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Categories
Forty-two principles were identified from the existing literature and the SHARE publications and grouped
into eight categories to add further meaning and context. These are Boundaries, Ethics, Governance,
Structures, Processes, Stakeholder involvement, Resources and Preconditions.
Boundaries
Clear boundaries should be established to define the parameters that the framework will operate within. At
a minimum, this should include context, scope and timeframe; with additional factors where relevant.
Context can play a significant role in decision-making for disinvestment or resource allocation and should not
be underestimated [1-3]. Explicit statements of context and scope enable identification of all relevant
stakeholders [4]. It is proposed that frameworks are implemented either as long-term ongoing programs or
within a defined timeframe, such as five years, and adequate resources should be provided to achieve this
[2, 5-12]. There is also a need for clear timelines around implementation of policies and delivery of outcomes
[7, 8].
Ethics
Ethical frameworks for decision-making in situations of limited health resources have been produced by
governments, health agencies and research bodies [13-19]. Most elements are common to all, and are also
cited frequently in the literature as necessary in the disinvestment process. These are justice, fairness,
equity, access, legality, honesty, clinical ethics, patient autonomy and privacy.
The terms justice, fairness and equity are frequently used together as if to convey that they have different
meanings, but they are also used interchangeably. There are a range of definitions for these terms, with
fairness and equity often used to define justice. Although there is considerable overlap in definitions, the
frequent use of all three together suggests that authors wish to convey subtle differences. To reflect these
sentiments all three have been included and definitions developed to differentiate between them in the
context of this framework.
There are many types of justice. Distributive justice is used to consider what is right or just in the allocation
of goods within society [20]. Distributive justice and social justice are both used to depict the concepts of
fairness and equity [16, 21]. Procedural justice relates to decision-making which is included below in
Processes [22]. The other forms of justice, mainly related to the legal system, are not relevant to this
context. For the purposes of this framework, the principle considered here is utilitarian justice, maximising
outcomes through application of resources for the greatest benefit for the most people.
Two approaches to equity in health care have been described: equity related to a concept of need and
equity related to access to services [23]. For clarity, equity is being used here in relation to need and access
to services has been included separately.
The four components of the Accountability for Reasonableness approach to decision-making are frequently
referred to in the disinvestment literature as “ethical factors”: 1) the process must be public and fully
transparent, 2) decisions are based on reasons that stakeholders agree are relevant, 3) decisions can be
revised on appeal and 4) there should be assurance through enforcement that these conditions will be met
[24]. These principles are not addressed here under Ethics but are integrated into other sections of the
framework: transparency and enforcement in Governance and relevance of decision-making criteria and
appeals in Processes.
Governance
The principles of governance are transparency, accountability, authority, enforcement, sound management
and quality improvement.
Authors note that transparency, accountability and enforcement enable fairness and equity; sound
management ensures that programs and projects are delivered effectively and efficiently; and quality
improvement encourages learning and ongoing development.

Structures
The desired elements of structures for decision-making in resource allocation include a systematic approach,
integration, alignment, monitoring and evaluation and reporting. A systematic, integrated, aligned approach
is seen to enable transparency and accountability [8, 25] which in turn enables fairness and equity [26].
It is anticipated that integration of decision-making systems and processes into existing infrastructure,
alignment with local priorities and strategic objectives, and embedding the operational aspects within
business plans and routine planning activities will increase the likelihood of success and sustainability and
normalise the concept of disinvestment as part of day-to-day decision-making [5, 8, 9, 12, 27-30].
Integration should be system-wide at the level in which the framework is being implemented eg network,
institution, department, ward, committee [5, 8, 31, 32]. This will allow all opportunities for disinvestment to
be included [6, 33, 34]; shared decision-making with all stakeholders across the relevant health economy [7,
31, 35-37]; consideration of the impact of decisions on other systems, organisations and departments [5, 7,
14, 36, 38, 39]; consultation between policy-makers, business managers, clinicians and consumers [7, 3941]; institutional learning leading to improvement [42]; and collaboration with teams working in related
areas such as outcomes research, quality improvement, patient safety and system redesign [32, 37].
Processes
Processes for decision-making about resource allocation should be robust [2, 4, 7, 8, 11, 25, 28, 34, 43] and
many authors cite the Accountability for Reasonableness approach as a way of achieving this [6, 16, 38, 4346].
A robust process is based on explicit criteria, is informed by evidence, includes analysis of risks and benefits,
is internally and externally consistent, has mechanisms to revise or appeal decisions, and includes effective
communication activities.
There is a huge range of potentially relevant criteria for resource allocation decisions. Most authors
emphasise that a list of criteria should be developed with input from all stakeholders to meet the objectives
of individual situations. The commonly cited basic requirements include clinical parameters such as safety
and effectiveness, economic measures such as cost-effectiveness and affordability, and social factors such as
local values and priorities. Additional criteria will depend on the setting and context.
Stakeholder involvement
It is universally acknowledged that all good decision-making requires stakeholder engagement and virtually
all authors writing about disinvestment, resource allocation or priority setting refer to this fundamental
issue. Stakeholder empowerment refers to the ability of stakeholders to contribute to and influence
decisions [47].
Although there is extensive literature on the effects of patient involvement in decisions about their clinical
care [48-50], there is no clear evidence about the impact of patient or public participation in collective
decisions for healthcare policy and service delivery [51-54]. However there is a growing body of work
investigating methods for engaging and empowering a range of stakeholders in this generic context [8, 47,
51, 55, 56] and, more specifically, in resource allocation [52, 57, 58] and disinvestment [59-62].
Resources
The proposed activities require adequate and appropriate resources to be effective and sustainable [12, 31,
36, 37, 40, 63-68]. These include funding; time; access to high quality analytics of information such as
research evidence, population health data, local health service utilisation data and economic analyses;
expertise; methods and tools. Several authors call for dedicated resources and in-house “resource centres”
to provide expertise; access to relevant methods and tools; and education, training and capacity-building [8,
9, 65, 69-72].
Preconditions
Certain preconditions must be fulfilled before program and project objectives can be achieved. Strong
leadership and commitment is required at every level, as is influence and support. The organisation must be
ready to change and the internal and external environments must be favourable.

Descriptions
BOUNDARIES
Context

Specify the context where decisions will apply. These might include, but are not restricted to, 1) acute, subacute, rehabilitation, community or mental health services; health promotion and
education programs; or residential aged care at 2) region, local network, institution, department, ward or committee. [1-3]

Scope

Specify the type of decisions and topics to be addressed. These might include, but are not restricted to, policy, management or clinical decisions to address capital works, plant and
equipment; human resources; organisational systems and processes; guidelines and protocols; procurement or commissioning of TCPs, models of care or health programs and services. [4,
73]
Specify timeframes for decision-making programs (eg long-term ongoing or defined limited application such as 5 years), implementation of decisions and delivery of outcomes. [2, 5-12]

Timeframes
ETHICS
Justice

Maximise outcomes; direct resources for the greatest utility or benefit for the most people, the ‘greatest good for the greatest number’. [13, 15, 16, 18, 20, 22, 74, 75]

Fairness

Act impartially; not discriminating on the basis of race, nationality, colour, language, religion, gender, marital status, sexual orientation, social status, political or other opinion, capacity to
pay, location of residence, ownership of property, the need for treatment arising out of past behaviour, or age (except where age may affect the outcome). [6, 13, 14, 16-18, 26, 39, 43, 66,
75-78]
Horizontal equity: Offer treatment to all patients that meet the relevant criteria, or to none; ‘treating like cases alike’ or ‘equal access for equal clinical need.’ The decision should be made
for all patients in a group with similar clinical need and not for individuals. Vertical equity: Provide unequal but equitable treatment for people with unequal health needs by giving priority
to groups with greater need, for example disadvantage due to social determinants of health. [2, 13-18, 21, 23, 26, 31, 38-40, 47, 78, 79]

Equity

Access

Ensure consumers or communities are able to use appropriate services determined by five dimensions of accessibility (approachability, acceptability, availability and accommodation,
affordability, appropriateness) and five abilities of populations (ability to perceive, seek, reach, pay and engage). [14, 16, 23, 40, 43, 66, 78, 80]

Legality

Act within the law. Ensure decisions are made by those who are legally accountable for the resources and not made by external groups such as pharmaceutical companies, research bodies,
or others with vested interests. [7, 14, 39]

Honesty

Be truthful. Do not lie or hide things. [7, 78]

Clinical obligations Guarantee that removal, reduction or replacement of services or TCPs do not compromise clinical ethical obligations, such as beneficence, or other professional standards. [74]
Patient autonomy

Empower and encourage patients to make informed decisions about their treatment. Safeguard patient choice and informed consent. [16, 59, 74]

Privacy

Ensure patient confidentiality at all times. [74]

GOVERNANCE
Transparency

Make all elements clear and visible eg who makes decisions, how decisions are made, reasons for decisions, how they are documented, how they will be implemented and evaluated. Seek
declarations of conflict of interest and address them openly. Implement single system ie no parallel system where those who lobby could get undue priority. Record departures from
process and subject them to scrutiny. [2, 6-8, 11, 12, 14, 15, 17, 25, 26, 29, 31, 32, 36, 38, 42, 43, 46, 47, 59, 62, 63, 65, 66, 75, 76, 78, 81-83]

Accountability

Ensure decisions are only made by those who have the authority to do so. Make the lines of authority and responsibility clear and be prepared to acknowledge if errors or complications
occur and be accountable for correcting them. [2, 6, 15, 27, 29, 36, 39, 43, 62]

Authority

Ensure decision-makers have the knowledge and capability to make the decisions, the control and power to enact them, and the ability to move resources within and between programs,
services, facilities, etc as appropriate. [6, 27, 40, 75]

Enforcement

Implement mechanisms to ensure firstly that all principles are adhered to and secondly that decisions are enacted as planned. [6, 16, 18, 43-47, 75, 84]

Sound
management

Establish sound organisational, performance management and resource management structures to ensure due process is followed and implementation of decisions is achieved. Include
appropriate corporate expertise from areas such as Finance, Human Resources, Contracting, Communications, Procurement, etc. [5-9, 31, 39, 40, 83]

Quality
improvement

Embed opportunities for ongoing reflection on the processes and outcomes of administration of the framework and take the appropriate actions to increase effectiveness, satisfaction and
other measures relevant to the stated objectives. [40, 42, 85]

STRUCTURE
Systematic
approach

Establish systems that are planned, methodical, purposeful and coherent and do not rely on ad hoc, impromptu or improvised mechanisms for decision-making and change. [2, 3, 5, 6, 9,
25, 37, 41, 43, 83, 86]

Integration

Incorporate decision-making systems and processes for resource allocation into existing infrastructure and implement system-wide at each level ie region, local network, institution,
department, ward or committee. [2, 5, 6, 9, 11, 14, 27-29, 32, 34, 35, 39, 42]

Alignment

Align decision-making systems and processes with the institutional mandate, priorities, strategic goals and objectives. Integrate operational aspects within relevant business plans. [2, 5, 9,
11, 12, 29, 31, 37, 68]

Monitoring and
Evaluation

Assess compliance with, and effectiveness of, the administration of the program to enable improvement in the systems and processes. Assess outcomes of decisions introducing, removing,
reducing or replacing services or TCPs to inform ongoing use and appropriateness of funding. [11, 13, 31, 38, 40, 42, 43, 47, 85]

Reporting

Report outcomes of monitoring and evaluation to relevant stakeholders in a transparent and timely manner to enable enforcement and quality improvement and inform future decisions.
[7, 13, 29, 40, 87]

PROCESS
Explicit criteria

Develop appropriate and achievable criteria to meet the desired objectives, document them explicitly and adhere to them in the decision-making process. [2, 6, 8, 11, 15, 16, 18, 26, 29, 39,
40, 43, 75, 86]
Evidence-informed Use the best available evidence for each of the specified criteria. This may include published research or research syntheses (eg systematic reviews, health technology assessments and
evidence-based guidelines), population health data, health service utilisation data, cost data, health economic analyses or models, consumer and staff perceptions, or other sources. [1, 5,
7-9, 12, 16, 20, 25, 26, 29, 31, 32, 34, 37-39, 43, 47, 64, 65, 67, 68, 75, 78, 86, 88-92]
Risk-benefit
analysis

Assess the risks and benefits of introducing, continuing, expanding, removing, reducing, restricting or replacing individual services or TCPs. Assess the risks and benefits of implementing a
significant change initiative. [14, 15, 37, 43, 78, 87]

Consistency

Internal consistency: Ensure that the systems, processes, values and reasoning that underpin the program are consistent. In some cases, standardisation may be beneficial.
External consistency: Ensure that local programs are consistent with regional programs, regional programs are consistent with national programs, etc.
Consistency of information: Ensure that all materials used in communication are consistent with each other and with the systems, processes, values and reasoning of the program.
[14, 15, 18, 26, 39, 42, 43, 66, 78, 82, 93]

Appeals process

Establish formal mechanisms, transparent rules and requirements, to review, revise or appeal decisions. Correct errors and address disagreements constructively. [13, 15, 18, 38, 39, 42,
47, 78]

Communication

Document decisions.
Develop channels of communication, methods and tools to:
 Convey information to stakeholders so they are aware of processes, requirements, decisions and actions taken.
 Seek input from stakeholders to identify issues and drive decisions.
 Seek feedback from stakeholders to evaluate the processes and outcomes of making and implementing decisions.
 Ensure ‘top down’ and ‘bottom up’ mechanisms to convey information and seek input and feedback are available, promoted to stakeholders and user-friendly.
 Distribute information to mass media and social media to educate and inform the community and facilitate public dialogue on healthcare decisions.
 Share information with the international community to avoid duplication of effort by publishing assessments, decisions, project initiatives and research activities.
[7, 11-13, 15, 31, 32, 37, 42, 57, 66, 87]

STAKEHOLDER INVOLVEMENT
Engagement

Identify all relevant stakeholder groups, internal and external to the program. Examples include, but are not restricted to, government departments, local authorities, health agencies,
health services, professional associations, representative organisations, advocacy groups, policy makers, managers, health practitioners, researchers, resource personnel (eg systematic
reviewers, data analysts, health economists, etc) and representatives of the public. Public participation can involve patients, service users, consumers, community members, citizens,
taxpayers, voters, etc. Select an appropriate model, framework or guidance document to follow and use methods and tools for stakeholder engagement relevant to the setting and
context.

Empowerment

Ensure that stakeholders have the power to contribute to and influence decisions. Implement mechanisms to minimize the effect of the power differences among actors in healthcare
organizations; for example give each stakeholder equal opportunities to participate at different stages of the decision-making [47].

RESOURCES
Funding

Provide adequate funding to underpin the systems and processes to make, implement and evaluate decisions. [11, 12, 31, 36-38, 43, 68, 94]

Time

Allow all relevant stakeholders to take sufficient time for participation. [1, 6, 7, 27, 52, 63, 95]

Expertise

Ensure appropriate expertise is available to make, implement and evaluate decisions. Relevant expertise includes, but is not restricted to, finding and using information, health technology
assessment, health economics, data analysis and interpretation, negotiation and meeting facilitation, project management, change management, health program evaluation and
knowledge and experience in the topic under consideration. [1, 2, 5, 8, 9, 11, 12, 27, 32, 37, 43, 67-70, 96-98]
Information
Provide adequate and appropriate access to high quality information to underpin decisions including, but not restricted to, research evidence, population health data, local health service
data, consumer feedback and economic analyses. [2, 6, 7, 27, 31, 38, 40, 42, 43, 98]
Methods and tools Assist decision-makers, implementers, evaluators and support personnel to find and use appropriate, valid and reliable methods and tools relevant to program and project activities. [1, 2,
5, 8, 9, 11, 27, 32, 43, 67, 69, 70, 96-98]
PRECONDITIONS
Leadership

Appoint and train established and emerging leaders with strengths in negotiation and conciliation, political and cultural awareness and sensitivity. [2, 5-8, 12, 27, 31, 32, 37, 41, 42, 68, 87,
97, 99]

Commitment

Establish the program in a way that allows those who are responsible and accountable, the leaders and champions, the decision-makers and support staff to be fully and openly committed,
dedicated and loyal to the principles and practices within it. [2, 5-8, 27, 31, 32, 41, 42, 87, 97, 99]
Engage key stakeholders with sufficient and appropriate influence in relevant areas to facilitate and enable rigorous decision-making and effective action. Considerations might include, but
are not restricted to, level of seniority, authority, credibility amongst peers, representation on relevant committees, extent of internal and external networks, etc. [5, 12, 37, 40, 47, 52, 68,
100-102]

Influence

Support

Provide support to those involved by endorsing and promoting decisions, trouble-shooting and problem solving, addressing personal and professional needs, etc. [3, 5, 7, 12, 20, 27, 31, 32,
37, 40, 44, 51, 59, 61, 62, 66, 69, 87, 103-106]

Readiness for
change

Assess readiness for change at all the relevant levels prior to establishing the program and prior to implementing the decisions taken. Use a valid and reliable instrument. [5, 22, 27, 31, 68,
87]

Favourable
environment

Consider factors within the internal and external environments that may influence the establishment, delivery and outcomes of the program and what the impacts might be. Examples
include, but are not restricted to, setting and context, politics, economic climate, power dynamics and other relationships, priorities, values and culture. [3, 8, 23, 31, 39, 42, 43]

RESEARCH
Consider the role of and opportunities for research in new systems and processes; theories, frameworks and models; methods and tools.

Relationships

The principles are presented in the framework as two groups.
The first group have a hierarchical relationship depicted as a series of nested boxes. The whole program is
defined by explicit boundaries, ethical principles underpin good governance, governance directs and controls
structure, and structure enables and accommodates process. The decision-making settings, prompts and
triggers all sit within the scaffold of these five categories.
The second group, represented as three vertical bars, are required across all of the other elements. For
example, stakeholders need to be involved in defining the boundaries and establishing the ethical
parameters and methods of governance; they should be included in the structures and processes and
participate in the projects and research. Adequate and appropriate resources and the noted preconditions
will be required to establish, maintain and improve all aspects of the framework.
The intersection of the two groups of principles also demonstrates that ethics, governance, structures and
processes also apply to stakeholder engagement, resources and preconditions. For example, stakeholder
engagement should be systematic and integrated, funding should be sourced ethically and influence should
be transparent.
These principles and their relationships also apply to the project and research components.

Methods and Tools
The principles were derived from the disinvestment and resource allocation literature, however they are
applicable in most decision-making contexts. Methods and tools to assist in implementation of many of the
principles can be found in the wider health or organisational literature, for example instruments to assess
leadership or readiness for change and templates for communication strategies.
Two publications provide advice in a range of areas relevant to disinvestment. A book on rationing, priority
setting and resource allocation in health care discusses multiple generic and specific methods and tools
suitable for disinvestment including stakeholder participation, leadership, economic evaluation and several
of the steps in the disinvestment process [114]. A toolkit for decommissioning and disinvestment, defined as
withdrawal of funding from the provider organisation, provides high-level guidance on governance and
administrative matters for removal of health services, not individual TCPs, and some tools for assessing
service performance against UK data [93].
Stakeholder involvement
There are multiple evidence-based handbooks, toolkits and similar documents regarding consumer and
community involvement in healthcare decision-making. These include publications produced by
international [107, 108], national [109], regional [110], and local agencies [111] as well as
discipline/condition-specific publications [112]. In addition to guidance on consumer involvement, resources
for engagement of multiple stakeholder groups are also available [99, 113-115].
Guidance more specifically related to topics associated with this overview include involving consumers
and/or community members in health policy decisions [116, 117], the HTA process [58, 105] including HTA at
the local level [56], decisions about use of health technologies [99, 118, 119], and priority setting [47]. The
SHARE Program developed a model for consumer engagement in resource allocation at the local level [57]
and an extensive list of all potential stakeholders to consider in decommissioning of local health services has
been produced [7].
Resources
Lack of knowledge and skills in evidence-based decision-making, project management, implementation and
evaluation and lack of time to carry out the related activities are widely recognised as barriers to effective
change in health care generally and resource allocation in particular [1, 2, 8, 9, 27, 32, 36, 43, 67, 69-71, 9698, 120, 121]. Generic guidance in these areas can be found in the national and international resources
noted above and the wider health and organisational literature, however no specific advice regarding
provision of resources to address these issues was identified in the disinvestment and resource allocation
literature.
The SHARE Program investigated four in-house services to provide expertise and support to decision-makers
and project teams: an Evidence Dissemination Service and Data Service to facilitate proactive use of
evidence from research and local data; a Capacity Building Service to provide training in evidence-based
change, implementation and evaluation methods; and a Project Support Service to provide methodological
advice and practical support in project conduct and delivery [71, 121]. The Evidence Dissemination Service
was successful in ensuring local practice was consistent with current evidence but was suspended due to the
intensive resources required to ascertain, process and disseminate the information. The Capacity Building
and Project Support Services were successful in achieving short term objectives, but long term outcomes
were not evaluated. The Data Service was not implemented at all due to local factors beyond the scope of
the SHARE Program. Local needs analyses, evaluation frameworks and plans, and discussion of factors that
influenced decisions, processes and outcomes of the pilot projects may inform others wishing to undertake
similar initiatives [71, 121].

Preconditions
In addition to the formal prompts and triggers that can be built into decision-making infrastructure, there
are also informal yet systematic approaches that could be integrated into other systems and processes
[122]. These are associated with the principles denoted as preconditions. For example, although these
strategies may not always identify opportunities for disinvestment themselves, they may create a favourable
environment for consideration of disinvestment and readiness to implement change within the organisation.
Identifying clinical champions interested in disinvestment and staff who have previously undertaken
disinvestment projects and assisting them in future activities facilitates leadership and provides support.
Commitment and influence will be evident if discussions about disinvestment are introduced into
‘Leadership Walkrounds’.

Additional systematic methods to facilitate identification of disinvestment opportunities in a local health service
Discuss principles of disinvestment and examples of successful projects at department/unit meetings, educational events, etc
Assign a group member to look for disinvestment opportunities in committee/working party decisions
Add a disinvestment question to the ‘Leadership Walkround’ protocol
Identify clinical champions interested in disinvestment in each program/department/unit who would look out for opportunities
Support staff who have undertaken a disinvestment project to look for more opportunities
Have disinvestment as a high priority in medication safety reviews
Encourage or require projects that are introducing something new to have a component of disinvestment
Review projects that are being conducted for other reasons and identify and focus on any disinvestment elements
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