involved in booking a MRI time for a

patient w se case was the focus of a Hod deal of media coverage. The hcavy
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7.6.2 Ration: Decision Models

Chapter 2, Scction 4.1 summar d the strengtl  weaknesses and likely application of
rational dec on models. These models were seen as being likely inapplicable to health
resource allocation decisions.  Nothing in 2 cases examined has changed s
assessment.  In general, the allocation decisions examined are too multi-factorial d
complicated to be effectively modeled in the manner that rational decision models

require.

7.6.3 Clinic  Practice Guidclines

Clinical practice guidelines help limit health care demand by placing restrictions on what
procedures physicians can order. It is unlikely that clinical practice guidelines would
work in the arcas of cither endovascular coiling or powered upper arm prostheses. In
both cases, there are a number of factors which need to be assessed on an individual basis
in determii 1g the most appropriate care. This need for individualized assessments and
also the v+ small patient numbers do not  ake the development of clinical practice

guidelines “able int sc¢ arcas.

There was. however, a good deal of interest in clinical guidelines for MRI usage.
Guidelines for MRI  ave been proposed for both choosing MRI as the most appropriate
modality and around MRI wait times for different conditions. As an access measure, all
of the regions have guidelines around acceptable wait times for MRI and two of the

regions, :gion A (Alberta) and Region C (Saskatchewan), e pit icly r or
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difference between t two main treatment options, cndovascular coiling and
endovascular clipping, greatly limit the applicab ty of cost-effectiveness analysis in that
arca. For po :red upper arm prosthescs, cases are so rare that the budget impact can be
casily considered on a case-by-casc basis. Cost-effectiveness analysis was not used in any

of the cases considered in this study.

7.6.7 Progr:  Based Marginal Analysis (PB! \)

PBMA could perhaps be used at the program level across all three arcas of care
examined. In fact, one of the strengths of the PBMA approach is that it closely models
how resources already arc allocated at the program and regional levels. PBMA can be
performed as part of a region’s annual budgeting process.  Requiring all requests for
resources (both established and new requests) compete against cach other and focusing
the discussion on implications of ma "1al cascs can increasc efficiency. One of the
shortcomings with PBMA is tI it depends on defined cvaluation criteria in order to
cvaluate di rent funding proposals. As with rational decision models. often defining
these criter  requires deciding on one’s preferred options beforchand, undercutting the
use of the model (Lir lom. 1957). It is also unclear what trainit ~ decision makers at the
program level would need in PBMA before they could use this approach eftfectively. Sull

it m~— be possible to modify the PBMA to address some of these problems.

7.6.8 Accc tability for Reasonableness
Daniels™ Accountability for Reasonableness operational s key ethical considerations to

help ensure a fair process for evaluation of health care resources. The rationale for why
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allocation of resources within either region. It is possible, however, that meaningful and
cffective pul ¢ engagement could be incorporate into somc program level decision
making throt 1 the use of some type of deliberative process. A number of participai

within cach arca of care said they would be open to some increased level of public
involvement, if it was  uctured to reflect the public’s concerns, rather than the concerns

of'a small group of people with vested interests in the outcome,

7.7 Summa Comment

This chapter discusses some of the key findings made throughout the project. Many of
these findit - show a disconnect between what is suggested in the resource allocation
literaturec and what was reported by the key informants. Chapter Eight applies some of
these findin  to challenges relatit  to resource allocation identified by participants. The
aim is to develop a set of recommendations v ich rc  onal health authorities and other
decision making organizations can use to in o resource allocation processes. For
example. different aspects of three decision approaches identified above as possibly  .ng
applicable to the cases examined in this project are adopted to work within the current

budgetary structurc.
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outside the health care ea. e.g., in ethical theory or economics. In fact, by identifying
current resource allocation issues for a number of service areas, the project is able to
assess the likelihood that the approaches proposed for improvii  resource alloc ion

would be useful across a range of real world resource allocation decisions.

The nine case studics were developed based on 43 key informant interviews and reviews
p y

of publicly ¢ hilable documents. Interviews were conducted between March 23™, 2005

and March 16™, 2006 with a range of decision makers, from frontline physicians to senior

officials within provincial Departments of Health.

Although the project avoids using any pre-existing framework, the case studies did
require some focus in order to both limit their scope and allow for comparisons across the
cases. Five factors often identitied as por t to resource allocation were examined
across all t  cases. The five elements focused on were need, use of cvidence, cost,
accountabil - and cthical considerations. By focusit  on these elements, ¢ project was
able to provide sufficient structu  to the case studics to allow for comparisons wi  out

biasing them towards only onc area of concern.

8.1.1 Conclusions

Chapter S¢ :n identifies 27 specific findings related to the case studics. In terms of the
cases, it he  been shown that resource allocation decisions regarding the same service can
vary from region to re der 1dir  on cxisting si abilitics, operational capacitics

and capital infrastruc 1re, as well as where  organization is in the establishment of the
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cach level of decision maker. As has been recc 1ized throughout this project, resource
allocation dec ions are cc  plex. depending on the consideration of a number of factors,
factors which arc often unique to the specific allocation decision at hand. Rather than
using a fixed formula, decision makers at cach decision making level examine the over.

casc for different resource requests, consider the pros and cons, compare them with other
requests. and decide what their funding priorities should be. The decision making process
is thus very 1 ich akin to the way juries make d isions within the legal system. As with
legal juries, it 1s often unclear to those who wi  not involved in the deliberations what
factors led to a decision. even though those involved in the deliberation may feel there
was a clear and legitimate process used. Thus while decision makers familiar with e
budgeting p cess and who a involved in  c¢lping to sct priorities gencrally feel
comfortable ith curr 1 allocation processes, for those outside the health care system
(and cven {1 many v hin the system), these processes can appear chaotic, politically
driven and impenetrable. Part of the value of this project is that it presents how resource

allocation is seen by those involved in making these difficult decisions.

8.1.2 Recommendatic s

In each of the three provinces, participants identificd a number of challenges to improving
health resource allocation.  This scction cxamines some of these challenges and
rccommends ways ol addressing them bascd on the lessons learned throughout this

project.
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Table 8.1 Template for Evaluating New Services

1.0 Introd :tion

1.1 The Problem to be Addresscd
1.2 Current Options
1.3 Propos  New S
1.4 Advant:

/ice

2.0 Overv w of Existing Rescarch
2.1 Experience of Other Jurisdictions with the
2.2 Local Expert Opinion

3.0 Estimated Patient Population

4.1 Capital Equipme  Costs

4.2 Cost-effectiveness

4.3 Operational Costs

4.4 Staffing Requirements

4.5 Training Requirements

4.6 Time Required on Existing Equipment
4.7 Space

4.8 Possiblc off-sctting cost savir

5. Likely Impact on Other Departments / Pr¢
6. Ethical Implications

7. Risks

8. Other Tecues

's and Disadvantages of the Proposed New Service

rocedure

4.0 Budget and Organizational Considerations

ams in the Region

In recomme! ing use of this template, | am aware of the time and resources required to

complete it.

required and the benefits which come from improved management processcs.

template can be used as a

There are clear trade-offs in terms of the amount of management time

The

lide that should be used to address particularly contentious or
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costly allocation decisions, where a systematic review of the issues is undertaken. Given
the amount of resources and management time this may require, it is likely that this could
only be done for a few decisions a year. The template could also be used informally as a
means of con wunicating with programs the type of information they should considering
in determinin heir allocation requests, without expecting a written report outlining all of

the different issues.

Towarc ¢ss for Developing Resou  Alle ation Prioritics

Initially this project aimed to recommend and devel | a more structured approach for
allocatin  health care resources. Although seve participants said that there was some
value in having more structured allocation processes, generally participants were doubtful
about the applicability of any universal approach due to the variation in resource
allocation requests; the various, and often unique, factors involved in different decisic s;
concern that stablishing a new process does not ensure that that higher level decision
maker will rc Hect the decisions arrived at by the process,  pecially when the outcome of
the process is unpopular; and the import  :¢ of institutional culture and existing decision
makir  strue ires on how r¢ Hurces are allocated. In fact, some participants felt that
maintaining their exic g resource allocation  -ocess, in which most people in their
organization arc familiar, is morc important than adopting an unfamiliar model which
may align more closcly with how the academic literature suggests health care resources

should idcal  be allocated.
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requires the program  eas to consider the ethical implications of their budget requests.
particular in terms of the services which are not being funded. Forcing programs to
explicitly ¢ sider the opportunity costs of the resource requests is another way to help

cnsure that a region’s  stribution of resources is fair and ethical.

Public Eng -

The dilemy 1 around public engagement was mentioned by a number of informants.
Participants recognized that the public have a legitimate role and should be engaged in
decisions around coverage and resource allocation.  Yet the problem of concentrated
interest, w.re only those directly affected by a decision become involved, was often

identified.

R11. Decision makers need to be selective in what questions they
engage the publie about.

R12. Decision makers should aim for meaningful public engagement
when involving the public in  jource allocation decisions.

The Basket Grant research team exi ned how best to engage the public around resc  ce
allocation. It found that public eny jemer is not guaranteed to be successful and
decision makers need to be selective in what questions they engage the public about. The
aim of pul ¢ engagement should be meanir 1l public involvement, in which the public

arc honestly informed of the reason for the engagement exercise, the level of decision

423









Another limitation is that the project focuses on resour  allocation decision making only
from the perspective of those involved in mal g these decisions.  This focus excl les
other relevant groups who could also have added their perspective on how healthcare
resources a  allocated, e.g., providers who have chosen not to be involved in allocating
healthcarc  sources or groups outside of these decision making organizations who
affected by the allocation of healthcare resources and who may want to be more inve ed
in how resources are allocated. It is likely that such informants would have indicated

less satisfaction with how healtheare resources are currently allocated.

Finally, I could not exhaustively probe all of the concepts which did arise during the
interviews. [t was not possible delve into every topic with the thoroughness 1 would have
liked, given the time constraints associated with decision makers who had limited time for
interviews and a rescarch project which already aimed to cover a range of topic arcas

relating to - source allocation.

This proje is exploratory, not exhaustive. I. 1iting the project in the way 1 did resulted
in a man: able scope for the project. Scveral topics and perspectives not addressed in
this study are important aspects of resource allocation which should be investiy  ¢d
through fu re research which could build up.  the knowledge gain through this research

project.
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all levels. It is hoped, hov ‘er, that better source allocation decisions will lecad to
improve hc h outcomes, run our health care system more efficiently, 1d make the
system more responsive to the wants and needs of the Canadian public. Achieving these
goals will all contribute to the long term sustainability of our publicly funded heal — care

system.

Iealth care resource allocation is a messy business. There are a number of different
factors to - nsider and groups usually have completing interests for a limited pool of
resources. Fiven with a  od process for allocation of resources and experienced decision
makers, sometimes wider economic and political factors will win out.  Resource
allocation will never be perfect. But improvii  resource allocation processes does  fler
the hope of a more cfficient, cthical and accountable health care system. is hoped that
this project has increased our understanding of health resource allocation in a way which

will lead to future improvements in how our health care resources are allocated.
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Appendix A: Health Care Decision Making in Canada
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This appendix provides background informatic and an overview of decision making
within the C  adian h¢  th care system in order to provi : further context to the cases. It
starts with an overview of health care decision making in Canada, including the

importance « the courts and wider soctietal trends.

Health Care Decision Making in Canada

One of the more interesting aspects of health care decision making in Canada is the
sometimes complex interaction between the federal government and the provinces. The
British North American Act (1867) gave provincial governments primary constitutional
authority to regulate in the area of health. Although the federal government does have
authority in some areas. ¢.g., to provide health care to Native Canadians, members of the
RCMP and the Canadian Armed Forces. as lLavis (2002) points out, the constitution
makes rovincial governments the ultimate decision makers in the Canadian health care
system. In fact, the Canadian health care system 1s really a collection of independent,

provincially and territorially run, health care systems.

In 1867, w n authority for health carc was granted to the provinces, public health care
spending was fairly insignificant compared to other public spending priorities.  Since
then, the public cost of providing health care has greatly increased. both in absolute terms
and as a proportion ¢ total public spending. Over the last century, the increasing cost of
health care. and its implications for access to  re, has resulted in fundamental changes in
how health carc is funded across the industrialized world (...arr, 1982; Tuohy, 1999).

Likewise, from the end of the Sccond War Wor ™ to the beginning of the 1970s,
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enforced, ho ver, by ¢ threat of either partial r total withholding funding transfers. If
a provincial vernment wants to abandon the principles of the Cunada IHealth Act and

forego feder funding. ere is little the federal government can do to prevent it.

Although the constitution allows provinces to act outside of the Canada Health Act,
because of the financial and political consequences of abandoning the principles of e
Canada Ilealth Act, no province has yet chos:  to openly defy to any great extent the
conditions on federal cost sharing. Coyte (2004) points out that this leads to a cascac g
cffect on decision mak p. Higher levels of governments n <e decisions which limit the
options open to lower levels of governance, c.g., the decisions by provincial governments
limit the actions of regional health authoritics. Coyte identified the federal funding
requirements sct out in the Canada Health Act as constraining the options of all ¢ er

institutions, int 1ding provincial >vernments.

While the C wada Health Act states that all medically necessary hospital and physician
services mu  be publicly financed without any financial barricrs to access, it docs not
specify what should be the scope of these services. However, the Canada Health Act 1s
silent on many important areas of health care, ¢.g.. home care, pharmaccuticals. Thus
provinces have a good deal of disc  ion in determining which services to cover under
their public © alth plans. This discretion can lead to wide variation in coverage across the
country. With technological and pharmaceutical advances, differences in the financial

capabilitics between the provinees. the lack of national uidance, and the lack of strong
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physicians, short: s of physicians in some arcas and their high level of technical
expertise in -ca of health, provincial governments arc often reluctant to publicly
challenge physicians. On particular issues, physicians may be divided along ¢ -
disciplines. These divisions particularly occur in the arcas ot fee-scheduling and resource

allocation (A 1ibald & Flood, 2004).

IHospital and regional health board associations (in nine of the ten provinces) arc also
important actors in health policy. These associations represent the interests of large
institutional providers. Their influence is somewhat limited, however, by the fact that
their membe  arc often under the direct control of provincial governments and that large

regions often teract directly with the provincial government.

Finally, there arc a number of other groups from other professional associations, unic s,
organizations rcpresenting discase groups. pha 1aceutical companies, cete., which also
participate in the decision making process. Dependir  on the issuc, their influence may
be quite substantial. Usually their influence is confined to areas which are scen as being

of dircct con:  'n to that particular group.

Other "™~"**~al FFactors

There ar¢c a number of other factors which impact on hcalth carc decision making in
Canada. M: - of these factors do not arise solely fro  the institutional structure «  the

Canad™ | W stem.  To conclude this overview of the broader policy
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Wooldridge, )04; Stanislaw & Yergin, 2002: Tuohy, 1999). This political shift is more
pronounced | some countries than others. For example, summing up the current state of
policy debatc in the United States, David Brook  12004) writes,

“the fact is that over the next decade - whether we are talking about

pensi s, health care or even schools - the central argument is not going to

be over whether 1o apply market compctition to these problems. It's going

to be over how to structure competition to produce the most dynamic

result — (section A, page 19).
Although there are groups which do support increased private sector involveme  in
health care, « at least 1anging the incentive structures within the health care system

(Gratzer, 196 Shiell, 2002). the need for market-based health reforms is a less acer led

view in Canada than in  any other countries.
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pendix C: Information Needs

r Cases
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Area Questions Source of Interview
Question / Question/
Concept from | Data Source
Literature

1. The Case

Studies (cc t.) )

B. Agenda Setting a. How does the t1acker (1997) 1.5;
issue of coverage / reviews theories | 2.3, 2.3b;
increasing resources | of political 3.3; 3.3b.
usually get on the agenda setting.

- _ | institution’s agenda? o
b. Is there a formal 1.5a;
process for 2.3a;
requesting more 3.3a.
reennrees?
¢. wno is the prime 1.6;
advocate for 2.4b:
expanding coverage? 34h
d. What other Brooks (2003) .72
interested groups are 2.4;
there? 3.4
e. Which outcomes Atkins (2005) 1.7a;
are they tryir (o 2.4a;
achicve? 3.4a.
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Area Questions Source of Interview
Question / Question/
Concept from | Data Source
Li -ature
1. The Ca:
Studies (cont.)
D. Factors 1 pacting | a. Which factors are | Deber (1995); 1.13;
on the Decision considered in Hurley (2001) 2.12;
making allocation list factors 3.12.
decisions? commonly used
in making
allocation
decision.
b. Which factors are 1.13a;
unique to this area of 2.12a;
o care? 3.12a.
d. Which factors 1.13b;
reflect the strate ¢ 2.12b;
direction of the 3.12b.
organization? .
¢. Which factors Deber (1995) 1.18;
have the b™ est reviews the 2.27;
Cact? level of 3.27.
influcnce of
factors.
f. How are the 2.26;
competing factors 27.
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17a. What is considered in costs? For example, space issues, training requirements, staff’
costs?

17b. Are costs considered in terms of “cost per case” or in terms of overall program cost?
18. Are there any other resource considerations?
19. How is demand for the service determined?

19a. How is the potential patient population for the treatment determined?
20. Is there any attempt to measure the impact of allocation decisions?

21. Which factors have the greatest influence on the decision?

Recomn Best |

22. Arc th  :any best practices which you would recommend based on how your organization
allocates resources in this area? What seems to worky 17

23. What  ssible improvements in the decision making process would you suggest?
24. What  :cific recommendations would you make within this specific arca of care?

25. What e of decision tools do you think wor | be helpful in making similar allocation
decisions  the future?

26. Is there . ¢thing else you would like to add?

Thar' ouvery much “ -~ vourtime d consideration.
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Tt riew Ques®
Bricfly describe your role and responsibilit — at ---.
Desc e the usual process for altocating resources within ---.

In deciding to increase resources / expandic  cove e for a program, which factors do you
cont  cred?

What role does the provincial government play in the allocation of resources within ---?
How are evidence and cost considered within the allocation process at ---?

What measures / institutional features are used to ensure the accountability of the budgeting,
process?

Wh  opportunities are there for public input into the decision making process?
Wh impact do cthical considerations have on the allocation process?

What recent resource / cover  : issues have there been for your organization in the  as of
MRIs, Endovascular Coiling and Powered Upper Arm Prostheses?

How would yc  say the process for allocating resources in these three arcas of carc
cor ares with other arcas of care at ---?

Are 2 any best practices which you would recommend based on how your o nization
allc resources?

WI  possible improvements in the decision making process would you suggest?
WI  type of decision aids do you think would be helpful to you in making resource

allocation decisions in the future? ™" g., heath technologies assessments, standardized forms
for making requests for additional resources, balance sheets of harms/benefits, ete.

Thank you very much for your time and consideration.
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Page 2

[Name}
[Date]

Confident ity of responses and the identities of the people interviewed will be
maintained at all time. No publications or presentations resulting {rom this project will
identify you as a respondent. During the interview, you are free to refuse 1o answer any
question you wish. This project has passed cthical reviews by Memorial University’s
Human Investigation Committee and the RPAC committce of the Health Care
Corporation of St. John's. Before the interview, I will ask you to sign a consent for . A
copy of this form is included in this package.

You can cither contact me or 1 will contact you by phone on [Date| to hopefully arrange a
conveniel lime for an interview. Thank you very much for your consideration and |
hope that you will be willing to participate.

Sincerely,

Roger Chafe, B.A.,, MA.

Rm 2849 - Departn 1t of Community  calth
Faculty of Medicine

IIealth Sciences Centre

St. John’s, NI.  A1B 3V6

Tel: 1-709-777-8722

E-Mail: ro;  «chiw

Thesis Supervisors:
Dr. Doreen Neville  (Memorial University) 1-709-777-6215
Dr. Thor s Rathwell (Dalhousie University) 1-902-494-7097
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