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________________________________________________________________________________ 

Abstract  

The Sustainability in Health care by Allocating Resources Effectively (SHARE) Program was 
established to explore a systematic, integrated, organisation-wide, evidence-based approach to 
disinvestment in a large Australian health service network. Although there is no clear single 
definition, disinvestment is generally understood to be removal or restriction of health technologies 
and clinical practices that are unsafe or of little benefit, or where a more effective or cost-effective 
alternative is available. 

Preliminary investigations failed to identify any models or methods, practical advice or theoretical 
guidance for a systematic, organisation-wide approach to disinvestment in the local setting. A two-
phased approach was proposed to identify and then evaluate potential opportunities for 
disinvestment. 

Design of the SHARE Program was informed by the UK Medical Research Council framework for 
development and evaluation of complex interventions, the SEAchange model for evidence-based 
change, and a framework for evaluation and explication of evidence-based innovations. Detailed 
implementation and evaluation plans were developed for individual projects. 

Phase One was undertaken to understand concepts and practices related to disinvestment and the 
implications for a local health service and, based on this information, to identify potential settings 
and methods for decision-making.  

The aim of Phase Two was to implement and evaluate the proposed initiatives to determine which 
were sustainable, effective and appropriate at Monash Health.  

A review of the current literature incorporating SHARE findings was conducted in Phase Three to 
contribute to the understanding of systematic approaches to disinvestment in the local healthcare 
context.  

The SHARE program contributes new approaches, new knowledge and new resources for research 
and practice in disinvestment.  

SHARE differed from other disinvestment activities in several ways: by seeking to identify and 
implement disinvestment opportunities within organisational infrastructure rather than as 
standalone projects; considering disinvestment in the context of all resource allocation decisions 
rather than in isolation; including allocation of non-monetary resources as well as financial 
decisions; and focusing on effective use of limited resources to optimise healthcare outcomes. 

Novel findings from SHARE investigations include details and understanding of organisational 
decision-making; methods for consumer participation in resource allocation; rationale for and 
outcomes of piloting in-house resources to support evidence-based practice; and the practical 
experience of the journey from identification to implementation, evaluation and explication of 
disinvestment projects in the local setting. 

The resources arising from SHARE activities include four frameworks, three models and an 
algorithm; definitions; protocols and instruments used in surveys, interviews, workshops and 
literature reviews; and summaries of current practice; staff knowledge, skills, confidence and 
needs; factors influencing decision-making; and barriers and enablers. 

Many of the SHARE findings are the first of their kind and therefore require confirmation or 
refutation in subsequent studies. They are published as a thematic series using a case study 
approach. This provides a level of detail not usually reported, enabling replication or adaptation in 
future research or health service implementation.  

The frameworks, models, methods and tools arising from the SHARE Program have potential to 
enhance health care and patient outcomes and inform policy, practice and research in 
disinvestment in the local healthcare setting. 
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Chapter 1. Introduction 

“Disinvestment from existing health care practices that offer little or no health gain is a policy 
challenge that requires greater attention, both for quality of care and sustainable resource 
allocation.” 

Elshaug et al 2007 [14] 

The ‘Sustainability in Health care by Allocating Resources Effectively’ (SHARE) Program  

The ‘Sustainability in Health care by Allocating Resources Effectively’ (SHARE) Program was 
established by one Australian health service to investigate opportunities for disinvestment in a 
local healthcare setting. 

Following implementation of a rigorous, transparent, accountable, evidence-based program for 
introduction of new health technologies and clinical practices (TCPs) [1], leaders at Monash Health 
sought to take a similar approach to disinvestment of TCPs in current use that were not safe, 
effective or cost-effective, or where a better alternative was available. 

The initial aims of the SHARE Program were to establish organisation-wide, systematic, integrated, 
evidence-based systems and processes for disinvestment decision-making and to undertake pilot 
disinvestment projects. In the absence of guidance from the literature and consultation with 
experts regarding existing models or methods for an organisation-wide approach to 
disinvestment, a two-phased approach was taken.  

Phase One was required to understand the implications of disinvestment within a local health 
service, discern current decision-making processes for resource allocation, and identify potential 
mechanisms for systematic integration of disinvestment into organisational infrastructure. The 
results of these investigations were used to underpin development of a multi-faceted program of 
initiatives to explore disinvestment opportunities.   

The proposed initiatives were developed, implemented and evaluated in Phase Two to determine 
which were sustainable, effective and appropriate at Monash Health.  

A third phase was subsequently undertaken to integrate the decisions, processes and outcomes 
of the SHARE Program within a review of the disinvestment literature presented from the local 
healthcare perspective and to consider the implications for policy, practice and research.  

The results are published as a thematic series of 11 papers in Biomed Central Health Services 
Research (Table 1) [15].  

Table 1. SHARE Papers 

1. Introducing a series of papers reporting an investigation of disinvestment in a local healthcare setting  

2. Identifying opportunities for disinvestment in a local healthcare setting  

3. Examining how resource allocation decisions are made, implemented and evaluated in a local 
healthcare setting  

4. Exploring opportunities and methods for consumer engagement in resource allocation in a local 
healthcare setting   

5. Developing a model for evidence-driven resource allocation in a local healthcare setting   

6. Investigating methods to identify, prioritise, implement and evaluate disinvestment projects in a local 
healthcare setting 

7. Supporting staff in evidence-based decision-making, implementation and evaluation in a local 
healthcare setting  

8. Developing, implementing and evaluating an Evidence Dissemination Service in a local healthcare 
setting  

9. Conceptualising disinvestment in the local healthcare setting  

10. Operationalising disinvestment in an evidence-based framework for resource allocation  

11. Reporting outcomes of an evidence-driven approach to disinvestment in a local healthcare setting   
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Thesis overview 

The three phases of the SHARE Program form the central chapters of the thesis. One or more of 
the SHARE papers are the basis for each chapter.  

A summary of the research questions and methods within each paper as they relate to the phases 
of the SHARE Program is provided in Figure 1. A collation of data collection aims, methods and 
sources is provided in Appendix 1.  

Chapter 1. Introduction 

Paper 1 of the SHARE series presents the background to disinvestment in health care and a 
summary of the literature, including significant gaps, relevant to the SHARE Program. It also 
provides an overview of the program to orient readers in how to find information and resources 
within this suite of publications. Details of Monash Health, the Australian public hospital context 
and overarching methods used in design of the program are also included.  

Chapter 2. SHARE Phase One 

The two-phased approach was guided by the UK Medical Research Council (MRC) framework for 
complex interventions [32]. Phase One involved specifying the context, understanding the 
problem and defining the components of an optimal intervention (Figure 1). This is reported in 
Papers 2-5. Papers 3 and 5 are provided in full and key findings from Papers 2 and 4 are noted for 
completeness. 

Chapter 3. SHARE Phase Two 

Phase Two involved assessing acceptability and feasibility of the components of the intervention 
and identifying methodological issues for implementation and evaluation. The proposed 
interventions were piloted and the decisions, processes and outcomes are reported in Papers 6-8. 
Papers 6 and 8 are provided in full and key findings from Paper 7 are noted for completeness. 

Chapter 4. SHARE Phase Three  

Phase Three involved consolidating, reflecting and considering the implications of the SHARE 
outcomes. These findings are reported in Papers 1 and 9-11. Papers 9 and 10 present a review of 
the current disinvestment literature incorporating the SHARE findings discussed from the 
perspective of the local healthcare setting. Paper 9 focuses on the conceptual aspects of 
disinvestment and Paper 10 considers operational aspects. Both papers are provided in full in 
Chapter 4. The outputs and outcomes of the SHARE Program are summarised in Papers 1 and 11 
respectively. Since Paper 1 provides the background to the SHARE Program it is provided in 
Chapter 1. Paper 11 contributes to the discussion and conclusion and is provided in Chapter 5. 

Chapter 5. Discussion and Conclusions 

Paper 11 discusses the contribution of the SHARE Program to the knowledge and understanding 
of disinvestment in the local healthcare setting and the implications for future policy, practice and 
research.
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Figure 1. Overview of the SHARE Program 
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“Health systems around the world are facing rising patient expectations at a time of increasing 
economic pressure, and decision makers are seeking to enhance system efficiency to allow 
improved access to care that is effective, safe, and offers worthwhile benefit.” 

Henshall and Schuller 2012 [16]  

 

Paper 1. Introducing a series of papers reporting an investigation of disinvestment    

This paper presents the background to disinvestment, the drivers for change and the need for 
research in the local healthcare setting. It also provides details of the history and rationale for the 
SHARE Program, the context in which it was undertaken and methods used for development, 
implementation and evaluation of the program as a whole.  As an overview of the SHARE papers, 
it assists readers to find information and resources within the thematic series. The outputs of the 
program are outlined and their contribution to future policy, practice and research in 
disinvestment is discussed. 
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Sustainability in Health care by allocating
resources effectively (SHARE) 1: introducing
a series of papers reporting an
investigation of disinvestment in a local
healthcare setting
Claire Harris1,2* , Sally Green1, Wayne Ramsey3, Kelly Allen1,2 and Richard King4

Abstract

This is the first in a series of papers reporting Sustainability in Health care by Allocating Resources Effectively (SHARE). The
SHARE Program is an investigation of concepts, opportunities, methods and implications for evidence-based investment
and disinvestment in health technologies and clinical practices in a local healthcare setting. The papers in this series are
targeted at clinicians, managers, policy makers, health service researchers and implementation scientists working in this
context. This paper presents an overview of the organisation-wide, systematic, integrated, evidence-based approach taken
by one Australian healthcare network and provides an introduction and guide to the suite of papers reporting the
experiences and outcomes.

Keywords: Disinvestment, Decommission, De-adopt, De-list, De-implement, Health technology, TCP, Resource
allocation, Decision-making, Implementation

Background
The primary focus of health care should be on optimising
patient outcomes, but without due consideration of value
for money healthcare systems will not be sustainable [1, 2].
There are many challenges to the sustainability of health-
care services. Ageing populations and the increasing
prevalence of chronic diseases, the proliferation and high
costs of new health technologies, duplication and gaps in
service delivery from poorly coordinated care, ineffective
practices, systemic waste and external economic pressures
all threaten the ability to maintain health services at ac-
ceptable standards [3–10].
In the first decade of this century healthcare expenditure

rose steadily, in total and as a percentage of gross domestic
product (GDP) [11]. The average for countries in the
Organisation for Economic Co-operation and Development

(OECD) rose from 8.2% GDP in 2001 to 9.3% 10 years later
[11]. Advances in technology are considered to be a major
driver of increased costs [12–14]. In 2011 the global health
technology market was valued at US$325 billion with an
annual growth rate of 7% [15]. It has been estimated that
health technologies account for 25–48% of health spending
growth [16, 17]. The growth is not just due to adoption of
new technology but also to rapidly increasing use of exist-
ing technology [12].
However, since 2010 the growth in global health care

expenditure has plateaued and many countries have re-
duced public spending on health [11]. This has directed
attention towards opportunities to save money, reduce
waste and maximise outcomes from existing resources.
Many healthcare interventions reduce costs by im-

proving timely access to treatment, facilitating earlier
diagnosis, enhancing patient outcomes, decreasing
hospital stays or minimising side effects, and provide
value by increasing quality or length of life. Unfortu-
nately it is also true that many interventions do not
provide these benefits and the outcomes of many others
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are unknown. It has been estimated that “a third of
medical practices are effective or likely to be effective;
15% are harmful, unlikely to be beneficial, or a trade-off
between benefits and harms; and 50% are of unknown
effectiveness” [18]. The cost-effectiveness is even less
well known [14].
It is now customary to thoroughly appraise new tech-

nologies and procedures before introducing them into
widespread use. Health Technology Assessment (HTA)
involves systematic evaluation of safety, effectiveness and
cost-effectiveness and often includes broader social and
ethical impacts. However many practices in current use
were not subjected to this rigorous evaluation prior to
their introduction and would not meet contemporary
standards [19]. In Australia, only 3% of all items on the
Medicare Benefits Schedule have been formally assessed
against evidence of safety, effectiveness and cost-
effectiveness [20]. Reviews of the international literature
have found that many interventions were implemented
based on early evidence and the initial promising find-
ings were reversed in subsequent studies [18, 21, 22].
Even practices that have clearly demonstrated benefits
may be applied inappropriately or incorrectly [23–25].
These issues can be seen as shortcomings, or viewed
more constructively as opportunities to improve patient
outcomes, optimise use of resources and possibly save
money by removing or restricting practices that are un-
safe or of little value.
Health authorities, hospitals and other health facilities

have always moved resources from one area to another to
achieve better clinical or corporate outcomes. Previously,
decisions to restrict or reallocate resources were generally
reactive, undertaken in response to established or emer-
ging problems, and the processes and assumptions under-
pinning them were frequently implicit and opaque.
However in the past two decades proactive, explicit and
transparent methods have been sought to address rising
health costs and the need to meet continuing advances in
expensive technologies. Debate and research have focused
on practices that offer little or no benefit, or where a
better alternative is available, and the concept of disinvest-
ment has emerged.
The early research in this area concentrated on pro-

jects guided by health economic principles to disinvest
specific technologies or clinical practices (TCPs) in a
local setting, while the broader discussion focused on
central policy-making and the role of national agencies
to inform decision-making [26–28]. Although both play
a vital role, there are limitations to these approaches.
Individual projects can potentially be instigated and
implemented independently of organisational goals, pri-
orities, decision-making systems and communication
processes. They may be driven by ad hoc decisions or in-
dividual champions and be undertaken in isolation from

other local initiatives resulting in lack of coordination,
duplication, inconsistent messages and change fatigue
[29]. National recommendations cannot take into
account local factors such as population needs, organisa-
tional priorities, budgets, capacity or capability; hence
many crucial decisions about the use of TCPs have to be
made at regional and institutional levels.
Although the research and debate has broadened consid-

erably, a number of significant gaps remain. There is little
evidence to guide healthcare networks or individual facil-
ities in how they might take a systematic organisation-wide
approach to disinvestment [26, 30–34]. There is also a lack
of information about the factors that influence resource
allocation, the processes involved in implementation of dis-
investment decisions, and the perspectives and experiences
of healthcare staff undertaking disinvestment [29, 34–38].
It has been proposed that in-depth research using longitu-
dinal approaches from inception to implementation of dis-
investment decisions at the health service level is needed
to close these gaps and contribute to both the theory and
practice of disinvestment [29, 35, 36, 39, 40].
The ‘Sustainability in Health care by Allocating

Resources Effectively’ (SHARE) Program was the approach
taken by one Australian health service to address these is-
sues at the local level. The resulting suite of papers may
contribute in part to filling these gaps [41–50].

Aims
The aim of the SHARE Program was to establish
organisation-wide, systematic, integrated, transparent,
evidence-based systems and processes for decision-
making about disinvestment in the context of resource
allocation at Monash Health.
The aims of the SHARE series of publications are 1) to

present the experiences and outcomes of the SHARE
Program, 2) to review and discuss the current literature
from the perspective of the local healthcare setting and 3)
to propose frameworks and methods to inform future
work in this area.
The aims of this paper are 1) to provide an overview

of the SHARE Program, 2) to orient readers in how to
find information and resources in this suite of publica-
tions, and 3) to discuss the contribution of the outputs
of the program to policy, practice and research in
disinvestment. The outcomes of SHARE are discussed in
the final paper [50].

The SHARE program
Context
Monash Health (previously Southern Health), in the
south east of Melbourne, Australia, is the largest health
service network in the state of Victoria. It delivers
primary, secondary, tertiary and quaternary services
across more than 40 sites including six acute hospitals,
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subacute and rehabilitation services, mental health and
community health services, and residential aged care
[51]. Services are provided across the lifespan from
conception and antenatal care through to care of the
elderly; and all clinical specialties are offered.
Australian public hospitals operate under a state-

allocated activity-based fixed-budget model of finan-
cing [52]. Staff are salaried and services are provided
free of charge.
Monash Health established the first Technology/Clinical

Practice Committee in Victoria to assess new TCPs prior
to their introduction within the health service [53].
Australia has robust evidence-based processes for assess-
ment at national level, however they do not address all the
needs of health service decision-makers [53] and, as noted
above, there are many reasons why decisions are required
at local level. Although early leaders in this area, the
Monash Health committee acknowledged that there were
opportunities for improvement in their processes and
undertook a project to identify and implement inter-
national best practice [53].
To build on this work, Monash Health leaders sought to

explore the potential for a similar systematic organisation-
wide approach to disinvestment of established practices
that were unsafe, ineffective or inefficient or where
better alternatives were available; and the SHARE
Program was born.
The SHARE Program was undertaken by the Centre for

Clinical Effectiveness (CCE), an Evidence Based Practice
(EBP) Hospital Support Unit within Monash Health [54,
55]. Its role is to enable clinicians, managers and policy
makers to use the best available evidence to improve
healthcare decision-making. CCE facilitates knowledge
translation by providing expertise, education and support
in evidence synthesis and implementation and evaluation
of evidence-based change; and delivering programs and
projects underpinned by EBP. Consultants in health pro-
gram evaluation and health economics were engaged to
provide additional expertise to the SHARE project team.
The program was governed by a Steering Committee

comprised of three Executive Directors (Medical,
Nursing and Support Services), Clinical Program
Directors (Medical, Nursing, Allied Health, Pharmacy
and Diagnostic Services), Chairs of key committees
(Technology/Clinical Practice, Therapeutics, Human
Research and Ethics, and Clinical Ethics), representatives
from relevant support services (Information Services, Pro-
curement, Biomedical Engineering and Research Services),
Legal counsel and two Consumer representatives.

Design
Case study
The SHARE papers present a case study of disinvest-
ment in the local healthcare setting. This approach seeks

to address the limited understanding of resource alloca-
tion processes in health services, particularly regarding
disinvestment [35, 36], and the lack of detailed reporting
of implementation of change in the literature [56, 57].
Case studies allow in-depth, multi-faceted explorations
of complex issues in their real-life settings [58] and
facilitate development of theory and interventions [59].
The case study approach enables examination of the
complex behaviours of, and relationships among, actors
and agencies; and how those relationships influence
change [60]. All three case study approaches are used:
description, exploration and explanation [61].

Framework for design and evaluation of complex
interventions
When a review of the literature found no specific infor-
mation to guide development of an organisation-wide
approach at the local health service level, a two-phased
program based on the UK Medical Research Council
framework for design and evaluation of complex inter-
ventions was proposed (Fig. 1) [62]. Phase One includes
specifying the context, understanding the problem and
defining the components of an optimal intervention.
Phase Two is a series of exploratory trials assessing ac-
ceptability and feasibility of the components and identi-
fying methodological issues for implementation and
evaluation.
The questions outlined in Fig. 1 reflect the information

needs of Monash Health decision-makers as they
emerged in the respective phases of the SHARE process.
The methods used to address these questions are noted
alongside.

Model for evidence-based change
The SHARE Program was undertaken using the SEA-
change model for Sustainable, Effective and Appropriate
change in health services [63]. The model involves four
steps: identifying the need for change, developing a pro-
posal to meet the need, implementing the proposal and
evaluating the extent and impact of the change. Each
step is underpinned by the principles of evidence-based
practice to ensure that the best available evidence from
research and local data, the experience and expertise of
health service staff and the values and perspectives of
consumers are taken into account. Sustainability, avoid-
ance of duplication and integration of new processes
within existing systems are considered at each step. An
action research component enables continuous investi-
gation of the change process to improve the current pro-
ject and inform future work.
The principles of this model were applied to the whole

SHARE Program and to each individual project. In the
overall SHARE Program, Steps 1 and 2 of the model
map to Phase One and Steps 3 and 4 correspond to
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Phase Two (Fig. 2). The questions asked by decision-
makers have been reframed as the research questions
addressed in the SHARE papers.

Frameworks for evaluation and explication
Evaluation frameworks and plans were created for the
SHARE Program as a whole [64] and for individual
projects.
A framework and associated taxonomy for evaluation

and explication of implementation of an evidence-based
innovation were adapted for use in SHARE activities
(Figs. 3a and 4) [65]. Evaluation and research activities
were mapped to the corresponding components of the
framework (Fig. 3b).

Activities and publications
The activities in Phase One focused on understanding
disinvestment from the local health service perspective
and identifying potential mechanisms for a systematic
organisation-wide approach; discovering where, how and
by whom decisions are made, implemented and evalu-
ated at Monash Health; and exploring opportunities and
methods for consumer engagement in this process.
These are reported in Papers 2, 3 and 4 respectively
[41–43]. A national workshop was conducted to share
knowledge about disinvestment from three perspectives:
health policy researchers, health economists and health
service decision-makers. A report containing all findings
and presentation materials is available [66, 67].

Fig. 1 Overview of the SHARE Program
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Following synthesis and analysis of the findings from
these investigations and consideration of the implica-
tions that emerged, a plan for a multi-faceted dis-
investment program was established. This is presented
as a model for a systematic approach to evidence-
based resource allocation in a local health service in
Paper 5 [44].
Phase Two involved development, implementation and

evaluation of the activities proposed in the model to de-
termine which were sustainable, effective and appropri-
ate at Monash Health. These projects are reported in
Papers 6, 7 and 8 [45–47].
After completion of Phase Two a review of the dis-

investment literature from the perspective of the local
health service was undertaken and the findings were in-
tegrated with the experiences and outcomes of the

SHARE Program in Paper 9 [48]. Although there is little
practical guidance in the literature, there are clear and
consistent messages regarding principles for decision-
making, settings and opportunities to identify disinvest-
ment targets, steps in the disinvestment process,
methods and tools, and barriers and enablers. This infor-
mation was drawn together into an organisation-wide
framework for disinvestment in the local healthcare set-
ting in Paper 10 [49].
Paper 11 summarises the outcomes of the SHARE

Program, discusses the contribution of SHARE to the
knowledge and understanding of disinvestment in the
local setting, and considers the implications for research,
policy and practice [50].
To aid readers in navigation of this series, the research

questions addressed in each paper are listed in Table 1.

Fig. 2 SEAchange model for evidence-based change adapted for SHARE (with permission from Harris et al [63])
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Outcomes and outputs
Outcomes are the changes that result from a program of
activities. The outcomes of each investigation are
reported and discussed in detail in the individual papers
and summarised in the final paper [50].
Outputs are materials or methods produced in the

delivery of a program that could be used to inform
decision-making and planning for other programs,
reproduced to save time and resources, or adjusted to
suit local needs. The SHARE outputs may be useful re-
sources for knowledge brokers, decision-makers and
change agents in healthcare settings and offer opportun-
ities for application, testing, refinement and theory
development by researchers.
In addition to this suite of papers, the SHARE activ-

ities have also produced a range of outputs that includes
summaries of concepts, definitions, current practice,
needs, emerging issues, decision-making criteria and
influencing factors; frameworks and models, a taxonomy
and algorithm; sources of information and data; and sur-
vey instruments. These are collated in Table 1 and
discussed below.

Discussion
Limitations
SHARE is a case study in a single public health service
in the Australian health system which limits the general-
isability to other contexts and settings.

It was developed as a health service improvement ini-
tiative, not a research project. However the importance
of a research component was recognised at project in-
ception and was built into the funding application and
evaluation design [44, 64].
The project team responsible for delivering the

SHARE Program at Monash Health were also the re-
searchers investigating the processes undertaken. This
has the potential to introduce subjectivity into the evalu-
ations and limit insight if organisational assumptions are
accepted without challenge. Extensive stakeholder in-
volvement, transparency of methods and participation of
an external evaluator in the role of ‘critical friend’ [64]
were included in the SHARE processes to minimise
these limitations.
Many of the findings are the first of their kind; while

this provides more information than was previously
available, it requires further confirmation or refutation
in subsequent studies.

Implications for policy and practice
Establishing a disinvestment program in a local
healthcare setting
Several outputs from SHARE activities may assist others
seeking to establish similar programs. The proposed
organisation-wide framework for disinvestment brings
together the definitions, concepts, principles, decision-
making settings, and steps in the disinvestment process,

Fig. 3 Framework for evaluation and explication of implementation of an evidence-based innovation (adapted with permission from Harris et al
[65]) a Components, b Evaluation and research activities for SHARE Program and pilot projects
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and addresses barriers and enablers when it is possible
to do so through systems change (Paper 10). It is broad
and theoretical, but may be made more specific and
practical in combination with the SHARE models for re-
source allocation in a local healthcare setting (Paper 5)
and integrating consumer views and perspectives into
the resource allocation process (Paper 4). Additional in-
formation that may be of use includes summaries of is-
sues to consider in development of an organisational
program for disinvestment (Paper 2); implications for
disinvestment in the local setting (Paper 5); factors that
influenced decisions, processes and outcomes in dis-
investment projects (Paper 6) and establishing services

to support EBP (Papers 7 and 8); key messages from the
SHARE Program (Paper 11); and theories proposed or ap-
plied in disinvestment-related projects and frameworks,
methods and tools developed by others (Paper 10).

Seeking local information
The SHARE Program undertook multiple surveys, inter-
views and workshops. The protocols and instruments
developed may be suitable for replication or adaptation
to meet the needs of other settings. The results are pro-
vided in summary in the papers and in detail in add-
itional files, and are discussed in the context of the
current literature. The topics include local implications

Fig. 4 Taxonomy for evaluation and explication of implementation of an evidence-based innovation (adapted with permission from Harris et
al [65])
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Table 1 Research questions and outputs

Research questions Outputs

SHARE 2: Identifying opportunities for disinvestment in a local healthcare setting

▪ What concepts, definitions and perspectives underpin disinvestment?
▪ What models or methods of disinvestment have been implemented
in hospitals or health services?

▪ Where are the opportunities for systematic decisions about
disinvestment in a local health service network?

▪ Framework and detailed discussion of potential settings and methods
for disinvestment in the local healthcare context

▪ Summary of issues to consider in development of an organisational
program for disinvestment

▪ Interview protocol for ascertaining local implications for disinvestment

SHARE 3: Examining how resource allocation decisions are made, implemented and evaluated in a local healthcare setting

▪ Where, how and by whom are decisions about resource allocation
made, implemented and evaluated at Monash Health?

▪ What factors influence these processes?
▪ What knowledge or experience of disinvestment exists within Monash
Health?

▪ Framework of eight components in the research allocation process,
the elements of structure and practice for each component, and the
relationships between them

▪ Classification of decision-makers, decision-making settings, type and
scope of decisions, strengths and weaknesses, barriers and enablers

▪ Examples of decision-making criteria and types and sources of
evaluation data used

▪ Interview and workshop protocols for ascertaining local decision-
making systems and processes

SHARE 4: Exploring opportunities and methods for consumer engagement in resource allocation in a local healthcare setting

▪ How can consumer and community values and preferences be
systematically integrated into organisation-wide decision-making for re-
source allocation?

▪ Model for integrating consumer values and preferences into decision-
making for resource allocation

▪ Definitions for consumer engagement terminology
▪ Examples of sources of consumer information and data
▪ Examples of consumer-related activities generating proactive decisions
to drive change

SHARE 5: Developing a model for evidence-driven resource allocation in a local healthcare setting

▪ What are the implications for disinvestment at Monash Health?
▪ What is the most appropriate and effective approach to organisation-
wide, systematic, integrated, evidence-driven disinvestment at Monash
Health?

▪ Can a model for evidence-driven resource allocation in the local
healthcare setting be derived from the Monash Health program to
enable replication and testing?

▪ Model for exploring Sustainability in Health care by Allocating
Resources Effectively in the local healthcare setting

▪ Definition of four program components, aims and objectives,
relationships between components, principles that underpin the
program, implementation and evaluation plans, and preconditions for
success and sustainability.

▪ Summary of implications for disinvestment in the local setting and
resulting decisions for program development

▪ Summary of factors for program sustainability
▪ Evaluation framework and plan

SHARE 6: Investigating methods to identify, prioritise, implement and evaluate disinvestment projects in a local healthcare setting

▪ What methods are available to identify potential disinvestment
opportunities in a local health service?

▪ What methods are available for prioritisation and decision-making to
initiate disinvestment projects in a local health service?

▪ What methods are available to develop, implement and evaluate
disinvestment projects in a local health service?

▪ What were the processes and outcomes of application of these
methods at Monash Health?

▪ What factors influenced the decisions, processes and outcomes?

▪ Framework for evaluation and explication of a disinvestment project
▪ Examples of criteria for selection of disinvestment projects
▪ Methods for developing an evidence-based catalogue of potential
disinvestment opportunities

▪ Algorithm for selecting a disinvestment project from an evidence-
based catalogue of potential disinvestment opportunities

▪ Summary of barriers and enablers to implementation and evaluation
▪ Summary of factors related to determinants of effectiveness arising in
SHARE process and disinvestment projects

SHARE 7: Supporting staff in evidence-based decision-making, implementation and evaluation in a local healthcare setting

▪ What is current practice in accessing and using evidence for making,
implementing and evaluating decisions at Monash Health?

▪ What decisions were made and outcomes achieved in the piloting of
support services?

▪ What factors influenced the decisions, processes and outcomes?

▪ Matrix of barriers, enablers, additional needs and evidence-based
interventions mapped to their corresponding components in four
support services to enable evidence-based decision-making,
implementation and evaluation

▪ Summary of factors influencing decision-making for development of
support services

▪ Summary of factors influencing the outcomes of the SHARE support
services piloting process

▪ Summaries of current practice, knowledge, skills, confidence and needs
in finding, accessing and using evidence for making, implementing
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of a disinvestment program (Paper 2); current practice,
barriers and enablers to making, implementing and evalu-
ating decisions for resource allocation (Paper 3); current
practice, knowledge, skills, confidence, barriers, enablers
and needs of decision-makers in finding, appraising and

using evidence in decisions, implementation and evalu-
ation (Papers 7 and 8); content and format of training
programs and support services to facilitate EBP (Papers 7
and 8) and sources, content, utilisation, availability, access
and reporting of local health service datasets (Paper 7).

Table 1 Research questions and outputs (Continued)

and evaluating decisions; and preferred formats for education and
training

▪ Summaries of nature, type and availability of local health service data;
data sources; uses and expertise available

▪ Evaluation framework and plan

SHARE 8: Developing, implementing and evaluating an Evidence Dissemination Service in a local healthcare setting

▪ What are the potential features of an Evidence Dissemination Service
in a local healthcare setting?

▪ How can high quality synthesised evidence be identified, captured,
classified, stored, repackaged and disseminated?

▪ How can disseminated evidence be used to enhance current practice
and how can use of evidence be reported?

▪ What are the processes and outcomes of disseminating evidence to
self-selected and targeted participants in a voluntary framework?

▪ What are the processes and outcomes of disseminating evidence to
designated decision-makers in a mandatory governance framework?

▪ What factors influenced the decisions, processes and outcomes?

▪ Two models for an Evidence Dissemination Service (EDS) in a local
healthcare service

▪ Methods for identification, capture, classification, storage, repackaging
and dissemination of evidence

▪ Methods to facilitate use of disseminated evidence and reporting of
outcomes

▪ Taxonomy for categorising publications
▪ Framework for evaluation and explication of implementation of health
information products and services

▪ Summaries of factors influencing decisions, processes and outcomes in
development and delivery of the EDS

SHARE 9: Conceptualising disinvestment in the local healthcare setting

▪ Aims: To discuss the current literature on disinvestment from a conceptual
perspective, consider the implications for local healthcare settings and
propose a new definition and two potential approaches to disinvestment in
this context to stimulate further research and discussion.

▪ Discussion of the disinvestment literature in relation to terminology
and concepts, motivation and purpose, relationships with other health
improvement paradigms, challenges, and implications for policy,
practice and research in local healthcare settings

SHARE 10: Operationalising disinvestment in an evidence-based framework for resource allocation

▪ Aims: To discuss the current literature on disinvestment from an
operational perspective, combine it with the experiences of the SHARE
Program, and propose a framework for disinvestment in the context of
resource allocation in the local healthcare setting.

▪ Discussion of the disinvestment literature from an operational
perspective in local healthcare settings

▪ Summary of theories, frameworks and models used in disinvestment-
related activities

▪ Framework for evidence-based disinvestment in the context of re
source allocation

- Standardised definitions and concepts to underpin framework
- Principles for resource allocation decision-making
- Potential activities and settings for disinvestment
- Potential prompts and triggers to initiate disinvestment decisions
- Methods and tools for disinvestment
- Barriers to disinvestment

SHARE 11: Reporting outcomes of an evidence-driven approach to disinvestment in a local healthcare setting

▪ Aims: To consolidate the findings, discuss the contribution of the
SHARE Program to the knowledge and understanding of
disinvestment in the local healthcare setting, and consider the
implications for policy, practice and research.

▪ Summary of outcomes of the SHARE Program
▪ Key messages
▪ Implications for research, policy and practice

SHARE National Workshop

▪ Aim: To share knowledge of disinvestment and develop links for future
collaborative work opportunities

▪ Summary of disinvestment activities from health policy, health
economics and health service perspectives

▪ Tools for group activities discussing disinvestment concepts and
decision-making

▪ Tools for individual activities to capture information about current
practice and research in disinvestment

▪ Workshop presentations
▪ Workshop evaluation tool and findings
▪ Summary of key messages
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Identifying opportunities and making decisions for
disinvestment
At the commencement of the SHARE Program Monash
Health leaders did not have a complete or agreed under-
standing of where, how and by whom organisational de-
cisions for resource allocation were made, implemented
or evaluated. There was also a lack of this level of detail
in the literature. The outputs of the investigation into
decision-making systems and processes for resource al-
location at Monash Health are reported in Paper 3 and
include a framework for the process of resource alloca-
tion; classification of decision-makers, decision-making
settings, type and scope of decisions; details of strengths
and weaknesses, barriers and enablers; and examples of
decision-making criteria used in a local healthcare
setting.
A separate investigation, specifically considering

disinvestment, evaluated methods for identification,
prioritisation and decision-making for disinvestment
projects (Paper 6). Outputs from this project include an
algorithm for selecting projects from a catalogue of
TCPs that were demonstrated to be harmful or ineffect-
ive; examples of criteria for selection of disinvestment
projects; a summary of barriers and enablers to imple-
mentation and evaluation; and a summary of factors
influencing the process and outcomes of undertaking
disinvestment projects within the SHARE Program.

Implementing and evaluating change initiatives
There is some discussion of implementation strategies in
the disinvestment literature, however much of it is the-
oretical and the authors do not report application or
evaluation of these strategies in the local health service
context [49]. The need for evaluation of disinvestment
projects is highlighted in the literature but little guid-
ance is provided [49]. The SHARE papers provide prac-
tical information from actual experiences to guide others
in similar situations. These include:

▪ summaries of barriers and enablers from SHARE
activities related to implementing and evaluating
health service decisions for resource allocation
(Paper 3) and implementing a disinvestment project
(Paper 6); and barriers and enablers to disinvestment
as reported in the literature (Paper 10).

▪ summaries of influencing factors and strategies to
address them (Papers 2, 5, 6, 7 and 8).

▪ completed checklists for success and sustainability,
characteristics of interventions and/or determinants
of effectiveness related to the overall SHARE Program
(Papers 5 and 11), process of disinvestment (Paper 6)
and establishment of services to support EBP
(Papers 7 and 8).

▪ evaluation frameworks and plans related to the overall
SHARE Program (Paper 5) and establishment of
support services (Papers 7 and 8).

▪ a framework for evaluation of implementation of an
evidence-based innovation was adapted for use in
survey design to investigate decision-making processes
for resource allocation (Paper 3) and evaluation design
to map evaluation and research activities to the process
of change (Paper 5), explore factors that influenced the
processes and outcomes of identifying and undertaking
disinvestment projects (Paper 6), and evaluate new
health information products and services (Paper 8).

Implications for research
The SHARE outputs are described above in the context
of policy and practice. The same lists could be repeated
for research where the specific products could be trialled
and refined, tested in different contexts or used to
develop new hypotheses.
The need for frameworks and models for disinvestment

is widely acknowledged [26, 29, 30, 32, 34, 39, 68–72].
The SHARE Program has contributed three new concep-
tual frameworks and three models and adapted existing
frameworks.
The frameworks include potential settings and methods

to integrate disinvestment decisions into health service sys-
tems and processes (Paper 2), components of the resource
allocation process (Paper 3), evaluation and explication of
a disinvestment project (Paper 6), evaluation and explica-
tion of implementation of health information products and
services (Paper 8), and organisation-wide disinvestment in
the context of resource allocation (Paper 10).
The models include integrating consumer values and

preferences into decision-making for resource allocation
in a local healthcare setting (Paper 4), exploring sustain-
ability in health care by allocating resources effectively
in the local healthcare setting (Paper 5) and facilitating
use of recently published synthesised evidence in
organisational decision-making through an Evidence
Dissemination Service (Paper 8).
The frameworks and models can be tested in clinical,

management or policy contexts; for disinvestment, resource
allocation or other decision-making processes. They are
each based on multiple components and the relationships
between them. A range of hypotheses could be developed
for the components and their relationships which could be
tested in a number of ways using various methodologies.

Conclusions
This suite of projects extends the existing literature on
disinvestment and addresses some of the notable gaps.
The outputs may be as useful as the outcomes for those
considering disinvestment in the policy, practice and
research contexts.
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participate.”[73] Consent to participate was approved by the HREC based on the
following criteria:

▪ Health care providers, managers, consumer representatives, and officers
within government health departments will be informed about the
project and the processes and invited to participate.

▪ Participation in interviews, workshops and/or surveys will be considered
to be implied consent.

These conditions were met.
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Chapter 2. SHARE Phase One 

“Adopt a whole systems perspective from the beginning” 

Robert et al 2014 [17] 

Health services make many decisions within organisation-wide frameworks where processes and 
decision-making criteria are established and the wider ramifications of change within an individual 
department can be identified across all programs and campuses. Examples of organisation-wide 
frameworks include capital expenditure and clinical purchasing, development and authorisation 
of policies and procedures, introduction of new TCPs and models of care, and delivery of programs 
and services. Although disinvestment can be considered in all these contexts, most of the 
published examples describe standalone projects where the target was identified in an isolated 
process independent of existing decision-making mechanisms. While this approach might be 
successful in some circumstances, it can potentially produce inconsistent messages, lack of 
coordination, duplication and change fatigue in the local healthcare setting [18] that result in 
unsuitable or unsustainable outcomes [7].  

Monash Health chose to consider disinvestment from a systematic, integrated, organisation-wide 
perspective; using current systems and processes to identify disinvestment opportunities or, if 
new methods were required, incorporating them into existing infrastructure. This approach has 
been proposed in more recent publications which suggest that disinvestment activities are more 
likely to be successful if decisions are made at the local level, integrated into everyday decision-
making and central to local planning [19-22].  

An organisation-wide program for decision-making and implementation of change would be 
considered a ‘complex intervention’, composed of multiple components which act both 
independently and inter-dependently. The UK MRC propose a phased approach to design and 
evaluation of complex interventions [23]. The first phase involves specifying the context, 
understanding the problem and defining the components of an optimal intervention (Figure 1, 
Page 13).  

The activities in SHARE Phase One included understanding the implications for disinvestment in 
the local health service setting and identifying potential mechanisms for a systematic organisation-
wide approach; discovering where, how and by whom decisions are made, implemented and 
evaluated at Monash Health; and exploring opportunities and methods for consumer engagement 
in this process. These are reported in Papers 2, 3 and 4 respectively. A model for an organisation-
wide program for investigation of disinvestment emerged from the findings of these investigations 
and is presented in Paper 5. 

Papers 3 and 5 are provided in full and key findings from Papers 2 and 4 are noted for 
completeness. 

 

 

 

  



29 

 

“Researchers need to understand the context when designing a theoretically based intervention 
whose mechanism of action can be clearly described and whose validity is supported by empirical 
data.”   

Campbell et al 2007 [23] 

Paper 2: Identifying opportunities for disinvestment   

‘Where to start’ was the first challenge.  

A literature review, survey of national and international researchers working in disinvestment, and 
interviews and workshops with local informants were undertaken to address the following 
research questions.  

 What concepts, definitions and perspectives underpin disinvestment? 

 What models or methods of disinvestment have been implemented in hospitals or health 
services? 

 Where are the opportunities for systematic decisions about disinvestment in a local health 
service network? 

There was a lack of common terminology regarding the definitions and concepts related to 
disinvestment. The only clear message was that the term ‘disinvestment’ had strong negative 
connotations and would be a barrier to effective implementation of change. 

No theoretical guidance or practical advice for a systematic approach to disinvestment within 
existing organisational infrastructure was identified. However many authors noted issues that 
should be considered in this context (Table 2). 

A conceptual framework of potential settings and methods for disinvestment in the local 
healthcare setting was developed (Figure 2). It is based on three systematic mechanisms that 
provide opportunities to introduce disinvestment decisions into health service systems and 
processes. Presented in order of complexity, time to achieve outcomes and resources required 
they include A) Explicit consideration of potential disinvestment in routine decision-making, 
particularly procedures for spending money and allocating non-monetary resources, B) Proactive 
decision-making about disinvestment driven by available evidence from published research and 
local data, and C) Specific exercises in priority setting and system redesign. Investigation of the 
elements within this framework is reported in Chapter 3 (Paper 6 [8]) 

 
Figure 2. Framework of potential mechanisms to integrate disinvestment into health service 
systems and processes 

Reproduced with permission from SHARE Paper 2 [4]  
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Table 2. Issues to consider in development of an organisational program for disinvestment 

Reproduced with permission from SHARE Paper 2 [4]  

Topic Issues  

Organisational 
and 
management 

 How can a systematic evidence-based approach to disinvestment be implemented in a healthcare 
organisation?  

 How can disinvestment decisions be integrated into established Strategic and Business Plans 

 Which is the better approach – ‘top down’, ‘bottom up’ or both? 

 How to engage and get ‘buy-in’ from clinicians, consumers and other stakeholders? 

 What are the relevant organisational change mechanisms? 

 What does leadership for disinvestment involve?  

Decision-
makers 

 Who has the authority, and the will, to make and act upon decisions about disinvestment?  

 Who are the appropriate decision-makers? 

 Existing decision-making bodies or specially convened groups 

 Composition: policy-makers, managers, clinicians, consumers, technical experts, others 

 In-house or external 

 How does the relevant information get to them? 

 What other agendas do they bring to the decision-making table?  

 Who has the time, relevant skills and adequate resources to identify, implement and evaluate the 
required practice changes? 

Decision-
making 

 Are all viewpoints equal? 

 What criteria should be applied to disinvestment decisions and prioritisation? 

 What is the nature and source of information required? 

 How do decision-makers become aware of the need to disinvest certain practices? 

 How are policies and guidance documents used by local decision-makers to allocate resources?  

Assumptions  Are generally held assumptions true? For example 

 ‘Clinicians are reluctant to disinvest’ 

 ‘Disinvestment is not optimal unless an active intervention is in place’ 

Skills and 
resources 

 What expertise and training is required to make, communicate, implement and evaluate 
decisions? 

 What resources are required to source expertise, source information, ‘backfill’ health service staff 
when participating, and support decision-making, implementation and evaluation processes? 

Professional 
and cultural 

 What impact will professional boundaries and ‘turf’ issues have on disinvestment activities? 

 What are the rights and responsibilities of stakeholders? 

 Different stakeholder views of what is meant by ‘little or no health benefit’ 

 What is the effect of culture on disinvestment? (authoritative versus consultative, transparent 
versus hidden) 

 What are the motives and incentives for disinvestment?  

Financial and 
commercial 

 What funding is required for disinvestment initiatives and where can it be found? 

 How can the difficulties inherent in the complex funding arrangements within health services be 
overcome? 

 How can savings be measured? 

 How can savings be reinvested? 

Values and 
ethics 

 How can transparency of process be ensured? 

 What is a ‘fair and reasonable’ process? 

 What are the access, equity and legal considerations? 

 What is the best way to deal with conflict of interest with commercial entities? 

Research and 
evaluation 

 What effect will the limited evidence base for some practices have on the process? 

 How can the lack of tested methods for implementation and evaluation be addressed?  
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“To achieve optimal use of technology, it is necessary to understand the decision-making processes 
in a system.”  

Fronsdal et al 2010 [24]  

 

Paper 3: Examining how resource allocation decisions are made, implemented and 
evaluated   

With the exception of the program for introduction of new TCPs, Monash Health did not have any 
decision-making settings where disinvestment was explicitly considered. While there was broad 
understanding of where resource allocation decisions were made, detailed knowledge of who 
made them and how they were made, implemented and evaluated was lacking, and this 
information was also unavailable in the literature.   

Removal or restriction of practices in current use has always occurred in health services, albeit 
without the label of disinvestment. The experiences and insights of staff members involved in 
previous disinvestment-type initiatives could inform the new program. 

Development and implementation of effective systems and processes for disinvestment decisions 
would require answers to the following questions. 

 Where, how and by whom are decisions about resource allocation made, implemented and 
evaluated at Monash Health? 

 What factors influence these processes? 

 What knowledge or experience of disinvestment exists within Monash Health? 

 

The Additional files for Paper 3 are included in Appendices 2a (Methods) and 2b (Strengths and 
weaknesses, barriers and enablers).  
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About SHARE
This is the third in a series of papers reporting a
program of Sustainability in Health care by Allocating
Resources Effectively (SHARE). The SHARE Program is
an investigation of concepts, opportunities, methods
and implications for evidence-based investment and
disinvestment in health technologies and clinical prac-
tices in a local healthcare setting. The papers in this
series are targeted at clinicians, managers, policy
makers, health service researchers and implementation
scientists working in this context. This paper reports
an investigation of decision-making infrastructure in a
range of local contexts and ascertains the knowledge
and experience of disinvestment in one Australian
health service network.

Background
The concept of disinvestment has emerged in response
to rising healthcare costs, rapidly expanding use of
health technologies and increasing awareness of ineffect-
ive practices and systemic waste in health services [1–7].
Although there is no clear single definition, disinvest-
ment is generally understood to be removal, reduction or
restriction of technologies and clinical practices (TCPs)
that are unsafe or of little benefit [8]. Removal indicates
complete cessation, reduction is a decrease in current
volume or delivery sites, and restriction is narrowing of
current indications or eligible populations.
Leaders at Monash Health (previously Southern Health),

a large health service network in Melbourne Australia,
planned to implement an organisation-wide, systematic,
integrated, evidence-based approach to disinvestment. The
focus was on how a health service guides, directs and
makes decisions at organisational level, in contrast to the
decisions of individuals regarding their personal practices.
Two early decisions affected the scope and direction of this
initiative. Firstly, based on a review of the literature and
consultation with local stakeholders, it was agreed that the
word ‘disinvestment’ should be avoided due to the negative
connotations [9]. Secondly, it was felt that undertaking
disinvestment in isolation from other decision-making
processes was artificial and potentially counterproductive.
Hence the ‘Disinvestment Project’ became the ‘Sustainabil-
ity in Health care by Allocating Resources Effectively’
(SHARE) Program and investment and disinvestment were
considered together in the context of resource allocation.
Information to guide healthcare networks or individual

facilities in how they might take a systematic organisation-
wide approach to disinvestment is lacking [10–19]. Little
is known about how to implement or evaluate effective
disinvestment initiatives within a health service or how
these activities could be integrated with existing processes
of health technology assessment and organisational
decision-making [20, 21].

Decisions are made at macro (national, state/provincial
and regional), meso (institutional) and micro (individual)
levels [22]. Each sector of the health system has a decision-
making infrastructure within which individuals or groups
make decisions on behalf of the jurisdiction or individual
facility. However no clear patterns of types of decisions, or
where they are made, have been identified for decisions
regarding use of health technologies [23, 24]. Lists of
criteria for consideration in prioritisation and decision-
making have been published for disinvestment [2, 24–27],
resource allocation [28–30] and general decision-making
[22] but there is little information on decision-making
settings or participants in these processes [23].
In the absence of guidance from the literature, a two-

phased process was proposed to identify and then evaluate
potential opportunities for disinvestment at Monash
Health (Fig. 1). The aim of Phase One was to understand
concepts and practices related to disinvestment and the
implications for a local health service and, based on this
information, to identify potential settings and methods for
decision-making. The aim of Phase Two was to imple-
ment and evaluate the proposed methods to determine
which were sustainable, effective and appropriate at
Monash Health.
Preliminary explorations at Monash Health did not

find any decision-making settings that had an existing
process to consider disinvestment, hence new systems
and processes were required. Two areas with potential
had been identified: the mechanisms for spending money,
such as purchasing and procurement, and the mecha-
nisms for allocating non-monetary resources through
guidelines and protocols [9]. The SHARE Program aimed
to integrate new systems and processes into existing
infrastructure. While there was a broad understanding
of where resource allocation decisions were made at
Monash Health, detailed knowledge of how they were
made, implemented and evaluated was lacking. This
lack of information had to be addressed for this aim
to be achieved.
In addition to knowing where and how decisions are

made, it would also be helpful to understand and learn
from local knowledge and experience of disinvestment.
Restricting activities to save money or redirecting resources
from one area to another to achieve better clinical or
corporate outcomes has always occurred in local health
services, but has not previously been called ‘disinvestment’
by healthcare staff. Many staff members could provide
insights from previous projects that involved removal,
reduction or restriction of resources.
Monash Health is a public network of six acute hospi-

tals, subacute and rehabilitation services, mental health
and community health services, and residential aged care
[31]. Australian public hospitals operate under a state-
allocated activity-based fixed-budget model of financing
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[32]. Staff are salaried and services are provided free
of charge. The SHARE Program was undertaken by
the Centre for Clinical Effectiveness (CCE), an in-
house resource to facilitate evidence-based practice.
An overview of the SHARE Program, a guide to the
SHARE publications and further details about Monash
Health and CCE are provided in the first paper in
this series [33].

Aims
The aim of this project was to investigate current
practice in meso-level decision-making at Monash
Health and identify local knowledge and experience of
disinvestment.
The aim of this paper is to report and discuss the

findings of an environmental scan of organisational
infrastructure and mechanisms for resource allocation
decisions in a large Australian health service network.

Research questions
Where, how and by whom are decisions about resource
allocation made, implemented and evaluated at Monash
Health?
What factors influence resource allocation processes?
What knowledge or experience of disinvestment exists
within Monash Health?

Methods
Case study
The SHARE papers use a case study approach to
address the limited understanding of resource alloca-
tion processes in health services, particularly regard-
ing disinvestment [34, 35], and the lack of detailed
reporting of implementation of change in the literature
[36, 37]. Case studies allow in-depth, multi-faceted explo-
rations of complex issues in their real-life settings
[38] and facilitate development of theory and

Fig. 1 Overview of the SHARE Program
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interventions [39]. The case study approach enables
examination of the complex behaviours of, and
relationships among, actors and agencies; and how those
relationships influence change [40]. All three case study
approaches are used [41].

1. Descriptive: findings are reported in detail to
describe events, processes and outcomes to enable
replication when successful and avoidance or
adaptation when unsuccessful.

2. Exploratory: literature reviews, surveys, interviews,
workshops and consultation with experts are used to
explore what is known and identify actual, preferred
and ideal practices.

3. Explanatory: theoretical frameworks are used to
understand and explain the events, processes and
outcomes.

Environmental scan
An environmental scan involves systematic collection,
analysis, interpretation and synthesis of information
to enable decision-makers to understand current and
potential systems, processes, practices and influences
in the internal and/or external environment of their
organisation to inform future planning [42–44].
In the SHARE Program, these investigations were

undertaken using the SEAchange model for Sustainable,
Effective and Appropriate change in health services [45].
Each of the four steps in the model (identifying the need
for change, developing a proposal to meet the need,
implementing the proposal, and evaluating the extent
and impact of the change) is underpinned by the
principles of evidence-based practice to ensure that
the best available evidence from research and local
data, the experience and expertise of health service
staff and the values and perspectives of consumers
are taken into account. In this context, health service
consumers are considered to be patients and other
users of health services; parents, guardians or carers of
patients; organisations representing consumers’ interests;
and members of the public [46].
The two phases of the SHARE Program, the four steps

in the SEAchange model and the three research ques-
tions addressed in this paper are outlined in Fig. 1.
This environmental scan follows the ‘searching model’

which “scans broadly and comprehensively in order
to determine the true state of affairs” [47]. The methods
are summarised below and provided in detail in
Additional file 1.

Scanning taxonomy
The scanning taxonomy, specified a priori, provides a
comprehensive set of categories to organise and store
information [44]. A theoretical framework for evaluation

and explication of implementation of evidence-based
innovations was used throughout the SHARE Program
to capture and understand the processes and outcomes
of change [33]. This was adapted for investigation of
decision-making by designating the ‘innovation’ as the
decision, the ‘organisation’ as the decision-maker (group
or individual) and the ‘external environment’ as the
environment in which the decision-maker is situated, in
this case Monash Health and the wider environment
(Fig. 2). These are equivalent to the task, industry and macro
environments described in scanning methodology [44].

Scope and sampling
Information regarding the process of allocation of monetary
and non-monetary resources for use of TCPs was obtained
from interviews, workshops and document analysis.
Purposive, convenience and snowball sampling methods

were used, alone or in combination.
Participants were selected to

� cover a wide range of decisions including purchase
of capital equipment and clinical consumables;
introduction of TCPs in diagnostic and treatment
settings; development and/or approval of local
protocols and guidelines; implementation of
services, programs and models of care; and
allocation of staff and organisational capacity
in clinics, operating rooms and other facilities;
and elicit knowledge and previous experience
of disinvestment

� include a range of executives, managers, clinicians
and consumers

� represent multiple health professional groups,
campuses and clinical specialties

A full description of participants and selection criteria
are provided in Additional file 1: Table A.

Data collection
Interviews
Interviews were conducted with representatives of
committees and Approved Purchasing Units, managers
within a clinical program, and staff with experience in
disinvestment projects.
An interview schedule based on the scanning taxonomy

was developed, piloted and refined for the committee and
program interviews and adapted for the project interviews
(Additional file 1: Table B). A less-detailed version was
used for the Approved Purchasing Units. In addition,
project staff were also asked about the key messages from
their experience and what they would do the same way or
do differently in future (Additional file 1: Table C). A draft
record of interview was sent to interviewees for
clarification, comment and/or amendment as required.
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Workshops
Three structured workshops were conducted; two with
the SHARE Steering Committee and one with clinical
decision-makers in a large diagnostic service.
The SHARE Steering Committee workshops were

based on the first two steps in the SEAchange model for
evidence-based change [45]. The workshops were run by
the project team and included a presentation, structured
discussion and completion of worksheets. Details of the
presentations, structured discussions and worksheet
tasks are included in Additional file 1: Table D. Findings
and decisions were documented in minutes and verified
by participants at the next meeting.
The diagnostic service workshop was developed and

delivered by an experienced facilitator with no involvement
in the SHARE Program. Participants were asked to describe
the ideal process for purchasing large capital equipment.
Five domains were identified a priori and responses on
‘sticky notes’ collected using the nominal group technique
were collated under these headings. This method was
repeated to identify gaps between the ideal process and
current practice. Participants also prioritised key areas for
improvement. Notes regarding additional discussions were
recorded by project team members. A workshop report
was produced and participants were invited to comment.

Document analysis
Documents that guided decision-making and/or imple-
mentation of resource allocation decisions were sought to
provide evidence of the stated positions and methods of
administration of the systems and processes at Monash
Health and the Victorian Department of Human Services.
Documents were identified by key informants and
searches within the Policy and Procedure database. Data
extraction was based on the scanning taxonomy.

Data analysis
The three steps for data analysis in environmental scans
are 1) organisation of the data using categories determined

a priori, 2) determination of strengths and weaknesses,
and 3) identification of emergent themes [44, 48].
Organisation of data and determination of strengths and

weaknesses were undertaken using directed content ana-
lysis [49]. Findings were collated and organised in MS
Word and Excel based on the scanning taxonomy for the
interviews and document analysis, and the domains speci-
fied in the workshop activities. Strengths and weaknesses
were classified by the project team based on the nature of
the item and/or the sentiment expressed by the respon-
dents, and then tabulated using the scanning taxonomy.
Emergent themes were identified using framework

analysis [50].

Synthesis and interpretation
Using the emergent themes, a new framework was
developed to provide context for study findings, explain
observations, and make the findings meaningful and
generalisable. A framework denotes a structure, overview,
outline, system or plan consisting of various descriptive
categories and the relationships between them [51]. The
purpose of a framework is to provide a frame of reference,
organise and focus thinking and assist interpretation.
Frameworks are descriptive, tend to be high-level and can
apply to a wide variety of situations [52, 53].

Development of the new framework

1. Identifying concepts and the relationships between
them.
The principles of framework analysis were applied [50].
� Familiarisation occurred during organisation of

the data.
� Identification of emergent themes was undertaken

in preparation of individual reports for each activity
which were used for project decision-making
and planning.

Fig. 2 Framework for scanning taxonomy (adapted with permission from Harris et al. [94])
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� Indexing and charting of all responses within
the emergent themes was undertaken when
combining these reports to address the research
questions, confirming the concepts within the
new framework.

� Mapping and interpretation identified the
relationships between the concepts.

2. Identifying existing theoretical frameworks that
support the new propositions.
A theoretical approach to decision-making within a
health service had been proposed by Williams et al.
[54]. The findings from the interviews, workshops
and document analysis provided additional detail
and increased the scope of the existing approach.
The two were combined to form the new framework.

3. Developing a visual representation.
The concepts and the relationships between them
were depicted diagrammatically as the new framework.

This framework was subsequently used to synthesise, in-
terpret and present the findings of the environmental scan
in the context of the individual components of the resource
allocation process, the elements within each component,
and the strengths and weaknesses in the current system.

Results
Sixty-eight respondents, representing all health professional
groups in a range of decision-making contexts across
multiple campuses and clinical areas, participated. Repre-
sentatives of 13 committees; managers of five Approved
Purchasing Units; nine Program, Department and Unit
Heads; and representatives of 10 disinvestment projects
were interviewed and 13 members of the Steering Commit-
tee and 18 clinical managers from one department attended
workshops. Full details of participants, including response
rates and representativeness of samples, are provided in
Additional file 1: Table A. Some participated more than
once if they had multiple roles; for example as a committee
chair responding to interview questions about their role
in group decision-making and as a clinical department
head participating in a workshop from the perspective
of their role as an individual decision-maker. The inter-
views and workshops were seeking different informa-
tion, hence individuals were not asked the same
questions more than once.
Data collected from these activities informed a range

of research questions. Findings related to research
questions not addressed in this paper are reported in
other SHARE publications [46, 55–58].
Documents analysed from the state government

included Victorian Government Purchasing Guidelines,
Medical Equipment Asset Management Framework,
Targeted Equipment Replacement Program and Health
Purchasing Victoria Product Management Guidelines.

Documents from Monash Health included the Purchasing
Policy, Purchasing Policy Guidelines, Authority Delegation
Schedule, Code of Conduct, Conflict of Interest Protocol,
Guidelines for management of Gifts and Benefits, Terms
of Reference for a range of committees, Application forms,
Business case templates, Requisition forms and checklists.

Framework for the process of resource allocation in a
local health service
Concepts
Multiple themes emerged from the data and it became
clear that Monash Health staff considered decision-
making to be only one of several factors in the resource
allocation process. These themes can be viewed as the
components of the new framework.
Eight components, including Decision-making, were

identified. A program for resource allocation requires a
Governance component for oversight, direction and
control; an Administration component for management
and delivery of activities; Stakeholder engagement to
ensure that decisions are underpinned by appropriate
knowledge and perspectives; and sufficient appropriate
Resources to enable the activities. After a decision is made,
Implementation and Evaluation components are required
to complete the task. In some cases, Reinvestment of
savings can be undertaken.

Relationships
The framework in Fig. 3 presents the relationships
between the components. Decision-making, Imple-
mentation, Evaluation and Reinvestment (when appro-
priate) are sequential steps. These four components,
plus Stakeholder engagement and Resources, require
Governance and Administration. Similarly these four
components, plus Governance and Administration,
require Stakeholder engagement and Resources. Each
component has influence and impact on all of the
other components.

Building on existing theory
The theoretical approach reported by Williams and
colleagues describes the ‘structure’ and ‘practice’ of
decision-making in health services [54]. The ‘structure’
elements are based on allocation of people and resources
to ‘tasks’ and include committees and their membership,
coordination of these elements, and reporting relation-
ships. The ‘practice’ elements include rules and proce-
dures, information gathering and processing, decision
processes, performance standards and review.
The findings from Monash Health augment this

description by confirming the original elements reported by
Williams et al., identifying additional elements and elucidat-
ing relationships between them. When combined with the
new findings, this theoretical approach, previously focused
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only on decision-making, can be expanded to a framework
considering the whole ‘task’ of resource allocation.
Structure can be described in more detail as ‘who’ and

‘what’ and includes people, systems, policies, require-
ments, relationships and coordination. Practice addresses
‘how’ through processes, procedures, rules, methods,
criteria and customs. There are elements of structure and
practice within each of the eight components; these are
outlined in Table 1.
‘Ideal’ elements and ‘actual’ practice at Monash Health

for each of the components of the resource allocation
process were identified from the responses. The ‘ideal’
elements of structure and practice are represented using
the same format for each of the eight components
(Table 1). The need for requirements to address con-
flict of interest, administration, stakeholder engage-
ment, resources, decision-making and reinvestment
were reported by respondents, however they did not
specifically mention the need for requirements related
to other aspects of governance, implementation or
evaluation; these have been added for consistency and
are noted in italics. The term ‘requirement’ is used in
the sense of performance stipulated in accordance
with policies, regulations, standards or similar rules
or obligations.

Where, how and by whom are decisions about resource
allocation made, implemented and evaluated at Monash
Health?
The main messages were consistent across all sources
and most of the findings were proposed by multiple
respondents, usually from multiple settings. When only
one group reported certain findings, or when there were

differences in responses between groups, this is noted
in the text.
Findings are presented in the context of the new

framework for the process of resource allocation in a
local health service.

1. Governance
The elements of governance are oversight, policies and
procedures, transparency and accountability, mecha-
nisms to address conflict of interest, quality improve-
ment of systems and processes, reporting, organisational
requirements for these elements and the people who
govern the systems and processes (Table 1).
One of the strongest messages from Monash Health

respondents was the need for transparency and account-
ability. These two principles apply to all components of
resource allocation, at all levels and to both structure
and practice. They are included here as they can be built
into the whole program as an element of governance.
There were notable contradictions between respon-

dents in the knowledge and practice of accountability
in decision-making. Individuals and members of com-
mittees at the top of their respective decision-making
hierarchies reported that they had a clear understand-
ing of how the processes worked and many reported
that all decision-makers in the organisation had the
same understanding that they did. However many indi-
vidual and group decision-makers lower down the same
hierarchies admitted they were unsure of the processes,
some who said they were sure gave answers that were
inconsistent with each other, and some reported that
there were ambiguities and inconsistencies in the sys-
tems and processes. Senior decision-makers reported

Fig. 3 Framework for the process of resource allocation in a local health service
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that they were aware of the differences between recom-
mendations, decisions and authorisation and knew
“who did what”. Members of higher-level committees
saw their role as one of guidance and support in re-
sponse to robust investigation of decision options
which they expected to occur at the lower-level ‘deci-
sion-making’ committees. In contrast, some lower-level
committee members admitted to being confused about
the concepts of ‘decision’ and ‘recommendation’; some
saw their role as ‘recommending’ a course of action
with the ‘decision’ being made by a higher-level com-
mittee, the opposite of the senior decision-makers’ per-
spective. Senior individual decision-makers reported
‘authorising’ the decisions of their subordinates, while
lower-level individual decision-makers did not always
know who to report a decision to and whether formal
authorisation was required.

Monash Health had specific requirements related to
governance of resource allocation. These included policies
and procedures for decision-making, a requirement for
conflict of interest to be included as a standing item on
the agendas of relevant committees, and reporting re-
quirements were outlined in committee Terms of Refer-
ence. There was less formal governance of individual
decision-makers.
There were no requirements for quality improvement

in decision-making systems and processes. At the
program level it was noted that “since there was no
formal decision-making process, there was no process of
review”.

2. Administration
The elements of administration are relationships, coordin-
ation, communication, collaboration, delivery of the

Table 1 Structure and practice elements of components of organisational decision-making for resource allocation

COMPONENTS STRUCTURE (Who, What) PRACTICE (How)

1. Governance ▪ Overseers
▪ Policies for decision-making
▪ Transparency and accountability in all structures
▪ Requirements for addressing conflict of interesta

▪ Requirements for monitoring, evaluation and
improvement of systems and processesb

▪ Requirements for reporting

▪ Oversight
▪ Procedures, guidelines, protocols for decision-making
▪ Transparency and accountability in all practices
▪ Methods of addressing conflict of interest
▪ Methods of monitoring, evaluation and improvement
of systems and processes

▪ Methods of reporting

2. Administration ▪ Administrators
▪ Requirements for administration
▪ Relationships and coordination
▪ Communication

▪ Methods of administration, coordination, communication
and collaboration

3. Stakeholder engagement ▪ Clinicians, Managers, Consumers, Technical
experts, Funders, other relevant parties

▪ Requirements for stakeholder engagement

▪ Methods of identification, recruitment and engagement

4. Resources ▪ Funding sources
▪ Allocation of staff
▪ Access to experts or ways to gain expertise
▪ Information sources
▪ Requirements for resources

▪ Provision of appropriate and adequate funding, time,
skills/training, information

▪ Utilisation of resources

5. Decision-making ▪ Decision-makers
− Clinicians
− Authorised individuals
− Authorised groups

▪ Scope of decisions
▪ Type of decisions
▪ Requirements for decision-making

▪ Methods of decision-making
− Identification of need/application
− Decision criteria
− Ascertainment and use of evidence
− Reminders and prompts to consider disinvestment
− Deliberative process
− Documentation and dissemination

6. Implementation ▪ Purchasers
▪ Requirements for purchasing

▪ Methods of purchasing

▪ Policy and guidance developers
▪ Requirements for policies and guidance documents

▪ Methods of policy and guidance development

▪ Implementers
▪ Requirements for implementation

▪ Methods of project management
▪ Methods of change management

7. Evaluation ▪ Evaluators
▪ Requirements for evaluation
▪ Type and source of data collected

▪ Methods of evaluation

8. (Reinvestment) ▪ Requirements for reinvestment/reallocation ▪ Methods of reinvestment/reallocation
aRequirement is used in the sense of performance stipulated in accordance with policies, regulations, standards or similar rules or obligations
bItems in italics were not specified by respondents but have been added for consistency across all components
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administrative activities, organisational requirements for
these elements and the people who undertake them
(Table 1).
Another strong message from Monash Health respon-

dents was the potential for duplication and gaps in deci-
sion-making and implementation due to a lack of
coordination, communication and collaboration. Many
committee members reported a lack of awareness of the
roles and responsibilities of other committees and a lack
of referral and other communication processes. Simi-
larly, many project staff noted the need for coordination
between projects and better communication of their ac-
tivities and subsequent findings within the organisation.
Individual decision-makers reported that they communi-
cated with colleagues but also noted failure of others to
communicate with them.
Other than reporting structures, there were few for-

mal relationships between decision-making groups and
individuals. There were no organisational requirements
regarding administration of decision-making.

3. Stakeholder engagement
The elements of stakeholder engagement are identifica-
tion, recruitment and engagement and the organisational
requirements for stakeholder involvement (Table 1).
Monash Health had no organisational requirements for
stakeholder engagement in these settings.
There were many examples within Monash Health of

multidisciplinary representation in decision-making groups
and efforts to include representatives from departments,
units and sites that would be affected by decisions. How-
ever there was also a strong message about the current lack
of consultation with the relevant clinical groups when deci-
sions were made by managers. Decision-making “in isola-
tion” was noted to be a problem in multiple settings and
“fragmentation” and a “silo mentality” were used to describe
decisions made without consideration of the areas they will
impact upon or consultation with relevant stakeholders.
While inclusion of, or consultation with, all internal stake-
holders in decision-making processes was widely supported,
there were some difficulties in finding adequate staff time
to enable this.
In contrast, the Technology/Clinical Practice Commit-

tee (TCPC) responsible for oversight of introduction of
new technologies and clinical practices (TCPs) was the
only group that included consumer representatives [59].
Although there was support for consumer participation,
and several committees were either planning to intro-
duce a consumer representative or became interested
during the interview process, several others were unsure
about the benefits of consumer participation and some
thought that because of the nature of the topics they
considered it was inappropriate to include consumers.

4. Resources
The elements of resources are funding sources, allo-
cation of staff time, access to experts or ways to gain
expertise, information sources such as evidence from
research and local data, and organisational require-
ments for resources (Table 1).
A lack of resources was reported across all the compo-

nents, but was particularly emphasised in the context of
administration of committee functions.
Monash Health had generic support staff such as li-

brarians and business managers, and also allocated staff
with expertise in health technology assessment, data
analysis and finance to assist decision-makers. Provision
of expertise to support applicants was formalised for the
TCPC [59], but there were no other organisational re-
quirements for provision of resources.
The distinction between funding for decision-making,

implementation and evaluation processes and funding
for equipment purchases was acknowledged; but respon-
dents noted two inherent links. Firstly, effective deci-
sion-making and prioritisation for large equipment
purchases requires strategic coordinated planning which
in turn requires the availability, and knowledge of, “con-
sistent, ongoing, guaranteed capital funding”. Secondly,
availability of ongoing funding and knowledge of poten-
tial funding sources is required in the decision-making
process as, in addition to the capital costs of purchasing
equipment, decision-makers must also consider costs of
training and ongoing costs such as consumables. Re-
spondents noted lack of strategic planning, lack of future
funding plans and lack of funding for training and con-
sumables as significant barriers to effective decision-
making at Monash Health.

5. Decision-making
The elements of decision-making are scope and type of
decisions, requirements for and methods of decision-
making, and the decision-makers themselves (Table 1).
Decision-makers were clearly identified and the scope of
their decisions well-documented, however Monash
Health had no requirements for any other aspect of deci-
sion-making.

5.1 Decision-makers Although clinical decisions about
use of TCPs for individual patients at the micro level
have major implications for implementation of disinvest-
ment and other resource allocation decisions made at
macro and meso levels [60–62], they were beyond the
scope of the SHARE Program which was focused in the
meso context. Clinical decisions are included in the
overview for completeness but were not investigated in
this study (Table 2).
At the meso level, decisions are made on behalf of the

organisation. At Monash Health, the authority to make
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Table 2 Decision-makers and scope and types of decisions for resource allocation

DECISION-MAKERS

Clinicians

Health practitioners delivering patient care.

Authorised individuals

Authorised individuals include Board Members, Executive Directors, Directors and Managers at all levels within the organisation. They are
designated by their role in the organisation, for example ‘Director of Pharmacy’, rather than as a named individual ‘John Smith’.

Authorised groups

Authorised groups can be classified into those with

▪ ongoing roles and responsibilities for decisions such as the Board, Executive Management Team, Standing Committees, Approved Purchasing
Units and Profession-specific groups such as the Nursing Executive.

▪ a specific, often time-limited, purpose such as a project Steering Committee, a Procurement Evaluation Committee to purchase a large piece
of equipment and special initiatives like the High Cost Drugs Working Party of the Therapeutics Equivalence Program.

SCOPE OF DECISIONS

Clinicians make decisions for individual patients within the limits of parameters outlined in their position description, relevant professional
standards and any local credentialing requirements.

Authorised individuals and groups make decisions on behalf of the organisation which impact on all patients, all staff or identified subgroups.

Individuals are authorised to make decisions on behalf of the organisation within a range of specified parameters outlined in their position
description or the Authority Delegation Schedule.

Committees and other groups are authorised to make decisions on behalf of the organisation as stipulated in their Terms of Reference.

Examples of the parameters decision-makers are authorised to work within include, but are not limited to, location (eg South East sites), pro-
fessional group (eg occupational therapists), specialty area (eg stomal therapy), patient group (eg children), nature of purchase or resource
use (eg surgical equipment and consumables) and cost limit (eg up to $10,000).

TYPES OF DECISIONS

Clinical

▪ Clinical decisions arise in the encounter between a health practitioner and an individual patient or client. Their purpose is to assess, treat and/
or plan ongoing management of a health issue.

Strategic, operational or professional

▪ Strategic decisions point the organisation in the direction it wants to go; they are captured in strategic goals and policies which reflect a
particular position, priority or plan the organisation wishes to communicate to staff, patients and other stakeholders. Strategic planning is
usually undertaken at organisation-level driven by the Board, Executive and Senior Managers but can also be undertaken at any level.

▪ Operational decisions make the strategic goals happen; they enable day-to-day operations and are undertaken by managers at all levels.

▪ Professional decisions address standards and methods of practice and are made by senior staff in the discipline to which they are relevant.

Routine, reactive or proactive

▪ Routine decisions are made on a regular basis; examples include annual budget setting processes, monthly committee meetings and reviews of
guidelines or protocols at specified intervals after their introduction.

▪ Reactive decisions are made in response to situations as they arise; for example new legislation, product alerts and recalls, critical incidents and
applications for new drugs to be included in the formulary.

▪ Proactive decisions are driven by information that was actively sought for this purpose such as accessing newly published research evidence to
compare against current practice or interrogating local data to ascertain practices with high costs or high rates of adverse events.

Conditional or unconditional

▪ Conditional decisions specify requirements to be met before or after their implementation; for example availability of funding, clinical indications
(eg disease/condition, severity, patient group), authorised practitioners (eg specific training, named individuals), monitoring of outcomes (eg patient
outcomes, adverse events, costs), location (eg ICU, Hospital in the Home ), time limitation (eg until 2 year review).

▪ Unconditional decisions have no requirements.

Allocating funds or non-monetary resources

▪ Allocating funds involves spending money or putting it aside to purchase specified items later.

▪ Allocating non-monetary resources can include rostering staff time; specifying health professional groups; providing clinic or operating room
time; and developing protocols that direct use of clinical interventions, equipment, drugs, diagnostic tests and referral mechanisms.
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decisions on behalf of the organisation was delegated to
specified individuals and groups (Table 2). Authorised
individuals are designated by their role in the organisa-
tion and include Board Members, Executive Directors,
Directors and Managers at all levels within the organisa-
tion. Authorised groups include the Board, Executive
Management Team, Standing Committees, Approved
Purchasing Units, profession-specific groups such as the
Nursing Executive and specific purpose groups such as
project working parties.

5.2 Scope and types of decisions Decisions can be de-
scribed in a number of ways. The scope and types of re-
source allocation decisions identified by Monash Health
staff are summarised in Table 2.
The scope of decisions that can be made on behalf of

the organisation is documented; this is stipulated in pos-
ition descriptions or the Authority Delegation Schedule for
individuals and the Terms of Reference for committees
and other groups.
Decisions can be described from many perspectives such

as Strategic, operational or professional; Routine, reactive
or proactive; Conditional or unconditional; Allocating funds
or non-monetary resources; Whether to buy or what, where
and how to buy; Purchase of budgeted or unbudgeted
items. These are defined in Table 2. A single decision can
be more than one type; for example a decision could be ‘re-
active’ in response to a critical incident, ‘operational’ as it in-
volves day-to-day management activities, and result in
‘allocation of non-monetary resources’ such as increasing
staffing levels in the area of the incident.

5.3 Identification of need/application Resource alloca-
tion decisions in all settings were made reactively in re-
sponse to situations as they arose. These can be described
in three main groups.

� Government or externally mandated change such as
new legislation, regulation or standards; national or
state initiatives; and product alerts and recalls.

� Clinician or management initiatives arising from
awareness of successful projects elsewhere,
conference presentations, journals and other
publications, and drug and equipment manufacturer
promotions.

� Problem solving driven by critical incidents, staff or
consumer feedback, changing population needs,
changing demand for services and budget shortfalls.

Three committees had application processes; the
others did not have formal processes but considered is-
sues brought to the attention of committee members.
Two groups used benchmarking against national, state

and local audits in their area of practice as a proactive
mechanism to identify a need for change. No other pro-
active approaches to examining evidence from research
or data that might direct, prioritise or inform decision-
making were identified.
Disinvestment was not considered as a reason for

change per se but activities to remove, reduce or restrict
resources were instigated by factors in the three groups
above.

5.4 Decision-making criteria Only one committee
(TCPC) and one individual decision-maker used expli-
citly documented criteria for decision-making. It could
be argued that the application forms and business case
templates of other committees contained ‘proxy’ criteria,
although the decision-makers were not bound to address
them all and applicants did not always complete the
whole form. Many respondents reported that they had
“mental checklists” of criteria they usually considered
when making decisions regarding allocation of resources.
Examples of criteria used in a range of settings are pre-
sented in Table 3.

5.5 Ascertainment and use of evidence All committees
and most individual decision-makers identified evidence
from research and local data as key elements needed for
decision-making; however only the TCPC required

Table 2 Decision-makers and scope and types of decisions for resource allocation (Continued)

Whether to buy or what, where and how to buy

▪ ‘Whether to buy’ is a decision about what is required, for example a new drug to improve patient outcomes, a new scanner to reduce waiting
time, consumables for a piece of equipment in current use. These decisions are undertaken by authorised individuals and some of the authorised
groups such as Technology/Clinical Practice Committee, Therapeutics Committee, Falls Prevention Committee, etc.

▪ ‘What, where and how to buy’ is a decision about how the requirement is met and considers product and manufacturer reliability, availability of parts
and tools, service and maintenance contracts, IT requirements for hardware and software, price negotiations, etc. These decisions are undertaken by
the Approved Purchasing Units and groups established for specific purchases.

Purchase of budgeted or unbudgeted items

▪ Decisions to purchase budgeted items are made by the relevant authorised individual, usually the budget holder or their line manager
depending on the purchase price and the designated cost limits of their respective approval levels (eg < $10,000, <$50,000).

▪ Decisions to purchase unbudgeted items can only be approved by specified committees and Executive Directors
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ascertainment of evidence and data in decision-making
and explicitly considered the quality and level of evi-
dence used [59]. Research evidence was considered to
include assessments of safety, effectiveness or cost-ef-
fectiveness. Respondents acknowledged a number of dif-
ficulties in accessing and appraising evidence and the
frequent lack of evidence for the question being
addressed.
Although interviewees were asked whether they used

evidence in decision-making and if they assessed the
quality of the evidence; these concepts were not defined
in the interview process. The responses suggested that
their understanding of evidence, evidence-based pro-
cesses and critical appraisal was not consistent with
current research definitions. Respondents did not report
using Level 1 research evidence from sources such as
systematic reviews or national guidelines. They did not
follow any processes to seek the best available evidence.
Some mentioned that the committee had “experts who
know the evidence” and some individuals noted that de-
partment heads “know the research in their areas”. There-
fore, although we have reported that research evidence
was used by most decision-makers, we cannot be sure that
it was the best, most appropriate evidence for the
decision.

5.6 Reminders and prompts to consider disinvest-
ment The TCPC had an item on the application form
asking which current practices could be discontinued
when the new TCP was introduced [59]. No other re-
minders or prompts to consider disinvestment were
identified. There was some scepticism about this
process: “It’s all very well to ask the question but it’s very
hard to get a clinician to say they will stop doing
something”.

5.7 Deliberative process Some, but not all, committees
required a quorum for decision-making. There was a gen-
eral sense that committee decisions were achieved
through consensus, but many respondents perceived that
decisions were often made outside the committee process
or were influenced by lobbying. No specific frameworks or
methods for deliberation were identified. There were no
organisational requirements for these or any other ele-
ments of a deliberative process.

5.8 Documentation and dissemination The TCPC pub-
lished ‘Decision Summaries’ on the internet and dissemi-
nated these through a formal distribution process [59].
One committee did not have any written records of their
decisions. The others fell between these extremes, record-
ing minutes or action statements which were not pub-
lished but could be available on request. The content or

quality of documentation was not investigated in this
study.
Methods of dissemination included routine meetings,

emails, phone calls, memos, clinical handover sessions,
education sessions, newsletters (Pharmacy, Chief Execu-
tive, Director of Nursing, Medication Safety), nursing
communication book, night shift communication book,
department website, committee reporting structures,
presentations at Grand Rounds, conference papers and
posters. Most of these elements were reported by re-
spondents in all settings.

6. Implementation
The elements of implementation are purchasing, guide-
line and protocol development, practice change, the re-
quirements and methods for these activities and the
purchasers, guideline developers and project teams
undertaking them (Table 1). Not all elements are re-
quired for each decision, for example a purchase may
not be involved or a new guidance document may not
be required.
All of the information about implementation came

from staff undertaking projects mostly initiated within
departments. No committees had processes for active
implementation of their decisions, some were unclear
about whether they were responsible for implementation
and others knew they were responsible but had no re-
sources to implement.

6.1 Purchasing Monash Health mandated ‘separation of
function’ where at least two independent individuals or
groups were involved in the purchasing process, one to
determine whether to buy, the other to determine what,
where and how to buy. Only the Approved Purchasing
Units could purchase products and services. Examples of
the criteria used in purchasing decisions are outlined in
Table 3.
This process generally worked well, however lack of

communication was also noted between clinicians and
managers making decisions to buy and the purchasers
enacting them. Having made a decision to purchase, cli-
nicians and managers did not always consider purchas-
ing requirements and often went directly to
manufacturers, resulting in either substandard contract
outcomes or duplication of effort when it had to be done
again. Purchasers assumed that clinicians and managers
had considered all the appropriate evidence and other
relevant criteria in their decision-making but had no sys-
tematic methods to check this, resulting in purchases of
potentially inappropriate or ineffective products.

6.2 Policy and guidance development Some decisions
trigger introduction of new, or changes to existing, pol-
icies and many, particularly those related to allocation of

Harris et al. BMC Health Services Research  (2017) 17:340 Page 13 of 21



non-monetary resources, are implemented through local
guidelines and protocols. Use of policy and guidance
documents was generally accepted and viewed positively.

6.3 Practice change It was widely acknowledged that
projects to implement practice change require skills in
project management and change management and that
these were generally lacking.
Training and education activities and “champions”

were routinely used as implementation strategies and
were reported to be effective in achieving change and
sustainability of the intervention.

7. Evaluation
The elements of evaluation are the type and sources of
data collected, requirements and methods of evaluation
and the evaluators (Table 1).
Evaluation was highly valued by respondents from all

groups, but frequently not undertaken. There were no
organisational requirements for evaluation of decisions
or projects and only two of the ten projects included
evaluation in their project plans. Government funded
projects and some committees had their own require-
ments for evaluation.
Like practice change, it was acknowledged that specific

skills were necessary but generally lacking, and lack of
resources was reported to be a significant barrier to
evaluation.
Analysis of the interview findings identified that there

was insufficient information in some of the responses to
separate types and sources of data, for example Medica-
tion Safety Audits are a source of data but we do not
know what types of data were collected using this instru-
ment. Examples of sources of evaluation data used by
committees are summarised in Table 4 using the cat-
egories from the scanning taxonomy and, where the in-
formation is available, details on the types of data
collected are also included. In addition to accessing rou-
tinely-collected data, some projects collected their own
data specific to the project objectives.

8. Reinvestment
Reinvestment of resources was viewed as an incentive for
disinvestment; however the lack of transparency and con-
sultation in reinvestment of savings was seen as a barrier.
Respondents noted the need for planning for reinvest-

ment. Although the act of reinvestment occurs at the end
of the sequence, decisions about whether savings are the
primary objective of the process or anticipated as a second-
ary outcome, how they will be achieved and measured, and
where they will be reinvested must occur at the beginning.
Reinvestment must be addressed in the decision-making,
implementation and evaluation phases if it is to occur.

Respondents reported that resource savings are diffi-
cult, in some cases impossible, to measure due to health
service accounting practices. Budget-holding cost cen-
tres are linked to sites, departments, wards, pharmacy,
diagnostic services, operating suites, intensive care units
and similar entities. Use of a single health technology or
clinical practice involves multiple cost centres and the
level of detail required to isolate information within a
cost centre for an individual TCP is not available.
Approaches to measuring savings were reported to be

too superficial and often did not consider lateral im-
pacts: “We don’t look far enough for downstream effects;
we’re too simplistic in assessment of savings”. Also “Cost
saving measures in one area can result in increased costs

Table 4 Examples of types and sources of evaluation data used
by committees

Process (implementation) and Impact (practice change)

▪ Progress Reports for new TCPs including number of patients treated,
number waiting, new referrals (6 monthly)

▪ Medication safety audits (twice yearly)

▪ Continual Review Evaluation through Australian Council of Healthcare
Standards Guide (dates in Nursing Strategic Plan)

▪ Established surveillance mechanisms of transfusion practices (ongoing)

▪ Audits of transfusion practice (random, on behalf of Department of
Human Services)

▪ Incident reports (as they arise, documented in Riskman software)

Practitioner outcomes

▪ Survey/interview data including user satisfaction and comments (after
project implementation)

▪ Clinical practice audits (quarterly)

▪ Incident reports (as they arise, documented in Riskman software)

Patient outcomes

▪ Progress Reports for new TCPs including patient outcomes and
adverse events (6 monthly)

▪ Reports of adverse events related to new TCPs (at the time of
occurrence)

▪ Infection Control surveillance mechanisms (ongoing)

▪ Incident reports (as they arise, documented in Riskman software)

Economic outcomes

▪ Clinical Information Management databases of routinely-collected data
used to assess

− Cost of falls and falls-related injuries (as required)

− Cost of increased length of stay (as required)

− Costs of products (as required)

− Costs of procedures (as required)

System outcomes

▪ Applications for new TCPs including anticipated implications of new
TCP on other areas such as intensive care or pharmacy

▪ Reports of 2 year review after introduction of new TCP including
actual implications of new TCP on other areas
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in another area”; for example a practice change may re-
duce the length of stay (LOS) but the patients require
additional outpatient services. When a project in one de-
partment increased costs in another, reallocation of sav-
ings to the project department was thought to be unfair.
Financial savings are often theoretical and never be-

come realised. This is particularly evident when the sav-
ings are made in bed days, clinic time or operating
sessions which are immediately used to treat other pa-
tients. Reducing LOS or waiting times for clinic appoint-
ments and surgery has considerable benefits, to patients
and the health service, but because there are always pa-
tients waiting to use the services there are no actual
monetary savings. Savings are only realised if the beds,
clinics or operating rooms are closed. In addition, the
cost per day of a hospital bed is greater at the beginning
of an admission than at the end, so reducing the LOS of
a group of patients by discharging them a few days earl-
ier is likely to increase total costs if the beds are used for
new admissions of higher acuity.
The SHARE Steering Committee was keen to establish

and support measurement of savings and methods for
reinvestment and proposed flexibility and lateral think-
ing in development of novel methods and indicators.

What factors influence resource allocation processes?
The findings are collated and classified using categories
from the scanning taxonomy (Fig. 2), to which the com-
ponents of the resource allocation process (Fig. 3) have
been added. Full details are provided in Additional file 2.

Strengths and weaknesses
Respondents noted that Monash Health had consider-
able strengths, but also many opportunities for improve-
ment. One of the main strengths was that decision-
makers recognised the weaknesses and wanted to see
improvements in transparency and accountability; stand-
ardisation of practice; use of explicit decision-making
criteria including evidence; stakeholder consultation; in-
formation about “who does what, how the process works
and why”; communication, coordination and collabor-
ation between decision-makers; provision of adequate
and appropriate resources; and active implementation
and evaluation of outcomes. However there were also
notable exceptions; some doctors did not want to be re-
stricted by specified criteria or requirements to find evi-
dence for their decisions and several respondents
thought that consumer representation on committees
was unnecessary or inappropriate.

Barriers and enablers
Interviewees were asked specifically about barriers and
enablers that influenced decision-making, implementa-
tion and evaluation. Some factors were reported as both

a barrier and an enabler; in situations when the factor
was present it was reported as a barrier or enabler, and
when absent was noted as the reverse. Only the re-
sponses received have been recorded, but additional bar-
riers and enablers can be inferred by considering the
positive or negative alternatives of those reported.
Many of the barriers and enablers identified by this

specific question were also mentioned in response to
other questions by interviewees who did not include
them in their answer about barriers and enablers. In
addition, many other factors that could be considered
barriers and enablers emerged from the general re-
sponses but not from the specific question. Because of
this overlap, separating the factors identified by the spe-
cific question about barriers and enablers from the other
influencing factors may be a false distinction. To report
only the responses to the question about barriers and
enablers would not convey all the potential barriers and
enablers to resource allocation in this setting, and to add
barriers and enablers identified in responses to other
questions would require an interpretation from the re-
searchers that may not be appropriate.
Although not synonymous, strengths are aligned with

enablers and weaknesses with barriers. The barriers, en-
ablers and other influencing factors have been combined
with the strengths and weaknesses in resource allocation
at Monash Health (Additional file 2). Specific responses
to the barrier and enabler question are identified by
italics.
As expected, the well-established generic barriers to

effective evidence-based decision-making, implementa-
tion and evaluation such as lack of resources, particu-
larly time and skills, lack of evidence and data, clinical
autonomy and resistance to change were present at
Monash Health, however many new factors specific to
resource allocation in the local healthcare setting were
identified. Some examples include lack of organisational
requirements for rigorous practices in decision-making,
implementation or evaluation; lack of support for ad-
ministration of committees and the high workload in-
volved; perceptions that corporate criteria take
preference over evidence of safety, effectiveness and
cost-effectiveness: “what the hospital is concerned about
– finances, organisational capacity and risk management
– and what the clinician is concerned about – patients”;
difficulty taking off “clinician hat” and replacing it with
“manager or decision-maker hat”; lack of funding for
training on new equipment; requirement to buy particu-
lar items or brands if they are specified in the state gov-
ernment purchasing catalogue although it is not
evidence-based; difficulty measuring and simplistic ap-
proach to resource savings; difficulty realising financial
savings; and lack of planning and consultation for
reinvestment.
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Differences between medical and nursing decisions
There were notable differences in the decision-making
practices of the doctors and nurses interviewed.
There were more levels of accountability and pathways

for operational and clinical support and oversight of
nursing decisions compared to medical decisions. Nurs-
ing staff reported a hierarchy of decision-making and
reporting within the program, the site and the organisa-
tion. In the clinical program selected, the Medical Pro-
gram Director gave the medical department heads sole
accountability for their decisions as he considered they
were the most senior experts in their specialty areas.
Nurses reported making more decisions about changing

policies and procedures and fewer decisions regarding
large equipment purchases; doctors reported the reverse.
For the individual decision-makers, there was a general

feeling among medical interviewees that decisions were
made in the best possible way without the use of consistent,
explicit, documented criteria and that efforts within the or-
ganisation to introduce this encountered resistance. Con-
versely, some nursing staff welcomed the use of
documented criteria for the potential benefits of increasing
transparency, standardising practice, decreasing the unin-
tended consequences of some decisions and reducing ad-
verse events.
While research evidence and local data were valued in

decision-making for both groups, nursing staff reported the
use of local data more often than medical staff. Medical
staff noted the use of research evidence in guiding decisions
more often than nurses, and also commented on the short-
age of research evidence in many of their specialty areas.

What knowledge or experience of disinvestment exists
within Monash Health?
Although the term ‘disinvestment’ was generally unfamil-
iar, the concept was readily understood by participants.
There were multiple settings for explicit and systematic
consideration of investment, but no setting was identified
that overtly considered disinvestment. Although disinvest-
ment-related decisions to remove, reduce or restrict
current practices were undertaken, they were driven by
quality and safety proposals, evidence-based practice or a
need to find resource savings, and not by initiatives where
the primary aim was to disinvest.
Projects involving disinvestment-related activities were

easily identified. The ten projects included ranged from
small department-level activities to organisation-wide
initiatives (Additional file 1: Table A). Most were insti-
gated by department heads and completed within exist-
ing departmental budgets.
Interviewees provided a range of reasons for undertak-

ing the projects; these included reducing patient harm,
reducing medication error, reducing unnecessary tests,
improving communication, standardising care, saving

money and saving time. Most projects had more than
one of these objectives. Projects were initiated by exter-
nal mandate, awareness of good practice elsewhere or in
response to an internal problem.
Almost all of the responses from project staff regard-

ing implementation would be applicable to any type of
change and were not related to the nature of disinvest-
ment. There were only two disinvestment-related refer-
ences: an expression of frustration arising from the lack
of information about how savings were reinvested and
an observation that doctors “don’t care” about healthcare
costs which makes money-saving exercises “hard to sell”.
Reflections regarding disinvestment from the commit-

tee representatives and individual decision-makers fo-
cused on two areas: savings and reinvestment.

Discussion
Limitations
The consistency of messages from respondents in a
range of professions, positions and decision-making set-
tings provide triangulation for internal validity, however
there are some potential limitations to external
generalisability and possibility for bias. Only one organ-
isation is represented, and there may be many points of
difference with other health services. However many of
the findings are similar to research in other decision-
making contexts. The details of the ‘where, who and
how’ of decision-making will vary between organisations
but most of the principles should be the same; individ-
uals and groups will make decisions under certain condi-
tions which can be elucidated for each institution.
Selection bias could affect our conclusions if the lack of
central documentation of relevant committees and pro-
jects prevented ascertainment of all relevant groups or if
the single program and department chosen were not
representative of their counterparts. It is reassuring that
the main messages were consistent across all settings,
there were no inconsistencies between groups, but there
was some variation within groups suggesting that a
range of opinions were captured. To minimise interview
bias, records of interview were sent to interviewees and
workshop reports were sent to participants. Some inter-
viewees corrected errors or added factual information.
Because this study investigated how decisions were ac-

tually made, and sought information from the decision-
makers themselves, the lack of consumer participation
in the process was reflected in their limited involvement
in this study. The only contributions were from the two
consumer representatives on the SHARE Steering
Committee who attended the workshops. Potential
methods and opportunities for consumer engagement in
organisational decision-making are explored in Paper 4 in
this series [46].
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Contribution of this study
Systems and processes for resource allocation
Most of the literature on disinvestment and resource al-
location concentrates on the process of making deci-
sions. Although decision-making is a key component of
resource allocation, this study highlights seven additional
components required for achievement of this task. To
our knowledge, this is the first paper reporting this level
of detail regarding decision-making settings, decision-
makers, scope and type of decisions, strengths and weak-
nesses, barriers and enablers, and criteria used for allo-
cating resources within a local health service.

Decision-makers
In many studies of decision-making, participants are se-
lected from senior positions such as commissioners,
board members, Chief Executives, vice presidents, Fi-
nance Directors and other executive and senior manage-
ment roles [10, 23, 30, 63–68]. At Monash Health,
resource allocation decisions were not only made by ex-
ecutives and senior managers, they were also delegated
to authorised groups and individuals throughout the or-
ganisation. It was also clear in this example that senior
staff did not always have a full understanding of pro-
cesses at lower levels.
In previous research, resource allocation has some-

times been considered to be a homogenous process
within an institution; for example survey participants at
macro and meso level have been asked whether ‘the re-
source allocation process’ in ‘their organisation’ was fair,
whether evidence was considered, or what criteria were
used, implying that there was only one decision-making
process [10, 63, 64]. However this study found consider-
able variation in systems and processes within a single
health service; criteria varied in nature and scope and
ranged from formal documented requirements to “men-
tal checklists”; and there were no central sources of in-
formation about “where, who and how” decisions were
made.
These findings suggest that decision-making infra-

structure is much more complex than generally por-
trayed, that there may not be a single way of doing
things within large institutions and that we may not be
able to generalise from the knowledge and experience of
senior respondents.

Types of decisions
There are many types of decisions which have not previ-
ously been discussed in the literature in this context
(Table 2), all of which offer potential to explore and ini-
tiate disinvestment.
It is clearly important to investigate decision-making

mechanisms for spending on multi-million dollar

equipment purchases, however little attention has been
paid to decisions that spend millions of dollars on fre-
quently used low-cost items. Millions of cannulae, cathe-
ters, dressings and similar consumables are used every
year in large facilities. Consideration of safety, effective-
ness, cost-effectiveness, ease of use and amount of staff
time required in the use of these items provides further
disinvestment opportunities and potential for improved
outcomes and significant cost saving.
Decisions can be made about spending or saving

money, or about allocating non-monetary resources.
Most of the research has been on how funds are dis-
tributed but decisions that direct the use of drugs,
equipment and diagnostic tests; specify health profes-
sional groups and referral mechanisms; and allocate
staff time and capacity in clinics, operating rooms
and other facilities have major impact on resource
use. These decisions are made in different settings
and by different decision-makers than those making
financial decisions and are often implemented through
local guidelines and protocols. There are opportun-
ities for systematic consideration of disinvestment in
all of these activities [9].

Criteria for decisions
Lists of criteria for prioritisation and decision-making at
macro, meso and micro levels have been published [2,
22, 24–26, 28–30, 66, 69]. This study illustrates the vari-
ation in criteria used by meso-level decision-makers in
different contexts within the same institution and the
differences in criteria between those deciding ‘whether
to buy’ and those deciding ‘what, where and how to buy’
(Table 3).

Implications for policy and practice
Strengths and weaknesses
Monash Health is not unique in the nature or extent of
these findings. These issues have also been identified in a
range of decision-making contexts [10, 13, 23, 30, 63–68,
70–77]. Current authors reviewing, debating or investigat-
ing disinvestment and resource allocation also note similar
needs for improvement in decision-making systems and
processes [12–14, 16–18, 25, 26, 28, 60, 78–92].

Opportunities for disinvestment
Although there were multiple settings for formal and in-
formal decision-making about resource allocation, with
the exception of the TCPC application form, none of
these expressly considered disinvestment. The current
systems were not sufficiently rigorous or standardised to
introduce processes for disinvestment, particularly in sit-
uations where there was no precedent for using explicit
criteria in decision-making. Addressing the limitations
in routine decision-making practices would be required
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as a first step towards evidence-based consideration of
disinvestment.
The new framework for resource allocation provides a

scaffold on which to build a systematic approach to
disinvestment.
The practice elements of the framework provide oppor-

tunities to introduce triggers, prompts or even mandatory
requirements to consider disinvestment, for example:

� decision-making contexts such as meeting agendas,
strategic planning, budgeting, explicit decision-
making criteria, application forms, development
processes for guidelines and protocols, and
authorisation processes

� implementation contexts such as purchase orders,
guidelines and protocols, clinical paths, checklists,
communication strategies and education programs

� evaluation contexts such as development of
performance indicators, audits and reviews

The structural elements within the decision-making
component could be used in a similar way, for example:

� decision-makers could be targeted for training to be
aware of disinvestment possibilities or provided with
examples of successful disinvestment initiatives

� types of decisions could be explored for
disinvestment opportunities

� requirements for consideration of disinvestment
could be introduced into documents governing
scope of decisions such as position descriptions and
committee Terms of Reference.

Monitoring, evaluation and improvement of systems and
processes
Quality improvement in clinical practice and service de-
livery is well-established and routinely conducted in
healthcare facilities. The same cannot be said for quality
improvement in organisational decision-making, al-
though it has significant influence on clinical practice
and service delivery. All of the components in this
framework can be monitored and evaluated and the
findings used for improvement.

Active implementation and evaluation of decisions
There is a large body of research on decision-making for
resource allocation, and a substantial volume of litera-
ture on implementation of clinical practice change and
evaluation practices, but little on implementation and
evaluation of resource allocation decisions. This study
demonstrates that it was not uncommon for decisions to
be made in our health service without any plans for im-
plementation and, in most cases, not to be evaluated at
all. There is considerable opportunity for development

of policies and practices for implementation and evalu-
ation of resource allocation decisions.

Implications for research
Many of the findings from this study are the first of their
kind hence, although they provide more information
than was previously available, they require confirmation
or refutation in subsequent studies.
Investigation of decision-making processes and methods

of stakeholder engagement are established fields of re-
search, and some work has been undertaken in the con-
text of disinvestment and resource allocation, however the
new information from this study regarding the settings,
scope and type of decisions; variation in criteria used;
strengths, weaknesses, barriers and enablers; and the op-
portunities to integrate systematic consideration of dis-
investment into the decision-making infrastructure has
opened up new research possibilities in these areas.
Methods for guideline development, implementation

and evaluation have all been well-researched, but not in
the context of resource allocation, and there has been
little, if any, investigation of all the other elements of
structure and practice in the eight components of the re-
source allocation process [12, 13, 23, 67]. These are also
potential areas for future research.

Conclusion
Decision-making systems and processes for resource al-
location are more complex than previously assumed in
many studies. There is a wide range of decision-making
settings, decision-makers, scope and type of decisions,
and criteria used for allocating resources within a single
institution. The level of detail of these and other ele-
ments of resource allocation provide opportunities for
future research and changes to policy and practice.
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“Consumers should not only be the focus of the health system, they should be at the centre of 
decision-making in health. Both at a policy level and an individual level, consumer experiences and 
preferences should help lead health system reforms, alongside the evidence base.”   
 

National Prescribing Service 2008 [25]  

 

Paper 4: Exploring opportunities and methods for consumer engagement in resource 
allocation   

Consumer engagement was integral to the proposed program. 

A literature review, interviews and workshop were undertaken to address the research question:  

 How can consumer and community values and preferences be systematically integrated into 
organisation-wide decision-making for resource allocation? 

No examples of systematic methods to identify, capture and incorporate consumer perspectives 
into resource allocation decision-making, implementation and evaluation in an organisation-wide 
approach were found. However results from the literature and local research provided three novel 
contributions to consumer participation in resource allocation at the local health service level. 

Firstly, a model to integrate consumer values and preferences into organisation-wide decision-
making was developed building on the framework of eight components in the research allocation 
process proposed in Paper 3 (Figure 3). Definitions for consumer engagement terms are included. 

Secondly, the concept of systematic, proactive use of consumer evidence found in publications 
and data sources to inform health service decisions was introduced. Examples of sources of 
consumer information and data are provided. 

Thirdly, the need for mechanisms within health services to receive and act upon consumer-
initiated contributions was identified by Monash Health respondents. This was in contrast to the 
literature where the focus was in the other direction, on mechanisms for communicating health 
service initiatives to consumers and community members.  
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Figure 3. Model for integrating consumer values and preferences into the resource allocation 
process  

Reproduced with permission from SHARE Paper 4 [6]  
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“Healthcare priority-setting processes are located within decision, delivery and performance 
management systems and this context will have an impact upon the operations and outputs of 
priority-setting……The risk is that priority-setting is not embedded within the broader 
organisational (and inter-organisational) systems.”  

Robinson et al 2012 [19]  

Paper 5: Developing a model for evidence-driven resource allocation   

The investigations in Phase One identified potential settings and methods where consideration of 
disinvestment could be systematically integrated into organisational infrastructure; where, how  
and by whom decisions were made, implemented and evaluated at Monash Health; eight 
components of the resource allocation process and local strengths, weaknesses, barriers and 
enablers; and methods to include consumer participation in these processes.  

These findings were used to address the following research questions.   

 What are the implications for disinvestment at Monash Health?  

 What is the most appropriate and effective approach to organisation-wide, systematic, 
integrated, evidence-driven disinvestment at Monash Health?  

 Can a model for evidence-driven resource allocation in the local healthcare setting be derived 
from the Monash Health program to enable replication and testing? 

 

The Additional file for Paper 5 is included in Appendix 3.  
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About SHARE
This is the fifth in a series of papers reporting Sustain-
ability in Health care by Allocating Resources Effectively
(SHARE). The SHARE Program is an investigation of
concepts, opportunities, methods and implications for
evidence-based investment and disinvestment in health
technologies and clinical practices in a local healthcare
setting. The papers in this series are targeted at clinicians,
managers, policy makers, health service researchers and
implementation scientists working in this context. This
paper synthesises the findings from Phase One of the
SHARE Program and presents a model to be implemented
and evaluated in Phase Two.

Background
Health technologies and clinical practices (TCPs) are de-
fined as therapeutic interventions (including prostheses,
implantable devices, vaccines, pharmaceuticals and med-
ical, surgical or other clinical procedures) and diagnostic
procedures [1]. Most new TCPs are assessed for safety,
effectiveness and cost-effectiveness before they become
widespread practice. However there are many longstand-
ing practices that were introduced before rigorous evalu-
ation was required and some recently developed TCPs
have been implemented prematurely due to early prom-
ise of large benefits, vigorous marketing and patients’
and professionals’ desire for ‘state of the art’ care [2]. As
new research emerges it has become clear that some
TCPs in current practice do not meet contemporary
standards of evidence based care, have been superseded
or have become obsolete.
Cessation of TCPs that are potentially harmful, shown

to be ineffective, or where a more effective or cost-
effective alternative is available has the dual advantage of
improving patient care and allowing for a more efficient
use of available resources. This concept has become
known as ‘disinvestment’. While a lack of common ter-
minology in this area has been noted [3–8], and the
multiple definitions for disinvestment are based on dif-
ferent principles [9], the broad concept of removing, re-
ducing or restricting practices that do not work or could
be done better or more cheaply is welcome, potentially
increasing health benefits without increasing spending.
After implementing a rigorous evidence-based program

for assessment of new TCPs prior to their introduction
[1], senior leaders at Monash Health (previously Southern
Health), a large health service network in Melbourne,
Australia, sought to investigate possibilities for a program
of disinvestment through the ‘Sustainability in Health care
by Allocating Resources Effectively’ (SHARE) Program.
The SHARE Program was undertaken by the Centre for
Clinical Effectiveness (CCE), an in-house resource to fa-
cilitate Evidence Based Practice. An overview of the
SHARE Program, a guide to the SHARE publications and

further details about Monash Health and CCE are pro-
vided in the first paper in this series [2].
The preliminary proposal was for a systematic approach

that would integrate systems and processes for transpar-
ent, accountable and evidence-based decision-making
across the health service. However there is little evidence
to inform development of organisation-wide systematic
approaches to disinvestment at the local level [7, 10–16].
In the absence of guidance from the literature, a two-

phased process was proposed to identify and then evalu-
ate potential opportunities for disinvestment at Monash
Health (Fig. 1). The aim of Phase One was to understand
concepts and practices related to disinvestment and the
implications for a local health service and, based on this
information, to identify potential settings and methods
for decision-making. The aim of Phase Two was to im-
plement and evaluate the proposed methods to deter-
mine which were sustainable, effective and appropriate
at Monash Health.

Aims
The aim of this project was to develop a proposal for an
organisation-wide, systematic, integrated, transparent,
evidence-based approach to disinvestment.
The aims of this paper are to outline how the informa-

tion was collected, synthesised and developed into a pro-
posal for change and to introduce a model of the
program to enable replication and testing.

Research questions
What are the implications for disinvestment at Monash
Health?
What is the most appropriate and effective approach to
organisation-wide, systematic, integrated, evidence-
driven disinvestment at Monash Health?
Can a model for evidence-driven resource allocation in
the local healthcare setting be derived from the Monash
Health program to enable replication and testing?

Methods
Design
Model for evidence-based change
The SHARE Program was undertaken using the SEA-
change model for Sustainable, Effective and Appropriate
evidence-based change in health services [17]. The
model involves four steps: identifying the need for
change, developing a proposal to meet the need, imple-
menting the proposal and evaluating the extent and im-
pact of the change. Each step is underpinned by the
principles of evidence-based practice to ensure that the
best available evidence from research and local data, the
experience and expertise of health service staff and the
values and perspectives of consumers are taken into ac-
count. Sustainability, avoidance of duplication and
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integration of new processes within existing systems are
also considered at each step. An action research compo-
nent enables continuous investigation of the change
process to improve the current project and inform fu-
ture work. The research questions for this paper relate
to development of a proposal for change (Fig. 1).

Framework for design and evaluation of complex
interventions
The two-phased approach taken in SHARE is consistent
with the UK Medical Research Council framework for de-
sign and evaluation of complex interventions [18]. Phase
One involved specifying the context, understanding the
problem and defining the components of an optimal inter-
vention. Phase Two was an exploratory trial assessing ac-
ceptability and feasibility of the components and

identifying methodological issues for implementation and
evaluation. These two phases are mapped to the four steps
in the model for evidence-based change (Fig. 1).

Data collection methods and sources
Literature reviews, surveys, interviews and workshops
were used to capture the relevant information in Step 1
(Fig. 1). An overview is provided in Table 1 and full details
of methods and sources are reported in Additional file 1.

Development of proposal for change
Project team reflection
An action research approach was adopted based on the
‘researcher as facilitator for change’ model defined by
Meyer; researchers working explicitly with and for
people rather than undertaking research on them [19,

Fig. 1 Overview of SHARE Program
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20]. In this capacity, CCE staff were both the SHARE
project team and the action researchers.
CCE staff had regular and ongoing contact over many

years with clinicians and managers involved in projects
across Monash Health and were familiar with organisa-
tional practices, expertise of project staff, available re-
sources, project methods and outcomes. As the SHARE
project team, they were able to contribute this know-
ledge in discussions and decision-making settings.
Observations and reflections of the project team were

used for ongoing improvements to the program compo-
nents and implementation process. An agenda item for
‘Learning’ was scheduled at the beginning of every team
meeting. Participants were invited to consider anything
that had affected the project since the last meeting using
the framework ‘what worked, what didn’t, why and how
it could be improved’. Each issue, its effect on the pro-
ject and potential changes that would build on positive
outcomes or remove or minimise future problems were
discussed. The learning and actions were documented;
actions were assigned, given timeframes and followed up
to ensure completion.

Analysis and synthesis
Outcomes of consultations and findings from initial in-
terviews with small numbers of participants were simply
documented and collated using MS Word or Excel.
Workshop and subsequent interview findings were col-
lated in MS Word, Excel and/or Nvivo [21] and analysed
thematically by either content analysis [22] to identify
emergent themes, or framework analysis [23] when cat-
egories had been specified a priori. Details of individual
project protocols are provided in Additional file 1.
Using the principles of evidence-based change [17],

the project team worked with health service staff, con-
sumers and external experts to collate and summarise
the findings from published literature and local research
and identify the implications for a disinvestment pro-
gram at Monash Health from the emergent themes.

Drafting, review and authorisation of components and
activities
Emergent themes were developed into components of
the proposed program. Draft proposals, frameworks and
plans were developed, reviewed and refined with input
from local stakeholders and relevant experts via work-
shops, presentations and discussions with individuals
and groups, consultations and informal discussions
(Table 2). Details of structured workshops are provided
in Additional file 1, Table E. Decisions were made by the
SHARE Steering Committee in workshops held at
scheduled committee meetings. Discussion papers and
background documents were provided beforehand, for-
mal presentations introduced the workshops, and topics

for discussion and decisions required were listed on the
agenda. Discussion was informal within the structure of
the agenda and decisions were based on consensus. The
program was endorsed by the Executive Management
Team and Monash Health Board.

Assessment of sustainability
A checklist of factors for success and sustainability,
adapted from the work of others [24–27] for use in CCE
projects, was used to assess whether there was adequate
provision of relevant requirements (structure, skills, re-
sources, commitment and leadership) to achieve and
maintain the program components and activities
(Table 3) [17].

Development of a model
Frameworks and models are derived from a set of concepts
and the relationships between the concepts to facilitate the
development of propositions. The components of the pro-
posed SHARE Program were used as the concepts within
the model. Relationships and propositions were derived
from the identified needs and a set of sequential processes
that emerged from the literature and local findings.
The robustness and usefulness of the proposed model

were analysed using the domains outlined for this pur-
pose by Rycroft-Malone and Bucknall [28].

Results
Results of the literature searches and the response rates
and representativeness of participants in surveys, inter-
views and workshops are included in Additional file 1,
Tables A-E. Complete surveys were received from 15 ex-
ternal experts and 118 local respondents, and 90 individ-
uals participated in interviews and workshops. Many
participated more than once: as either a representative
of more than one role, for example as a committee chair
interviewed on one topic and as a clinical department
head responding to a survey on another, or to address
more than one question, such as a member of the Steer-
ing Committee participating in several decision-making
workshops.
Data collected from these activities informed a range

of research questions. Findings related to research ques-
tions not addressed in this paper are reported in other
SHARE publications [9, 29–33].

What are the implications for disinvestment at Monash
Health?
Multiple factors for consideration in establishment of the
new program were identified. Messages from the literature
were consistent with the views of experts and local stake-
holders. The findings, sources they were ascertained from,
decisions resulting from consultation with stakeholders,
and relevant program elements are presented in Table 4.
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The influencing factors were both positive and negative
and addressed aspects of the internal and external envi-
ronments, human factors, empirical decision-making, and
practical applications.
Many of the fundamental decisions in development of

the program, such as what to call it and what approach
to take, were influenced by both positive and negative
factors. For example, respondents felt that the program
needed a name that engendered support rather than sus-
picion and a strong positive image that focused on ‘ef-
fective application of health resources’, which was seen
as constructive, rather than on disinvestment which was
viewed cynically as a strategy to ‘save money’. These
findings underpinned the decision to change the name
from the ‘Disinvestment Project’ to the ‘Sustainability in
Health care by Allocating Resources Effectively’ Pro-
gram. ‘SHARE’ evoked positive emotions and was com-
patible with iCARE, a term familiar to all staff as the
acronym for the Monash Health values (Integrity, Com-
passion, Accountability, Respect and Excellence). On a
less positive note, respondents perceived significant limi-
tations in organisational decision-making and antici-
pated that if there was a lack of transparency and
accountability in the process of reallocation of resources
from disinvestment activities it would be a significant
barrier to effective implementation of the program.
Based on these findings, transparency and accountability
became key principles of the program and all the new
systems, processes and decision-making criteria would
be made explicit.
Many of the human factors identified are common in

health service change initiatives. Although there were a
few exceptions, Monash Health staff did not routinely
seek evidence for decisions, were generally unaware of

best practice in implementation and did not usually
evaluate outcomes of decisions. The main barriers to use
of evidence and effective implementation and evaluation
were lack of time, knowledge, skills and resources. These
factors led to proposals for support services to assist
staff in making, implementing and evaluating evidence-
based decisions.
The lack of information on how to establish

organisation-wide systems and processes for disinvest-
ment meant that Monash Health had to rely on empirical
reasoning for some decisions. As a result of this approach,
two features of the SHARE Program differ significantly
from the types of disinvestment activities reported in the
literature at the time. Firstly, it was thought that disinvest-
ment should be considered alongside investment in the
context of all resource allocation decisions, in contrast to
many published examples where it was viewed in isolation.
Secondly, a systematic, integrated approach was thought
to be better than individual projects that may be driven by
ad hoc decisions or individuals ‘championing’ causes.
These concepts are reflected in the principles underpin-
ning the SHARE Program.
A number of practical issues were identified across the

range of potential activities. Many of these related to factors
for success and sustainability of the program such as en-
dorsement, support and strategic direction from the highest
level, links to those with power and influence in the organ-
isation, funding, expertise and stakeholder engagement.

What is the most appropriate and effective approach to
organisation-wide, systematic, integrated, evidence-
driven disinvestment at Monash Health?
Characteristics of the most appropriate and effective ap-
proach for Monash Health were identified from the

Table 2 Summary of program development

Objective Method Stakeholders and/or Experts

To explore, develop and authorise all
program elements, documents and proposals

Structured workshops on specific issues and
general discussions at routine meetings

SHARE Steering Committee: Executive Directors,
Clinical Program Directors, Senior Managers
and Consumers.

To discuss findings of literature review and
Consumer Working Group, refine draft consumer
participation framework and identify additional issues

Structured workshop Monash Health Community Advisory Committee

To incorporate feedback from Monash Health leaders Presentations and discussions with
individuals and groups

Individuals: All Medical Program Directors and
General Manager of Allied Health; Groups:
Nursing Executive

To incorporate feedback from Monash Health staff Invitation to provide contribution All staff via the ‘All Staff’ email list; and staff
interacting with the project team

To incorporate high level expertise Consultation Health Program Evaluator and Health Economist

To determine communication issues and
requirements

Consultation Monash Health Public Affairs and Communication
Department

To enhance compatibility and alignment with state
health department objectives and funding strategies

Consultation Victorian Department of Human Services Health
Technology Unit

To seek endorsement and support at the
highest levels

Presentations and discussions with groups Executive Management Team; and Monash
Health Board
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published literature and local research. These findings
underpinned the decisions that defined the program ele-
ments (Table 4). These include program components,
their aims and objectives, principles that underpin the
program, implementation and evaluation plans, and pre-
conditions for success and sustainability.

Program components, aims and objectives

Systems and processes Aim 1: To develop, implement
and evaluate organisation-wide systematic, transparent,
accountable and evidence-based decision-making sys-
tems and processes for resource allocation related to
health technologies and clinical practices.
The original aim of the team driving the SHARE ini-

tiative was to consider disinvestment in a systematic
way, integrating systems and processes for decision-
making across the organisation. This was confirmed as
the best approach and the earlier aim was refined to re-
place ‘disinvestment’ with ‘resource allocation’. The pro-
posed objectives involved investigation of six potential
settings for decision-making (Fig. 2). Firstly, the nature
of the innovations and methods to deliver them would
be explored, those thought to be feasible would then be
piloted and those found to be sustainable, effective and
appropriate would finally be established as ongoing
processes.

Disinvestment projects Aim 2: To identify target dis-
investment opportunities, establish prioritisation and
decision-making processes and develop, implement and
evaluate evidence-based disinvestment projects.
It was anticipated that in the longer term the new sys-

tems and processes would identify opportunities for dis-
investment activities, however the Steering Committee
wanted to explore disinvestment projects immediately.
This meant that methods to identify and prioritise target
TCPs and then implement and evaluate projects to dis-
invest them must be investigated in parallel to the new

organisational systems and processes. These innovations
and methods would be explored, piloted and imple-
mented using the approach outlined in Aim 1.

Support services Aim 3: To develop, implement and
evaluate support services to provide expertise and facili-
tate action.
It was clear from the preliminary work that, in order

to achieve the first two aims, services to support the
proposed activities and build staff capacity and capability
would be required. Key areas of need were identified:
providing expertise to deliver research evidence and
local data to decision-makers, training and supporting
staff to use evidence in decision-making and then imple-
ment and evaluate their decisions, and training and sup-
porting staff in project methods and administration.

Program evaluation and research Aim 4: To undertake
evaluation and research to assess outcomes, understand
the process of change and disseminate the findings.
Although each of the first three components included

evaluation in the pilot and implementation phases, it
was decided to specify a fourth component to highlight
the importance of evaluation, research and dissemin-
ation in capturing and understanding what happened
and sharing this with others interested in developing
similar models. Standard health program evaluation
methods would be used to assess outcomes, and action
research methods would be included to learn about the
processes, what worked, what didn’t and why. Running a
national workshop was proposed so that the Monash
Health team could learn from others with experience
in related activities, contribute what had been learned
at this point in the SHARE Program, and publish the
findings to address some of the gaps in the current
literature [34, 35].

Principles
A series of principles to underpin the program were
identified. These captured the focus of the program (ef-
fective application of health resources and decision-
making across the continuum from investment to dis-
investment), the general approach to program initiatives
(evidence-driven decisions and evidence-based develop-
ment, implementation and evaluation of projects), and
specific strategies (routine, reactive and proactive
decision-making processes; top-down and bottom-up ac-
tivities; and alignment with organisational goals and
business plans).

Preconditions
A number of preconditions were identified to enable this
complex multifaceted program to be achieved and main-
tained. Strategic direction, influence, support and

Table 3 Factors for success and sustainability

Success: A proposal is more likely to be successfully implemented if it
meets the following criteria.
▪ It is based on sound evidence or expert consensus
▪ It is presented by a credible organisation
▪ It can be tested and adapted
▪ The relative advantage is evident
▪ It is of low complexity
▪ It is compatible with the status quo
▪ It has an attractive and accessible format

Sustainability: A proposal is more likely to be sustainable if it has
appropriate and adequate provision in each of the following categories.
▪ Structure
▪ Skills
▪ Resources
▪ Commitment
▪ Leadership

Harris et al. BMC Health Services Research  (2017) 17:342 Page 7 of 18
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endorsement would be provided by expanding the Steer-
ing Committee. Adequate funding was allocated by
Monash Health and the Victorian Department of Hu-
man Services (DHS). Expertise was sourced in-house
and gaps were filled through engagement of expert con-
sultants in health program evaluation and health eco-
nomics. Organisational readiness for change had been
demonstrated and ongoing stakeholder engagement was
specified as a priority.

Assessment of sustainability
A formal review using the checklist for sustainability devel-
oped by CCE was undertaken to assess factors related to
structure, skills, resources, commitment and leadership
(Table 5). A proposal is more likely to be sustainable if it
has appropriate and adequate provision in each category.
The SHARE Program met all the requirements adequately.

Implementation
The SHARE Program emerged as a series of projects
within each of the four components. Individual imple-
mentation plans were developed for each project with
strategies based on assessment of barriers and enablers
in the relevant context. The interventions were piloted
and refined prior to final implementation. These details
are published separately [29–32, 36, 37].
The overall program had a general implementation plan

couched in terms of timelines and deliverables [38]. Broad
consideration of barriers and enablers at the program level
was undertaken in the analysis of ‘implications for dis-
investment at Monash Health’ and these were addressed
in development of the ‘most appropriate model’.

Evaluation
A formal Evaluation Framework and Plan was created
and included evaluation domains, audience, scope,
evaluation questions, sources of data, methods of

collection and analysis, reporting and timelines [38].
This was considered to be a dynamic document that
could be revised during the program.
An external health program evaluator consulted to the

SHARE Program in the role of ‘critical friend’ [38] and a
health economist provided expertise and advice for eco-
nomic evaluations.
A theoretical framework for evaluation of implementa-

tion of an evidence-based innovation was used [2] and
an outcomes hierarchy based on the SHARE Program
components was developed and included in the Evalu-
ation Framework [38].
Due to the size and complexity of SHARE, and its inter-

connectedness with other Monash Health activities, advice
from the SHARE health economist was that an economic
evaluation of the overall program would not be possible.
Economic evaluation would be limited to the disinvest-
ment pilot projects.
Each of the individual projects in the second phase of

SHARE had their own evaluation plans which are re-
ported separately [31, 32, 36].

Can a model for evidence-driven resource allocation in
the local healthcare setting be derived from the SHARE
Program to enable replication and testing?
Framework
The purpose of a framework is to provide a frame of refer-
ence, organise and focus thinking and assist interpretation.
Frameworks are descriptive, tend to be high-level and can
apply to a wide variety of situations [28, 39].
A framework for SHARE was developed and revised.

It was used to clarify thinking; inform purpose, direction
and planning; and act as a communication tool.
The initial draft was created to facilitate discussion by

the project team and Steering Committee to establish
the nature and direction of the program (Table 6). It in-
troduced three main concepts.

Fig. 2 Potential settings for disinvestment (from Harris et al. [9] with permission)
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▪ The original plan for a project about ‘disinvestment’
was reframed to a program addressing the spectrum of
decisions from investment to disinvestment across the
organisation.
▪ There are existing processes at Monash Health for
introduction of new TCPs and removal of TCPs in
current use, but these are usually ‘reactive’ decisions
made in response to internal applications or external
notifications.

▪ Evidence from published research and local data could
be used ‘proactively’ to drive decision-making.

A revised draft was developed to reflect subsequent
decisions and was used for presentations to the
Executive Management Team and the Board to seek
endorsement and to the Victorian DHS for funding
(Fig. 3). It retained the key concepts noted above and
introduced another two.

▪The six settings identified as potential opportunities for
decision-making in a systematic, integrated
organisation-wide program should be explored across
the continuum from investment to disinvestment and
should address routine, reactive and proactive decision-
making processes.
▪ A ‘program’ of integrated systems and processes
identifying TCPs for introduction, restriction or removal
would initiate and direct a series of methodologically
rigorous ‘projects’ implementing the desired changes.

Model
A model is more precise and more prescriptive than a
framework. It is narrower in scope, the concepts are well
defined and the relationships between them are specific.
Models are representations of the real thing [28, 39].
The final representation of the SHARE Program, created

for this paper, captures all the program elements and their
relationships (Fig. 4). It is precise, prescriptive and provides
sufficient detail to be a model for a systematic approach to
evidence-based resource allocation in a local health service.

Concepts The components of the proposed SHARE
Program (aims and objectives, underpinning principles,
preconditions for success and sustainability) are the con-
cepts within the model.

Relationships The initial proposal had two aims, to
develop systems and processes for decision-making
and to undertake disinvestment projects. The systems
and processes would lead to identification of target
TCPs to be disinvested in individual projects. This
sequential process is represented by an arrow from
Aim 1 to Aim 2.
Based on information from the literature and stake-

holder feedback it was clear that these two aims would

Table 5 Assessment of sustainability

Structure

▪ A Steering Committee is in place with appropriate Terms of Reference
and members that can deliver the required strategic direction,
influence and support

▪ A Project Team is in place with clear timelines and deliverables
▪ Areas of responsibility are defined and lines of reporting and
accountability are clear

Skills

▪ The Steering Committee has expertise in clinical practice,
management, finances, operations, legal, ethics, research, information
technology, procurement and biomedical engineering

▪ The Project Team has expertise in evidence based practice, knowledge
brokerage, implementation and evaluation of change

▪ Additional expertise is available
− Collection and analysis of health service utilisation and cost data
(Monash Health Clinical Information Management unit)

− Program evaluation and health economics (Consultants)

Resources

▪ Appropriate funding has been obtained from Monash Health and
Victorian Department of Human Services

▪ Accommodation and infrastructure for project team provided within
the Centre for Clinical Effectiveness

Commitment

▪ Monash Health has committed significant funding and program
activities are included in the Business Plan

▪ The Board and Executive Management Team have endorsed the program
▪ Three Executive Directors are on the Steering Committee
▪ The Centre for Clinical Effectiveness has prioritised development of
organisational infrastructure to support evidence-based practice as a
key element in its workplan

Leadership

▪ The same team that developed the award-winning new technology
program are leading the SHARE program

▪ Monash Health has expressed a wish to be leaders in disinvestment
▪ The Victorian Department of Human Services has expressed a wish to
be leaders in disinvestment

▪ The Centre for Clinical Effectiveness is a leader in enabling evidence-
based decision-making

▪ The Steering Committee carries influence (Executive Directors, Program
Directors, Senior Management)

Table 6 Initial draft of SHARE framework

Introduction of safe, effective, cost-effective TCPs Removal of harmful, ineffective, inefficient TCPs

Reactive (current)
• Application process

Proactive (potential)
• Identification of evidence regarding new TCPs that are safer,
more effective or more cost-effective

Reactive (current)
• Drug alerts, product withdrawals

Proactive (potential)
• Identification of evidence regarding TCPs in current practice that are less
safe, less effective or less cost-effective
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not be successful without provision of expertise and sup-
port to facilitate decision-making (systems and processes)
and implementation of change (projects). These needs are
represented by arrows from Aim 3 to Aims 1 and 2.
Detailed program evaluation and research to measure

and understand the change process were considered
to be a vital fourth component and would be applied
to the other three components. The double headed
arrows between Aim 4 and Aims 1, 2 and 3 indicate
that evaluation and research inform further develop-
ment of the components which in turn would be
evaluated and researched.
The Principles and Preconditions sit above and below the

four aims indicating that they apply to the whole program.

Propositions A series of propositions can be derived
from the components and their relationships.

▪ Systems and processes will be required for
systematic, integrated, transparent, accountable,
evidence-based decision-making in an organisation-
wide approach to identification of potential disinvest-
ment opportunities.
▪ Projects arising from these decisions will be
undertaken to confirm potential benefits, harms and
the priorities for disinvestment of identified targets,
and implement and evaluate disinvestment where
appropriate.
▪ Support services that provide expertise, training and
support to decision-makers and project staff in find-
ing and using evidence from research and local data
in decision-making, implementation, evaluation and
project management will be required for the systems,
processes and projects to be successful.
▪ Evaluation and research of the systems, processes,
projects and support services will inform and enable

quality improvement, organisational learning and
development, and will add to the body of knowledge
on disinvestment.

Characteristics of the model The model is primarily
descriptive to enable application in a local healthcare
service and allow replication and testing. It was
developed using both deductive and inductive
methods. Although not based on a specific theory, it
has potential to facilitate future theory development
and/or testing. Specific characteristics of the model
and potential for its use, as discussed in the sections
above, are summarised in Table 7 using domains and
criteria developed to assess the robustness and utility
of proposed models and frameworks [28]. This over-
view enables potential users to identify whether the
model will meet their aims and be applicable to their
situation.

Discussion
Strengths
The main strengths of this process arise from the
evidence-based and explicit approach. Decisions were
based on information from the research literature and
local data collected for this purpose, integrated with the
views of experts in the field and local health service staff
and consumers. This approach facilitates development of
strategies that are more likely to be sustainable, effective
and appropriate [17, 40]. The broad stakeholder involve-
ment enables local ownership and the transparency of
the process leads to trust.
A rigorous evidence-based approach was possible due

to the provision of adequate resources. CCE staff had
appropriate skills for this work and adequate time was
allocated to undertake it.
The timing of the project was opportune as internal

and external environments were both amenable to
exploration of disinvestment. The international litera-
ture on methods of disinvesting individual TCPs was
building, the Victorian DHS was exploring the role of
disinvestment at state level and all the staff and consumers
approached were constructive in their responses. Monash
Health had already demonstrated commitment and
leadership to evidence-based decision-making with the
new Technology/Clinical Practice Program [1]. The
preliminary work for SHARE was able to capitalise on
this momentum.
Staff and consumers were in agreement in their re-

sponses. Themes regarding current practice, proposals
for change and barriers and enablers were strong and
consistent across all participant groups.
The key messages arising from local responses were

consistent with the literature at the time and remain
consistent with current publications [41, 42].

Fig. 3 Revised draft of SHARE framework
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One aspect of the proposed model initially appeared
to be a limitation, but when considered in light of the
current literature may be seen as a strength. The avail-
able research in disinvestment was predominantly fo-
cused in health economics but Monash Health had no
expertise in this area and did not intend to employ a
health economist. The decision to take an ‘evidence-
driven’ approach to disinvestment was based on the
available in-house expertise. The proposed ‘evidence-
driven’ model is novel and untested, however there are
some encouraging findings in more recent research that
indicate it might be well-suited to health service
decision-making. Access to robust evidence, rather than
an emphasis on cost saving, is thought to improve dis-
investment decision-making and disinvestment is re-
ported as more likely to be accepted by both clinicians
and consumers if the focus is on quality and safety [40,
43]. Surveys indicate that most decision-makers in the
health sector do not routinely use economic evaluations
in their decisions [14, 44]. Two large international surveys
on use of evidence in decision-making have been con-
ducted recently. Ninety-nine per cent of respondents from
15 countries indicated that systematic consideration of the
available evidence would improve health system decision-

making [45]. The second survey found that clinicians and
policy-makers from 23 countries considered clinical effect-
iveness, safety, quality of evidence, disease severity and im-
pact on healthcare costs to be the most relevant criteria
[46]. A systematic review of decision criteria for resource al-
location summarised the frequency of criteria cited by 40
studies: equity/fairness (n = 32), efficacy/effectiveness (n =
29), stakeholder interests and pressures (n = 28), cost-
effectiveness (n = 23), strength of evidence (n = 20), safety
(n = 19), mission and mandate of health system (n = 19),
organizational requirements and capacity (n = 17), patient-
reported outcomes (n = 17) and need (n = 16) [47]. The pro-
posed Monash Health ‘evidence-driven’ model and the suite
of criteria used in the Technology/Clinical Practice Program
[1] capture all these criteria so is likely to be compatible
with current attitudes and behaviours of decision-makers.

Limitations
As there was no guidance on how to approach disinvest-
ment from an organisation-wide perspective, the SHARE
model was developed de novo by integrating theoretical
and generic principles with staff and consumer experiences
and perspectives. There is still a lack of information related
to most of the strategies in the SHARE proposal and a

Fig. 4 Model for exploring Sustainability in Health care by Allocating Resources Effectively in the local healthcare setting
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number of recent systematic reviews and discussion
papers on disinvestment call for research in these areas
[4–7, 11–15, 40, 48–56].
The only clear advice was to avoid the term ‘disinvest-

ment’ due to the negative connotations and lack of common
understanding. Although the name and general approach of
SHARE was positive and steered away from the concept of
‘disinvestment’, a more appropriate term to describe the ‘Dis-
investment Projects’ in Aim 2 proved elusive.
SHARE is about systems and processes in a health ser-

vice, a complex dynamic organisation with a myriad of
context-specific factors. The external validity of the pro-
posed model and generalisability of the SHARE outcomes
may be limited as a result. Health services in developed
countries are very similar in many ways, but quite diverse
in others. The diversity often lies in funding models and
organisational culture, both of which may have a consider-
able impact on decision-making systems and processes for
resource allocation. Health services in developing and
resource-poor settings may be different in many additional
ways that significantly reduce the applicability of findings
from an Australian program. Other context-specific
factors at local, regional or national level likely to
affect generalisability are strategic direction, priorities,
infrastructure, available project funding and leadership.
A wide group of stakeholders were engaged to represent

consumers and all professional groups, at all relevant levels
of seniority, across all campuses. Their responses were
overwhelmingly similar with messages that were strong
and consistent, which adds confidence to the validity of the
process. However it should be kept in mind that those who
agreed to participate are potentially more sympathetic to
the ideas proposed and may not represent all views.
The project team responsible for delivering the SHARE

Program at Monash Health were also the researchers in-
vestigating the processes undertaken. This has the poten-
tial to introduce subjectivity into the evaluations and limit
insight if organisational assumptions are accepted without
challenge. Extensive stakeholder involvement, transpar-
ency of methods and participation of an external evaluator
in the role of ‘critical friend’ [38] were included in the
SHARE processes to minimise these limitations.
The SHARE model utilises the in-house expertise of staff

in evidence-based practice, knowledge brokerage and data
analysis. Health services that do not have high-level skills in
these areas may not be able to replicate this model without
adaptation. The systematic approach could still be under-
taken but with alternative drivers for change. Those with
access to health economists in-house or in partnership with
a local university could focus on economic principles, an
option not available to Monash Health. Those without ac-
cess to expertise in health economics or evidence-based
decision-making may develop other methods such as a
consensus-driven approach.

Implications for policy and practice
Local research identified a number of weaknesses in organ-
isational decision-making such as lack of explicit criteria;
limited use of evidence; staff under-skilled and under-
resourced to make, implement and evaluate evidence-
based decisions; and minimal consumer involvement
[29, 31]. Monash Health is not unique and these issues are
commonplace in health services around the world
[8, 40, 44, 51, 57–60]. This indicates enormous oppor-
tunities for improvement through strategies that address
these limitations.
The importance of allowing adequate time for develop-

ment, implementation and evaluation of innovations is
well established. Yet this is a constant tension in health
services where a common response to an emerging prob-
lem is often urgent and reactive, delivered by staff with no
experience in project management or change strategies,
with inadequate resources and inappropriate timelines,
which is not implemented or evaluated effectively [29, 40].
It is anticipated that a systematic integrated approach to or-
ganisational decision-making for resource allocation will re-
quire considerable time, skills, resources and support, all of
which are traditional challenges for health services, how-
ever once established the model will allow more timely re-
action to future challenges.

Implications for research
SHARE is a suite of integrated initiatives to improve
health service decision-making. Although the evaluation
design is rigorous and an action research process is built
around the program components to understand the
process of change, the primary objective is quality im-
provement rather than research. As an exploratory
study in the UK Medical Research Council framework
for developing complex interventions [18], SHARE
illustrates concepts, issues, barriers and enablers to
evidence-based disinvestment in a local health service.
These findings can be tested in controlled studies in
a range of contexts to enable recommendations for
effective practice.
The findings and decisions that underpinned pro-

gram development are outlined (Table 4) and the
model describes settings and opportunities, systems
and processes, and structures to support decision-making,
implementation of change, and evaluation of process
and outcomes (Fig. 4). These details will enable replication
of the program, testing of assumptions and comparison
of characteristics of the environment, stakeholders and
intervention.
There is potential for new theoretical developments if,

for example:

▪ specific theories are tested in development and
implementation of the components
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▪ components are removed or the relationships
changed
▪ principles or preconditions are varied
▪ the model is applied in contexts other than resource
allocation for TCPs
▪ the model is applied in settings other than local
health service networks

Conclusion
A robust evidence-based investigation of the research lit-
erature and local knowledge with a range of stakeholders
resulted in rich information with strong consistent mes-
sages. The process was made possible by provision of ap-
propriate resources, expertise, time and support. The
implications for disinvestment in the local healthcare
setting were many and varied. The influencing factors
were both positive and negative and addressed aspects
of the internal and external environments, human fac-
tors, empirical decision-making, and practical applica-
tions. At the completion of Phase One, synthesis of the
findings enabled development of frameworks and plans,
and all preconditions for exploration of the four main
aims in Phase Two were met. The model for sustainability
in health care by allocating resources effectively can be
replicated or adapted by health services wishing to estab-
lish a program for disinvestment and tested by researchers
to confirm, refute or understand the processes involved.
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Chapter 3. SHARE Phase Two 

“Best practice is to develop interventions systematically, using the best available evidence and 
appropriate theory, then to test them using a carefully phased approach, starting with a series of 
pilot studies targeted at each of the key uncertainties in the design, and moving on to an 
exploratory and then a definitive evaluation.”  

Craig et al 2008 [26] 

At the end of Phase One, four program components, their aims and objectives, relationships 
between the components, principles to underpin the program, and preconditions for success and 
sustainability were defined (Figure 4). The principles were agreed upon, the preconditions were 
established, and implementation and evaluation plans were developed.  

The next steps in the UK MRC framework for design and evaluation of complex interventions 
include exploratory trials assessing acceptability and feasibility of the components and identifying 
methodological issues for implementation and evaluation (Figure 1) [23]. Hence, Phase Two 
involved development, implementation and evaluation of the initiatives proposed in the four 
program components to determine which would be sustainable, effective and appropriate at 
Monash Health.  

Aims 1 and 2 proposed exploration of systems and processes for identifying disinvestment 
opportunities and undertaking pilot disinvestment projects. These investigations are reported in 
Paper 6. 

Aim 3 planned to develop, implement and evaluate four support services to facilitate the activities 
in Aims 1 and 2. Investigation of the Data, Capacity Building and Project Support Services are 
reported in Paper 7 and the Evidence Dissemination Service is reported in Paper 8. 

Papers 6 and 8 are provided in full and key findings from Paper 7 are presented for completeness. 

Although each of the first three aims included evaluation in their pilot and implementation phases, 
Aim 4 was included to highlight the importance of evaluation, research and dissemination in 
capturing and understanding what happened and sharing this with others.  

An evaluation framework and plan was developed for the overall SHARE Program which included 
evaluation domains, audience, scope, evaluation questions, outcomes hierarchy, sources of data, 
methods of collection and analysis, reporting and timelines [27]. More detailed evaluation plans 
were developed for individual projects.  

Factors that influenced decisions, processes and outcomes of individual projects were identified 
using four adaptations of an existing framework and taxonomy for evaluation and explication of 
evidence-based innovations [28] (Appendix 8, Figure 12).  

Action research was undertaken based on the “researcher as facilitator for change” model defined 
by Meyer [29, 30]. In this capacity, the SHARE project team were also the action researchers. An 
agenda item for ‘Learnings’ was scheduled at the beginning of every team meeting. Participants 
were invited to consider anything that had affected the project since the previous meeting using 
the framework ‘what worked, what didn’t, why and how it could be improved’. Each issue, its 
effect on the project, and potential changes that would build on positive outcomes or remove or 
minimise future problems were discussed. The learnings and actions were documented; actions 
were assigned, given timeframes and followed up to ensure completion. Project team 
observations and reflections were used for ongoing improvements to the program components 
and implementation and evaluation processes. 

The first Australian national workshop on disinvestment was conducted to share knowledge and 
develop links for future collaboration. Disinvestment was considered from three perspectives: 
health policy researchers, health economists and health service decision-makers [31, 32].  
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Figure 4. Model for exploring Sustainability in Health care by Allocating Resources Effectively in the local healthcare setting  
Reproduced with permission from SHARE Paper 5 [7] 
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“A challenge with disinvestment is the identification and prioritization of candidate health 
technologies.”  
 

Polisena et al 2013 [33]  

 

Paper 6: Investigating methods to identify, prioritise, implement and evaluate 
disinvestment projects   

The focus of Aim 1 was to explore the six mechanisms with potential to systematically identify 
opportunities for disinvestment within organisational systems and processes which were 
proposed in Paper 2. Given that it might take some time for these mechanisms to be established, 
a seventh method was also investigated. Staff were invited to submit an ‘Expression of Interest’ to 
receive support to disinvest a ‘low value’ TCP they had identified in their area. 

Aim 2 was to undertake pilot disinvestment projects to understand the processes involved, assess 
the resources required, provide practical guidance for future projects and, if successful, be used 
as positive examples to promote subsequent disinvestment activities.  

These aims led to the following research questions. 

 What methods are available to identify potential disinvestment opportunities in a local health 
service?  

 What methods are available for prioritisation and decision-making to initiate disinvestment 
projects in a local health service?  

 What methods are available to develop, implement and evaluate disinvestment projects in a 
local health service?  

 What were the processes and outcomes of application of these methods at Monash Health?    

 What factors influenced the decisions, processes and outcomes? 

 

The Additional file for Paper 6 is included in Appendix 4.  

 

  



RESEARCH ARTICLE Open Access

Sustainability in Health care by Allocating
Resources Effectively (SHARE) 6:
investigating methods to identify, prioritise,
implement and evaluate disinvestment
projects in a local healthcare setting
Claire Harris1,2* , Kelly Allen1,2, Vanessa Brooke2, Tim Dyer2, Cara Waller2, Richard King3, Wayne Ramsey4

and Duncan Mortimer5

Abstract

Background: This is the sixth in a series of papers reporting Sustainability in Health care by Allocating Resources
Effectively (SHARE) in a local healthcare setting. The SHARE program was established to investigate a systematic,
integrated, evidence-based approach to disinvestment within a large Australian health service. This paper describes
the methods employed in undertaking pilot disinvestment projects. It draws a number of lessons regarding the
strengths and weaknesses of these methods; particularly regarding the crucial first step of identifying targets for
disinvestment.

Methods: Literature reviews, survey, interviews, consultation and workshops were used to capture and process the
relevant information. A theoretical framework was adapted for evaluation and explication of disinvestment projects,
including a taxonomy for the determinants of effectiveness, process of change and outcome measures. Implementation,
evaluation and costing plans were developed.

Results: Four literature reviews were completed, surveys were received from 15 external experts, 65 interviews were
conducted, 18 senior decision-makers attended a data gathering workshop, 22 experts and local informants were
consulted, and four decision-making workshops were undertaken. Mechanisms to identify disinvestment targets and
criteria for prioritisation and decision-making were investigated. A catalogue containing 184 evidence-based opportunities
for disinvestment and an algorithm to identify disinvestment projects were developed. An Expression of Interest process
identified two potential disinvestment projects. Seventeen additional projects were proposed through a non-systematic
nomination process. Four of the 19 proposals were selected as pilot projects but only one reached the implementation
stage. Factors with potential influence on the outcomes of disinvestment projects are discussed and barriers and enablers
in the pilot projects are summarised.

Conclusion: This study provides an in-depth insight into the experience of disinvestment in one local healthcare service.
To our knowledge, this is the first paper to report the process of disinvestment from identification, through prioritisation
and decision-making, to implementation and evaluation, and finally explication of the processes and outcomes.

Keywords: Disinvestment, Decommission, De-adopt, De-list, De-implement, Health technology, TCP, Resource allocation,
Decision-making, Implementation

* Correspondence: claire.harris@monash.edu
1School of Public Health and Preventive Medicine, Monash University,
Melbourne, VIC, Australia
2Centre for Clinical Effectiveness, Monash Health, Melbourne, VIC, Australia
Full list of author information is available at the end of the article

© The Author(s). 2017 Open Access This article is distributed under the terms of the Creative Commons Attribution 4.0
International License (http://creativecommons.org/licenses/by/4.0/), which permits unrestricted use, distribution, and
reproduction in any medium, provided you give appropriate credit to the original author(s) and the source, provide a link to
the Creative Commons license, and indicate if changes were made. The Creative Commons Public Domain Dedication waiver
(http://creativecommons.org/publicdomain/zero/1.0/) applies to the data made available in this article, unless otherwise stated.

Harris et al. BMC Health Services Research  (2017) 17:370 
DOI 10.1186/s12913-017-2269-1

http://crossmark.crossref.org/dialog/?doi=10.1186/s12913-017-2269-1&domain=pdf
http://orcid.org/0000-0002-5367-8144
mailto:claire.harris@monash.edu
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/publicdomain/zero/1.0/


About SHARE
This is the sixth in a series of papers reporting Sustain-
ability in Health care by Allocating Resources Effectively
(SHARE). The SHARE Program is an investigation of
concepts, opportunities, methods and implications for
evidence-based investment and disinvestment in health
technologies and clinical practices in a local healthcare
setting. The papers in this series are targeted at clinicians,
managers, policy makers, health service researchers and
implementation scientists working in this context. This
paper reports the exploration of methods to identify health
technologies and clinical practices suitable for disinvest-
ment; establish prioritisation and decision-making processes;
and develop, implement and evaluate evidence-based
disinvestment projects.

Background
The need for disinvestment has emerged in response to
increasing costs and a growing awareness of ineffective
practices and systemic waste in healthcare services. Al-
though there is no clear single definition, disinvestment
is generally understood to be removal, reduction or re-
striction of health technologies and clinical practices
(TCPs) that are unsafe or of little benefit, seeking to im-
prove patient outcomes and use available resources more
efficiently [1].
Following successful implementation of a rigorous

evidence-based program for introduction of new TCPs
[2], leaders at Monash Health (previously Southern
Health), a large health service network in Melbourne
Australia, sought to establish a similar program for dis-
investment. However, there is a lack of information to
guide local healthcare services regarding an organisa-
tional approach to disinvestment [3–12].
The ‘Sustainability in Health care by Allocating Re-

sources Effectively’ (SHARE) Program was established to
investigate an organisation-wide, systematic, transparent,
integrated, evidence-based approach to disinvestment.
The SHARE Program was funded as a 3-year demon-
stration project by the Victorian Department of Human
Services (DHS) and Monash Health, and was undertaken
by the Centre for Clinical Effectiveness (CCE), an in-house
resource to facilitate Evidence Based Practice (EBP). An
overview of the SHARE Program, a guide to the SHARE
publications and further details about Monash Health and
CCE are provided in the first paper in this series [13].
Following preliminary investigations to understand

the concepts related to disinvestment, identify current
decision-making practices at Monash Health, learn from
local experiences of disinvestment and consider the impli-
cations of the proposed changes, a plan for the SHARE
Program was created [14]. This included aims and objec-
tives, principles to underpin the program, preconditions
for success and sustainability, and implementation and

evaluation plans. The program components and the rela-
tionships between them are outlined in Fig. 1.
The first aim of the SHARE Program was to explore

systems and processes for decision-making that could
proactively and systematically identify opportunities for
disinvestment. The second aim was to investigate pilot
disinvestment projects to gain detailed insight into the
change processes involved, assess the resources required
to deliver effective projects, provide practical guidance
for future projects and, if successful, be used as positive
examples to promote subsequent disinvestment activities.
The preliminary work also identified that if the first

two aims were to be achieved, services to support the
proposed activities and build staff capacity would be re-
quired [14]. Four support services were proposed: an
Evidence Service, Data Service, Capacity Building Service
and Project Support Service. Piloting of these services
became the third aim of the SHARE Program [15, 16].
The need to investigate methods to identify and prioritise

potential target TCPs and undertake projects to disinvest
them is noted in the literature [5, 9–11, 17–24]. It is also
acknowledged that there is little information about imple-
mentation of disinvestment decisions, a lack of understand-
ing about the factors that influence resource allocation
processes, and under-reporting of the perspectives and
experiences of healthcare staff undertaking disinvestment
[11, 18, 21–23]. It has been proposed that in-depth re-
search using longitudinal approaches from inception to
implementation of disinvestment decisions at the health
service level are needed to fill these gaps and contribute to
both the theory and practice of disinvestment [18–21].
The fourth aim of the SHARE Program sought to address
this.

Aims
The aim of this aspect of the SHARE Program was to
undertake disinvestment pilot projects. This would be
achieved via three objectives: identifying potential dis-
investment opportunities; establishing prioritisation and
decision-making processes; and developing, implement-
ing and evaluating disinvestment projects.
The aim of this paper is to describe, explore and ex-

plain the processes and outcomes of undertaking these
objectives and the factors that influenced them.

Research questions
What methods are available to identify potential dis-
investment opportunities in a local health service?
What methods are available for prioritisation and
decision-making to initiate disinvestment projects in a
local health service?
What methods are available to develop, implement and
evaluate disinvestment projects in a local health service?
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What were the processes and outcomes of application of
these methods at Monash Health?
What factors influenced the decisions, processes and
outcomes?

Methods
Design
Case study
The SHARE papers use a case study approach to address
the limited understanding of resource allocation pro-
cesses in health services, particularly regarding dis-
investment [18, 21], and the lack of detailed reporting
of implementation of change in the literature [25, 26].
Case studies allow in-depth, multi-faceted explorations
of complex issues in their real-life settings [27] and fa-
cilitate development of theory and interventions [28].
The case study approach enables examination of the
complex behaviours of, and relationships among, actors
and agencies; and how those relationships influence
change [29]. All these issues are intrinsic to the SHARE
Program research questions.
All three case study approaches are used [30].

1. Descriptive: findings are reported in detail to describe
events, processes and outcomes to enable replication
when successful and avoidance or adaptation when
unsuccessful

2. Exploratory: literature reviews, surveys, interviews,
workshops and consultation with experts are used to
explore what is known and identify actual, preferred
and ideal practices

3. Explanatory: theoretical frameworks are used to
understand and explain the events, processes and
outcomes

Case studies are characterised by multiple sources of
quantitative and qualitative evidence [27]. An overview
of the activities undertaken in relation to the objectives
is provided in Fig. 2.

Model for evidence-based change
The SHARE Program was undertaken using the SEA-
change model for Sustainable, Effective and Appropriate
change in health services [31]. The model involves four
steps: identifying the need for change, developing a pro-
posal to meet the need, implementing the proposal and

Fig. 1 Model for exploring Sustainability in Health care by Allocating Resources Effectively in the local healthcare setting (reproduced from Harris
et al. [14] with permission)
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evaluating the extent and impact of the change. Each
step is underpinned by the principles of evidence-based
practice to ensure that the best available evidence from
research and local data, the experience and expertise of
health service staff and the values and perspectives of
consumers are taken into account. Sustainability, avoidance
of duplication and integration of new processes within
existing systems are considered at each step, and an action
research component continues throughout the project.

Action research
Action research was undertaken based on the ‘researcher
as facilitator for change’ model defined by Meyer: re-
searchers working explicitly with and for people rather
than undertaking research on them [32, 33]. In this cap-
acity, CCE staff were both the SHARE project team and
the action researchers. Observations and reflections of the
project team were used for ongoing improvements to the
program components and implementation process. An
agenda item for ‘Learnings’ was scheduled at the begin-
ning of every team meeting. Participants were invited to
consider anything that had affected the project since the
last meeting using the framework ‘what worked, what
didn’t, why and how it could be improved’. Each issue, its
effect on the project, and potential changes that would
build on positive outcomes or remove or minimise future

problems were discussed. The learnings and actions were
documented; actions were assigned, given timeframes and
followed up to ensure completion.

Development of methods
Several of the activities reported in this paper were to
develop methods that would be undertaken in subse-
quent activities. The methods reported in this section
are those determined a priori. Methods developed during
the course of the investigation are reported in the Results
and discussion section.

Data collection
Mixed methods were used to capture frameworks, methods
and tools, and stakeholder perspectives and experiences.
These included literature reviews, a survey, interviews,
workshops, consultations, and document analysis. Partici-
pant validation for factual accuracy was undertaken follow-
ing interviews and workshops. An overview is provided in
Fig. 2 and full details of methods and sources are reported
in Additional file 1: Tables A–D.

Data analysis and synthesis
Outcomes of consultations and findings from initial inter-
views with small numbers of participants were docu-
mented and collated using MS Word or Excel. Workshop

Fig. 2 Overview of activities and outcomes
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and subsequent interview findings were collated in MS
Word, Excel and/or Nvivo [34] and analysed thematically
by either content analysis [35] to identify emergent
themes, or framework analysis [36] when categories had
been specified a priori. Details of individual project proto-
cols are provided in Additional file 1: Tables A–D.
Using the principles of evidence-based change, the

SHARE team worked with stakeholders and external
experts to synthesise the findings from the literature
and local research into discussion papers and workshop
presentations.

Deliberative process
Decisions were made by the SHARE Steering Committee
composed of executive directors, committee chairs, clinical
program directors, legal counsel, support service managers
and consumer representatives (Additional file 1: Table E).
Decision-making workshops were held at scheduled
committee meetings. Discussion papers and background
documents were provided beforehand, formal presenta-
tions introduced the workshops, and topics for discussion
and decisions required were listed on the agenda. Discus-
sion was informal within the structure of the agenda and
decisions were based on consensus.

Delivery of disinvestment projects
Investigation and selection of proposals
The SHARE team and Monash Health data analysts
worked with proposers and the staff members responsible
for practice in the nominated areas, usually department
heads or committee chairs, to identify relevant research
evidence and local data. Findings were presented to Steer-
ing Committee members for decision-making.

Implementation
Based on the SEAchange model of evidence-based change,
planned implementation activities included engaging all
stakeholders, identifying what is already known about prac-
tice change in the topic area from the literature and local
knowledge, undertaking an analysis of local barriers and en-
ablers, developing an implementation plan using strategies
to minimise barriers and build on enablers, piloting and re-
vising as required, and implementing in full.
A Capacity Building Service was developed to provide

training to the pilot project teams in implementation
methods and a Project Support Service was established
to provide assistance in project management, administra-
tion, ascertainment of barriers and enablers, and develop-
ment of project plans.

Evaluation
An Evaluation Framework and Plan was developed for
the overall SHARE Program and included evaluation do-
mains, audience, scope, evaluation questions, outcomes

hierarchy, sources of data, methods of collection and
analysis, reporting and timelines [37].
Individual evaluation plans for the pilot projects were

developed based on the project objectives and an eco-
nomic evaluation was developed in consultation with the
SHARE health economist. Planned activities based on
the SEAchange model included evaluation of process
(Was the intervention implemented as planned?), impact
(Did this achieve a change in practice?) and outcome
(Did the practice change address the original problem?).
These were not all undertaken due to reduced funding
in the final year of the program.
Training in evaluation methods was provided to the

pilot project teams through the Capacity Building Ser-
vice and assistance in data collection and analysis was
provided through the Project Support Service.

Explication of processes and outcomes
Factors that influenced outcomes of the piloting process
were identified using a framework for evaluation and ex-
plication of evidence-based innovations [13]. Based on
findings from the literature and surveys and interviews
with Monash Health staff, the framework and taxonomy
were adapted specifically for use in the context of dis-
investment (Figs. 3a and 4). Details of barriers and en-
ablers, observable characteristics of the determinants of
effectiveness, perceptions of participants and adopters,
the process of change, findings from the action research
process and other project team reflections were docu-
mented in minutes, reports, spreadsheets and templates
for this purpose (Fig. 3b).

Results and discussion
Some of the planned implementation and evaluation ac-
tivities were not completed due to reduction of funding
in the final year by the program funder and changes in
requirements for the pilot project by the project funder;
details and impact are discussed below.
Results of the literature reviews and the response rates

and representativeness of participants in the survey, in-
terviews and workshops are included in Additional file
1: Tables A–D. Surveys were received from 15 external
experts, 65 individuals participated in interviews, 18 se-
nior decision-makers attended a data gathering work-
shop, 22 experts and local informants were consulted
and the members of the SHARE Steering Committee
participated in four decision-making workshops.
Data collected from these activities informed a range

of research questions. Findings related to the research
questions in this paper are presented and discussed
below; findings related to topics not addressed here are
reported in other SHARE publications [14–16, 38–40].
Although Monash Health staff were not aware of the

term ‘disinvestment’, they were familiar with the concept
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of removal, reduction or restriction of current practices.
Surveys and interviews with a range of decision-makers
and project staff who had undertaken these and other
resource allocation activities provided details of strengths,
weaknesses, barriers and enablers in these processes.
These have been combined into positive and negative in-
fluences to remove duplication; they are collated in Table 1
using the determinants of effectiveness for disinvestment
projects (Fig. 3) and discussed within the research ques-
tions below.
The investigation of potential methods for identification,

prioritisation and decision-making, and implementation
and evaluation of disinvestment projects are summarised
in Fig. 2. Multiple projects are reported in this paper. To
avoid repetition, the Results and discussion sections are
combined for each research question.

What methods are available to identify potential
disinvestment opportunities in a local health service? What
were the processes and outcomes of application of these
methods at Monash Health?
Seven methods to identify disinvestment opportunities
in a local health service were investigated. The focus of
Aim 1 was to explore methods that could be integrated

into organisational infrastructure for systematic con-
sideration of disinvestment in routine health service
decisions. Six potential mechanisms were identified
(Fig. 1) [38]. Given that it might take some time to
identify disinvestment targets from these approaches,
a supplementary method was required to find suitable
TCPs for immediate implementation in pilot projects
in Aim 2. An ‘Expression of Interest’ process was in-
troduced to achieve this.
In addition to the methods noted above, a range of other

potential systematic approaches to identify disinvestment
opportunities emerged from informal discussions during
SHARE activities. These were recorded but not investi-
gated and are listed in Table 2.
A non-systematic process of ad hoc submissions also

emerged during the project and details are reported
below.

1. Purchasing and procurement processes
Initial interviews and workshops with key stakeholders
identified that systems and processes for purchasing
drugs and clinical consumables and capital procurement
for building and equipment were potential methods for
systematic identification of disinvestment opportunities.

a

b

Fig. 3 a, b Framework for evaluation and explication of disinvestment projects (adapted from Harris et al. [163] with permission)
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Methods to encourage those making decisions about ex-
penditure to consider disinvestment could be integrated
into current processes. Prompts, triggers and even
mandatory requirements to consider disinvestment
could be included in algorithms, protocols, checklists,
specific directions within purchase orders, explicit
decision-making criteria for committees, or steps in
application processes that require authorisation. Incorpor-
ating considerations for disinvestment into existing
decision-making infrastructure might be achieved quickly
and, once established, delivered with no additional costs.
Interviews with staff and analysis of health service docu-
ments found that Monash Health had very clear procedures
for purchasing but less clear processes for capital expend-
iture. Only one prompt to consider disinvestment was iden-
tified in the wide range of decision-making contexts
investigated. The application form for introduction of new
TCPs asked applicants to identify current practices that
could be discontinued when the new TCP was introduced.
Meetings were held with procurement staff to discuss

evidence-based resource allocation processes and con-
sideration of disinvestment. Positive outcomes included
participation of the Procurement Manager in the

Technology/Clinical Practice Committee (TCPC) meet-
ings regarding introduction of new TCPs, clarification
of authorisation processes for new equipment or con-
sumables prior to purchase, and inclusion of a CCE
staff member on the Clinical Purchasing Committee to
facilitate evidence-based decision-making. However no
changes regarding identification of opportunities for dis-
investment were implemented. The Purchasing Policy
Guidelines were due for routine review and those re-
sponsible welcomed participation of the SHARE team
to address these issues; however the review was not
undertaken during the life of the SHARE Program.
Discussion
There are discussions in the current literature about
smart, innovative and evidence-based purchasing [41,
42] and the need to consider economic evaluations in
purchasing decisions [43], but we were unable to find
mention of purchasing or procurement processes be-
ing used to identify local disinvestment opportunities.

2. Guideline and protocol development
In addition to processes that allocate funding, systematic
mechanisms for allocating non-monetary resources

Fig. 4 Taxonomy for evaluation and explication of disinvestment project (adapted from Harris et al. [163] with permission)
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Table 1 Factors influencing resource allocation at Monash Health

Positive Negative

External environment

▪ Legislation, regulations, national and international standards, and
professional standards must be followed. This provides clarity and
certainty for some decisions

▪ International bodies and national agencies of other countries provide
evidence-based recommendations for use of health technologies,
clinical practices, models of care, etc. Systematic reviews and Health
Technology Assessments are also available.

▪ The Australian government provides evidence-based recommendations
for use of medical and surgical procedures and drugs

▪ Monitoring, evaluation and reporting of outcomes was required for
government funded projects

▪ Department of Treasury is interested in supporting disinvestment
initiatives but requires details of savings. If savings or reinvestments can
be quantified the department may provide more funding

▪ Some decision-makers are unaware of mandatory requirements
▪ Decision-makers are frequently unaware of evidence-based resources.
▪ Due to lack of time, knowledge and skills decision-makers do not actively
seek these resources when making decisions and do not differentiate
between high and low quality resources.

▪ Not all medical and surgical procedures and drugs are covered by
national policies; nursing and allied health practices, models of care and
clinical consumables are not covered

▪ Cost-effectiveness data is often based on modelling which is perceived
not to reflect reality

▪ It is hard to measure savings; savings are rarely realised because they
are absorbed and used to treat more patients

Organisational environment (Monash Health)

▪ Enthusiastic and dedicated staff; staff commitment to quality
improvement

▪ Organisational support from the Executive Management Team (EMT)
and Directors of Nursing

▪ The Board, EMT and Senior Managers have expressed ‘patient-centred
care’ as a priority.

▪ Involvement of people who are outside of, or uninterested in, the
politics of the organisation

▪ Transparency and accountability in decision-making was highly valued
and improved transparency and accountability at Monash Health was
desired

▪ At site level there is good ‘buy-in’ for change and people are keen to
make things work

▪ Organisational culture is difficult to change
▪ Organisational politics gets in the way
▪ Considerable pressures on the health service to reduce costs.
▪ Lack of processes for project development, implementation,
responsibility and accountability

▪ Lack of transparency in all aspects
▪ Lack of transparency and accountability in decision-making reduces
confidence; inadequate transparency and accountability was one of the
strongest messages

▪ No systematic processes to link projects across the organisation

Identification process

▪ Projects were identified reactively based on
- Government or externally mandated change such as new legislation,
regulation or standards; national or state initiatives; and product alerts
and recalls.

- Clinician or management initiatives arising from awareness of
successful projects elsewhere, conference presentations, journals and
other publications, and drug and equipment manufacturer
promotions.

- Problem solving driven by critical incidents, staff or consumer
feedback, changing population needs, changing demand for services
and budget shortfalls.

▪ Monash Health had well-documented processes for purchasing and
procurement and guideline and protocol development and high level
expertise in evidence synthesis and utilisation, data analysis and utilisation,
and system redesign

▪ General perceptions that
- financial drivers stronger than clinical drivers, ‘Sound practice is not
always affordable practice’

- impetus for change was ad hoc, there was no systematic or proactive
approach

- internal bureaucracy and red tape stifled ideas
▪ People by-pass the system and just make changes, usually not deliberate
but due to lack of awareness of processes

▪ Some applications for change are driven by pharmaceutical or
equipment manufacturers

▪ No examples of using purchasing and procurement, guideline and
protocol development, evidence from research or local data, health
economic approaches or system redesign to identify potential
opportunities for disinvestment were identified

Prioritisation and decision-making process

▪ Using research evidence and local data in decision making was
considered to be important.

▪ All respondents reported using research evidence and data in
decision-making to some extent.

▪ Many examples of cross-unit/department consultation and collaboration
for policy and protocol development and implementation.

▪ Conflict of Interest was required as a standing item on the agendas of
relevant committees. Most committees had a process for conflict of
interest for committee members, and some of those with an
application process had a similar procedure for applicants.

▪ Only one committee and one individual used explicit, documented
decision-making criteria

▪ Only one committee required explicit inclusion of research and local
data and considered the quality and applicability of this evidence. Only
one of the ten projects appraised the evidence used. The other
committees had no process to seek evidence from research. When
evidence from research and data was used it was not usually appraised
for quality or applicability.

▪ Barriers to using research evidence include no uninterrupted blocks of
time, slow computers, lack of skills in finding and analysing evidence

▪ Appropriate local data was frequently reported to be lacking,
unavailable and ‘manipulated’

▪ Decision-making ‘in isolation’, ‘fragmentation’ and a ‘silo mentality’ were
reported in relation to decisions made without consideration of the
areas they would impact upon or consultation with relevant
stakeholders.
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Table 1 Factors influencing resource allocation at Monash Health (Continued)

Rationale and motivation

▪ Reasons for previous ‘disinvestment-type’ projects to remove, restrict or
replace current practices include reducing patient harm, reducing
medication error, reducing unnecessary tests, improving
communication, standardising care, saving money and saving time.
Most projects had more than one of these objectives

▪ Perceived distinction between ‘what the hospital is concerned about
(finances, organisational capacity and risk management) and what the
clinician is concerned about (patients)’.

Proposal for change

▪ When the benefits of the proposed practice change are clear and
observable

▪ When there is clarity, relevance, credibility and reliablity of research
findings

▪ Availability of quality and timely local data
▪ Sustainability more likely if a range of staff involved, ‘bottom-up’
approaches to change used and monitoring of outcomes undertaken

▪ Lack of baseline data meant that potential adopters were unable to see
the benefit or relevance to their situation resulting in less ‘buy in’ and
poor uptake.

Potential adopters

▪ Having the appropriate profession engaging others in change process,
for example nurses should be implementing projects with nurses, not
pharmacists

▪ Flexible and adaptable staff

▪ Resistance to change
▪ Staff cynicism about the importance of changes and relevance to them
▪ Some clinicians insist on autonomy in their areas of expertise

Potential patients

▪ Many respondents supported increased consumer participation and
were planning to act upon this

▪ Only one committee included consumer representation in decision-making.
▪ Several respondents thought that consumer representation on their
committees would be inappropriate or that consumers had insufficient
technical understanding to participate.

Implementation plan

▪ Decisions made at program level that involve multiple wards,
departments or sites are usually implemented by multidisciplinary teams

▪ Allowing wards to nominate themselves for participation in projects
▪ ‘Bottom up’ approach to develop individual implementation plan in
each ward

▪ Those with project ‘champions’ unanimously considered champions
important to the success of the project.

▪ Lots of preparation including training and communication with all
stakeholders

▪ ‘Bottom up’ training to gain staff ‘buy in’ combined with ‘top down’
supportive strategy

▪ Training or education included passive methods using posters and
memos, interactive learning on new equipment and participatory
approaches involving staff in design and implementation.

▪ Things take a long time to implement, to the point that they ‘fall off the
agenda’

▪ Variability in current practice and lack of standardisation increases
number of practices to change

▪ Large size, nature and diversity of the organisation increases complexity
of implementation across departments with different needsLack of
effective implementation pathways

▪ Lack of infrastructure, technical support and resources
▪ High staff turnover in the organisation, particularly agency nurses and
junior staff, increases difficulty in communication and implementation

▪ Organisational culture is difficult to change
▪ Organisational politics
▪ High staff turnover in projects diminishes organisational knowledge and
expertise and increases training requirements

▪ Competing priorities
▪ Lack of time, undertaking projects while continuing normal clinical duties
▪ One project had no implementation plan
▪ Education and training is not well provided for part-time and night staff

Evaluation plan

▪ Evaluation and monitoring were considered important and had broad
support

▪ Routine clinical audits and monitoring of adverse events undertaken for
hospital accreditation purposes provided indirect evaluation of
decisions in some situations.

▪ No requirements for evaluation of outcomes of decisions or projects.
▪ Most committees had no planned evaluation of outcomes of decisions
or implementation projects.

▪ Quality and Risk Managers are not included at the beginning to help
with collection of baseline data and evaluation design

Implementation and evaluation resources

▪ Finding others who have done the same work for support, advice and
information

▪ Establishing Working Parties and Steering Committees for support,
endorsement, troubleshooting

▪ Project leader whose primary role is ‘at the coal face’
▪ CCE was establishing an in-house Evaluation Service at the time of
these interviews

▪ Use of pre-existing, pre-tested tools from other organisations eg audit
tools

▪ Provision of extra staff

▪ Unrealistic project timelines
▪ Lack of knowledge, skills and confidence in project management,
change management, evaluation methods and tools, and use of
information technology. These barriers were exacerbated when
interventions were complex and required high levels of training

▪ Lack of/inadequate project management and communication resulted
in multiple people making inconsistent changes

▪ Some project staff felt isolated and would have liked support from
others who had done the same or similar work

▪ It was not always clear who was responsible for project management
▪ Staffing issues, including leave, mean that a lot of projects are on hold
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were also recognised by repondents as potential
methods to identify disinvestment opportunities. Local
guidelines and protocols determine allocation of re-
sources for specific conditions, patient groups or clinical
procedures by stipulating use of drugs or equipment,
recommending diagnostic tests, selecting health profes-
sional groups, prioritising staff time, specifying referral
mechanisms and allocating capacity in clinics, operating
rooms and other facilities. There are potential oppor-
tunities for disinvestment in all of these activities.
Prompts, triggers and mandatory requirements to con-
sider disinvestment could be introduced into document
development and authorisation processes. Require-
ments for local guidance to be based on the best avail-
able evidence would ensure that harmful, ineffective or
inefficient TCPs would be identified in the systematic
review process and steps to discontinue these prac-
tices could be included in the resulting guidance docu-
ment. Evaluation, audit and review of guidelines and

protocols may also identify opportunities for disinvest-
ment. Mechanisms involving local guidelines and proto-
cols could be implemented quickly and, once established,
delivered with no additional costs.
The CCE staff members involved in SHARE were sim-

ultaneously developing a new Policy and Procedure
Framework for Monash Health. No examples of using
local guideline and protocol development to identify
disinvestment opportunities were identified from the
literature or local consultations in this process.
A prompt to consider whether any current practices

could be discontinued was included in the instructions
to developers of guidance documents. “If the procedure
involves introduction of new practices, identify the
current practices that are being replaced. Cessation or re-
striction of specific activities in current practice must be
addressed with active interventions in the same way as
introduction of new practices.” [44]. A requirement that
a systematic review process was followed and a checklist
recording the steps undertaken were also included.
After developing the new framework, CCE staff

handed it over to the department that had responsibility
for organisational documents for implementation and
ongoing governance. The disinvestment prompts and re-
quirement for systematic reviews, along with other in-
structions, were removed by the implementers with the
intention of making the process less onerous for docu-
ment developers.
Discussion
Several authors refer to the potential to use guidelines
for implementation of disinvestment recommendations
[45–49] but we have not found any discussion of local
guideline and protocol development being used as a
method to identify disinvestment opportunities.

3. Proactive use of published research
Scoping searches of the health databases in preparation
for the literature review revealed a growing body of evi-
dence about practices that are harmful, of little or no

Table 1 Factors influencing resource allocation at Monash Health (Continued)

▪ Availability of extra funds enhanced implementation and evaluation, eg
introduction of the National Inpatients Medication Chart had external
funding specifically for implementation and evaluation

▪ Some clinical pathways involve no additional costs
▪ Some projects were provided with adequate resources for
implementation and evaluation

▪ Some wards had additional staffing for education support and clinical
nurse support. These were invaluable resources for practice change,
protocol development and implementation.

▪ Some projects had external funding from DHS, universities, etc. for staff
or infrastructure costs

▪ CCE ran training programs in finding and using evidence,
implementation and evaluation

▪ Six of 10 projects had training for project staff in change management,
leadership or IT skills.

▪ High staff turnover in projects diminishes organisational knowledge and
expertise and increases training requirements

▪ No specified evaluators with appropriate training or expertise had been
utilised by the respondents

▪ A lack of data was seen to contribute to the current state of ‘little or no
process of evaluation’.

▪ Lack of/inadequate funding, lack of information about available funding
▪ Funding for new equipment frequently did not include funding for
training staff to use it or the consumables required.

▪ Many projects were to be carried out ‘within existing resources’.
Respondents noted that they either did unpaid overtime or aspects of
the project were not undertaken.

▪ Staff dissatisfaction with the expectation of their superiors that they will
do more work within existing resources

Table 2 Additional systematic methods to identify potential
disinvestment opportunities in a local health service

▪ Consider disinvestment explicitly in long term planning exercises

▪ Discuss principles of disinvestment and examples of successful projects
at department/unit meetings, educational events, etc

▪ Assign member of decision-making committees to look for disinvestment
opportunities in their 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

▪ Encourage 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

▪ Introduce thinking about disinvestment into quality improvement
training programs
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clinical benefit, or where a more effective or cost-
effective alternative is available. Searches for evidence-
based disinvestment opportunities could be undertaken
and the findings delivered directly to decision-makers.
Workshops with the Steering Committee determined that
to avoid wasting time and resources considering informa-
tion that does not represent the best available evidence,
only high quality synthesised information such as sys-
tematic reviews, health technology assessments and
evidence-based guidelines should be used proactively to
drive decisions.
It was clear from interviews with decision-makers that

Monash Health had no mechanisms to use research evi-
dence proactively. The SHARE team developed a cata-
logue of disinvestment opportunities to enable this
(Additional file 1: Table B). Searches were undertaken in
known sources of high quality synthesised evidence to
identify TCPs which were demonstrated to be unsafe,
not effective or not cost-effective [50–54]. This was
supplemented with information from evidence-based
publications specifically focusing on disinvestment
[55, 56]. A taxonomy was developed to classify publi-
cations by Bibliographic Source, Type of technology/prac-
tice, Disease group, Age, Gender, Healthcare setting,
Professional group, Specialty, Outcomes, Author’s
recommendations and Links to original documents.
Classifications were based on existing definitions from
the National Library of Medicine Medical Subject Head-
ings (MeSH) [57]; International Statistical Classification of
Diseases and Related Health Problems, Tenth Revision,
Australian Modification (ICD-10-AM) [58]; McMaster Evi-
dence Updates [59]; and Academy Health Glossary of
Terms Commonly Used in Health Care [60]. When suitable
definitions were unavailable, additional classifications were
created and defined to meet Monash Health needs. Poten-
tial disinvestment targets were also captured opportunistic-
ally by SHARE participants from conferences, journal
articles, email bulletins and awareness of practice else-
where. The project team reviewed research evidence to
validate the claims and, if appropriate, add them to the
catalogue, bringing the total to 184 TCPs. An algorithm
for identifying disinvestment projects from a catalogue
of potential TCPs was developed, based on an algo-
rithm previously developed for introduction of new
TCPs [2]. To prevent unnecessary resource use, the infor-
mation is requested in stages, each stage predicated on a
positive decision at the stage before (Fig. 5). To minimise
the impact on busy clinicians and managers, work that
does not require high level skills is undertaken by a project
officer. To facilitate objective and trustworthy decisions,
work that does require high level skills is undertaken by
independent experts proficient in evidence appraisal
and analysis of health service data, and transparent cri-
teria are used in deliberation. Local information from

policies and procedures, in-house knowledge and ex-
perience regarding applicability, and routinely-collected
health service utilisation data, are used to inform the
decision to proceed with a disinvestment project.
The planned activities were not undertaken. The ad

hoc approach to identifying disinvestment opportunities
discussed below dominated the selection process, leaving
no time to develop or apply the proposed systematic
methods. The transparent criteria for decision-making
were not developed, the catalogue of disinvestment oppor-
tunities was not used to identify a potential disinvest-
ment project, and none of the TCPs demonstrated to
be harmful, ineffective or inefficient from the research
literature were considered by the Steering Committee.
Discussion
The concept of a catalogue of disinvestment opportun-
ities has been discussed widely in the literature under
the more recently coined term ‘low value’ lists. Lists are
being developed by governments and health agencies [55,
61, 62], commissioners of health services [63], professional
bodies [47, 64, 65] and researchers [66–68]. Some of these
lists are derived from research evidence, some are based
on expert opinion and others from a combination of the
two. Although removing practices of little or no value
clearly has merit, the definition of ‘low value’ is not always
explicit and the validity and appropriateness of some of
the lists and the ethics of their application have been ques-
tioned [67, 69–73]. Duckett and colleagues separate them
into ‘top down’ and ‘bottom up’ approaches, noting that
each has benefits and drawbacks [74]. The ‘top down’ ap-
proaches, such as the UK National Institute for Health
and Clinical Excellence ‘Do Not Do’ Recommendations
[55], are described as providing the most consistent, ob-
jective, transparent and relevant evaluations. The ‘bottom
up’ approaches, such as the Choosing Wisely program be-
ing replicated in national campaigns across the world
[75], highlight potentially ‘low value’ treatments and
tests so that clinicians and consumers can consider the
relative benefits in their specific situations. Potential
users of ‘low value’ lists may wish to confirm the basis
for claims made, in particular the definition being used
and the use of systematic review evidence in the inclu-
sion process.

4. Proactive use of local data
Respondents in the interviews and workshops to iden-
tify potential settings and methods for disinvestment
noted that hospitals and other health facilities rou-
tinely collect large amounts of data. Three approaches
to targeted analysis of routinely-collected data to dis-
cover opportunities for disinvestment were identified.

1. To identify areas where disinvestment might have
the greatest impact, such as TCPs associated with
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high volume, high cost, extended length of stay or
high rates of adverse events, readmission or re-
operation.

2. To investigate variations in practice between
organisations, departments and individuals, or over
time, that might indicate overuse or inappropriate
practices.

3. To explore less commonly used data sources such as
complaints registers or patient satisfaction surveys
for emerging themes related to inappropriate or
undesirable practices.

Interviews with Monash Health decision-makers found
that they often used local data to understand problems
or develop solutions, but they did not use it pro-
actively to review current practice, seek opportunities
for improvement or drive priority setting. While

Monash Health was reported to be very responsive to
incident reports and complaints on an individual case
basis, there were no processes to consider this body of
data, seek out patterns or identify areas of concern for
further action.
The first two approaches were to be explored within

the activities of the proposed Data Service (Aim 3 Fig. 1),
but unfortunately this could not be established, mainly
due to limited staff capacity and problems with local
data access and coordination [15]. The third approach
was to be considered in a consumer engagement frame-
work [40], however the incident reporting software and
consumer information available from other sources was
thought to be inadequate for aggregation and meaning-
ful interpretation, problems that have since been re-
solved but which prevented exploration at the time.
Due to these local barriers, proactive use of health

Fig. 5 Algorithm for identifying disinvestment projects from an evidence-based catalogue of potential TCPs
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service data was not employed to identify disinvestment
targets for pilot projects.
Discussion
There is a large body of literature on examination of
practice variation [76]. Two recent studies have used
practice variation in national and regional settings spe-
cifically to identify ineffective practices and note the po-
tential to do so within local health services, or for health
services to benchmark against their counterparts [21,
74]. Hollingworth et al. note that many procedures with
the highest variability are often not on the ‘low value
lists’, indicating additional possibilities to identify dis-
investment opportunities from this approach [21]. Use
of local data clearly has potential but problems with data
validity, reliability, comprehensiveness and degree of
sensitivity to disinvestment requirements remain signifi-
cant barriers [5, 7, 21, 48, 77, 78]. In the same way that
the algorithm described above uses local data to sub-
stantiate a decision to disinvest a TCP arising from
research evidence, research evidence would inform a de-
cision arising from local data by identifying best practice
in the relevant area and confirming whether change is
needed and what the appropriate alternatives are [38].

5. Economic approaches to priority setting
The literature review exploring the concepts and impli-
cations of disinvestment in a local health service found
that economic approaches had been used to identify dis-
investment opportunities and had potential to do so at
Monash Health. Priority setting exercises use economic
principles to determine which practices, programs or ser-
vices to introduce, maintain or remove. Decision-makers
weigh up options for investment and disinvestment and
select their preferred alternatives using pre-determined
criteria established by the stakeholders.
Local respondents were not familiar with health eco-

nomic methods for priority setting. The subsequent
literature review focused on identifying examples of eco-
nomic methods found two existing reviews that analysed
and compared priority setting exercises [79, 80]. Four
methods met the criteria of economic analysis applicable
at the local health service level; however all of these have
limitations in their ability to identify disinvestment op-
portunities in this context. Health Sector Wide (HsW)
Priority Setting, Quality Adjusted Life Year (QALY)
league tables and Generalised Cost-Effectiveness Ana-
lysis (GCEA) rely on economic evaluation data, making
them unsuitable for decisions involving TCPs which do
not have any available published economic evaluations
[80–82]. GCEA is generally used to make shifts within
departmental budgets, rather than across departments
or programs [82], also limiting application in the local
setting. HsW is designed to shift the focus away from
program budgets towards well-defined target populations

with particular health problems [81], however health ser-
vice funding allocation is not based on condition-specific
populations. Program Budgeting and Marginal Analysis
(PBMA) is the most widely used method; the process is
well-tested and guidance is available [79, 83]. It applies
the principles of opportunity cost and marginal analysis
to determine priorities for health program budgets in the
context of limited resources [84]. PBMA has been pro-
posed as a method of ‘rational disinvestment’ [85].
These findings were summarised in a discussion paper

and debated at a workshop with the SHARE Steering
Committee. Although a health economist had been en-
gaged as a consultant to the SHARE Program, Monash
Health had no plans to establish in-house expertise in
health economics. The lack of ongoing health economics
capability was the key factor in the decision that priority
setting exercises were not feasible at Monash Health.
Discussion
Although decision-makers acknowledge the usefulness of
PBMA, it remains quite difficult to achieve in practice
[5, 77, 84]. The major limitations for all priority set-
ting approaches include lack of standardisation in
cost-accounting, lack of sufficient high quality data to
inform decision-making, and lack of time and skills
to undertake the process and implement the decisions
[5, 9, 77, 78, 83–85].

6. System redesign
The early scoping searches of the health literature also
identified system redesign as another potential method.
It is a familiar process in health services and offers a
well-accepted context to introduce practice change. System
redesign describes a range of methods and tools that have
been adapted for use in health care including Lean thinking
[86], Clinical process redesign [87], Program Logic mapping
[88], Plan Do Study Act quality cycle [89] and Failure
Mode Effect Analysis [90]. System redesign could be in-
tegrated into a systematic organisational approach to
disinvestment.
Information was gathered from another focused litera-

ture review to identify examples of system redesign,
methods, tools and resources required; and from inter-
views to investigate system redesign within Monash
Health. The literature review was unable to identify ex-
amples of system redesign that specifically related to re-
source allocation decisions for TCPs and, although there
was extensive expertise in system redesign at Monash
Health, none of the respondents could recall any pro-
jects driven by decisions related to resource allocation.
However, some of the reported reasons and motivation
for system redesign are consistent with principles of dis-
investment, for example better use of existing resources,
maximising value and eliminating waste, increasing effi-
ciency and reducing duplication of services [91–93].
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Monash Health respondents noted that, although dis-
investment is not usually an aim of redesign processes, it
may be an outcome.
These findings were summarised in a discussion paper

and debated at a workshop with the SHARE Steering
Committee. The committee decided that system re-
design methods would not be used specifically to iden-
tify opportunities for disinvestment, but they may be
useful in implementing decisions to disinvest and this
should be considered for future projects.
Discussion
The potential for system redesign as a useful approach
to implementing disinvestment has been confirmed in
more recent literature [9, 18, 62] and also suggested as a
method to quantify disinvestment [62]. Applying the ter-
minology of ‘system redesign’ has also been advocated as a
strategy to increase the likelihood of implementation by
avoiding the negative connotations of the word ‘disinvest-
ment’ [18, 94].

7. Expression of Interest
A method of rapidly identifying disinvestment opportun-
ities for pilot projects was needed. The Steering Com-
mittee proposed that an Expression of Interest (EOI)
process where health service staff nominated their own
projects could potentially provide quick results.
Monash Health staff were invited to submit applica-

tions to receive training and support from the SHARE
Program for a disinvestment project. An EOI form was
drafted to include criteria agreed by the SHARE Steering
Committee. To facilitate completion of the new docu-
ment, the content and format of existing Monash Health
templates familiar to the applicants were adapted to ad-
dress the EOI requirements. A disinvestment project
was defined as one that removes a TCP that is unsafe or
ineffective, restricts a TCP to more appropriate patient
groups, or replaces a TCP with an equally safe and ef-
fective but more cost-effective option. Training in imple-
mentation and evaluation methods was provided by the
Capacity Building Service. Support available from the
Project Support Service included administration; pro-
ject planning and implementation advice including ana-
lysis of barriers and enablers; evaluation advice including
establishing systems to monitor and evaluate change and
identify sources of data; and economic evaluation or
cost comparison study (methodology determined by
SHARE health economist). Clinical trials and projects
already underway were excluded.
Invitations to submit an EOI were distributed via the

Clinical Program Directors. Two applications were
received.
Discussion
Three more-recently published frameworks for disinvest-
ment also propose applications from stakeholders in the

identification process [95–97]; however the effectiveness
of this approach has not been established [21, 98].

8. Ad hoc submission process
Many ad hoc proposals for potential disinvestment pro-
jects were received. At each meeting, members of the
Steering Committee nominated TCPs which the SHARE
team were asked to investigate. This process was given
priority over development of criteria to ascertain suitable
TCPs from the catalogue of evidence-based project oppor-
tunities. Each proposed TCP had one or more attributes
that made it seem promising, but no assessment using ex-
plicit criteria was undertaken. Seventeen TCPs were nomi-
nated in this way.
Including the two EOIs, 19 TCPs were investigated as

potential pilot disinvestment projects. The nature of the
change and reason for nomination are summarised in
Table 3.
Discussion
Proposals based on individual’s observations or local
knowledge have been referred to as “soft intelligence”
[21]; this has been described in attempts at disinvestment
by others and noted to be unsustainable [21, 23, 99].

What methods are available for prioritisation and
decision-making to initiate disinvestment projects in a local
health service? What were the processes and outcomes of
application of these methods at Monash Health?
Prioritisation framework and tool
The priority setting exercises described above clearly
include a prioritisation process, however initiatives that
identify disinvestment targets by other means may need
a specific prioritisation process to choose between the
available options.
A literature review to identify frameworks and tools

for prioritisation found a Spanish guideline and assessment
tool specifically for disinvestment [100], a framework for
priority setting in the Australian context [101, 102], a guid-
ance document for prioritisation of new or existing tech-
nologies [103], and two systematic reviews and an overview
of international practice in prioritisation of new technolo-
gies [104–106]. Consultation with local informants identi-
fied that replacement of high cost medical equipment had
to meet the requirements of the state government Medical
Equipment Asset Management Framework (MEAMF). In-
terviews with local decision-makers identified that there
were no decision-making settings at Monash Health where
disinvestment was explicitly considered, hence nowhere to
pilot prioritisation tools. The Steering Committee directed
the SHARE team to develop a tool that could apply to both
investment and disinvestment and pilot it in the annual
capital expenditure funding round.
The Australian priority setting framework [101, 102]

was adapted for use as a local template and the Spanish
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Table 3 Potential disinvestment projects

Potential projects and reason for nomination Source Result of investigation

1. Reduce ordering of ‘routine’ diagnostic tests in specific
setting as thought to be unnecessary and result in increase
risk of adverse events and increased costs to hospital
and/or patient

Committee member Not investigated: Further clarification of problem
postponed in favour of subsequent proposals

2. Reduce ordering of diagnostic tests in specified setting
due to lack of evidence of benefit and concern about
validity, reliability and performance of equipment

Committee member Not investigated: Further clarification of problem
postponed in favour of subsequent proposals

3. Reduce ordering of diagnostic tests in specified setting as
thought to be of little diagnostic value

Committee member Not investigated: Further clarification of problem
postponed in favour of subsequent proposals

4. Replace equipment with alternative to reduce adverse
events and improve patient outcomes in specified patient
group resulting in cost savings

Project champion Not investigated: Project identified too late to be
completed within SHARE timelines

5. Replace diagnostic test in specified patient group for one
thought to be more appropriate

Committee member Investigation not completed: Directed by Steering
Committee to pursue Therapeutic Equivalence projects

6. Reduce admission of specified patient group as thought
to be unnecessary in many cases

Committee member Investigation not completed: Directed by steering
committee to pursue Therapeutic Equivalence projects

7. Replace drug with lower cost but equally effective
alternative in appropriate cases as project being undertaken
anyway and it would be good way to learn about the
change process

Therapeutic Equivalence
project

Rejected: Project was already underway

8. Replace drug with lower cost but equally effective
alternative in appropriate cases as project being undertaken
anyway and it would be good way to learn about the
change process

Therapeutic Equivalence
project

Rejected: Project was already underway

9. Reduce use of therapeutic intervention due to concerns
about safety and effectiveness

Committee member Rejected: Lack of clarity regarding explicit problem,
patient groups, etc.

10. Reduce use of therapeutic intervention as thought to
have no evidence of benefit

Committee member Rejected: Evidence for change unclear

11. Reduce use of therapeutic intervention as thought to
have no benefit over less expensive alternative

Committee member Rejected: Preference to wait until large RCT underway
at the time provided conclusive evidence

12. Reduce ordering of ‘routine’ diagnostic tests in specified
setting as thought to be unnecessary, result in increase
risk of adverse events and increased costs to hospital
and/or patient

Committee member Rejected: Specific setting already planned to be
investigated by others in organisational review but
timing was unspecified

13. Cease use of therapeutic intervention in specified
patient group due to published debate questioning
effectiveness

Committee member Rejected: Evidence not relevant to local patient population

14. Reduce ordering of ‘routine’ diagnostic tests in
specified patient group as thought to have no
evidence of benefit

Committee member Rejected: Department could not provide backfill to
replace project champion who would undertake project

15. Reduce use of therapeutic intervention in specified
patient group due to concerns about patient safety,
not recommended in clinical guidelines used
elsewhere

Committee member Decision postponed: While proposer confirmed evidence
Rejected: When discovered that project had commenced

16. Replace therapeutic intervention in specified patient group
with one considered to be safer, more effective and more
cost-effective and funded by state health department

VPACT project Accepted then Withdrawn: Clinicians became aware of
additional evidence and elected to undertake RCT

17. Restrict use of therapeutic intervention in specified patient
group as local practice thought to be inconsistent with
recently published national guidelines

Expression of interest Accepted then Withdrawn: Clinicians not convinced by
evidence, local practice found not to be inconsistent

18. Reduce ordering of diagnostic tests considered to be
inappropriate in certain unspecified situations

Expression of interest Accepted then Rejected: Inopportune timing due to
external accreditation process and introduction of new
computer database and electronic ordering system

19. Replace therapeutic intervention in specified patient group
with one considered to be safer, more effective and more
cost-effective and funded by state health department

VPACT project Accepted: Project undertaken with SHARE support but
evaluation incomplete due to loss of funding prior to
completion of implementation
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PriTec prioritisation tool [100] was modified to address
MEAMF requirements and include relevant elements
from the TCPC application forms [2]. Equivalent criteria
for comparison of non-clinical technologies such as infor-
mation technology and building works were developed as
they are considered alongside health technologies in the
capital expenditure process. The tool included methods of
establishing criteria, a suite of domains from which criteria
could be selected, potential questions that can be asked
within each domain, scoring systems, processes for
weighting criteria and a template to record decisions.
These were workshopped with the Steering Committee
and members of the Capital Expenditure Committee and
refined based on their feedback. The tool was not tested;
the capital expenditure process was cancelled in that year
as Monash Health had no spare capital.
Discussion
Subsequently, lists of criteria for consideration in priori-
tisation and decision-making have been published for dis-
investment [22, 107–110], resource allocation [111, 112]
and general decision-making [113], and software applica-
tions are now available to facilitate prioritisation processes
[83, 114]. Other more recent publications have noted that,
like Monash Health, most decision-makers use their own
prioritisation matrix based on simple spreadsheets or
business case templates and that this variety of tools
makes it difficult to compare costs and outcomes
within and between agencies [9, 77, 94].

Decision-making to proceed with a disinvestment project
Prioritisation tools primarily focus on characteristics in-
trinsic to the TCP. However additional criteria may in-
fluence whether a TCP is selected to be the focus of a
practice change initiative. These might be factors that
affect the outcome of a project such as likelihood of suc-
cess or sustainability and potential usefulness of the
evaluation, or pragmatic features that enhance initiatives
chosen specifically as pilot or demonstration projects
such as opportunities for ‘quick wins’.
Criteria for the EOI process were developed based on

information from the literature and stakeholder consul-
tations, and refined in consultation with the SHARE
Steering Committee. The EOI criteria stipulated that the
project must be based on high-quality evidence, be en-
dorsed by Program and Department Heads, have appro-
priate resources allocated to undertake the project, have
a documented clinical pathway and clear measurable
outcomes. These and additional criteria that emerged in
general discussion during SHARE meetings are outlined
in Table 4. However no explicit decision-making criteria
were established to prioritise or make final decisions re-
garding pilot projects.
The decisions made were pragmatic, based on likeli-

hood of ‘quick wins’ and unspecified factors related to

the proposed TCP. Prioritisation did occur, but the rea-
soning was not transparent. The final outcomes and
reasons for the decisions are summarised in Table 3. Of
the 19 proposed TCPs, four were not investigated as
the Steering Committee directed the SHARE team to
disregard them in favour of subsequent proposals
which were thought to have greater potential; two had
incomplete investigations for the same reason; and nine
were rejected for a range of issues. Four applications
were accepted. The first was withdrawn almost immedi-
ately by the clinical project leaders who became aware of
additional evidence that reduced their confidence in the
original decision and elected to undertake a randomised
controlled trial (RCT) instead. The second had moved into
the development and planning phase when the clinical
project leaders initially questioned the evidence underpin-
ning the guideline recommendation they were implement-
ing, and subsequently decided that the practice to be
disinvested was not routinely performed at Monash
Health. The third had potential as a disinvestment activity
but was not well defined. The SHARE team worked with
the clinical project leaders to identify and quantify the
problem and clarify the proposed practice change; how-
ever the project was withdrawn when it became clear that
external factors would prevent it from being achieved
within the original SHARE timelines (this decision was
made prior to reduction of funding in the final year of the
program). The fourth project went ahead. Two of the four
projects accepted were from the EOI process and the
other two had external funding from the Victorian Policy
Advisory Committee on Technology (VPACT). VPACT
funding was provided to implement new technologies,
however both projects had an element of disinvestment as
the new TCPs were replacing a clearly identified current
practice.
Discussion
Deciding between several alternatives can be a complex
process requiring consideration of multiple factors. This
has been addressed in more recently developed tools.
Multi-criteria decision analysis (MCDA) allows consider-
ation of all factors simultaneously [115, 116] and Ac-
countability for Reasonableness (A4R) is based on four
principles ensuring that decisions are relevant, transpar-
ent and able to be enforced and appealed [117]. MCDA
is the foundation for the Star model (socio-technical al-
location of resources) [118–120] and the EVIDEM
framework (Evidence and Value: Impact on DEcision
Making) [121]; both of which have been piloted, revised
and produced resources to aid implementation. A4R
is the basis for the 6-STEPPPs tool (Systematic Tool
for Evaluating Pharmaceutical Products for Public
Funding Decisions) [122] and A4R and MCDA have
been combined in other decision-making applications
[115, 123].
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What methods are available to develop, implement and
evaluate disinvestment projects in a local health service?
What were the processes and outcomes of application of
these methods at Monash Health?
The initial literature review and survey of external experts
did not identify any information to guide development,
implementation or evaluation of disinvestment projects in
the local health service context. Interviews and workshops
with Monash Health staff found that, although they did
not use the specific term, they had experience of ‘dis-
investment’ processes and other resource allocation activ-
ities. Most of the issues they identified (Table 1) were
consistent with well-recognised factors such as the effect
of organisational culture, value of stakeholder involve-
ment, and lack of time, skills and resources. Others were
less well-known such as unrealistic project timelines, the
importance of support from colleagues who had done
similar work, and lack of organisational processes for pro-
ject development, implementation, evaluation and govern-
ance. Respondents also identified needs for assistance
including capacity-building, provision of expertise, prac-
tical support tailored to needs of individual units and
health professional groups, and incentives for change.

Only one of the proposed pilot disinvestment projects
reached the implementation stage (Table 3). Nursing
and allied health staff were introducing a non-surgical
technique in a subset of patients currently being treated
with a surgical procedure. The surgeons were happy to
relinquish these cases to reduce the waiting time for
their other patients.
The clinical project team attended workshops on

evidence-based change, implementation and evaluation
and worked with SHARE staff to develop project, imple-
mentation, evaluation, reporting and cost-comparison
plans. The funding agency required Monash Health to
include four other health services in this project but no
additional time or resources were provided. Many of the
activities in the planning and development phase of the
project were not undertaken as this time was spent liais-
ing with the other health services. Analysis of barriers
and enablers was delayed until midway through the im-
plementation process which precluded development of
strategies to avoid or minimise problems before they
arose; however identifying actual, rather than anticipated,
influencing factors provides more accurate information
for future use (Table 5). The Project Support Service pro-
vided assistance in identifying indicators to meet reporting
requirements; designing and developing a data collection
tool and purpose-built database; training in data entry and
analysis; liaising with data providers, statisticians and the
SHARE health economist; and ongoing problem solving.
As the SHARE Program concluded earlier than ex-

pected, the implementation phase had not been completed
and the planned evaluation was not undertaken. While we
understand that the new technology was implemented
and the transition from the old procedure to the new pro-
cedure was generally successful, final outcomes were not
measured. The clinical project team agreed to complete
the same template used by the SHARE project team to
capture their experiences: ‘what worked, what didn’t work,
how could it be improved?’ There is considerable overlap
between these findings and the barriers and enablers. They
have been combined and collated under the headings of
the determinants of effectiveness in Table 5. Many of these
are context-specific relating to the clinical procedure,
requirements of the funding body, and relationships be-
tween stakeholders; however others identify issues
likely to be common to local healthcare settings such
as impact on other departments, difficulties moving be-
tween sites or finding new clinical accommodation, and
one health professional group not accepting the role of
another. The benefits of in-house expertise and support
provided for development, implementation and evaluation
were highlighted.
Discussion
The current literature acknowledges generic needs for
implementation strategies and methods for monitoring

Table 4 Examples of criteria for selection of disinvestment
projects considered in the SHARE Program

Criteria in the SHARE Expression of Interest application

▪ The project must aim to remove, restrict or replace a technology or
clinical practice

▪ There must be high-quality evidence for the proposed change (as
indicated by existing systematic review or body of evidence from
peer reviewed articles)

▪ Department and Program heads endorse the proposed change
▪ Department or Program agrees to provide EFT/project leader to
implement the proposed change

▪ The current clinical pathway is documented or a commitment is given
to document this pathway before the project begins

▪ There are clear, measurable outcomes and ability to collect baseline
and comparison data

Criteria that may increase the likelihood of project success or sustainability

▪ Project leaders who have the power to make change happen in their
area of responsibility such as Unit Managers or Department Heads

▪ Project champions who are respected and trusted by the potential
adopters

▪ Interested, engaged clinicians working in the topic area
▪ Available funding
▪ Projects that propose reallocation of resource savings

Criteria that may be useful for selection of pilot or demonstration
projects in disinvestment

▪ Projects that are already planned for another reason that also contain
an element of disinvestment

▪ Projects to introduce a new TCP where disinvestment of an existing
practice can be made a focus of the project

▪ Opportunity for a ‘quick win’

Criteria that may increase the usefulness of a pilot or demonstration
projects in disinvestment

▪ Projects that are required to collect detailed data, for example
reporting requirements of external funders

▪ Projects with robust data at baseline
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and evaluation of disinvestment outcomes. In concert
with the responses from Monash Health staff, several
authors call for dedicated resources and in-house “re-
source centres” to provide expertise, access to relevant
methods and tools, and education, training and capacity-
building [9, 11, 95, 124, 125]. A guideline for disinvestment
details eight steps in an Action Plan [96], some authors
note principles for implementation and others discuss bar-
riers and enablers [98]. A range of theoretical approaches
to facilitate implementation of disinvestment decisions has
been proposed but the authors do not report application or
evaluation of these strategies in the disinvestment context.
These include communication and educational materials
[6, 7, 63, 70, 107, 109]; financial incentives and pay-for-
performance [46, 70, 109, 126, 127]; reinvestment of re-
sources saved [8, 18, 107, 128]; clinical champions [18, 77];
clinical pharmacists to monitor and advise prescribers
[129]; quality standards [70, 127]; professional standards,
maintenance-of-certification activities and practice audit
[70]; prompts through guidelines, protocols, clinical path-
ways and decision support systems [6, 7, 24, 48, 109, 126,
127]; requirements to report variations from mandatory
guidelines [127]; monitoring and reporting of outcomes
[107, 109, 126]; public reporting of provider performance
[70, 109, 126, 127]; training and re-organisation of staffing
and equipment [107]; and “picking low hanging fruit” before
tackling more difficult projects [18]. The Schmidt frame-
work for disinvestment notes that both process and out-
come evaluations should be undertaken but provides no
other details [95]. Others propose measures for both pro-
cedure aspects and outcomes in priority setting projects
[130] and list evaluation tools linked to specific project/pro-
gram goals [131]. A systematic review summarises a range
of performance measures to assess use of low value TCPs
[132]. The deficiencies in available economic and usage
data and lack of methods for quantifying savings are
considered to be significant limitations to evaluation
[11, 24, 48, 78, 133].

What factors influenced the decisions, processes and
outcomes?
The factors identified in relation to the determinants of
effectiveness are summarised in Table 5 (pilot project)
and Table 6 (SHARE process). Due to the shortened
timelines our ability to draw conclusions is limited, but
we can describe and discuss key findings related to
process and impact in the context of known influencing
factors from the current literature.

Difficulty identifying disinvestment projects
The challenges in identifying suitable disinvestment pro-
jects are well documented. Decision-makers find it diffi-
cult to identify appropriate disinvestment opportunities
[5], even when provided with evidence-based lists of

appropriate options [48, 134]. Having made a decision,
they are often uncertain about whether it is correct [5]
and some prefer to avoid the decision and “invest to
save” as an alternative to disinvestment [18]. Decision-
makers can be enthusiastic supporters of disinvestment
in theory, but unable to select TCPs for disinvestment in
practice [21].
The experiences at Monash Health are consistent with

these. Only one suitable project emerged from 19 nomina-
tions. Three factors played a significant role in this lack of
success: dominance of an ad hoc process to select targets
for disinvestment, local barriers beyond the scope of the
SHARE Program, and lack of clarity and substance in pro-
posals for change. These are discussed below.

Non-systematic approach
The absence of standardised methods for disinvestment
decision-making is well-recognised [11, 18, 19, 23, 99]. Lack
of transparency was reported in the earlier explorations of
decision-making at Monash Health [39] and is also dis-
cussed in the literature in relation to disinvestment
processes [7, 23, 62, 77, 83, 99, 135].
Ad hoc approaches to disinvestment decisions have

been reported as “non-sustainable, reliant on chance or
not conducive to independently identifying local opportun-
ities for disinvestment” [21], compromising transparency
and leading to uncertainty [23]. The gap between rhetoric
and reality is described as the heart of the challenge re-
lated to disinvestment in healthcare policy and practice
[99]. The experience that “a lot of decisions are taken on
gut feeling” and the problematic “tendency to adopt a short
term perspective whilst searching for a ‘quick fix’ instead of
taking a whole systems perspective based on consideration
of long-term sustainability” [99] reflects the SHARE
experience.
Although the SHARE Program was underpinned by a

commitment to systematic, transparent, accountable and
evidence-based systems and processes, this was not
achieved in the process of delivering pilot disinvestment
projects. Potential target TCPs in the evidence-based
catalogue were not considered and nominations were ac-
cepted and pursued in an ad hoc manner.
SHARE had all the recognised enablers to systematic

use of synthesised evidence in decision-making [136–140].
The decision-makers understood the usefulness of system-
atic reviews, the program was committed to EBP, and the
organisational culture was supportive. The CCE team had
the appropriate skills and were sufficiently resourced to
identify and access the evidence, ensure its applicability,
highlight the relevant message and deliver it directly to
decision-makers. Yet the planned systematic approach
using synthesised evidence was not followed. The short-
ened timelines prevented exploration of the reasons for
this unexpected outcome.
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Table 5 Factors influencing the SHARE pilot disinvestment project

Positive Negative

External environment

▪ The project funders had significant impact on the project
- Political support for new technology
▪ The other health services in the consortium also had significant impact
- Collaboration with some of the other health services in writing
pathway and documents and developing database and
implementation strategies was helpful

▪ Manufacturer’s information was useful
▪ Manufacturer’s technical representative was helpful

▪ The project funders had significant impact on the project
- Monash Health informed that they had to lead a consortium of health
services in implementing the new technology, adding complexity to
the original application

- Lack of consultation in choice of partner health services
- Requirements for data collection and reporting changed during the
project

▪ The other health services in the consortium also had significant impact
- Slow and difficult to coordinate when working with other health
services

- Lack of accountability in some of the other health services
- Lack of ‘buy-in’ from other health services through the entire process

Organisational environment (Monash Health)

▪ Monash Health’s reputation as a leader will facilitate new technology
support

▪ Monash Health encourages innovation
▪ Support from Centre for Clinical Effectiveness (CCE)
▪ Support from Clinical Program Directors
▪ Support from Finance Department and having someone who can
translate the finance jargon

▪ Clinical Resource Nurse monthly meetings
▪ Nursing/Allied Health collaboration
▪ Although staff leave and secondments are difficult there can also be an
advantage of working with replacement staff who become familiar with
the project

▪ Organisational processes appear to be changing regularly
▪ Lack of clarity around organisational structures and processes eg who to
go to for what, when etc.

▪ Lack of communication eg machine delivered to a corridor on a Friday
afternoon and left unsecured over the weekend. A component was lost
and a new component had to be purchased.

▪ Relevant patient group and clinical expertise in this area located at site
A and new machine is at site B. Patients usually scheduled for surgery at
A will have to transfer to B.

▪ Sites have different cultures and processes and patients and staff will
have to adapt

▪ Impact on other departments eg Sterilisation department has to learn
new procedure

▪ Staff secondments and/or leave

Identification process (VPACT application process for introduction of new TCP)

▪ Proposed by potential adopters (nursing/allied health and surgeons)
▪ Support from CCE to provide supporting evidence
▪ Support from Clinical Information Management to provide supporting
data

▪ Application form is really long and a lot of work
▪ Lack of awareness of the workload prior to commencing work on
application

Prioritisation and decision-making process (SHARE process to determine disinvestment project)

▪ VPACT funding and endorsement
▪ Clinical project team keen to access CCE expertise and support for
project delivery

Rationale and motivation

▪ To reduce harm, improve patient outcomes, improve service efficiency,
save money

▪ Emphasis on financial/economic outcomes

Proposal for change

▪ There is good evidence to support the new technology
▪ Data on patient group, burden of disease, impact of new technology
provided in detail

▪ New technology does not cause long lasting/irreversible damage
▪ Easy to use
▪ Proposal for change is clear
▪ Relative advantage is clear: improved outcomes for both patients and
health service

▪ Endorsed by clinical leaders, good local engagement, clinical
champions

▪ Surgeons allowed to keep the theatre time and reduce their own
waiting lists (rather than reallocating to other surgical specialties or
closing theatres to realise savings)

▪ Longer time to set up than other treatment options
▪ Lots of protective clothing which can be uncomfortable
▪ Mentally and physically tiring
▪ The whole process of change including administration, training, support,
etc. is a lot of work

Potential adopters (Nursing and Allied Health staff to undertake new procedure, surgeons to reduce old procedure, junior medical staff to refer
patients appropriately

▪ Most surgeons happy to relinquish old procedure to allow them to
undertake other procedures

▪ Surgeons involved in VPACT application have become an authority on
the new technology

▪ One group of surgeons less likely to refer patients for new procedure,
do not appreciate role of podiatrist in patient care, lack of
understanding of treatment options

▪ Some surgeons/medical staff have issues with territorialism and ego
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The non-systematic approach also led to a lack of
transparency. All discussions were documented in minutes
of the meetings and there were no attempts to be covert,
however in the absence of a specified process and explicit
criteria, it was not always clear how decisions had been
made. The decisions themselves were transparent but the
methods to reach them were not.
There were four exceptions to the ad hoc approach:

two projects were based on a systematic, explicit EOI
process and two had been through a rigorous application
process for VPACT funding. These were the four pro-
jects finally accepted.

Nominations by ‘outsiders’
“Understanding how the technology got on the agenda,
where it came from and who was pushing for it” have
been reported as important factors for senior health
decision-makers [135]. When invited to nominate candi-
dates for disinvestment, clinicians frequently identified
the practices of other professional groups rather than
their own [21, 70].

This is also true of the SHARE process. Eight proposals
were made by people who had no connection with the
TCP pathway. In addition, two were proposed because
they were proceeding anyway (Therapeutic Equivalence
Program) and two were proposed by the state health de-
partment unit (VPACT) providing funding to implement
new TCPs (Table 3). In total, 12 were proposed by ‘out-
siders’. Five proposers were participants in the TCP
pathway but were not the clinicians whose practice was
nominated for change. Only three nominations were
made by the potential adopters; one was the pilot pro-
ject accepted and implemented, one was accepted as a
pilot project but was subsequently withdrawn by the
applicants and the other was nominated too late to be
included in the SHARE timeframe.

Authority and ownership
Noted barriers to EBP include lack of authority to make
the change [78, 84, 137, 139–142] and lack of ownership
by key stakeholders [84, 143–145].

Table 5 Factors influencing the SHARE pilot disinvestment project (Continued)

▪ Senior clinical staff read up on new technology as they don’t want to
lose face

▪ Registrars (referrers) are supportive of/have an interest in new technologies
▪ General interest among staff
▪ Nursing/Allied Health team look professional, able to build credibility
and trust with patients

Potential patients

▪ Patients with chronic conditions are more open to trying new
treatments

▪ This group of patients are less likely to be comfortable travelling to
different hospitals

▪ Lack of English language can be a problem

Implementation plan

▪ Small training workshops with medical teams
▪ Support from CCE
▪ Support from Clinical Program Directors
▪ Maintenance of a booking system
▪ Quarterly meetings with all participating health services

▪ Should have performed barriers and enablers analysis earlier in process
▪ Involvement of other hospitals with staff who are not dedicated/
committed (eg disputes among doctors from another site)

▪ Having to repeat training every 3–6 months due to staff rotations
▪ Attrition of podiatrists and Clinical Nurse Consultants as they are often
young women who leave or work part-time to have or care for children

▪ Keeping the team motivated is hard
▪ VPACT did not meet costs stipulated in application; fewer machines,
limited consumables, etc.

▪ Lack of dedicated treatment room increases time for preparation and
cleaning. Clinical time is small in comparison to set up/clean up time.
Inadequate ventilation (aerosols are created with treatments)

Evaluation plan

▪ Support from CCE in development of evaluation plan
▪ Having a person in charge of data entry

▪ ‘Shifting the goal posts’ by VPACT regarding data collection and
reporting

Implementation and evaluation resources

▪ Other clinical staff voluntarily take up extra workload (both barrier
and enabler)

▪ Support from CCE in design of a database, assistance with data entry
and reporting

▪ Support from SHARE health economist in development of cost-
comparison plan

▪ Monash Health ‘Scope of practice’ processes and documents were
helpful

▪ Inadequate funding for clinical staff to implement and evaluate change
process

▪ Other clinical staff voluntarily take up extra workload (both barrier and
enabler)

▪ Time needed to write up new scope of practice documents
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Table 6 Factors influencing the SHARE process of selecting disinvestment projects

Positive Negative

External environment

▪ The SHARE program was adequately funded (until the final phase of the
program)

▪ Two proposals that received state health department funding and
endorsement were considered favourably.

▪ Two proposals were triggered by new national guidelines, one by an
editorial in the Medical Journal of Australia, and others by journal
articles, email bulletins, attendance at conferences and proposers
awareness of practice elsewhere.

▪ The state health department withdrew funding for the final phase of
the SHARE program resulting in reduction of the proposed evaluation
activities.

▪ One project was rejected due to difficulties implementing change
during the national accreditation process for this department’s services.

Organisational environment (Monash Health)

▪ Monash Health encourages and supports innovation
▪ High level expertise was available from CCE and Clinical Information
Management

▪ Waiting for responses to email correspondence and requests for
appointments to meet with key personnel; time lags due to annual and
long service leave and decisions by committees that only meet monthly
delayed the processes of identification, prioritisation, decision-making
and project development. Delays in deciding that unsuitable projects
would not go ahead prevented other potentially suitable projects from
being investigated.

▪ The proposer of one project was unaware of an existing organisational
review into the problem.

▪ Delays related to introduction of a new computer database and
electronic ordering system contributed to one project being rejected.

Identification process

▪ The ‘bottom up’ Expression of Interest process was the only systematic
approach used, resulting in two projects being received and accepted
(but both later rejected).

▪ The ‘top down’ evidence-based catalogue of disinvestment opportunities
was not utilised in identifying potential projects.

▪ The ‘ad hoc’ process of nominations and decision-making dominated
▪ Most proposals were made by ‘outsiders’ not involved in the nominated
clinical pathway. Only two proposals were made by the potential
adopters, although one subsequently withdrew their application.

Prioritisation and decision-making process

▪ All discussions were held within meetings and documented in the
minutes; there were no attempts to be covert or follow hidden
agendas.

▪ Conflict of interest was addressed as a routine agenda item.
▪ All clinical programs, health professional disciplines, consumers and
technical experts in evidence, data, legal, ethics, finance, purchasing,
biomedical engineering and information technology were represented
in decision-making.

▪ There were no explicit processes for risk assessment, deliberation or
appeal. It was not always clear how decisions had been made.

▪ The SHARE Steering Committee did not have authority to direct change.
Proposals were put to department heads who declined to follow them up
(based on reasoned arguments that they should not to go ahead).

Rationale and motivation

▪ Safety and effectiveness were the primary reasons for nominating TCPs
for disinvestment, cost-savings were a secondary benefit

Proposal for change

▪ Six proposals were submitted based on guidelines, systematic reviews
or health technology assessments; the four accepted projects were in
this group.

▪ Four proposals had supporting data, two regarding unnecessary
diagnostic imaging tests and the two VPACT projects.

▪ The two VPACT projects presented defined objectives.
▪ One project had a clear reinvestment plan which allowed operating
theatre time previously used by patients now undergoing the new
non-surgical procedure to be used by other patients on the waiting
lists, this was the implemented pilot project.

▪ In 13 proposals, the nominator did not provide supporting evidence.
▪ Many of the proposals did not clearly define the TCP, patient
population group, circumstances of restriction, etc. This is difficult to
quantify as clarification may have been forthcoming but the proposals
were not investigated further

Potential adopters

▪ Three nominations were made by the potential adopters; one was the
pilot project accepted and implemented, one was accepted as a pilot
project but was subsequently withdrawn by the applicants and the
other was nominated too late to be included in the SHARE timeframe

▪ Decisions regarding eight proposals were declined by heads of the
departments responsible for the proposed TCP. Reasons included lack
of clarity of the problem, lack of supporting evidence, or the evidence
was not relevant to local patient groups.

▪ In two of the accepted projects, the key adopters reversed their
decisions about the supporting evidence and withdrew.
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Most of the SHARE activities were either within the
remit of CCE or the portfolios of the executives and se-
nior managers on the Steering Committee. However the
SHARE team did not have ownership of the data ser-
vices, purchasing and procurement processes, and
guideline and protocol documentation, or authority to
make decisions in these departments. Although managers
in these areas were generally supportive, their heavy
workloads and competing priorities unrelated to SHARE
activities prevented successful implementation of change
in these areas.

Rationale and motivation
Disinvestment has been associated with a perceived
focus on ‘cost cutting’ and ‘taking away’ in preference to
‘evidence-based care’ [21, 23, 62, 146], even to the extent
that alternative terms have been introduced to avoid this
[18, 62]. Improving the quality of care while reducing
costs is one of the key arguments for ‘value for money’
achieved through disinvestment, highlighting the tension
created by the implication that health services can deliver
better care while saving money [48, 62, 134, 147–149].
Monash Health staff also perceived that “financial

drivers were stronger than clinical drivers” in previous
decision-making processes (Table 1).
In contrast, this was not a notable feature in the

SHARE process. Only two projects were explicitly initi-
ated to save money; the Therapeutic Equivalence process
aimed to replace high cost drugs with lower cost but
equally effective alternatives. These projects were in-
cluded as potential pilot projects as they were already
going ahead. All nominations arising directly from the
SHARE process related to safety and effectiveness of the
drugs, clinical procedures or diagnostic tests proposed
for disinvestment. In five cases, cost-savings to the hos-
pital and/or patients was noted as a secondary outcome

arising from reduced adverse events or improved patient
outcomes. Although disinvestment of most of the proposed
TCPs was likely to result in cost-savings this was not men-
tioned as a priority in the nomination or decision-making
processes.
Eleven proposals were to reduce use of a TCP, six were

to replace an existing TCP with a better alternative, one
was to restrict practice in a defined patient population
and one was to cease practice altogether. Seven proposals
were for inappropriate or overuse of diagnostic tests.

Proposal for change
Clarity of aims and objectives and a clear proposal for
change are significant factors in successful disinvest-
ment [99].
Lack of clarity in the proposal for change is the reason

that proposed TCPs did not proceed to guidance for
disinvestment; specific issues include insufficient infor-
mation on the population, intervention, comparators
and outcomes; harms and benefits not clearly summarised;
evidence that the intervention was effective or promising
for some groups, and therefore potentially not ‘low-value’
for all patients; variation in the conclusions reached in
similar scenarios; and uncertainty due to a lack of evi-
dence, low quality or no evidence, and lack of clinical or
statistical significance [134].
These findings are very similar to the SHARE experi-

ence. Only four of the proposals clearly defined the TCP,
patient population, clinical indications and supporting
evidence at the time of nomination. Three went on to be
accepted as pilot projects and the fourth was discovered
not to be applicable in the Monash Health context. Of
the 13 proposals investigated, five were rejected or with-
drawn due to insufficient evidence to support the proposed
change (Table 3).

Table 6 Factors influencing the SHARE process of selecting disinvestment projects (Continued)

Potential patients

▪ Two proposals were rejected when it became clear that the evidence
did not apply to the Monash Health population.

Implementation and evaluation plans and resources

▪ The CCE/SHARE support staff had appropriate expertise and knowledge
of methods and tools for implementation and evaluation.

▪ The CCE team provided access to research literature and liaised on
behalf of the clinical project teams with the Clinical Information
Management (CIM) unit who were happy to provide access to data and
assistance with analysis.

▪ All implementation activities within the control of the SHARE project
team were completed

▪ Detailed evaluation plans were developed in consultation with an
external health program evaluator and health economist

▪ One proposal had assistance of a research fellow to undertake the
project work (but this did not go ahead for other reasons).

▪ The clinical project leads of two accepted projects attended workshops
in evidence-based change, implementation and evaluation

▪ Lack of evaluation funding precluded understanding of the barriers that
prevented implementation of the planned systematic evidence-based
processes

▪ Lack of evaluation funding limited evaluation activities in the last year
of the program

▪ One project was rejected by the department head because they could
not provide backfill for the clinical duties of the project leader.
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The pilot project was the exception, with many
favourable factors in the proposal for change (Table 7).
Proposals are more likely to be successful if they have
certain characteristics [150–152] and new initiatives are
more likely to be sustainable if there is appropriate and
adequate provision of critical factors to achieve and
maintain the proposed components and activities [153].
These characteristics are summarised in the checklist
for success and sustainability used in the SHARE Pro-
gram [14]. The factors that make a project likely to be
successful as a disinvestment initiative in a local health
service are unknown, however the pilot project had
many factors considered favourable by decision-makers
in the SHARE Program (Table 4). In particular, there
was good evidence of better patient and health service
outcomes, strong local ownership and clinical champions,
a ‘win-win’ scenario for adopters where nursing and allied
health staff were keen to take on new procedural skills and
surgeons were happy to relinquish these cases to make
operating theatre time available for other patients, and
surgeons were allowed to keep the theatre time and reduce
their own waiting lists (rather than reallocation to other
surgical specialties or closing theatres to realise savings).

Provision of support
Lack of knowledge and skills in 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 [5, 7, 9, 18, 43, 77, 84, 95, 96, 124,
125, 135, 139, 154]. Dedicated resources and in-house “re-
source centres” have been proposed as potential solutions
[9, 11, 95, 124, 125, 155, 156]. These findings were
confirmed in local surveys and interviews at Monash
Health [15, 39].
To address these issues, the SHARE Program imple-

mented services to provide expertise and support to
decision-makers and project teams [15]. A Capacity
Building Service provided training in implementation
and evaluation methods and a Project Support Service
provided assistance in project management and delivery.
All aspects of these support services were valued highly
by participants.

Limitations
The findings come from one organisation and there may
be many differences with other health services which
limit generalisability. However many of the results are
similar to existing reports.
Funding was reduced in the final year of the program;

hence the pilot project was not fully implemented and
some of the planned evaluation activities were not com-
pleted when the program concluded, limiting our ability
to draw conclusions based on final outcomes.

Several of the nominated projects were not fully inves-
tigated prior to being rejected; so we can comment on
factors that were noted in these cases but cannot say
that factors we did not observe were not present.
The project team responsible for delivering the SHARE

Program at Monash Health were also the researchers in-
vestigating the processes undertaken. This has the poten-
tial to introduce subjectivity into the evaluations and limit
insight if organisational assumptions are accepted without
challenge. Detailed exploration and documentation of
‘learnings’ throughout the project, extensive stakeholder
involvement, transparency of methods and participation of
an external evaluator in the role of ‘critical friend’ [14]
were included in the SHARE processes to minimise these
limitations.

Contribution of this study
This study provides an in-depth insight into the experi-
ence of a systematic approach to disinvestment in one
local health service. To our knowledge, it is the first paper
to report the process of disinvestment from identification,
through prioritisation and decision-making, to implemen-
tation and evaluation, and finally explication of the posi-
tive and negative factors influencing the processes and
outcomes in a local healthcare setting. This contributes in
part to addressing the acknowledged gaps in the current
literature [5, 9–11, 18–21].
A range of novel methods not previously discussed in the

disinvestment literature were identified and investigated.
They provide a range of ‘top down’ directive approaches
and ‘bottom up’ invitation strategies.
This study also addresses the lack of models and

frameworks noted in the disinvestment literature [4, 5,
8, 10, 11, 19, 149, 157–159]. Firstly, a framework and
taxonomy for evaluation and explication of implemen-
tation of change have been adapted specifically for use
in disinvestment projects. They were used to describe,
explore and explain the characteristics of the determi-
nants of effectiveness that influenced the process and
outcomes and identify potential influencing factors that
have not previously been reported in the context of dis-
investment. Secondly, methods to create an evidence-
based catalogue of disinvestment opportunities and an
algorithm to identify potential projects from the cata-
logue have been developed.

Implications for policy and practice
The main messages from this paper may be about ‘what
not to do’.
Firstly, seeking out targets with the specific aim ‘to dis-

invest’ did not work in the SHARE Program, or as re-
ported by others [5, 18, 48, 77, 134]. There are many
specific challenges to the concept of disinvestment that
may account for this [1]. Although we were unable to
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Table 7 Factors for success, sustainability and suitability for disinvestment in the SHARE pilot project

SUCCESS

A proposal is more likely to be successful if it meets the following criteria

Based on sound evidence or expert consensus

✓ Systematic review of multiple RCTs; surgeons, nurses and allied health staff in agreement with findings

Presented by credible organisation

✓ Review undertaken by the Australian Safety and Efficiency Register of New Interventional Procedures – Surgical (Royal Australasian College of
Surgeons)

Able to be tested and adapted

✗ There was limited opportunity to test and adapt as the VPACT funding required complete roll out

Relative advantage is evident

✓ Clear evidence of multiple improved patient and health service outcomes; increased safety and effectiveness, reduced costs

Low complexity

✓ The new technology is easy to use

Compatible with status quo

✓ Referrers use the same referral process but divide patients into those eligible for the new procedure and those who should still undergo the old
procedure

✗ The new service was provided at a different campus and patients and staff had to adapt

✗ There is some impact on other departments that also have to adapt

Attractive and accessible format

✓ The new procedure is attractive to patients as it replaces surgery with an outpatient/bedside procedure

SUSTAINABILITY

A proposal is more likely to be sustainable if it has appropriate and adequate provision in each category

Structure

✓ The new procedure is carried out within existing nursing and allied health structures with appropriate governance and supports

Skills

✓ Nursing and allied health staff were upskilled in the new procedure; changes in scope of practice were documented and approved

✓ Clinical project team leaders attended training and welcomed support and direction in project management, implementation and evaluation

Resources

✓ Funding was provided for staffing, equipment and consumables

✗ Final funding was less than the amount approved in the application process leaving the project short of one machine and associated consumables

✓ Assistance from the Capacity Building and Project Support Services was provided

Commitment

✓ The project had organisational commitment from the Technology/Clinical Practice Committee, and program and departmental commitment from
clinical leaders and managers

Leadership

✓ The clinical project team demonstrated effective leadership

SUITABILITY FOR DISINVESTMENT

Factors in the pilot project considered likely to be favourable for a disinvestment project at Monash Health

✓ The current practice to be replaced and the new practice to be implemented were clear and patient eligibility was determined

✓ The proposal for change was clear with clear objectives

✓ Department and Program heads endorsed the change

✓ External funding was available

✓ The clinical pathway and referral process were documented
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capture the stakeholder’s perspectives of the processes
used to identify TCPs suitable for disinvestment, we
know from previous work at Monash Health and the lit-
erature in this area that the word ‘disinvestment’ is asso-
ciated with negative connotations, risk of engendering
suspicion and distrust, and getting stakeholders offside
[7, 14, 62, 146, 157, 160]. Yet successful removal, reduc-
tion or restriction of healthcare practices and services
are commonplace. In these cases the impetus for change
is not ‘to disinvest’ but to meet more constructive aims
such as to improve patient safety, implement evidence-
based practices, address changing population needs or
redirect resources to more pressing priorities [39]. In
fact, the only successful SHARE disinvestment project
was one that aimed to introduce a new technology; dis-
investment was only a component of the change process,
not the purpose of the project.
Secondly, if health service decision-makers seek to

identify TCPs that are not safe, effective or cost-effective
(rather than seeking ‘to disinvest’), an ad hoc process of
accepting proposals may not be the most effective ap-
proach. It did not work here, or as reported by others
[21, 70, 99]. There is a lack of information about effect-
ive systematic methods, however the seven approaches
discussed above and other methods identified but not
explored hold potential.
There are also positive messages from this work. Al-

though the objective to deliver disinvestment pilot projects
was largely unsuccessful, there is much to learn from these
experiences and the findings contribute in part to address-
ing the paucity of information about the disinvestment
process. The single project undertaken was underpinned
by a rich list of enabling factors, also contributing to the
knowledge base in this area.
It has been argued, within the SHARE Program and by

others, that disinvestment would be more successful
when considered in conjunction with investment deci-
sions [1, 14, 85, 161]. Principles for a decision-making
program [98] and incentives for more effective disinvest-
ment [161] have been proposed in this context.

Implications for research
While it may not be productive to specifically seek ‘to
disinvest’, it is appropriate and worthwhile to remove
practices that are harmful, ineffective and inefficient.
There are many potential sources of information and
decision-making mechanisms to identify these practices.
The opportunities for research lie in development of
proactive methods and systematic prompts and triggers
to utilise these resources.
Seven potential methods of identifying disinvestment

opportunities were investigated. While system redesign
and PBMA were not feasible as methods of identifying
disinvestment targets at Monash Health, both approaches
are now well-researched, including their role in disinvest-
ment [9, 18, 62, 83–85, 94]. The other five methods still
hold promise and, to our knowledge, have not been
explored elsewhere. Since local factors were responsible
for their lack of success in the SHARE Program, further
investigation of the potential within existing health service
infrastructure for purchasing and procurement systems
and guideline and protocol development to identify dis-
investment opportunities, and development of new pro-
cesses to drive disinvestment decisions proactively with
evidence from research and local data or proposals from
health service stakeholders is warranted. In other situa-
tions, or with other methods of investigation and imple-
mentation, they may prove to be effective tools.
The framework and taxonomy for evaluation and ex-

plication of disinvestment projects, and the algorithm
for identifying disinvestment projects from a catalogue
of potential TCPs, can be tested and refined for use in
this context or extended into other decision-making
settings.

Conclusion
Local barriers were responsible for the limited success
in applying the novel methods in this project. Further
exploration of proactive methods to identify suitable
disinvestment targets, systematic prompts and triggers
to initiate disinvestment decisions, and strategies for

Table 7 Factors for success, sustainability and suitability for disinvestment in the SHARE pilot project (Continued)

✓ Detailed data collection and reporting was a requirement of the external funding

✓ Baseline data had been collected and supporting data on patient group, burden of disease and impact of the new technology was available

✓ There was strong local ownership and clinical champions

✓ ‘Win-win’ scenario for adopters where nursing and allied health staff were keen to take on new procedural skills and surgeons were happy to
relinquish these cases to make operating theatre time available for other patients

✓ Surgeons were allowed to keep the theatre time released by the changes and reduce their own waiting lists (rather than reallocation to other
surgical specialties or closing theatres to realise savings)

✓ Potential ‘quick win’ scenario for a disinvestment demonstration project as the proposal was already fully developed, funding had been approved,
and deadlines were in place.

Key: ✓ Positive factors ✗ Negative factors
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project development, implementation and evaluation is
warranted. Detailed documentation of the processes
undertaken and the factors influencing them provide
insight into elements to build upon and others to be
avoided in future investigation of disinvestment in the
local healthcare setting.
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Additional file 1: Methods. (PDF 353 kb)
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“Attention must be given to infrastructure development and creating contexts that promote 
evidence-informed decision-making as routine practice”  

Peirson 2012 [34] 

Paper 7: Supporting staff in evidence-based decision-making, implementation and 
evaluation    

The investigations in Phase One confirmed the findings of other studies that evidence from 
research and local data was not used systematically or proactively in decision-making; that health 
service personnel usually lack the time, knowledge, skills and resources to find the appropriate 
information and appraise it for quality and relevance; that clinicians frequently do not know how 
to implement and evaluate change or manage projects effectively; and that projects are generally 
under-resourced [1, 5, 7, 35-41]. It was clear that provision of expertise and education, training 
and support of health service staff would be required to achieve Aims 1 and 2. In-house ‘resource 
centres’ have been proposed as a solution [14, 19, 42-44]. Four support services were proposed in 
Aim 3, exploration of three of them is reported in Paper 7.  

A literature review, surveys, interviews, consultation and workshops were undertaken to address 
the following questions in establishing the Data, Capacity Building and Project Support Services. 

 What is current practice in accessing and using evidence for making, implementing and 
evaluating decisions at Monash Health? 

 What decisions were made and outcomes achieved in the piloting of support services? 

 What factors influenced the decisions, processes and outcomes? 

The proposed Data Service aimed to 1) interrogate routinely-collected datasets to identify 
potential disinvestment opportunities and communicate this information to appropriate decision-
makers; 2) respond to requests from decision-makers to assess local data related to potential 
disinvestment opportunities identified from the research literature; and 3) provide training, advice 
and support in accessing and using local data as part of the Capacity Building and Project Support 
Services. Four models of a Data Service were explored, but none were implemented due to local 
factors such as limited staff capacity and problems with access and coordination of local data. 
Consequently, local data was not used proactively to identify potential disinvestment projects.  

The Capacity Building Service was established to train and support staff to use research evidence 
and local data in decision-making and to implement and evaluate these decisions in successful 
projects. The Pharmacy Department and four medication-related committees (Therapeutics, 
Medication Safety, Adverse Drug Reaction and High Cost Drugs) were chosen for the pilot based 
on their roles in purchasing and/or governance of pharmaceuticals and their members’ interest in 
disinvestment. Staff involved in the SHARE disinvestment projects were also invited to participate. 
Evaluation immediately after workshops showed participants’ knowledge and confidence 
improved in all areas and further improvements were reported after three months, although there 
were only a small number of responses. 

The Project Support Service was introduced to assist clinical staff undertaking SHARE 
disinvestment pilot projects and to investigate the nature and amount of guidance and support 
required. It was anticipated that methodological advice would be provided for project planning, 
governance, administration, implementation and evaluation and practical assistance would be 
provided for data capture, entry and analysis. One of the four clinical teams required support in 
all of these areas. The expertise of SHARE staff and the practical support in development of the 
evaluation plan, design of a Microsoft Access database and assistance with data entry and 
reporting were noted as positive factors. The other three teams were still in the decision-making 
and development phase and needed assistance in finding evidence and data, determining the 
nature and scope of the problem, clarifying the intervention and assessing feasibility and risk. 
These projects were subsequently withdrawn based on the outcomes of this process.  



108 

 

 
 
“How can we improve the absorptive capacity of service organizations for new knowledge? In 
particular, what is the detailed process by which ideas are captured from outside, circulated 
internally, adapted, reframed, implemented, and routinized in a service organization, and how 
might this process be systematically enhanced?” 

Greenhalgh et al 2004 [45] 

 

Paper 8: Developing, implementing and evaluating an Evidence Dissemination Service   

Prior to the SHARE Program, the Centre for Clinical Effectiveness at Monash Health provided 
systematic reviews to inform organisational decisions and delivered a range of training programs 
in evidence-based practice for clinical staff. The new SHARE Capacity Building Service was 
establishing training and support activities for finding and appraising evidence which were 
specifically targeted to managers and policy makers responsible for resource allocation decisions. 
One element of the SHARE aims related to evidence-based decision-making was missing – delivery 
of research evidence directly to decision-makers to drive disinvestment decisions proactively. 
Hence the fourth support service was conceived as an Evidence Dissemination Service.   

The following research questions were addressed in development, implementation and evaluation 
of two models of an in-house Evidence Dissemination Service. 

 What are the potential features of an Evidence Dissemination Service in a local healthcare 
setting? 

 How can high quality synthesised evidence be identified, captured, classified, stored, 
repackaged and disseminated? 

 How can disseminated evidence be used to enhance current practice and how can use of 
evidence be reported? 

 What are the processes and outcomes of disseminating evidence to self-selected and targeted 
participants in a voluntary framework?  

 What are the processes and outcomes of disseminating evidence to designated decision-
makers in a mandatory governance framework? 

 What factors influenced the decisions, processes and outcomes? 

  

The Additional file for Paper 8 is included in Appendix 5.  
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Abstract

Background: This is the eighth in a series of papers reporting Sustainability in Health care by Allocating Resources
Effectively (SHARE) in a local healthcare setting. The SHARE Program was a systematic, integrated, evidence-based
program for disinvestment within a large Australian health service. One of the aims was to explore methods to
deliver existing high quality synthesised evidence directly to decision-makers to drive decision-making proactively.
An Evidence Dissemination Service (EDS) was proposed. While this was conceived as a method to identify disinvestment
opportunities, it became clear that it could also be a way to review all practices for consistency with current evidence.
This paper reports the development, implementation and evaluation of two models of an in-house EDS.

Methods: Frameworks for development of complex interventions, implementation of evidence-based change, and
evaluation and explication of processes and outcomes were adapted and/or applied. Mixed methods including a
literature review, surveys, interviews, workshops, audits, document analysis and action research were used to capture
barriers, enablers and local needs; identify effective strategies; develop and refine proposals; ascertain feedback and
measure outcomes.

Results: Methods to identify, capture, classify, store, repackage, disseminate and facilitate use of synthesised research
evidence were investigated. In Model 1, emails containing links to multiple publications were sent to all self-selected
participants who were asked to determine whether they were the relevant decision-maker for any of the topics
presented, whether change was required, and to take the relevant action. This voluntary framework did not achieve the
aim of ensuring practice was consistent with current evidence. In Model 2, the need for change was established prior to
dissemination, then a summary of the evidence was sent to the decision-maker responsible for practice in the relevant
area who was required to take appropriate action and report the outcome. This mandatory governance framework was
successful. The factors influencing decisions, processes and outcomes were identified.
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Conclusion: An in-house EDS holds promise as a method of identifying disinvestment opportunities and/or reviewing
local practice for consistency with current evidence. The resource-intensive nature of delivery of the EDS is a potential
barrier. The findings from this study will inform further exploration.

Keywords: Evidence-based practice, Evidence-informed decision-making, Evidence products and services, Evidence
dissemination, Knowledge broker, Current awareness services, Current awareness alerts, Needs assessment, Needs
analysis, Information needs

About share
This is the eighth in a series of papers reporting Sustainabi-
lity in Health care by Allocating Resources Effectively
(SHARE). The SHARE program is an investigation of
concepts, opportunities, methods and implications for
evidence-based investment and disinvestment in health
technologies and clinical practices in a local healthcare
setting. The papers in this series are targeted at clinicians,
managers, policy makers, health service researchers and
implementation scientists working in this context. This
paper reports the development, implementation and evalu-
ation of two models of an Evidence Dissemination Service
in a local healthcare setting and discusses the factors that
influenced decisions, processes and outcomes.

Background
Monash Health, a large academic health service network
in Melbourne Australia, established the ‘Sustainability in
Health care by Allocating Resources Effectively’ (SHARE)
Program to investigate an organisation-wide, systematic,
integrated, evidence-based approach to disinvestment.
The SHARE Program was undertaken by the Centre for
Clinical Effectiveness (CCE), an in-house resource to
facilitate Evidence Based Practice (EBP). The focus of the
program was on how a health service guides, directs and
makes decisions at organisational level, in contrast to the
decisions made by individual health practitioners in
clinical practice.
Although there is no clear single definition, disinvest-

ment is generally understood to be removal or restriction
of health technologies and clinical practices (TCPs) that
are unsafe or of little benefit [1]. In most published exam-
ples, disinvestment has been undertaken as an independ-
ent activity. However, following review of the literature
and consultation with local stakeholders, Monash Health
decision-makers felt that undertaking disinvestment in
isolation from other decision-making processes was artifi-
cial and possibly counterproductive [2]. The scope was re-
vised to consider disinvestment within the spectrum of all
resource allocation decisions covering investment in new,
continuation of existing, and disinvestment from current
activities [2]. These decisions were focused in two areas:
1) allocation of funding, such as purchasing of drugs and
clinical consumables and capital expenditure on building

and equipment, and 2) allocation of non-monetary re-
sources through guidelines and protocols which stipulate
use of drugs or equipment, recommend diagnostic tests,
prioritise staff time, specify referral mechanisms and allo-
cate capacity in clinics, operating rooms and other facilities.
The SHARE Program was undertaken in two phases.

Phase One explored concepts and practices related to dis-
investment to understand the implications for a local
health service [3–5] and, based on this information, iden-
tified potential settings and methods for decision-making
[2]. Phase Two developed, implemented and evaluated the
proposed methods to determine which were sustainable,
effective and appropriate at Monash Health [6, 7]. The
four aims of Phase Two are outlined in Fig. 1.
The first aim was to explore systems and processes for

decision-making relating to TCPs. Objectives under this
aim included investigation of methods for proactive access
and utilisation of existing high quality research and health
service data to initiate change [3]. Local research at
Monash Health confirmed the findings of other studies
that health service staff report lack of time, knowledge,
skills and resources as barriers to searching for informa-
tion, accessing it and appraising it for quality and rele-
vance; and that evidence was not used systematically or
proactively to drive decisions [4, 7–18]. The second aim
was to pilot disinvestment projects [6] and Monash
Health staff reported lack of skills and confidence in
implementing and evaluating change. Local responses
were also consistent with studies that identified a need for
dedicated resources and in-house “resource centres” to
address these barriers in the context of resource allocation
[19–23]. Four support services were proposed to facilitate
the SHARE aims: an Evidence Service, Data Service,
Capacity Building Service and Project Support Service.
Piloting of these services became Aim 3. Details of
establishment of the Data, Capacity Building and Project
Support Services are reported in Paper 7 in this series [7].

Research evidence underpinned two fundamental ele-
ments of the SHARE Program. The first was evidence-
based decision-making (EBDM), one of the foundation
principles of the program. The second was proactive use of
the increasing body of literature about practices that have
been demonstrated to be harmful, of little or no benefit, or
where a more effective or cost-effective alternative is
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available to identify opportunities and initiate evidence-
based decisions for disinvestment, one of the objectives to
be explored within Aim 1 (Fig. 1) [3].
CCE already provided an evidence service which facili-

tated EBDM ‘reactively’, in response to requests from
decision-makers, by undertaking systematic reviews to
inform organisational decisions and delivering a range of
training programs [24]. Hence the new SHARE Evidence
Service was conceptualised as an Evidence Dissemination
Service (EDS) to ‘proactively’ identify, capture and deliver
existing research evidence directly to decision-makers to
instigate disinvestment decisions by identifying opportun-
ities for change that they were previously unaware of.
This proactive approach of “pushing” research out to

potential users has been advocated as a tool to increase
evidence uptake [14, 25–30] and an enabler to effective
resource allocation [21, 31, 32]. Research into methods to
routinely and systematically capture, adapt and reframe
information, then circulate it internally within a health ser-
vice has been proposed [33]; as has targeted dissemination
of synthesised evidence directly to decision-makers [34].
In their review of diffusion of innovations in health

services, Greenhalgh and colleagues ask “How can we
improve the absorptive capacity of service organizations

for new knowledge? In particular, what is the detailed
process by which ideas are captured from outside, circu-
lated internally, adapted, reframed, implemented, and
routinized in a service organization, and how might this
process be systematically enhanced?” [33]. This case study
presents two models of capturing, disseminating and
utilising new knowledge through a systematic approach in
a local health service.
While the EDS was conceived as a method of identifying

disinvestment opportunities, it quickly became clear that
this could be a way to confirm that practices at Monash
Health were consistent with current evidence through
investment, disinvestment or modification.
Monash Health is a public network of six acute hospitals,

subacute and rehabilitation services, mental health and
community health services, and residential aged care [35].
Australian public hospitals operate under a state-allocated
activity-based fixed-budget model of financing [36]. Staff
are salaried and services are provided free of charge. An
overview of the SHARE Program, a guide to the SHARE
publications and further details about Monash Health
(previously Southern Health) and CCE are provided in the
first paper in this series [24] and a summary of the findings
are in the final paper [37].

Fig. 1 Overview of Phase Two of the SHARE Program (reproduced with permission from Harris et al. [2])
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Aims
The aim of the EDS was to deliver research evidence
directly to clinicians, managers and policy makers for
use in decision-making to ensure that allocation of re-
sources at Monash Health was consistent with current
evidence.
The aims of this paper are to report the development,

implementation and evaluation of two models of an EDS
in a local healthcare setting and discuss the factors that
influenced decisions, processes and outcomes.

Research questions
Theoretical phase
What are the potential features of an EDS in a local
healthcare setting?

Modelling phase
How can high quality synthesised evidence be identified,
captured, classified, stored, repackaged and disseminated?
How can disseminated evidence be used to enhance

current practice and how can use of evidence be reported?

Exploratory phase
What were the processes and outcomes of disseminating
evidence to self-selected and targeted participants in a
voluntary framework (Model 1)?
What were the processes and outcomes of disseminating

evidence to designated decision-makers in a mandatory
governance framework (Model 2)?

Explication
What factors influenced decisions, processes and outcomes?

Methods
Several of the activities reported in this paper were to de-
velop methods that would be undertaken in subsequent
activities. The methods reported in this section are those
determined a priori. Methods developed during the course
of the investigation to inform future activities are reported
in the Results section.

Framework for design and evaluation of complex
interventions
A three-phased approach was used in the development
of the EDS. This approach is consistent with the UK
Medical Research Council (MRC) framework for design
and evaluation of complex interventions [38]. The EDS
meets the MRC definition of a complex intervention: it
is composed of multiple components which act both in-
dependently and inter-dependently. The components in-
clude behaviours, parameters of behaviours and methods
of organising and delivering those behaviours [38]. The
objectives of each phase are:

Theoretical: To establish the theoretical basis that sug-
gests the intervention will have the expected outcomes.
Modelling: To delineate and explore the intervention’s

components, how they inter-relate and how they influence
outcomes; may include preliminary testing if appropriate.
Exploratory: To implement the intervention, poten-

tially experiment by varying components, and identify
constant and variable components to enable replication
and further testing.

Model for evidence-based change
The EDS was developed using the SEAchange model for
Sustainable, Effective and Appropriate change in health
services developed by CCE and modified for use in this
context [39]. The model involves four steps: identify the
need for change, develop an intervention to meet the
need, implement the intervention and evaluate the
change. Each step is underpinned by the principles of
evidence-based practice to ensure that the best available
evidence from research and local data, the experience
and expertise of health service staff and the values and
perspectives of consumers are taken into account.

Step 1. Identify need for change
A literature review, surveys, interviews and a workshop
were undertaken to elicit the information needs of
decision-makers, identify barriers and enablers to using
research evidence in decision-making in local healthcare
services, and gather baseline data for evaluation. A wide
range of senior decision-makers representing all health
professional groups, clinical programs, campuses and
relevant committees were invited to participate. Details
of data collection methods and sources are provided in
Additional file 1: Section 1.
Final interview and workshop notes were analysed

thematically in MS Word, Excel and/or Nvivo [40] by
either identification of emergent themes or categorisa-
tion according to the aims outlined in the individual
project protocols (Additional file 1: Section 1). Survey
totals and percentages were calculated.

Step 2. Develop intervention
Using the principles of evidence-based change [39], the
SHARE team worked with stakeholders to synthesise the
findings from the literature and local research and
develop draft proposals.
Feedback on draft proposals was sought from senior

clinical decision-makers (Nursing Executive Team, all
Medical Program Directors and the General Manager of
Allied Health) via structured individual and group
discussions, and other health service staff via invitations
to provide input distributed through the ‘All staff ’ email
list and informal discussions with staff interacting with
the project team (Additional file 1: Section 2).
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Proposals are more likely to be successful if they have
certain characteristics [33, 41, 42] and new initiatives are
more likely to be sustainable if there is appropriate and
adequate provision of critical factors to achieve and
maintain the proposed components and activities [43].
These characteristics, assessed using a checklist for
success and sustainability (Additional file 1: Section 2),
and opportunities to avoid duplication and integrate new
systems and processes into existing infrastructure were
considered in development of the two models of the EDS.
Program logic including consideration of assumptions,

inputs, activities, outputs and outcomes required to
achieve objectives was used in development of the inter-
vention, implementation and evaluation plans.
Structured workshops with senior managers, clini-

cians and consumers were held for discussion, re-
finement and decision-making related to draft
proposals (Additional file 1: Section 2). Strategic dir-
ection, governance, executive sponsorship and senior
management support, clinical perspectives and technical
advice were provided initially by an EDS Advisory Group
and later by the SHARE Steering Committee (Additional
file 1: Section 2).
Decisions regarding methods for development and

delivery of the new evidence products were made by the
CCE team with expertise in evidence synthesis, know-
ledge brokerage and EBP.
The overall project and both proposed models were en-

dorsed by the Executive Management Team and Monash
Health Board.

Step 3. Implement intervention
Planned implementation activities included engaging all
stakeholders, identifying what is already known about
practice change in the topic area from the literature and
local knowledge, undertaking an analysis of local barriers
and enablers, developing an implementation plan using
strategies to minimise barriers and build on enablers,
piloting and revising as required, and implementing in
full [39].
Barriers and enablers to use of research evidence in

decisions at Monash Health were ascertained in the sur-
veys and interviews noted above. Barriers and enablers
to delivery and use of the EDS were determined from
the evaluation and action research methods noted
below.
Two variations of the intervention were implemented;

modifications were based on findings from evaluation
and ongoing action research activities.

Step 4. Evaluate change
An evaluation framework and plan, including evaluation
of the EDS, was developed for the overall SHARE Pro-
gram and included evaluation domains, audience, scope,

evaluation questions, outcomes hierarchy, sources of data,
methods of collection and analysis, reporting and time-
lines [44]. More detailed evaluation plans for the EDS
were subsequently developed based on the ‘Guide to
Monitoring and Evaluating Health Information Products
and Services’ [45]. Planned methods included stakeholder
surveys, interviews and consultation, feedback sections on
Evidence Bulletins, audit of website statistics and document
analysis (Additional file 1: Section 3). Details of which
methods were used in each of four evaluations reported
(two pilot studies, two full implementation studies) are
summarised in the relevant sections below.

Action research
Action research was undertaken to refine the interven-
tion, enable continuous improvement in implementation
and evaluation, and collect data for evaluation and expli-
cation. The approach taken was based on the “researcher
as facilitator for change” defined by Meyer: researchers
working explicitly with and for people rather than
undertaking research on them [46, 47]. In this capacity,
CCE staff were both the SHARE project team and the
action researchers. An agenda item for ‘Learnings’ was
scheduled at the beginning of every team meeting.
Participants were invited to consider anything that had
affected the project since the last meeting using the
framework ‘what worked, what didn’t, why and how it
could be improved’. Each issue, its effect on the project,
and potential changes that would build on positive
outcomes or remove or minimise future problems were
discussed. The learnings and actions were documented;
actions were assigned, given timeframes and followed
up to ensure completion. Project team observations
and reflections were used for ongoing improvements to
the program components, implementation and evalu-
ation processes, and explication of the influencing
factors.

Explication
Factors influencing decisions, processes and outcomes
were identified and analysed to understand their effect
and the resulting implications.
Factors that influenced initial decisions in develop-

ment of the intervention were mapped to the compo-
nents of the EDS in a synthesis matrix adapted from
Wallace et al. [48].
Factors that influenced processes and outcomes of

implementation and subsequent decisions in revision
of the EDS were identified and reported using an
existing framework and taxonomy for evaluation and
explication of evidence-based innovations [49] which
was adapted to investigate delivery of an in-house
EDS in the context of a local health service (Figs. 2a
and 3). Adaptation of the determinants of effectiveness
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was based on a framework for knowledge transfer [50]
and the process of change and outcome measures
were modified using the guide to evaluation of health
information products and services [45]. Some details
within the taxonomy were also drawn from the work
of others [51–55]. The additional domain of ‘Local
considerations’ was derived from experiences in devel-
opment of the EDS discussed below. Details of
barriers and enablers, observable characteristics of the
determinants of effectiveness, perceptions of partici-
pants and adopters, the process of change, and findings
from the action research process were documented in
minutes, reports, spreadsheets and templates for this
purpose (Fig. 2b).

Alignment of methods
Figure 4 illustrates how the three phases of the UK
MRC framework, the four steps of the SEAchange model
and the action research and explication processes align
with the activities undertaken in development, imple-
mentation and evaluation of the two models.
Some of the planned activities were not completed due

to reduction of funding in the final year of the SHARE
Program resulting in shortened timelines; details and im-
pact are discussed below.

Results
Full details of the results of the literature search and
response rates and representativeness of participants in
the surveys, interviews and workshop are reported in
Additional file 1: Section 1.
A systematic search of the literature was undertaken

however broad searches resulted in unmanageable
numbers of returned articles and narrowing the
search returned none. Since the purpose of the review
was to inform in-house decision-making for develop-
ment of the EDS, a decision was made to take a
pragmatic, iterative approach by accessing relevant
publications already known to the project team and
following up with simpler searches and pursuing arti-
cles from reference lists.
Data were collected from 164 survey respondents

representing all campuses, clinical programs and profes-
sional disciplines in appropriate proportions; 27 inter-
viewees including representatives of organisation-wide
decision-making bodies (e.g.committee chairs), individ-
uals with responsibility for resource allocation decisions
as part of their role (e.g. department or unit heads), and
members of project teams who had undertaken disinvest-
ment activities; and 18 senior clinicians from a large multi-
campus department who participated in a workshop. Draft
proposals were refined based on feedback from individual

B

A

Fig. 2 Framework for evaluation and explication of implementation of evidence-based health information products and services (adapted with
permission from Harris et al. [49])
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and group interviews, email correspondence and informal
discussions with 36 senior decision-makers and other staff
representing all campuses, clinical programs and profes-
sional disciplines (Additional file 1: Section 2).
Data collected from these activities informed a range

of research questions. Findings related to this paper are
provided in Additional file 1: Sections 4–16, synthesised
to address the research questions and reported below.
Findings related to topics not addressed here are re-
ported in other SHARE publications [2, 4, 6, 7].
Following implementation and evaluation, the initial

design of the EDS was revised considerably prior to re-
implementation and evaluation. Based on the definition
of a model as a representation of the relationships be-
tween concepts to provide a frame of reference, where
the concepts are well defined and the relationships be-
tween them are specific so that the model is a represen-
tation of the real thing [56], the two designs are reported
here as Model 1 and Model 2.
The heading structure reporting the development,

implementation and evaluation of the two models corre-
sponds to the numbering of activities in Fig. 4.

Model 1
In this model, participants enrolled voluntarily to receive
Evidence Alerts containing links to multiple publications.

1.1 Factors influencing decisions in development of Model 1
Initial decisions regarding scope, components, know-
ledge brokers, target audience and methods were based
on:

� meeting the aims of the SHARE Program
� overcoming or minimising barriers and building on

the enablers identified from the literature and local
research

� addressing specific requests for content and format
from the needs analysis

� available resources

The findings from local research (Additional file 1:
Sections 4–7) were consistent with the literature. As
expected, the main barriers were lack of time, skills,
confidence, resources, support, awareness of and availabil-
ity of research. Dissemination of evidence to decision-

Fig. 3 Taxonomy for evaluation and explication of implementation of evidence-based health information products and services (adapted with
permission from Harris et al. [49])
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makers, relevance and reliability of research, and organisa-
tional support and infrastructure for using evidence in
decisions were reported as enablers. Specific needs
included provision of expertise, new processes to use
evidence proactively, and support that was tailored to the
needs of individual units and professional groups.
The barriers, enablers and needs are mapped to the

relevant components of the EDS in a synthesis matrix
provided in detail in Additional file 1: Section 7a. Each
component was based on a solid foundation of research
evidence and local data.

1.2 Potential features of an EDS in a local healthcare setting
Scope
The scope of the EDS was determined by the following
decisions.
To avoid wasting time and resources considering

information that may not be valid or may not represent
a comprehensive view of all the available evidence, only
high quality synthesised evidence would be used.
To ensure currency of the information, only recently

published evidence would be sourced and disseminated.
To facilitate topic selection by users, and enable

dissemination to appropriate target audiences, the

selected publications would be classified using mul-
tiple categories.
To facilitate utilisation of evidence, publications would

be repackaged to reflect the needs of users and active re-
sponses from the target audiences would be required.

Components
Two components of an in-house program to facilitate
proactive use of evidence in decision-making were iden-
tified: ‘Delivery of the Evidence Dissemination Service’
and ‘Utilisation of the disseminated evidence’ (Fig. 5).
The elements in delivery of the evidence were identifica-
tion, capture, classification and storage of synthesised
evidence; translation and repackaging into user-friendly
formats; and dissemination to decision-makers. The ele-
ments for utilisation of the evidence were engagement
with the EDS, and assessment, application and reporting
use of the evidence.

Knowledge brokers
The EDS team were CCE staff with expertise as system-
atic reviewers, knowledge brokers, implementers, evalua-
tors and a health librarian. Some had previously been
health practitioners, however it was recognised that a
practicing clinician should also be involved to ensure

Fig. 4 Development, implementation and evaluation of an in-house Evidence Dissemination Service
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correct classification within clinical categories. Based on
the SEAchange principle of integrating new initiatives
into existing systems and processes [39], the Monash
Health Medical Administration Registrar (trainee) was
seconded to SHARE. The registrar would benefit from
exposure to the processes of EBDM for clinical practice,
management and policy-making and the EDS would
benefit from their up-to-date clinical knowledge.

Target audience
The target audience was defined as individuals and
groups authorised to make resource allocation decisions
on behalf of the organisation that had been identified in
a previous SHARE project [4]. While all Monash Health
staff would be invited to subscribe to the EDS broad-
casts, relevant department heads and unit managers,
plus the 14 committees identified as making resource al-
location decisions for TCPs, would be targeted to report
on use of evidence from the EDS in their areas of
authority.

Methods
Determination of the scope and components of an in-
house EDS identified that several processing steps were
required prior to dissemination. The shortage of pub-
lished information in most of these areas meant that
establishment of an EDS would entail development of
methods and tools to identify sources of high quality
synthesised evidence, automate the capture process, clas-
sify and store materials in useful categories, repackage into
suitable formats based on user needs, disseminate to the
appropriate target groups, and report use of evidence. An
overview of the options considered in development of
methods and tools for the individual steps is included in
Additional file 1: Section 8.

1.3 Program theory
Program theory is a way of explaining the anticipated
pathway of change by identifying underlying problems,
influencing factors, assumptions that underpin the choice
of strategies, strategies that will deliver the intended

Fig. 5 Comparison of stakeholder roles in two models for an in-house Evidence Dissemination Service
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results, and the desired outcomes [57, 58]. To facilitate
understanding and replication of the EDS processes and
outcomes, the program theory is presented in Fig. 6.

1.4 Delivery of the Evidence Dissemination Service
Identification
Systematic reviews, health technology assessments
(HTAs), evidence-based guidelines, horizon scanning
reports, and alerts and recall notices were considered
relevant for resource allocation decisions, particularly
disinvestment.
It was not possible within the available project

resources to identify and capture all synthesised evi-
dence or to critically appraise each individual publication
to determine those of high quality. Hence a decision was
made to limit the searches to electronic sources of syn-
thesised evidence where the publication process required
rigorous methods; in effect critically appraising the

methods required by the publisher as a proxy for the
methods undertaken by the authors.
Definitions of these evidence products, details of the

appraisal criteria used and the sources accessed for the
EDS are included in Additional file 1: Sections 9 and 10.

Capture
With limited resources it was important to automate the
capture process as much as possible. The EDS project
officer subscribed to receive information from email
alerting services and Really Simple Syndication (RSS)
feeds when available and scheduled dates for regular
manual capture from the other sites.

Classification
Publications were classified using a taxonomy based on
existing definitions from recognised health resources
[59–62]. New categories, with definitions for each

Fig. 6 Program theory
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classification, were developed to meet additional
Monash Health needs. Definitions adapted or developed
for the EDS taxonomy are outlined in Additional file 1:
Section 11.

Storage
The EDS team investigated a range of storage technolo-
gies. As there was no funding for information technology,
the final decision was to use free internet software to cre-
ate a website, blog, email and RSS feeds and pay a small
fee to maintain these facilities free of advertisements. De-
tails of the options considered and reasons for the choice
of software are provided in Additional file 1: Section 8.
Only citations, abstracts and links to full text on the

publisher’s website were stored. The website was search-
able using the tags applied in the classification process
so users could find publications based on the categories
in the taxonomy. Examples of webpages are provided in
Additional file 1: Section 12.

Repackaging
Findings from the literature regarding desirable character-
istics of evidence products and services are summarised in
Table 1 [25–28, 50, 63–67].
Findings from local survey participants about their

preferences for dissemination of research to inform re-
source allocation decisions are provided in Additional
file 1: Section 4. Most respondents wanted to receive
critical appraisals and full text articles of both primary
and secondary research; fewer wanted abstracts only. A
range of responses were received regarding the focus of
research content. These were, in descending order of
preference, condition specific information (e.g. Diabetes),
professional group information (e.g. Emergency Depart-
ment Nursing), program relevant information (e.g.
Mental Health), organisation-wide information (e.g. In-
fection Control) and unit relevant information (e.g.
Newborn Services); however more than half of the
respondents selected these within their first three prefer-
ences so all would be considered of some importance to
the target audience. Email broadcasts were clearly
preferred over paper-based options for dissemination of
research, with short pdf attachments containing titles
and hyperlinks preferred over long pdf attachments with
titles, abstracts and hyperlinks.
Publications were repackaged into ‘Evidence Alerts’

where the aim was to drive EBDM by delivering
evidence directly to decision-makers. The selected soft-
ware enabled the titles to be contained within the email
to save use of attachments. The titles were hyperlinked to
the full citation, including abstract, located further down
in the body of the email, and the citation was hyperlinked
to the full text (Additional file 1: Section 13). This gave

readers flexibility to scan the list of titles easily, to find out
more information from the abstract without leaving their
email, or to go directly to the original document.
The titles were coded so the reader could identify the

type of publication; for example, systematic reviews were
identified by the prefix SR (Additional file 1: Section 10).
The initial proposal was to include an overall statement

about the findings such as ‘evidence of effectiveness’,
‘evidence of harm’ or ‘lack of evidence’ which would be
taken directly from the published article. However, it was
frequently difficult to find such statements and, unless we
critically appraised each individual article, we could not be
confident that the findings or recommendations were
valid. Hence, a statement regarding the nature of the
evidence was not provided by the EDS.

Dissemination
Dissemination was by email and RSS feed to Monash
Health staff who had subscribed to the EDS.
Evidence Alerts were emailed every two weeks. They

contained all the publications captured by the EDS in
the interval since the previous broadcast. Broadcasts
were limited to a maximum of 30 publications.
Subscribers who wished to limit the information they

received to selected topics of interest could establish an
RSS feed based on their desired categories.

1.5 Utilisation of disseminated evidence
To achieve the SHARE aim of using proactive EBDM to
ensure Monash Health practice was consistent with
current evidence would require more than just dissemin-
ation of recent publications.

Engagement with the EDS
Members of the target audience were required to enrol to
receive Evidence Alerts as either emails containing all
publications or RSS feeds restricted to their areas of inter-
est, to review the publications within each broadcast, and
then, if they identified themselves as the person respon-
sible for organisational decisions related to the topic of a
publication, to retrieve the article in full text.

Assessment of the evidence
From the full text, subscribers could assess whether the
topic was applicable to current practice at Monash Health.
If it was applicable, local policies and procedures could be
reviewed to ascertain whether documented organisational
practice was consistent with the recently published
evidence. If it was, no further action would be required.
However, if there was no local guidance, or the guidance
available was inconsistent with the evidence, change may
be required. It would not be appropriate to proceed to
changing practice without ensuring that the evidence was
valid. Although the sources of synthesised evidence had
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Table 1 Examples of desirable characteristics of evidence products and services

Characteristics 1* 2

PRODUCT
Source

▪ Identify ‘credible’ sources to avoid the target audience spending time appraising methodological quality and merit ✓ ✓

▪ Identify sources that the target audience consider trustworthy ✓ ✓

Level of evidence

▪ Transfer evidence from a ‘body of knowledge’ such as systematic reviews, health technology assessments and
evidence-based guidelines so the reader has all the available evidence on the topic

✓ ✓

Quality and currency

▪ Ensure information is current and provide a publication date ✓ ✓

▪ Ensure information is well written, concise, easily understood, well organised, convenient to access, clinically
applicable and relevant, and linked to other relevant high-quality documents

✓

Content

▪ Word the title to engage the target audience (eg as a question, with a solution-orientation)

▪ Present findings using an ‘inverted pyramid’ (eg bulleted key messages, executive summary, full report) ✓

▪ Highlight ‘take-home’ messages from the review, particularly decision-relevant information (eg benefits, harms) ✓

▪ Present ‘ideas’ rather than ‘data’ ✓

▪ List actionable recommendations in order of effectiveness and link to supporting evidence ✓

▪ Articulate the implications of the findings to policy and practice, and potential outcomes of implementation ✓

▪ Frame the findings and implications within the local, state/provincial, or national context ✓

▪ Highlight the characteristics of the participants in the included studies and the contexts in which the studies
were conducted that might influence local applicability and/or raise equity considerations

✓

▪ Limit discussion of methods, if required report in an appendix ✓

Format

▪ Deliver a product/service that looks familiar and works in a consistent manner each time ✓ ✓

▪ Use a format that is visually interesting and presented attractively ✓ ✓

▪ Use a format that is easy to scan quickly ✓ ✓

▪ Link summaries to full text ✓ ✓

▪ Use language appropriate to the target audience, jargon-free, with technical language restricted to an appendix ✓

▪ Ensure electronic sources run smoothly and links work as expected ✓ ✓

Customisation

▪ Customise the information to meet the needs of the target audience ✓ ✓

PROCESSES AND INFRASTRUCTURE

▪ Provide the target audience with choice and control over
− topic selection (eg their areas of interest, specialty, profession domain or clinical setting)

✓

− amount of detail (eg abstract, summary, full text) ✓

− method (eg electronic, hard copy, Internet) ✓

− frequency of delivery (eg at time of publication, daily, weekly, monthly) ✓

▪ Provide a searchable database or registry ✓

▪ Use interactive methods ✓ ✓

▪ Engage the target audience in providing online commentaries about specific reviews or review-derived products

▪ Provide online briefings (eg webinars) about specific reviews or review-derived products

▪ Provide face-to-face briefings about specific reviews or review-derived products

▪ Give presentations about specific reviews or review-derived products coupled with stakeholder commentaries

KNOWLEDGE BROKERING

▪ Ensure those who transfer information are seen as credible and trustworthy by the target audience ✓ ✓

▪ Engage someone with appropriate skills, preferably from within the practice setting, to repackage information, write summaries, etc ✓

*1 = Model 1, 2 = Model 2
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been assessed as likely to produce high quality publica-
tions, this was not an absolute guarantee that either the
systematic review, or the evidence it contained, was of high
quality. Critical appraisal would be required to verify this.

Application of the evidence
If the evidence was found to be valid and the need for
change confirmed, the decision-maker would be re-
quired to take the appropriate action.

Reporting use of evidence
Development of methods and tools for reporting use of
evidence disseminated by the EDS was based on factors
arising from the local environment and knowledge trans-
lation theory.
There were three main considerations in the local en-

vironment. Monash Health was committed to EBDM
and to promoting use of evidence throughout the organ-
isation. The SHARE Program was focused on an
organisation-wide approach; i.e. the EDS would be used
to ensure organisational practice, as documented in
policies and protocols, was consistent with current
evidence. And one of the principles underpinning the
program was to integrate new initiatives into existing
infrastructure.
There were several considerations from the knowledge

translation literature. It was well-established that dis-
semination alone is not an effective knowledge transla-
tion strategy [68]. It had been proposed that the impact
of HTAs at the policy level could be increased if they
were linked with quality systems such as standards and
performance indicators [34]. Regulation, by control or
obligation through rules and laws, had been described as
potentially one of the most powerful methods of influen-
cing behaviour [69] and was thought to be particularly
relevant when considering organisational, rather than
individual, responsibilities [16, 70]. Managers are influ-
enced by facilitative and regulatory mechanisms, sug-
gesting that behaviour change in this context requires
both support and interventions integrated into organisa-
tional infrastructure and policies [16, 71, 72]. Although
regulation had been demonstrated to be effective in
other complex organisations [70], there was no evidence
in hospital settings. However mandatory measures have
been well accepted in the healthcare context [16, 33],
particularly in the area of patient safety [73].
The desired application of evidence from the EDS by

authorised decision-makers was to determine whether
change was needed and then adapt practice accordingly.
To encourage completion of this process, and to facili-
tate the organisational responsibility of ensuring practice
is consistent with the best available evidence, it was
proposed that decision-makers in the target groups be
required to report on the actions and outcomes

following receipt of an EDS broadcast. This is consistent
with definitions of regulation or structural intervention
in current classification systems of implementation strat-
egies [74, 75].
Based on the early development work categorising

evidence by clinical topics, it was anticipated that man-
agers would receive between one and three publications
to review per month.
Monash Health managers were required to provide

monthly reports on financial and business indicators. It
was proposed that, by integrating measures related to
use of evidence into these reports, current practice
would be reviewed against the best available research
and modified accordingly, more senior directors and
executives would be informed about changes in practice
in their areas of accountability, the importance of EBP
would be emphasised throughout the organisation, and
the responses could be collated to report on outcomes
of the EDS. To reduce the burden on managers as much
as possible, a reporting tool was drafted for inclusion in
their regular monthly documentation and designed to
minimise the effort required for completion (Additional
file 1: Section 14).

1.6 Factors for success and sustainability
Prior to piloting, the characteristics, scope and compo-
nents of the EDS were assessed against the criteria for
success and sustainability. These were all met. Details
are provided in Additional file 1: Section 7b.

1.7 Program logic
Program logic is a systematic visual representation of
the relationships between the resources available to
operate the program, planned activities, anticipated
results and, if a program theory was not developed, the
assumptions underpinning the other elements [58]. In
this paper, the assumptions are included in the program
theory (Fig. 6); the traditional program logic terminology
of short and medium term outcomes has been replaced
with parameters recommended for evaluation of health
information products and services i.e. Reach, Usefulness
and Use [45]; and Implementation fidelity has been
added (Fig. 7).

1.8 Baseline survey
All individual subscribers were invited to complete a
baseline survey regarding their use of evidence when
they registered with the EDS. The evaluation plan
included re-administration of this survey at the end of
the SHARE Program, however this was not undertaken
due to the shortened timelines. The survey and results
of the 46 subscribers who participated are provided in
Additional file 1: Section 15.
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1.9 Pilot
The scope, components and methods described above
were piloted with a range of individual decision-makers
including executives, clinical program directors and
senior managers. Full details are reported in Additional
file 1: Section 16.

Implementation
EDS staff met with committee and department represen-
tatives to seek agreement in principle and then attended
meetings to explain the service and obtain agreement
from individuals. Personalised emails explaining the pro-
ject and requirements of participants were sent to those
who were not present at the meetings. The project team
enrolled each of the designated staff members, but
individuals were required to register to establish their
account. An email invitation with information about the
EDS, an embedded link for registration, and instructions
on how to activate the link was sent to each participant.

Evaluation
The quality, currency, content, format and methods of
delivery of the EDS were all viewed positively, suggesting
that methods to address the barriers, enablers and needs
identified from the literature and local research were
successful.

1.10 Revision
The factors that led to change in the processes of
delivering an in-house EDS, and the resulting decisions,
are reported in Additional file 1: Section 7c.
Most were minor issues in collection and processing

of publications. The technical issues were addressed, a
new category for ‘Disinvestment’ was introduced and
participant’s responses were used to develop a FAQ
(frequently asked questions) page on the website.
One noteworthy finding was that executives and senior

managers reported that the information in the EDS
broadcasts did not influence their decision-making
because it was predominantly about clinical practice and

Fig. 7 Program logic
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their decisions were not. They observed that the differ-
ent levels of management within the organisation re-
quired different types of information and proposed three
levels: 1) Department heads and unit managers needed
evidence for local policies and protocols related to
clinical practice, 2) Program directors required evidence
that informed their one to two year planning processes
and was relevant to procedural aspects of the health
service such as programs and service delivery as well as
individual practitioners, 3) Executives and senior man-
agers required information to inform three to five year
forward planning that aligned with the organisation’s
strategic objectives. This resulted in the addition of a
category for ‘Evidence-based policy and management
advice’. Potential sources were identified and, as there
were no established tools to assess quality in publica-
tions of this nature, criteria were developed for this
purpose (Additional file 1: Section 9).

1.11 Implementation
Implementation was proposed in two stages.

Stage 1
The model had already been piloted with individual
decision-makers but was still to be tested and revised
with decision-making groups such as committees. The
aims were

� To implement the revised version to all staff who
wished to receive EDS broadcasts

� To test the revised features with pilot committees
before extending it to all decision-making groups

The Therapeutics, Medication Safety and Clinical Risk
Committees were selected as a pragmatic sample of the tar-
get audience based on the potential for disinvestment in
their decisions and member’s links to the SHARE Program.

Stage 2
The aims were

� To enrol all members of the target audience (ie all
identified individuals and groups authorised to make
decisions on behalf of the organisation)

� To engage the target audience in assessing current
practice against evidence disseminated by the EDS,
implementing change as required and reporting on
the outcomes

Implementation strategies
Three main strategies were implemented to invite all
Monash Health staff to participate in the EDS.
Communication: The EDS was launched through the

Chief Executive’s newsletter, information was included in

other newsletters, and flyers were distributed to physical
and electronic noticeboards across the organisation.
Invitation to enrol: Information about the EDS and

instructions on how to enrol were sent via the ‘All staff ’
email list.
Facilitated access: ‘Hotlinks’ to the EDS were included

as icons on the intranet sites of the library, pharmacy,
emergency department, and medical and allied health
staff portals.
Each of the selected committees nominated a liaison

representative. The EDS team worked with the liaison
officers to explain the process, identify barriers and en-
ablers to using the EDS, develop methods of communi-
cation and potential strategies to use the EDS material
in decision-making, and customise RSS feeds to meet
their needs.

1.12 Evaluation
Full details of the outcomes related to Reach, Usefulness,
Use, and Implementation fidelity are reported in
Additional file 1: Section 17.
The survey of individual users had a 52% response

rate; all health professional groups and all campuses
were represented. All three committee liaison represen-
tatives and two senior individual decision-makers partic-
ipated in interviews.
The quality, currency, format and methods of delivery

of the EDS were all viewed positively. Most users found
the content was ‘current’, ‘trustworthy’ and generally ‘use-
ful’. Those who responded ‘partially’ or ‘no’ to some of
the options explained that the information provided was
not relevant to their area of clinical practice. The large
volume of material disseminated was noted as a barrier to
accessing the information contained in each broadcast.
Less than half of the survey respondents had used the

disseminated evidence in decision-making but they were
optimistic about doing so in the future. The main
reasons were lack of time to read full articles and lack of
relevance to their clinical setting.
Two senior decision-makers responsible for organisation-

wide portfolios were consulted regarding the draft reporting
tool prior to implementation in Stage 2. They were in
agreement that the volume of work required to access each
publication to identify whether it was relevant; then ap-
praise it for quality, local applicability and consistency with
existing policies and procedures; take appropriate action
and report using the proposed tool was too onerous and it
was unlikely that this model would be achievable. As a re-
sult, Stage 2 was not undertaken.

Model 2
In this model, an Evidence Bulletin summarising a single
publication was sent to the designated decision-maker
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authorised to make decisions for the organisation on the
topic under consideration.

2.1 Factors influencing decisions in development of Model 2
Multiple issues were identified in the evaluation of
Model 1. Their effect on the processes, outcomes and
decisions related to Model 1 are provided in Additional
file 1: Section 7d and summarised below.
The aim of the EDS was to ensure that organisational

practice, as documented in policies and procedures, was
consistent with current evidence by proactively delivering
publications directly to decision-makers; and the focus of
the SHARE program was to integrate new initiatives into
existing infrastructure. These aims would not be met by
Model 1.
While Model 1 was potentially useful for individuals

to keep up with evidence in their areas of interest, given
the limitation of the RSS feeds within the free software
(only able to select one theme per feed), existing services
from EBP and publication websites were more likely to
achieve this and at no cost to the health service.
The main factors in ‘Delivery’ of the EDS fell into

three groups. The first group related to governance, par-
ticularly the lack of transparency and accountability.
EDS broadcasts were developed and disseminated rigor-
ously and systematically, but were not accessed or used
rigorously or systematically. Those responsible for
decisions within the organisation were required to self-
select and take action, but there was no process to
ensure that the appropriate person with authority in the
area affected by the evidence had considered the infor-
mation, made a decision or taken any action. Recipients
could choose whether to access, use, or report use of
evidence; or not. This meant that CCE time and re-
sources were being wasted.
The second group were methodological issues. Al-

though the content and format of the broadcasts were
well-liked by the target audience, they did not contain
many of the features known to increase use and applica-
tion of disseminated evidence, indicating opportunities to
improve the evidence product. As noted above, the initial
plan to include a statement regarding the nature of the
evidence such as ‘evidence of effectiveness’, ‘evidence of
harm’ or ‘lack of evidence’ was abandoned because it was
frequently difficult to find such statements and, unless
each article was critically appraised, we could not be
confident that the findings or recommendations were
trustworthy. Since the aim of the EDS was to drive deci-
sions with proactive use of evidence, while minimising the
workload of busy decision-makers, only articles containing
valid evidence should be disseminated. Hence critical
appraisal by the EDS team would be required.
The third group were about resources. The EDS team

had difficulty processing the large number of eligible

publications and proposed that the selection criteria be
restricted to reduce the volume.
The main factors related to ‘Utilisation’ of the evidence

were the large volume of information, large number of
publications that did not require action, and lack of time
to consider them. Because all newly published informa-
tion from the selected sites was disseminated, findings
were often irrelevant to recipient’s areas of practice,
already known to them, consistent with current practice,
not applicable at Monash Health, not important enough
to instigate change or they reported lack of evidence.
This wasted decision-maker’s time and increased the po-
tential for them to miss relevant and significant findings.
In addition, although the reporting tool was designed to
minimise the effort required for completion of the tool it-
self, the activities to assess and apply the evidence prior to
completion of the document (Fig. 5) were too onerous.
The SHARE funding was reduced in the final year of

program. While this limited activities in some areas of
the wider program, Monash Health provided the on-
going funding required for the EDS.

2.2 Potential features of an EDS in a local healthcare setting
Scope
The scope was revised based on the decisions in Additional
file 1: Section 7d. The use of only high quality, recently pub-
lished, synthesised evidence was retained from Model 1.
The other parameters were replaced with the following:
To ensure that the appropriate decision-makers are

engaged, that they address the evidence and take action
as required, and that the process is documented and
reported to ensure transparency and accountability, a
governance framework would be introduced.
To reduce the amount of time spent collecting

evidence, only sources that provide automated capture
by email or RSS feeds would be used.
To reduce the burden on busy clinical managers, pub-

lications would be filtered before dissemination to assess
lack of or inconsistency with policies and procedures,
quality, applicability, and potential need for change.
To facilitate utilisation of evidence, publications would

be repackaged to highlight key messages, demonstrate
local relevance and implications, and provide actionable
recommendations.

Components
The changes in scope introduced a third component of
‘Governance’ (Fig. 5). Some of the elements from the
components of ‘Delivery’ and ‘Utilisation’ of evidence
were re-distributed to the governance component to en-
able transparency and ensure accountability in organisa-
tional decision-making, to assist with filtering the large
volume of information regarding local applicability and
potential for change, and to identify the relevant
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organisational decision-maker with authority in the area
addressed by the evidence.
In addition to their previous tasks, the EDS team would

now also undertake ascertainment of local policies and
procedures and quality appraisal of the publications.
As a result of these changes, the workload of decision-

makers was significantly reduced.

Knowledge brokers
The same CCE expertise was involved in delivering the
EDS.

Governing body
The Monash Health Technology/Clinical Practice Commit-
tee (TCPC) had developed an organisation-wide, transpar-
ent, accountable, evidence-based process for introduction
of new TCPs [76] and had instigated the SHARE Program
to take a similar approach to disinvestment. The TCPC
already had the authority to require responses from organ-
isational decision-makers and impose changes in practice
related to introduction of new TCPs. Hence, it was deemed
an appropriate body to undertake governance of processes
to ensure that existing practice at Monash Health was
consistent with the most recent evidence. The TCPC had
previously included an executive sponsor; representatives
with expertise in operations, finance, evidence-based
practice, ethical and legal considerations; clinical program
directors; health service consumers; and, when appropriate
to topics under consideration, directors of pharmacy, path-
ology and diagnostic imaging. This was expanded for EDS
governance to include all medical program directors, and
senior nursing and allied health representatives.

Target audience
The target audience became defined by the topic of the
individual publications to be disseminated: the desig-
nated individual or group authorised to make decisions
related to organisational practice in the area addressed
by the evidence. For example, findings related to medical
treatment of diabetes would be directed to the Head of
the Endocrinology Department; those related to nursing
practice in childbirth would be directed to the Nurse
Manager of Maternity Services; and those related to sur-
gical consumables to the Chair of the Operating Suite
Product Evaluation Committee.

Methods
New methods and tools for screening, appraising and
reporting the quality of evidence; communicating the
information to decision-makers; and capturing decision-
maker’s responses were required. Most of the other
methods would remain the same as in Model 1.

2.3 Program theory
The new influencing factors identified in evaluation of
Model 1, assumptions that underpinned the choice of
strategies, and strategies to deliver the intended results
from Model 2 are outlined in Fig. 6.

2.4 Delivery of the Evidence Dissemination Service
Identification and capture
Publications were limited to systematic reviews, HTAs
and organisational health policy documents; and sources
were limited to those that provided automated capture
through email broadcasts or RSS feeds.

Classification and storage
Publications would no longer be classified using the
taxonomy. They would only be categorised based on the
nature of the evidence findings e.g. evidence of harm,
benefit, a more cost-effective alternative, lack of effect,
and lack of evidence. No storage would be required and
the EDS website was decommissioned.

Assessment of the evidence
One of the main changes from Model 1 was that the EDS
team, rather than the decision-makers, would review local
policies and procedures to ascertain whether local guid-
ance on this topic was available and, if so, whether it was
consistent with the recently published evidence. If it was,
no further action would be required. If there was no local
guidance, or the guidance available was inconsistent with
the evidence, the publication would be appraised for qual-
ity before proceeding. Appraisal criteria and the summary
table used in the new Evidence Bulletins are outlined in
Additional file 1: Section 18.

Filtering
Publications were only considered for dissemination when
the evidence was clear, the quality was high, and there was
potential for change in practice at Monash Health based
on lack of, or inconsistency with, local guidance.

Repackaging
After the TCPC determined that the evidence was ap-
plicable and there was potential for change at Monash
Health (Fig. 5), the information was repackaged as an
‘Evidence Bulletin’. Bulletins were MS Word documents
containing the details of a single publication and in-
cluded, in order of appearance in the document, nature
of the evidence (e.g. harm), topic addressed (e.g. laparos-
copy for ovarian cyst), deadline for response (e.g. one
month if evidence of harm), citation and hyperlink to
full text, Author’s conclusions, description of Patient/
Intervention/Comparator/Outcome (PICO) elements,
summary of quality appraisal (quality and risk of bias of
the systematic review, quality and level of evidence
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contained in the systematic review, and the implications
of these findings), consistency with local policies and
procedures, and a template for response.
Tick boxes requiring only two responses minimised

the effort required of the decision-makers. The Evidence
Bulletin template and an example of a completed version
are provided in Additional file 1: Sections 19 and 20.

2.5 Governance
Assessment of applicability and identification of relevant
decision-maker
Using their knowledge of Monash Health services, the
TCPC assessed local applicability of the evidence,
whether change was needed, and if so, identified the
authorised organisational decision-maker. To reduce
workload of the committee, screening of the publications
was undertaken by the Chair prior to meetings and then
provided to members at the meetings.

Dissemination
Each Evidence Bulletin was sent under the signature of
the TCPC Chair to either the relevant Executive or
Program Director, who would forward it to the decision-
maker within their portfolio, or to the Chair of the
relevant committee. The EDS Administrator sent the
bulletins and received the responses; all correspondence
was by email.
In addition, collations of bulletins that addressed topics

related to diagnostic imaging, pathology, pharmacy or
procurement were sent to the heads of these departments
for their information; no response was required.

Reporting requirements
The Chief Executive determined that addressing the
evidence and reporting the decisions and actions taken
was a mandatory requirement of the relevant authorised
decision-maker and requested monthly reports of
evidence related to harm and the responses received
from the target audience.

2.6 Utilisation of the disseminated evidence
Application of the evidence
The relevant decision-maker confirmed applicability and
whether change was needed. They also determined
whether other stakeholders should be consulted in the
process, and if so, who they were. They were asked to
report on their decision and, if appropriate, any action
they had taken.

Reporting use of evidence
Responses were required within defined time frames.
These were determined to prioritise action to areas of
greatest risk to patients, staff or the organisation.
When there was evidence of harm, a response was

required within 1 month; evidence of clinical effect-
iveness or a more cost-effective alternative, 3 months;
and lack of effect, 6 months. In the case of lack of
evidence, the publication was provided for informa-
tion only, no response was required. If there was evi-
dence in more than one category, responses were
requested for the one with the shortest time frame;
for example evidence of harm and lack of effect in
the same review would be classified primarily as evi-
dence of harm.
Decision-makers were offered four response options,

asked to tick the relevant box and then provide a
brief explanation (Additional file 1: Section 20). The
options were:

� Practice is consistent with the evidence
� Practice is not consistent with the evidence for a

good reason
� Practice was not consistent with the evidence,

remedial action has been undertaken and completed
� Practice is not consistent with the evidence and

remedial action has been commenced/planned

Responses were returned to the EDS administrator.
Each month the TCPC was provided with a summary

of all EDS activity and an overview of items with
evidence of harm was provided to the Chief Executive. A
six-monthly summary was provided to the Executive
Management Team (Additional file 1: Section 21).

2.7 Factors for success and sustainability
Model 2 was also assessed against the criteria for success
and sustainability. These were all met, however the need
for adequate resources was highlighted. Details are pro-
vided in Additional file 1: Section 7b.

2.8 Program logic
A revised program logic for Model 2 is presented in
(Fig. 7).

2.9 Pilot
The revised scope, components and methods described
above were piloted with a pragmatic sample of publications
containing evidence of harm. Full details are reported in
Additional file 1: Section 22. [6]

Implementation
The implementation strategies focused on integrating
the new processes into existing Monash Health infra-
structure and communicating with stakeholders.
The procedure for the new EDS processes was docu-

mented and a routine item for discussion of EDS matters
was included in the TCPC agenda.
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The Director of CCE/SHARE Director made presenta-
tions to the Executive Management Team, Medical and
Nursing Executive groups, and met with clinical directors
of all medical programs, allied health, pharmacy, path-
ology, diagnostic imaging and procurement. The Chair of
the TCPC delivered a presentation to the Monash Health
Board. All senior managers expressed their support for
the proposed governance structure. A letter outlining the
new process was sent to stakeholders by the Executive
Director of Medical Services and Quality and a flyer was
circulated to the ‘All Staff ’ email list by the Chair of the
TCPC (Additional file 1: Section 23).

Evaluation
Six bulletins indicating harm were disseminated. They
were received and returned by the appropriate decision-
makers. Five responses indicated that practice was consist-
ent with the evidence, the sixth reported that the practice
was not undertaken at Monash Health. No action was re-
quired in these cases. There were no modifications to the
planned intervention and it was implemented as planned.

2.10 Revision
The factors that led to change, and the resulting
decisions, are reported in Additional file 1: Section 7e.
The main enablers were that the new EDS was

promoted as an organisation-wide priority, responses
were mandatory and would be audited, and all senior
managers were supportive.
There were no significant barriers, but minor modifi-

cations were made to the content and format of the
bulletin.
It was noted that evidence of benefit which would be

of use to some decision-makers could not always be
classified as clinical or cost effectiveness; for example
methods to develop or implement guidelines. A new cat-
egory of methodological effectiveness was added.
Drop-down boxes were introduced into the template

to streamline completion by the EDS Administrator
(Additional file 1: Section 19) and the table summarising
quality appraisal was removed and replaced with state-
ments regarding the appraisal findings and their implica-
tions (Additional file 1: Section 18).

2.11 Implementation
The scope, components, methods (with the minor
revisions noted) and target audience described above
formed the intervention.
No additional implementation activities were undertaken.

2.12 Evaluation
The EDS was discontinued prior to completion of the
planned evaluation activities, however data were collected
for the first seven-month period and audited to meet

reporting requirements. Full details of of the outcomes
related to Reach, Usefulness, Use and Implementation
fidelity are reported in Additional file 1: Section 24.
During this period, 175 publications were collected

and all categories of evidence were represented. Fifty-
five bulletins required a response, the remainder were
disseminated for information only. Forty-three responses
were received at the conclusion of data collection, three
had not reached their due date and nine were overdue.
Respondents reported that local practice was consistent

with the evidence (n = 32, 74%), the evidence was not
applicable at Monash Health (n = 6), local practice was
not consistent with the evidence for a good reason (n = 3),
and changes to make practice consistent with the evidence
had been commenced or was planned (n = 2).
Five respondents offered positive comments, welcom-

ing future bulletins; others suggested it was not useful to
consider evidence that they were already aware of, that
was consistent with current practice, or that addressed
drugs that were not locally available.
One of the two departments that noted local practice

was not consistent with the evidence had already
“initiated changes to current practice to conform to the
recommendations”, and the other had tasked their guide-
line development group to address the inconsistency.
Bulletins could also be used to confirm that current

practice does not need to be changed, but the usefulness,
cost-effectiveness and impact of resource use in achiev-
ing this was questioned in respondent’s feedback and
project team and committee reflections.

3.1 Factors influencing processes and outcomes
An overview of influencing factors is presented using
the framework for evaluation and explication of evidence
products and services (Figs 2 and 3). Details are pro-
vided in Additional file 1: Section 7 and several factors
are discussed in more detail as implications for policy,
practice and research below.
The ‘External environment’ provided a wealth of high

quality synthesised evidence to drive decision-making
and research findings that identified desirable character-
istics for evidence products and services.
The ‘Organisational environment’ was positive, the

culture was supportive of change, leadership and commit-
ment to the EDS was evident at the highest levels, the role
of EBDM was valued, and proactive use of evidence to
improve patient care was made an organisational priority.
There were problems with relevance of content to

individuals in Model 1, but the other elements of
‘Evidence products and services’ were all highly regarded
by participants in both models.
We could not establish whether the ‘Target audience’

was reached in Model 1 but the design of Model 2
enabled accurate targeting of the relevant authorised
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decision-maker for each publication. Decision-makers’
lack of time to deal with the multiple requirements of the
EDS process led to the failure of Model 1 but this was suc-
cessfully addressed in Model 2. The volume of informa-
tion to each decision-maker was reduced to only a few
bulletins in the seven month period, most were provided
for information only, just one or two required a response.
All the bulletins they received were relevant to their
clinical area. This is in contrast to Model 1 where they
received up to 30 per week from all clinical areas.
Decision-makers’ workloads were reduced to confirming
whether change was needed, taking action if required, and
reporting the outcomes; which they did.
As ‘Knowledge brokers’, the CCE team had appro-

priate skills, relationships and credibility. The most
significant barrier was resource requirements. Discon-
tinuing categorisation by the taxonomy reduced the
workload in Model 2, but expanding the activities to
include assessment of consistency with local guidance
and quality appraisal eliminated this benefit. Three
months after implementation of Model 2, the scope
was revised to focus on evidence in areas of high pri-
ority to the organisation. Publications to be appraised
and disseminated with a requirement for decision-
makers to respond were limited to three evidence cat-
egories: evidence of harm, which was essential for pa-
tient safety, and evidence of cost-effectiveness or lack
of effect, which would complement existing Monash
Health initiatives addressing organisational waste.
Evidence of clinical effectiveness, methodological
effectiveness and lack of evidence were provided for
information only. Three months later, the EDS was
suspended as CCE had insufficient resources to
continue this while meeting other commitments
(Additional file 1: Section 7f ).
‘Processes and infrastructure’ had both strengths

and weaknesses. The technical issues were minor and
fixed readily. The shortcomings of the repackaging
process in Model 1 were addressed in Model 2 so
that only valid evidence was disseminated in bulletins
that highlighted key messages, demonstrated potential
inconsistency with local practice, and clearly stated
required actions (Table 1). The governance elements,
absent in Model 1, enabled transparency and accountabil-
ity of the processes and the appropriate decision-makers
received the information and responded accordingly in
Model 2.
Model 2 was designed to ensure that ‘Local consider-

ations’ were addressed.
The ‘Implementation and evaluation plans’ were

achieved successfully due to provision of adequate ‘Im-
plementation and evaluation resources’, with the excep-
tion of the final evaluation which was not undertaken
due to loss of funding for the SHARE Program.

Discussion
Implications for policy and practice
This study provides insight into the many factors influ-
encing the success, or otherwise, in establishing an EDS
in one local health service. Issues across most of the
domains of the determinants of effectiveness (Fig. 2)
were addressed by the changes made in Model 2. How-
ever there are remaining issues in two domains that
require consideration for future implementation of an
in-house EDS.

Process and infrastructure
Several respondents appeared to be unclear about the
purpose of the EDS, in particular it was perceived that
CCE had undertaken the reviews, rather than capturing
synthesised evidence as it was published by others. This
understandably led to questions about why some topics
had been selected, particularly if they were not locally
applicable. The process had been explained in corres-
pondence during the implementation phase (Additional
file 1: Section 23), but if decision-makers had not read
or remembered this information, there was nothing in
the Evidence Bulletin to explain the process. A flowchart
(Fig. 8) or text summary of the process within each
bulletin may address this.
Monash Health is an academic health network providing

a range of services from primary to quaternary programs.

Fig. 8 Flow chart of EDS Model 2 process
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Several respondents pointed out that they had been in-
volved in undertaking systematic reviews and participating
in national and international guideline development in
their areas of expertise and were therefore aware of the
current evidence and responding to the bulletin was wast-
ing their time. This is a valid criticism that identifies poten-
tial differences in need between highly-specialised
academic facilities and more general health services, or be-
tween individual units within a single facility. However,
while individuals may be aware of current evidence in areas
they have reviewed, they may not be familiar with the most
recent evidence in other areas of their speciality. The
experience of the CCE team, who delivered regular work-
shops on finding the best available evidence, was that very
knowledgeable clinicians thought that they were abreast of
up-to-date information based on reading the main journals
in their clinical areas. However many publications of
synthesised evidence are distributed through different
channels and, when new information was identified in the
CCE workshops, it frequently contradicted clinicians’ pre-
vious understanding of the current evidence. A systematic
approach to dissemination of evidence is unlikely to be
able to identify when a decision-maker is aware of current
information and when they are not. This is a barrier which
may result in loss of support from stakeholders who are
unhappy to have their practice questioned or to spend time
addressing something that they know is not a problem.
Clarifying the process within each bulletin may also help to
alleviate this.
Even with several filtering steps, topics that were not

applicable in the local setting were still disseminated.
Some bulletins contained information about drugs that
are not available in Australia; identifying and removing
these would be straightforward, but would require
additional resources for the EDS team. Identifying and
removing all practices that are not undertaken locally
may be less straightforward since the topics found not to
be applicable had been vetted by senior staff and
directors of the relevant clinical programs; it may not be
possible for them to be familiar with every practice in
their portfolios.

Knowledge brokering
The characteristics of the studies included in the publi-
cations such as setting, population/patients, interven-
tion, control/comparator, outcomes and selection
criteria, were extracted and summarised in the bulletin.
Some respondents noted that they needed additional in-
formation, such as more details of the intervention and
statistical and clinical significance of the results, in order
to make a decision. This would require involvement of
clinicians and/or more senior evidence consultants than
the EDS model trialled, and would transfer the clinical
assessment from the designated decision-maker, who

was likely to be the most senior practitioner in the rele-
vant specialty, to someone less qualified and experi-
enced. If the information is available in the publication it
could be incorporated into the evidence classification,
for example “Evidence of effectiveness but of uncertain
clinical significance”.
There may be better ways of dealing with some com-

plex issues than dissemination of individual bulletins.
Three reviews of wound dressings were captured in one
month, and a different decision-maker was initially allo-
cated to each one. Shortly afterwards, a review of blunt
versus sharp suture needles for preventing needle stick
injuries was published. It was obvious that a single per-
son was not responsible for decisions in these areas.
Monash Health policies and procedures had insufficient
documentation to know whether current practice was
consistent with the evidence. Based on the SEAchange
model for evidence-based change [39], a ‘project approach’
was proposed that involved ascertaining additional infor-
mation and consulting with stakeholders before determin-
ing the next stage. This process was begun but not
completed due to the suspension of the EDS. The protocol
is provided in Additional file 1: Section 25.
The largest barrier to delivery of an in-house EDS was

insufficient resources. It is also clear that delivery of an
EDS at the local healthcare level is potentially a signifi-
cant waste of resources if it is being duplicated in
multiple facilities. High quality synthesised information
is being produced by multiple publishers with no single
point of access from which to generate proactive capture
to drive decision-making. The Cochrane Library has
partially addressed this by bringing together their own
systematic reviews with some reviews and HTAs from
other sources, but there are still many reviews and HTAs
omitted and evidence-based guidelines are not included
[77]. John Lavis notes that our future challenges
include “examining whether and when any apparent
duplication of efforts occurs in the production of
review-derived products at the international level; and
scaling up activities that are found to be effective in
supporting the use of reviews and review-derived prod-
ucts in policymaking” [29].

Implications for research
Many publications had more than one conclusion: for
example harm plus effect or effect plus lack of evidence.
New methods are needed to address this in the dissem-
ination and reporting processes.
The original aim of the EDS also included dissemin-

ation of evidence-based guidelines. While the capture
and processing of guidelines would be mostly the same
as systematic reviews and HTAs, the multiple recom-
mendations made dissemination difficult; exploration of
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this was not undertaken due to suspension of the ser-
vice. Investigation of methods to disseminate evidence in
these situations is warranted.
The governance approach utilised in Model 2 could be

classified as a “quality focused initiative” from the review
by Hastings and colleagues [78]. There are six types of
governance mechanisms proposed in this review which
could be explored for future implementation of an EDS.
The framework for evaluation and explication of im-

plementation of evidence products and services requires
further testing and revision. The elements were chosen
pragmatically to suit the circumstances of the Monash
Health EDS and there are some potential overlaps in
domains.

Contribution of this study
This study provides the details of a systematic process
for recently published, high quality, synthesised evidence
to be “captured from outside, circulated internally,
adapted, reframed, implemented, and routinized in a
service organization” [33]. To our knowledge, this is the
only report of development, implementation and evalu-
ation of an in-house EDS implemented in a governance
framework within a local healthcare setting.
Existing evidence services deliver bulletins on selected

topics to individual subscribers, such as McMaster
Evidence Alerts, Clinical Evidence and Evidence Updates
[79–81]. Types of evidence products have also been
defined, for example Lavis’s categories of “(1) summaries
of systematic reviews highlighting decision-relevant infor-
mation; (2) overviews of systematic reviews providing a
“map” of the policy questions addressed by systematic
reviews and the insights derived from them; and (3)
policy briefs drawing on many systematic reviews to
characterize a problem, policy or program options to ad-
dress the problem, and implementation strategies” [29].
There are many similarities between these examples and
the SHARE EDS; Model 1 is comparable to the evidence
alert services and Model 2 has elements of all the
evidence products. However there are several key differ-
ences between the models explored here and those
trialled by others.
The main distinctions are related to the in-house system-

atic approach to using evidence proactively to ensure
organisational practice is consistent with current evidence.
Many studies have explored the characteristics and use of

publications as evidence products [25–29, 50, 55, 63–67, 82].
In addition to content and format of the products,
others have noted the need to target individual
decision-makers [25, 27, 29] who are authorised to im-
plement change [9, 14, 83–87] with timely [34, 48] and
locally relevant information [29, 64, 66]; actively deliver
the evidence directly to decision-makers [25, 34, 82]; cre-
ate an organisational culture supportive of EBDM [25, 29];

make use of existing formal infrastructure [14, 16, 34, 71]
in a governance framework to provide legitimacy and en-
gagement [88] particularly in the case of disinvestment
where a governance committee is thought to “make conten-
tious decisions more palatable and defensible” [19, 89–91];
and clearly identify requirements for accountability
[26, 50, 83, 88] including mandated responses [30] and
use of reporting tools [88].
The EDS Model 2 may be the first to integrate all of

these. It builds on earlier findings by focusing on new
organisation-wide systems and processes embedded in
existing infrastructure, such as CCE, TCPC, authorised
decision-makers, and reporting networks, in which to
disseminate evidence within a governance framework.
The Evidence Bulletins had elements of each of Lavis’s

categories – summaries, overviews and policy briefs –
but they also had critical differences with other dissemi-
nated evidence products.

� The nature of the evidence, such as evidence of
harm, clinical or cost-effectiveness, lack of effect, or
lack of evidence, was defined for each publication
and used to determine the next steps for knowledge
brokers and decision-makers.

� Each article was critically appraised for quality and
an appraisal summary including implications was
provided for the reader; low quality reviews were
not disseminated.

� Local implications were considered.
— Publications were only disseminated if they were

inconsistent with organisational policies and
protocols or there was no relevant local
guidance on this topic.

— Applicability was assessed by senior managers
prior to dissemination and PICO characteristics
were extracted and summarised to enable the
authorised decision-maker to confirm local
applicability.

� Specific time-critical actions were required of the re-
cipients; for example in the case of evidence of
harm, decision-makers had to determine whether
practice change was required, develop a plan for ac-
tion, and respond with the details within one month.

The governance elements ensured transparency through
clear systems and processes and accountability through
reporting requirements. The EDS was given high priority
by the Chief Executive who instigated the mandatory
responses and implementation was integrated into the
organisational Business Plan.

Limitations
The EDS was implemented in an Australian public
health service where all staff are bound by organisational

Harris et al. BMC Health Services Research  (2018) 18:151 Page 22 of 26



policies and procedures; this may limit the generalisabil-
ity to other settings.
The SHARE Program was primarily a health service

improvement initiative rather than a research project,
however an explicit research framework was included in
its development [44]. The project team responsible for
delivering the EDS at Monash Health were also the
researchers investigating the processes undertaken. This
has the potential to introduce subjectivity into evalua-
tions and limit insight if assumptions are accepted with-
out challenge. Detailed exploration and documentation
of ‘learnings’ throughout the project, extensive stake-
holder involvement, transparency of methods and par-
ticipation of an external evaluator in the role of ‘critical
friend’ [44] were included in the SHARE processes to
minimise these limitations.
The level of expertise within the Centre for Clinical

Effectiveness is unusual in this context and will limit
generalisability of the models presented to other settings.
Although hospital-based resources for knowledge
brokering are becoming more common [92, 93], they are
not widespread, and the additional skills in implementa-
tion and evaluation are less common.
Model 2 achieved its aims, however delivery was

restricted to evidence of harm and cost-effectiveness
resulting in limited impact; only two bulletins initiated
practice change. This process ensured that only high
quality evidence was used to drive decisions, but it
excluded potentially high quality information from other
sources such as journals and peak body websites. It is
likely that if eligibility of sources or individual publications
was not restricted there would have been a greater impact.
However, the greater impact may not only effect organisa-
tional practice, but also the workloads of decision-makers
and knowledge brokers and require additional resources.
The reduced funding and lack of capacity imposed

some limitations in implementation and evaluation of
the EDS. As these are not uncommon occurrences in
health service initiatives, reflecting real as well as hypo-
thetical limitations, they need to be considered in future
planning for in-house services.
The reduction of funding, followed by suspension of the

service, meant that the planned evaluation was not under-
taken. Although the audit was based on small numbers
and some self-reported responses were not verified, it
provides useful information for future planning.

Conclusion
An in-house EDS holds promise as a method of identifying
disinvestment opportunities and/or ensuring practice in a
local healthcare service is consistent with current evidence.
The resource-intensive nature of delivery of the EDS is a
potential barrier. The findings from this study will inform
further exploration.

Additional file

Additional file 1: Methods and Results. (PDF 2081 kb)
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Chapter 4. SHARE Phase Three 

“Although there is a substantial literature on healthcare organisations and institutions, relatively 
little is known about the specific implications of these for local level priority-setting.”  

Robinson et al 2012 [19]  

A review of the disinvestment literature from the perspective of the local healthcare setting was 
initially commenced as the background to the first paper in the SHARE series. However, in order 
to address the well-recognised gaps in knowledge and understanding of systematic approaches to 
disinvestment in the local healthcare setting, the review would add more to the body of knowledge 
in this area if the findings of the SHARE Program were included. It then made more sense to place 
the review after the other papers in the SHARE series rather than at the beginning. The volume of 
literature was too large for a single publication and it is presented in two reviews.  

 

__________ 

 

“We lack a shared common language, a vocabulary, and a narrative of change for discussing the 
subject. Without this, an integrated policy of disinvestment will be difficult to introduce.”  

 
Cooper and Sharkey 2010 [46]  

Paper 9: Conceptualising disinvestment in a local healthcare setting 

Paper 9 presents the current literature on disinvestment from a conceptual perspective, considers 
the implications for local healthcare settings, and proposes a new definition and two potential 
approaches to disinvestment in this context to stimulate further research and discussion. 

 

__________ 

 

“There is no complete model for reassessing health technologies and there is very little information 
on implementation and monitoring the resulting decision of a reassessment. Theoretical 
information is more prevalent in the literature than practical knowledge.” 

 Leggatt et al 2012 [47] 

Paper 10: Operationalising disinvestment in a conceptual framework for resource 
allocation 

Paper 10 discusses the current literature on disinvestment from an operational perspective, 
combines it with the experiences of the SHARE Program, and proposes a framework for 
disinvestment in the context of resource allocation in the local healthcare setting. 

 

 

The Additional files for Papers 9 and 10 are included in Appendices 6 and 7 respectively.  
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Discussion: Four themes are discussed: Terminology and concepts, Motivation and purpose, Relationships with other
healthcare improvement paradigms, and Challenges to disinvestment.
There are multiple definitions for disinvestment, multiple concepts underpin the definitions and multiple alternative
terms convey these concepts; some definitions overlap and some are mutually exclusive; and there are systematic
discrepancies in use between the research and practice settings. Many authors suggest that the term ‘disinvestment’
should be avoided due to perceived negative connotations and propose that the concept be considered alongside
investment in the context of all resource allocation decisions and approached from the perspective of optimising
health care. This may provide motivation for change, reduce disincentives and avoid some of the ethical dilemmas
inherent in other disinvestment approaches.
The impetus and rationale for disinvestment activities are likely to affect all aspects of the process from identification
and prioritisation through to implementation and evaluation but have not been widely discussed.
A need for mechanisms, frameworks, methods and tools for disinvestment is reported. However there are several
health improvement paradigms with mature frameworks and validated methods and tools that are widely-used and
well-accepted in local health services that already undertake disinvestment-type activities and could be expanded and
built upon.
The nature of disinvestment brings some particular challenges for policy-makers, managers, health professionals and
researchers.
There is little evidence of successful implementation of ‘disinvestment’ projects in the local setting, however initiatives
to remove or replace technologies and practices have been successfully achieved through evidence-based practice,
quality and safety activities, and health service improvement programs.

Conclusions: These findings suggest that the construct of ‘disinvestment’ may be problematic at the local level. A new
definition and two potential approaches to disinvestment are proposed to stimulate further research and discussion.

Keywords: Disinvestment, Decommissioning, De-adopt, De-implement, Resource allocation, Reinvestment,
Reallocation, Rationing, Prioritisation, Decision-making
* Correspondence: claire.harris@monash.edu
1School of Public Health and Preventive Medicine, Monash University,
Melbourne, Australia
2Centre for Clinical Effectiveness, Monash Health, Melbourne, Australia
Full list of author information is available at the end of the article

© The Author(s). 2017 Open Access This artic
International License (http://creativecommons
reproduction in any medium, provided you g
the Creative Commons license, and indicate if
(http://creativecommons.org/publicdomain/ze
le is distributed under the terms of the Creative Commons Attribution 4.0
.org/licenses/by/4.0/), which permits unrestricted use, distribution, and
ive appropriate credit to the original author(s) and the source, provide a link to
changes were made. The Creative Commons Public Domain Dedication waiver
ro/1.0/) applies to the data made available in this article, unless otherwise stated.

http://crossmark.crossref.org/dialog/?doi=10.1186/s12913-017-2507-6&domain=pdf
http://orcid.org/0000-0002-5367-8144
mailto:claire.harris@monash.edu
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/publicdomain/zero/1.0/


Harris et al. BMC Health Services Research  (2017) 17:633 Page 2 of 23
About SHARE
This is the ninth in a series of papers reporting Sustainabil-
ity in Health care by Allocating Resources Effectively
(SHARE). The SHARE Program is an investigation of
concepts, opportunities, methods and implications for
evidence-based investment and disinvestment in health
technologies and clinical practices in a local healthcare set-
ting. The papers in this series are targeted at clinicians,
managers, policy makers, health service researchers and im-
plementation scientists working in this context. This paper
discusses current research and debate in disinvestment as it
applies in local healthcare settings.

Background
There are many challenges to the sustainability of
healthcare services. Ageing populations and the rising
prevalence of chronic diseases, increasing use of new
and existing health technologies, duplication and gaps in
service delivery from poorly coordinated care, ineffective
practices, systemic waste and external economic pres-
sures all threaten the ability to maintain health services
at optimal standards [1–8].
The primary focus of health care should be on optimis-

ing patient outcomes, but without due consideration of
value for money the system will not be sustainable [9, 10].
Rigorous processes have been established to ensure that
new health technologies and clinical practices (TCPs) are
safe, effective and cost-effective and that their introduction
will result in better health outcomes [11–15]. However
many TCPs in current use were not evaluated rigorously
prior to their introduction and would not meet contempor-
ary standards [16]; some were commenced prior to estab-
lishment of these processes or the processes were not
applied [11, 13, 17, 18]; some were implemented based on
early evidence and the initial promising findings were re-
versed in subsequent studies [19–21]; the effectiveness and
cost- effectiveness of many is unknown [19, 22] and others
which have been demonstrated to be effective and cost-
effective are used inappropriately or alternatives with
greater benefits are available [23, 24]. The number of pa-
tients receiving potentially unsafe or ineffective care is
worryingly high. In a recent sample of US Medicare benefi-
ciaries, 25–42% received at least one intervention consid-
ered to be ‘low value’ [25].
Debate and research have turned towards opportun-

ities to reduce costs and maximise outcomes by remov-
ing, reducing or restricting these sub-optimal practices
and the concept of disinvestment has emerged.
The early disinvestment literature was focused on two

main areas: research guided by health economic principles
to disinvest specific TCPs in a local setting and broader dis-
cussion focused on central policy-making and the role of
national agencies to inform decisions [26–28]. More re-
cently, additional topics and perspectives have been
addressed in commentary and editorials [9, 29–36] and na-
tional and international approaches have been explored in
discussion papers and reports [10, 37–44]. Systematic re-
views have been conducted to inform disinvestment pro-
jects on specific conditions or diseases [45–47] and authors
of systematic reviews addressing standard clinical questions
are now routinely commenting on practices of ‘low value’
in their topic area [48]. Wider generic questions about the
context, settings, systems, processes and principles for dis-
investment have been addressed in systematic reviews
[26, 47, 49–56] and other studies [13, 23, 39, 57–65].
Lists identifying ‘low value’ practices for potential dis-
investment have been produced for clinicians and pol-
icy makers [19, 21, 59, 66–72] and have subsequently
generated further debate about their validity and ap-
plicability [73–79].
Although the research and debate has broadened con-

siderably, there remains a significant gap in the literature
regarding systematic, integrated approaches to disinvest-
ment. In particular, there is little information to guide
healthcare networks or individual facilities in how they
might take an organisation-wide approach to disinvest-
ment [26, 37, 39, 45, 50, 51, 58, 60, 80, 81].
The ‘Sustainability in Health care by Allocating Resources

Effectively’ (SHARE) Program was an organisation-wide,
systematic, integrated, transparent, evidence-based ap-
proach taken by one Australian health service to address
these issues at the local level. Monash Health (previously
Southern Health) is a public network of six acute hospitals,
subacute and rehabilitation services, mental health and
community health services, and residential aged care [31].
Australian public hospitals operate under a state-allocated
activity-based fixed-budget model of financing [32]. Staff
are salaried and services are provided free of charge. An
overview of the SHARE Program, further details about
Monash Health and a guide to the SHARE publications are
provided in the first paper in this series [82] and a summary
of the outcomes is included in the final paper [83].
This review of the literature was initially commenced

to form the background to the first paper in the SHARE
series. However it became obvious that in order to ad-
dress the gaps in knowledge and understanding about
systematic approaches to disinvestment at the local level,
the review would be improved by inclusion of the find-
ings of the SHARE Program. The logical extension of
this was to place the review after the other papers in the
SHARE series.
The substantial body of literature available was too large

for a single publication. As multiple themes emerged, it
was clear that they could be readily divided into topics re-
lated to either conceptualisation or operationalisation of
disinvestment. This paper focuses on the conceptual ele-
ments of disinvestment at the local health service level. It
is a companion to the tenth paper of the SHARE series
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which considers the disinvestment literature from an op-
erational perspective [84]. The contents of both reviews
are summarised in Table 1.
The reviews are presented as debate papers to discuss

the disinvestment literature from the local healthcare per-
spective but, since the arguments are based on the findings
of a literature review, readers need to have confidence that
the process was rigorous and as comprehensive as possible.
Although undertaken systematically, this was not a system-
atic review. It is impossible to be absolutely comprehensive
in ascertaining all the relevant literature on disinvestment
for two main reasons. Firstly, there is no general agreement
about use of the term ‘disinvestment’, it is used to convey
multiple concepts, and there are many other terms used
to convey the same range of concepts. Secondly, the
aims, activities and outcomes of disinvestment initia-
tives are replicated in research and practice in other
healthcare paradigms and published in various bodies
of literature. Extensive searches were undertaken to en-
sure as much as possible that the discussion correctly
reflects the literature. The methods of the literature re-
view are included in Additional file 1.
Table 1 Contents of the literature reviews

SHARE Paper 9. Conceptual perspective

▪ Terminology and concepts
– Health technologies
– Disinvestment
– Resource allocation
– Optimising health care
– Reinvestment

▪ Motivation and purpose
– Impetus for disinvestment
– Rationale for disinvestment

▪ Relationships with other healthcare improvement paradigms
– Evidence based health care
– Quality improvement
– System redesign
– Health economic approaches

▪ Challenges
▪ New approach to disinvestment

SHARE Paper 10. Operational perspective

▪ Existing theories, frameworks and models
▪ New framework
▪ Program
– Principles of decision-making
– Settings and opportunities
– Prompts and triggers
– Steps in the disinvestment process

▪ Projects
▪ Research
▪ Methods and tools
– Identification of opportunities
– Prioritisation and Decision-making
– Development of a proposal
– Implementation
– Monitoring, Evaluation and Reporting
– Reinvestment
– Dissemination and Diffusion
– Maintenance

▪ Barriers and enablers
Four themes are discussed in this paper: Terminology
and concepts, Motivation and purpose, Relationships with
other healthcare improvement paradigms, and Challenges
to disinvestment. Findings from the literature and experi-
ences in the SHARE Program suggest that these themes
have specific relevance to local healthcare services; in par-
ticular, they highlight the difficulties in introducing dis-
investment initiatives in this context.
The reason for inclusion of each theme is explained and

the discussion is structured to present current thinking
from the literature; experiences from the SHARE pro-
gram; and implications for policy, practice and research in
the local healthcare setting for each theme.
In exploring these themes, ways to address some of

the problematic issues emerged and a new definition
and potential approaches to disinvestment are proposed.

Aims
The aims of this debate paper are to discuss the current
literature on disinvestment from a conceptual perspective,
consider the implications for local healthcare settings, and
propose a new definition and two potential approaches to
disinvestment in this context to stimulate further research
and discussion.

1. Terminology and concepts
There are multiple definitions for disinvestment, a lack of
common understanding of the reasons or objectives that
underpin the concept, and disparity in use of the term be-
tween the research and practice settings. These shortcom-
ings create difficulties in the interpretation of disinvestment
and establishment of a systematic approach in the local
healthcare setting.

1.1 Health technologies
Definition
Most discussion about disinvestment is centred on the use
of health technologies; however the term ‘health technolo-
gies’ is used with a range of meanings. Definitions of ‘health
technologies’ in the literature can be characterised in four
groups (Table 2). The first is broad and includes every elem-
ent of healthcare delivery [22, 61, 85, 86]. The second uses
only a selection of these elements [12, 42, 87–90].
The third does not use a specific definition but sug-
gests that health technologies are separate from other
elements by including ‘health technologies’ within a
list of selected items [27, 45, 49, 51, 53, 91–93]. The
fourth is narrow and reflects only medical products
and devices [23, 26, 38, 39, 50, 87, 94–96]. Many
studies involving health service stakeholders in discussions
about health technologies do not specify a definition but
choose medical devices or diagnostic equipment as their
examples [41, 45, 88, 97].



Table 2 Examples of use of the term ‘health technologies’

Scope Definition or use

Definition encompasses all elements across the spectrum of healthcare
delivery and management

“Drugs, diagnostic tests, including indicators and reagents, devices,
equipment and supplies, medical and surgical procedures, support
systems, and organizational and managerial systems used across
the spectrum of health care” [85]

Definition based on a selection of elements from the extensive list above “Drugs, devices, procedures and screening” [87], “drugs, devices and
procedures” [12, 90], “devices, diagnostics and digital technologies”
[89], “Pharmaceuticals, devices, diagnostic tests and interventional
procedures” [88], “drugs, diagnostic and procedural interventions” [42]

No definition, but wording suggests that health technologies are separate
from other elements

“Health care practices, procedures, technologies and pharmaceuticals”
[49, 91, 93], “health technology, drug or intervention” [51], “Technologies,
services and interventions” [53]

No definition, but wording suggests that health technologies are products
and devices

“Purchasing health technologies” [94–96], “sunk costs and capital
infrastructure” [50], “manufacturers” [23, 38, 94, 96], “technology lifecycle”
[23, 38, 50], “after a technology has been licensed” [23, 96]
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Discrepancies in use
The first definition is used primarily in two settings
where an all-encompassing description is very useful: by
researchers, particularly those working in Health Tech-
nology Assessment (HTA), and by policy-makers deter-
mining health service coverage. However this broad
definition does not reflect common use of the term by
health service managers, clinicians or consumers who
differentiate between health technologies, clinical prac-
tices and healthcare services and programs. Use at local
level is better captured by the other three alternatives.

SHARE
The SHARE Program used the term ‘technologies and
clinical practices’ (TCPs); defined as therapeutic inter-
ventions (including prostheses, implantable devices, vac-
cines, pharmaceuticals and medical, surgical or other
clinical procedures) and diagnostic procedures [11, 92].
Health services and programs were referred to separately
and not included in the concept of TCPs.

Implications for policy, practice and research in the local
healthcare setting
It is understandable that some groups need to consider the
whole range of health system activities in their work, and
obvious that the HTA process and health policy decisions
can be applied to “any intervention that may be used to
promote health, to prevent, diagnose or treat disease or for
rehabilitation or long-term care including pharmaceuticals,
devices, procedures and organizational systems used in
health care” [86]. But by using this catchall as a definition
for ‘health technologies’, researchers and policy-makers cre-
ate potential for confusion and misunderstanding in their
communication with health service staff and consumers
who use a much narrower interpretation of this term fo-
cused on medical products and devices. This may also
hamper translation of knowledge about health technologies
from research to practice. A definition that captures use at
the local level might be ‘products, devices and equipment
used to deliver health care (eg prostheses, implantable de-
vices, vaccines, pharmaceuticals, surgical instruments, tele-
health, interactive IT and diagnostic tools).’ When this
definition is combined with ‘clinical practices’, the term
‘technologies and clinical practices’ reflects the scope of
most decisions regarding resource allocation for invest-
ment and disinvestment related to health care delivery in
the local setting. This terminology will be used throughout
this review.
1.2 Disinvestment
Definition
After more than a decade of research in disinvestment
there is still a lack of common terminology [36, 47, 49, 53,
54, 64, 98, 99]. Although the word ‘disinvestment’ occurs
most frequently, and has been adopted by several coun-
tries in their national programs, multiple terms are used
(Table 3). Some terms are used interchangeably with dis-
investment [27], new terms have been introduced to cap-
ture specific aspects of disinvestment [29, 39], and others
proposed to reflect the process of disinvestment more
accurately [6].
The term ‘disinvestment’ is also used with multiple mean-

ings based on a range of perspectives (Table 4) [27, 64].
Some consider the objective of disinvestment to be reallo-
cation or reinvestment of resources from one TCP to an-
other, while others define it as removal or restriction of use
without reference to reallocation. Some definitions are
based on the absolute value of a TCP, whether it has intrin-
sic worth, for example ‘this procedure is not worth funding’.
Others compare the relative value of one TCP over an alter-
native such as ‘practice A has less value than practice B’
where the TCP being disinvested may have intrinsic value
but an alternative is thought to have greater value. Some
focus solely on TCPs with little or no health gain and
others consider a broad range of factors.



Table 3 Examples of alternatives for the term ‘disinvestment’

Scope Alternative terms

Used interchangeably with disinvestment Decommissioning, removing ineffective services, resource release, defunding,
rationing [27]

Introduced to capture an aspect of disinvestment Health technology reassessment [39], de-implementation [29]

Proposed to capture the process of disinvestment better Displacement, reallocation, reinvestment [6]

Used to avoid the word disinvestment Prioritisation, reappraisal, reprioritisation, optimisation, substitutional reinvestment,
evidence-based reassessment [38], value for money, therapeutic equivalence,
allocative reinvestment, reducing waste, bending the cost curve, contract variation,
contract management, service redesign [101]
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Many authors cite the definition by Elshaug and col-
leagues that disinvestment “relates to the processes of
(partially or completely) withdrawing health resources
from any existing health care practices, procedures, tech-
nologies, or pharmaceuticals that are deemed to deliver
little or no health gain for their cost and thus are not ef-
ficient health resource allocation” [91]. Although fre-
quently used, this definition differs considerably with
others, particularly those that consider the relative value
of TCPs and their alternatives, reallocation of resources
released, or financial constraint as the driver of dis-
investment decisions.
This mixture of terminology and concepts creates confu-

sion, inconsistency and ambiguity. For example, the term
‘rationing’ is frequently used interchangeably with ‘dis-
investment’, and even to define it [60, 64], however the con-
cept of ‘rationing’ does not apply when disinvestment is
undertaken to remove a harmful or ineffective TCP [100].
Discrepancies in use
There is a discrepancy in use of the term ‘disinvestment’
between the practice setting and the research commu-
nity. “Invest to save”, defined as “the process of making
an investment in the short-term which will bring about
savings in the longer-term”, was identified as the com-
monest form of disinvestment in one study of health ser-
vice staff [101], and health service commissioners
defined disinvestment as “limiting new service provision”
in another [64]. Neither of these would be considered to
be disinvestment using any of the common research def-
initions. This divergence is also evident in the lack of
definition for disinvestment in many health service pub-
lications. The term is used in the context of policies or
processes related to “investment and disinvestment” with
no further explanation of either term [102, 103].
The disparity is not limited to different contexts. In two

recent publications, both set in the UK National Health
Service, one uses the term ‘decommissioning’ to define
‘disinvestment’ while the other uses a different definition
for each word [101, 104]. Inconsistencies have even been
identified within the same decision-making body [98].
Further disparity exists in scope of application. Some
authors refer to disinvestment of health technologies in
the narrow sense of products and devices, some to
TCPs, and others note that the concept has been ex-
tended beyond individual TCPs to include “trading-off
expenditures between different service groups, better inte-
gration of health services between primary and second-
ary care providers, and better integration of the health
system with other government agencies” [40, 47, 105].
Conflicting terminology also extends beyond the mean-

ing of the term to the process of disinvestment. Some au-
thors stipulate that disinvestment is an explicit process
[28, 60, 98] but others consider it to be both implicit and
explicit [40]. Although most definitions imply that it is an
active process, it has also been classified as active and pas-
sive [47, 55, 64]. The same description is used for both ex-
plicit and active disinvestment and refers to removal or
redirection of funding to achieve practice change. Al-
though the implicit approach is described as passive, it is
defined as using education and information dissemination
to drive change [40], whereas the term passive disinvest-
ment is used to describe processes that are not reliant on
direct intervention by reimbursement policy makers [55]
or procedures or treatments that gradually fall out of use
over time [26, 47]. While implicit disinvestment potentially
leads to more co-operative and flexible means of identify-
ing areas for disinvestment; it may be ineffectual and may
be more difficult to attribute savings or improvement in
patient outcomes to disinvestment. The explicit approach
potentially captures savings more convincingly; but the risk
is loss of stakeholder support [40, 56].
Negative connotations
In the absence of common terminology, there is one not-
ably consistent message: that the word ‘disinvestment’ has
negative connotations and is likely to be a barrier to suc-
cessful implementation of disinvestment-related change. It
is associated with ‘taking away’, has a perceived focus on
cost cutting, is associated with ‘top down’ interference and
implies a criticism of current practice [27, 38, 46, 49, 50, 64,
98, 106]. To reduce undesirable effects, other terms have
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been intentionally introduced to replace ‘disinvestment’
(Table 3) [38, 101].

Theories, frameworks and models
Theories, frameworks and models for disinvestment are
discussed more fully in Paper 10 of this series [84]. A
summary is presented here in consideration of termin-
ology and concepts related to disinvestment.
There is little discussion of the role of theory or theor-

etical approaches to the concept of disinvestment [84];
however the theory of discontinuance, part of the theory
of diffusion of innovations [107], has potential for dis-
investment in health care [98, 108]. While no theories of
the overall process of disinvestment were identified, sev-
eral theories have been applied in projects investigating
decision-making in this context [45, 53, 109–112].
Fifteen frameworks and models related to disinvest-

ment, resource allocation and priority setting were iden-
tified [84]; however they are mostly conceptual and as
yet untested. They address projects to identify and dis-
invest individual TCPs [53, 113–116], programs for
sector-wide investment and disinvestment [103, 106, 117,
118], evaluation [63, 114, 119] and stakeholder engage-
ment [103, 120].

SHARE
The definition of disinvestment used in early development
of the SHARE Program was “cessation or limitation of po-
tentially harmful, clinically ineffective or cost-inefficient
TCPs”, which takes the absolute position. This was later
expanded to include the relative position for the pilot dis-
investment projects which were defined as activities that
“remove a TCP that is unsafe or ineffective, restrict a TCP to
more appropriate patient groups, or replace a TCP with an
equally safe and effective but more cost-effective option”.
Although the SHARE Program made a decision to

avoid the term disinvestment, a suitable alternative
proved elusive for one of the main program components
which was known throughout as the “Disinvestment pilot
projects” [114].
Several frameworks and models were developed in the

SHARE Program; these are presented in detail in the rele-
vant papers and are summarised in Paper 10 [84]. The
frameworks include potential settings and methods to inte-
grate disinvestment decisions into health service systems
and processes [113], components in the resource allocation
process [117] and evaluation and explication of a disinvest-
ment project [114]. The models include integrating con-
sumer values and preferences into decision-making for
resource allocation in a local healthcare setting [120], ex-
ploring Sustainability in Health care by Allocating
Resources Effectively in this context [106] and facilitating
use of recently published synthesised evidence in organisa-
tional decision-making through an Evidence Dissemination
Service [115]. An algorithm facilitates decision-making for
developing a disinvestment project from an evidence-based
catalogue of potential opportunities for disinvestment
[114]. A framework for evaluation and research was also
developed for the whole SHARE Program [121]. A frame-
work for organisation-wide disinvestment in the context of
resource allocation is proposed in Paper 10 [84].
Implications for policy, practice and research in the local
healthcare setting
A common understanding of terminology and concepts is
required for successful decision-making, communication
and implementation of change in the policy and practice
settings. A consistent definition is also important for
evaluation of change in the practice setting and activities
in the research domain to increase rigour, ensure validity
of outcomes, enable replication and comparison with
others, facilitate application in equivalent situations to re-
duce duplication, engender familiarity and understanding
to increase uptake and use of content, and build on exist-
ing work. The current multiplicity and variability of defini-
tions hampers these objectives.
In the absence of common terminology, a definition

and the concepts underpinning it should be established
for shared understanding by stakeholders of disinvest-
ment initiatives. However, the literature recommends
that the term disinvestment should be avoided when
attempting to implement change. A different word or
way of capturing and framing these concepts to facilitate
the related activities may be preferable.
Another approach could be to simplify the definition

of disinvestment to ‘removal, reduction or restriction of
any aspect of the health system’. Removal indicates
complete cessation, reduction is a decrease in current
volume or delivery sites, and restriction is narrowing of
indications or eligible populations. This could apply
equally to devices and equipment, clinical practices and
procedures, health services and programs. In the same
way that investment is a process of allocating resources
for the introduction, continuation or expansion of any
aspect of the health system, disinvestment could simply
be the decision to remove, reduce or restrict and not be
complicated by the type of activity undertaken. An un-
derstanding of how the word disinvestment is being used
in a particular setting would no longer be necessary and
use of the word as the basis for an activity would be-
come redundant. The focus could then be the valid rea-
son for change, such as patient safety or reducing waste,
and not the negative perceptions of the word or the no-
tion of disinvestment for the sake of disinvestment.
Unless otherwise specified, disinvestment is considered

in its broadest sense, ie according to the definition above,
throughout this review.
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1.3 Resource allocation
Disinvestment is frequently presented as an isolated activity
independent of other decision-making processes, to be pur-
sued for its own ends. Investment as a concept is rarely
noted in the disinvestment literature. Yet in practice, invest-
ment and disinvestment exist together at opposite ends of a
continuum [39, 50, 106]. When a new TCP is found to have
greater benefit than an existing one, it implies that as one is
introduced the other should be removed, either partially or
completely. Introduction of a new TCP provides a trigger
to explore opportunities for disinvestment [26]. Investment
without appropriate disinvestment can be wasteful and
making disinvestment decisions outside the context of
existing decision-making processes may result in unsuitable
or unsustainable outcomes [106]. Decisions about invest-
ment and disinvestment can be considered together as
‘resource allocation’ [117, 122].
Discussion about investment, disinvestment and reinvest-

ment in the literature is usually focused on decisions about
money, yet many decisions in healthcare, particularly at the
local level, are about use of non-monetary resources and
are often driven by considerations other than financial con-
straint [113]. Resource allocation is an inclusive term that
encompasses financial and other resources. It also draws
the focus away from the cost of healthcare provision and
the perception that decisions to remove or reduce things
are always about money and redirects it towards the idea
that resources are limited and should be targeted to achieve
the best outcomes [106].
Many national and regional policies are now based on

resource allocation and address both investment and dis-
investment [102, 103].

SHARE
Resource allocation is embodied in the name of the
SHARE Program: Sustainability in Health care by Allo-
cating Resources Effectively. It was made explicit that
the program covered the spectrum of decision-making
from investment to disinvestment and included monet-
ary and non-monetary resources.

Implications for policy, practice and research in the local
healthcare setting
Investment decisions usually have inherent incentives for
successful implementation as they enable continued avail-
ability of practices in regular use or facilitate introduction
of improvements to current practice. Conversely, if dis-
investment activities are not considered in the context of
other decision-making processes, they introduce inherent
disincentives through loss of things that were familiar and
believed to be beneficial without the balance of positive al-
ternative outcomes. If the frame of reference is ‘resource
allocation for maximum effectiveness and efficiency’, with
the focus on enhancing patient outcomes and using
limited resources wisely, the reasons for disinvestment
and the resulting benefits become evident and provide
some incentives for change.

1.4 Optimisation of health care
Sometimes the considerations for change are not as
straightforward as ‘to fund or not to fund’ or ‘x is better
than y’ [45, 93]. In addition to unsafe, ineffective and inef-
ficient TCPs, many authors propose that inappropriate
use of therapeutic interventions, systematic errors and or-
ganisational waste should also be addressed, and that a
wider consideration of ‘optimising health care’ is prefera-
ble to disinvestment alone [23, 34, 38, 39, 50, 85, 123].
TCPs with demonstrated safety and effectiveness may

still pose a problem if used inappropriately. Overuse,
underuse or misuse may be inadvertent due to lack of
knowledge or skill [23, 24, 48] or intentional due to a
range of other factors [62, 124]. There may be isolated
errors, but if the problem is widespread due to systemic
issues such as entrenched practices, poor training or inad-
equate staffing it will result in significant waste of re-
sources. In these situations the target for disinvestment
is the inappropriate use of a TCP rather than the TCP
itself. The term ‘disinvestment’ is not widely used in the
American healthcare context, however the national
‘Choosing Wisely’ and ‘High Value Care’ initiatives to
improve health outcomes and reduce costs are focused
on decreasing waste and reducing inappropriate use of
therapeutic interventions [68, 125, 126]. This approach
is being replicated in national campaigns around the
world [127].
Another reason to consider the optimisation perspective

is that it may circumvent the ethical dilemmas associated
with other approaches to disinvestment. Clinicians are re-
quired to follow the principle of beneficence, to act solely
in their patient’s best interests and to advocate on their
behalf; however this conflicts with the principles of justice
and fairness that necessitate rationing of finite resources
[31, 68, 100]. Similarly there may be conflict between the
principles of equity and efficiency in cases where the most
efficient program identified by a disinvestment process is
not the most equitable [105, 128, 129]. ‘Return on invest-
ment’ is a concept being introduced into the disinvest-
ment debate, however ethical conflicts between return on
investment and the principle of preventing ill health and
the human right to health have been acknowledged [105].
Reducing inappropriate care and eliminating waste is
compatible with beneficence, equity and efficiency, pre-
vention of ill health and the basic human right to health
and consistent with the disinvestment aims of removing
harmful or ‘low value’ practices.
An optimisation approach has also been proposed to ad-

dress the difficulties related to finding the unequivocal evi-
dence of harm or lack of effect required for disinvestment
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decisions. ‘Optimal targeting’ has emerged as an alterna-
tive strategy where the focus is on identifying the sub-
groups for which a TCP is most clinically or cost-effective
[1, 10, 38, 55, 56, 59]. Rather than disinvestment, this is re-
ferred to as “refining the indications for service provision”,
targeting TCPs to those who will benefit rather than re-
moving them from those who will not [45].

SHARE
‘Optimising health outcomes’ was not an overt principle
in the SHARE Program where the focus was stated as
‘effective application of health resources’. However it
was implicit in all the activities and often explicit in
presentations and explanations of the approach. One
of the key components of the program was investiga-
tion of decision-making processes to identify system-
atic problems and opportunities for improvement [117]
and another was exploration of potential disinvestment
projects, several of which were based on inappropriate
use [114].

Implications for policy, practice and research in the local
healthcare setting
Improving health outcomes is a fundamental objective
of health care and a primary motivator for healthcare
staff. Initiatives that emphasise the positive approach
embodied in allocating resources to optimise health care
may be more welcome than those focused on disinvest-
ment with its inherent negativism.
Inappropriate use of TCPs, systematic errors and prac-

tices resulting in organisational waste should be re-
moved because they harm patients, diminish health
outcomes, impair health care delivery and increase costs
unnecessarily. If opportunities for disinvestment are be-
ing sought, it could be argued that these issues are ad-
dressed first, before considering removal, reduction or
restriction of procedures or processes that have relatively
less benefit than available alternatives but which have in-
trinsic value of their own [115].

1.5 Reinvestment
The terms ‘reinvestment’ and ‘reallocation’ appear to be
used with the same or similar meaning in the literature;
however, like investment, they are not defined. They are
variously considered to be the objective of a disinvestment
exercise [28, 53, 130], the expected result [38, 39, 122], a
‘hoped for’ outcome [47, 61, 85, 131, 132] or not men-
tioned at all.
There is an assortment of views on the proposed

targets or beneficiaries of reinvestment. Some specify
that resources freed up through disinvestment of ‘low
value’ TCPs should be redirected to TCPs that deliver
safe and effective healthcare [37, 38, 116]. Another
perspective is for resources to be retained by the
group undertaking the disinvestment activity or to be
used for the benefit of patients with the same condi-
tion or to improve care in the same specialty area
[50]. In contrast, some make the case that there
should be no expectation that resources are returned
to the same area and that it may be most appropriate
to reinvest in another service or TCP [40, 53, 122].
Others note that the purpose of disinvestment can
range from identifying resources specifically for re-
allocation or reinvestment through to finding savings
to meet budgetary shortfalls where the intention is
not to reinvest or reallocate but to put the released
funds towards “the bottom line” [101, 133].
Resources theoretically released through disinvest-

ment may not be achieved in practice. For example, re-
ducing length of hospital stay may be anticipated as a
saving of ‘bed days’ but, unless the beds are actually
closed, they will be occupied immediately by a different
patient group [117, 134]. This is a positive outcome as
it gets some patients home earlier and reduces waiting
times for others, but it is not a saving. There is also po-
tential for disinvestment in one area to increase costs
or resource utilisation in another; a practice change
may avoid the need for surgery but the patients require
additional outpatient services [85, 117]. And it is pos-
sible that the costs of developing, implementing and
evaluating a disinvestment initiative will be more than
the expected savings [135].
No formal methods for quantifying savings and bene-

fits from disinvestment or implementing a reinvestment
plan have been proposed and this deficiency has been
noted as a significant barrier [51, 60, 123, 136].

SHARE
It was acknowledged early in the SHARE Program that re-
investment would not be possible as local accounting
methods and the inability to itemise expenses for
complex activities spanning multiple budgets and cost
centres precluded measurement of savings from dis-
investment projects.

Implications for policy, practice and research in the local
healthcare setting
For reinvestment to occur resources must be released,
be measured and be made available for reallocation. Any
or all of these may not be achievable.

2. Motivation and purpose
Definitions and terminology related to disinvestment are de-
bated in the literature, however there is little consideration
of the impetus and rationale for undertaking disinvestment
[57]. The reasons underpinning specific disinvestment activ-
ities are likely to affect all aspects of the process from
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identification and prioritisation through to implementation
and evaluation but this has not been widely discussed.

2.1 Impetus for disinvestment
The drivers for disinvestment have varied over time and
within and between settings. An example of this is the
change in approach to disinvestment by the UK National
Health Service. In 2002 a “need to maximise efficiency and
abandon ineffective interventions” was recognised; in 2005
the concept of “value for money” was added; in 2006 this
was quantified in a pilot project “to identify individual low
value interventions which if stopped would save over £1m
each”; and in 2011 external financial pressures introduced
“cost saving” as a primary driver of disinvestment [10].
These are four different objectives that will require different
approaches to identification of disinvestment targets,
decision-making, implementation and evaluation and have
potentially different timeframes and resource requirements.
There is also a difference between rhetoric and practice.

A recent international study found that disinvestment ex-
perts thought that the main drivers for disinvestment
should be safety, effectiveness and cost-effectiveness, but
in their experience budgetary pressures, government inter-
vention, and capital costs and conditions were the actual
reasons for change [57].
Drivers for disinvestment at the national level are likely

to be based on evidence of harm, lack of effect, or avail-
ability of a more cost-effective alternative, where the evi-
dence can be applied broadly. But local factors might
identify disinvestment opportunities that are not general-
isable to all health services. A study surveying local com-
missioners of health services across England concluded
that the context for decision-making is more important
than the deployment of specific tools and techniques and,
in the absence of a formal process, the choice of approach
would be influenced by the objectives of individual
initiatives [105].

2.2 Rationale for disinvestment
It has been noted that the reasons for undertaking dis-
investment can vary [101] and that project objectives are
not always clear in research publications [26]. The re-
ported aims have also been described as intertwined and
unable to be delineated [56]. Disinvestment has been de-
scribed as addressing three health system imperatives:
ethical, quality and economic [76] but no other descrip-
tions or classifications of the reasons for disinvestment
were identified.
Many of the multiple definitions include or imply a rea-

son for disinvestment. This wide range of concepts can be
summarised in seven main themes (Table 5). An eighth op-
tion, ‘for any reason’, is added for completeness. Some of
these concepts are broad and others quite narrow. There is
considerable overlap between some themes, for example
‘improving patient outcomes’ and ‘getting value for money’
could both be objectives shared by projects focused on
‘optimising health care’ (Fig. 1). However others might be
mutually exclusive. A project to ‘improve patient outcomes’
based on replacing an ineffective treatment with an effect-
ive, but more costly, alternative is not compatible with an-
other aiming to ‘release resources’ or ‘withdraw funding’.
There are many more reasons for undertaking disinvest-

ment than those captured in the seven themes noted from
the literature, particularly from the perspective of a local
healthcare service. A list of potential reasons for individual
disinvestment projects is presented in Table 6. This is illus-
trative rather than exhaustive and the utility of the categor-
isation is untested. Some items are very specifically aiming
to disinvest, such as discontinuing a service in order to save
money, but the majority are examples of aims to address
common problems in the health system where disinvest-
ment is a possible solution. Some of these may overlap with
others and some are very similar with only subtle differences
in context or emphasis. This list is submitted to prompt de-
bate and further research exploring whether making the ra-
tionale for disinvestment explicit is a barrier, enabler or
determinant of successful disinvestment and what difference
the variations in context and emphasis may have.

SHARE
The SHARE Program used two main approaches. A
broad approach was taken with the pilot projects, TCPs
could be proposed for disinvestment for any reason
[114]. However use of an Evidence Dissemination Ser-
vice to identify potential disinvestment targets from re-
cently published high quality research was more specific,
focusing on evidence of harm or availability of more
cost-effective alternatives [115].

Implications for policy, practice and research in the local
healthcare setting
The range and diversity of reasons for disinvestment, and
the complexity of relationships between them, add to the
difficulties in considering disinvestment as a single entity
in anything other than the broadest sense. The compre-
hensive simplified definition for disinvestment proposed
in the preceding section could be extended to ‘removal,
reduction or restriction of any aspect of the health system
for any reason’, in the same way that investment is a
process of allocating resources for the introduction, con-
tinuation or expansion of any aspect of the health system
for any reason. The motivation and purpose in individual
situations can then be used explicitly in development of
project objectives and strategies without the limitations
and complications of being embedded in a definition.
Consideration of the reasons for disinvestment is crucial

to project planning. If the objective of a disinvestment ac-
tivity is specifically to reinvest, the savings need to be



Table 5 Examples of reasons for disinvestment from the literature

Objective Scope

Any reason This is the broadest sense of disinvestment and refers to cessation or limitation of something
that was previously in practice. It could apply to services, programs, use of equipment,
diagnostic tests or therapeutic interventions. Words used interchangeably with disinvestment
in this context are decommissioning, de-implementation, removal, replacement, restriction

To optimise health care This is also a broad concept. It incorporates investment, disinvestment and reinvestment. The
focus is on effective allocation of resources to achieve maximum benefit and combines the
concepts of safety, effectiveness, cost-effectiveness and eliminating waste. The approach of
‘optimal targeting’ is also captured here.

To optimise resource use A similarly broad concept to optimising health care with considerable overlap of intentions. The
difference is in the emphasis on economic outcomes rather than other aspects of health care. This
is the objective of Program Budgeting Marginal Analysis (PBMA) and other prioritisation activities.

To improve patient outcomes This relates to removal of harmful or ineffective practices which result in adverse outcomes for
patients and/or replacement with more effective alternatives. The focus is safety and effectiveness
but the terms ‘low value’ and ‘of little or no health gain‘are also used in this context. There is
potential to increase costs rather than save money.

To reduce waste This could also be thought of as improvement in health service outcomes. From the perspective of
disinvestment this primarily addresses inappropriate use of diagnostic tests and therapeutic
interventions and failure of care coordination.

To get value for money This is based on consideration of cost-effectiveness and/or risk-benefit analysis. It may be
defined by specifying acceptable cost/QALY ratios or based on local values.

To release resources This can have two elements: to save money in times of financial constraint or to redirect funds
to a preferred alternative. Terms used in this context are cost saving, rationing, priority setting,
reinvestment and reallocation. Priority setting exercises may also have this as an objective to
use disinvestment to enable investment.

To withdraw funding The focus of this concept is on the process of disinvestment rather than the reason for doing it.
Disinvestment defined in this way refers to the act of withdrawing funding from a provider
organisation which results in cessation of a service.
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measured and explicit decisions about redeployment of
the funds are required. However if the purpose is to re-
duce patient harm or improve health outcomes, the evalu-
ation parameters will be patient measures and there may
no savings to reinvest and possibly increased costs to find.
The barriers and enablers to implementation and evalu-
ation of these two scenarios are likely to be quite different.
Fig. 1 Relationships between reasons for disinvestment
3. Relationships with other healthcare
improvement paradigms
A paradigm is a framework containing the basic assump-
tions, ways of thinking, and methodologies that are com-
monly accepted by members of a scientific community
[137]. Disinvestment is frequently presented as if it is a
new paradigm for health improvement. It has been



Table 6 Potential reasons for disinvestment in the local
healthcare setting

External
▪ To address political priorities
▪ To meet legislative, regulatory or accreditation requirements and
professional standards

▪ To meet national recommendations
▪ To address legal and ethical issues
▪ To be sensitive to the environment

Financial
▪ To save money to meet budget cuts
▪ To find money to spend on something else
▪ To prioritise where money is spent
▪ To redistribute within or between budgets
▪ To support investment in new technologies
▪ To support continued investment
▪ To get value for money

Economic
▪ To maximise benefits from resource use
▪ To improve efficiency
▪ To maintain quality without extra expenditure
▪ To remove TCPs with unacceptable cost per QALY

Organisational
▪ To meet strategic goals and priorities
▪ To ensure sustainability
▪ To increase productivity
▪ To work within organisational capacity
▪ To work within staff capability
▪ To rationalise services eg only provide orthopaedics at hospital A
and oncology at hospital B

▪ To enable system redesign
▪ To reduce health service utilisation
▪ To reduce risk to staff, finances or reputation
▪ To reduce waste
▪ To address specific problems

Patient care
▪ To improve patient health outcomes
▪ To reduce patient harm
▪ To target populations or indications for best results
▪ To improve patient flow and reduce waiting times
▪ To improve patient satisfaction or reduce inconvenience
▪ To improve patient access and equity of service provision
▪ To reduce unnecessary tests or treatment

Health technology, clinical practice or service
▪ To keep equipment up-to-date
▪ To remove obsolete or superseded technology
▪ To remove or restrict TCPs that are harmful
▪ To remove or restrict TCPs that have little or no value
▪ To replace TCPs with alternatives of greater benefit
▪ To remove services that are not performing as intended
▪ To remove services that are not meeting the needs of the target
population

Evidence Based Practice
▪ To ensure practice is consistent with current evidence
▪ To actively identify evidence of harm or lack of effect and remove
relevant TCPs

▪ To update evidence-based guidelines and protocols

Social judgement
▪ To ensure public funds are spent wisely
▪ To reduce public funding on discretionary services eg some
cosmetic procedures
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described as an ‘emerging field’; disinvestment ap-
proaches, processes and initiatives are discussed; ‘research
agendas’ are considered; and the need for mechanisms,
frameworks, methods and tools are widely acknowledged
[26, 35–39, 47, 49–51, 56, 88, 90, 91, 98, 101, 105, 123].
However there are several health improvement paradigms
with mature frameworks and validated methods and tools
that are widely-used and well-accepted in local health ser-
vices that already undertake disinvestment-type activities.

3.1 Evidence-based health care
Disinvestment is intrinsically linked to evidence-based
health care (EBHC). A fundamental tenet of EBHC is
that practices found to be harmful, ineffective or ineffi-
cient should be removed and an evidence-based ap-
proach would also routinely identify alternatives that
were more effective or cost-effective than existing prac-
tices. Disinvestment is a natural outcome of EBHC.
While it would be possible to disinvest without taking an

evidence-based approach, there is a strong consistent
theme in the disinvestment literature advocating for explicit
use of evidence in decision-making [6, 23, 26, 37–39, 42,
50–53, 58–61, 88, 95, 100, 104, 111, 131, 138–140]. The
triad of evidence, expertise and consumer perspectives
which underpins EBHC is also common to most publica-
tions on disinvestment.
Systematic reviews are the foundation of EBHC and are

often represented in the disinvestment context as Health
Technology Assessments (HTAs) or Health Technology
Reassessments (HTRs), a term coined more recently to spe-
cify appraisal of existing, rather than new, TCPs with view
to identifying potential targets for disinvestment [39, 85].
There are numerous examples in the disinvestment litera-
ture promoting this evidence-based approach and exploring
methods to initiate and undertake HTA/HTR and imple-
ment the findings [6, 12–14, 23, 26, 39, 41, 50, 51, 61, 95,
131, 141]. Proactive use of Cochrane systematic reviews has
been employed to create national recommendations for
disinvestment [10]. Evidence-based guidelines have been
proposed as vehicles for implementing disinvestment
decisions [10, 28, 42, 46, 139].
Disinvestment is also entwined with three new fields of

research and practice that have emerged from the EBHC
movement: Comparative Effectiveness Research, Know-
ledge Translation and Implementation Science. Finding
existing evidence, generating new evidence to fill gaps, ap-
praising and synthesising it, getting it to decision-makers,
using it in decisions and implementing the appropriate
changes are all highlighted in the disinvestment literature.

SHARE
The SHARE Program was explicit in taking an evidence-
based approach [106]. The SEAchange model for Sustain-
able, Effective and Appropriate evidence-based change
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was used for development, implementation and evaluation
of the program components and projects [142]. Methods
to use evidence from research and local data proactively
to drive disinvestment decisions were explored [115, 143].

Implications for policy, practice and research in the local
healthcare setting
Cessation or limitation of practices occurs regularly as a
result of evidence-based processes. In the EBHC context
this can be achieved in a positive sense by ‘implementing
best practice’ and the negative term ‘disinvestment’ can be
avoided.
There are two significant bodies of literature in disinvest-

ment that can be distinguished by their approach to evi-
dence and the sources they use: those focused on use of
HTAs are driven by evidence from the research literature
on the safety, effectiveness and cost-effectiveness of TCPs
and those focused on priority setting where decisions are
based on evidence from stakeholders, local health service
utilisation data and economic factors. Used separately these
sources of information are insufficient for robust decision-
making at the local health service level; they are both re-
quired [113]. Evidence from research can highlight potential
targets for disinvestment but before changes are proposed
this information should be considered in light of local data.
If an issue only affects a few patients or practitioners, or the
burden of disease and hence potential impact are small,
particularly in comparison with other issues, resources for
change may be better employed elsewhere. Similarly, evi-
dence from local data can identify problems, however re-
view of known best practice from the published literature is
required to identify effective potential solutions [113].
Most of the research in EBHC has been conducted in the

domain of clinical practice. While there is still much to
learn, there is a substantial evidence base to guide know-
ledge translation strategies for health professionals and con-
sumers. However the main focus of disinvestment has been
on policy and management decisions where the evidence
for knowledge translation is much weaker [144–146]; iden-
tifying potential for future research.

3.2 Quality improvement
For many authors writing in the area of disinvestment, qual-
ity and cost are integrally related in their arguments; even
noted as “two sides of the same coin” highlighting the tension
created by the expectation that health services will deliver
better care while reducing costs [147]. Savings and improved
quality of care have been cited as the two main objectives of
disinvestment [38, 48, 132]. From a big picture perspective,
disinvestment can be seen as part of a broader policy agenda
to improve efficiency and quality of care [10, 45]; and from a
local perspective, disinvestment is seen to deliver quality
care as it is embodied by the definition ‘the right care at the
right time in the right place’ [10, 70, 101].
Disinvestment policies are frequently linked to quality
improvement (QI) instruments such as plans, programs
or institutions. Examples of national disinvestment policies
linked to quality vehicles include the Spanish National
Health System Quality Plan [37], Australian Medicare
Benefits Schedule Quality Framework [43], UK Quality,
Productivity and Prevention Programme [10], Norwegian
Council for Quality Improvement and Priority Setting in
Health Care [39], and the German Institute for Quality
and Efficiency in Health Care [42].
The benefits of the formal linkages between dis-

investment and QI could potentially flow in either
direction or be mutually beneficial. Disinvestment
might be a useful tool to achieve QI objectives. It has
been described as “a driver, and an enabler, of patient
safety and quality health care provision” [38]. Some au-
thors anticipate that disinvestment can reduce costs with-
out reducing quality [101, 130], but many more expect
that disinvestment will result in improved quality [28, 34,
39, 40, 45, 50, 85, 91, 116], and others describe both out-
comes [10, 38]. Alternatively, linking disinvestment with
quality initiatives could increase the likelihood of success-
ful implementation [38, 85]. This is thought to facilitate
more transparent discussions [45], redirect negative per-
ceptions of rationing or cost cutting towards the positive
objectives of quality and safety [46], focus on standards
and performance indicators [23], and make it more ac-
ceptable to clinicians and consumers [38, 50].
Many examples of disinvestment are described in the

quality improvement literature. For example interventions
to decrease adverse events; limit overuse, underuse and
misuse of treatments; and reduce duplication in service
delivery are all thought to save money [135] and would
meet any of the definitions of disinvestment, yet are most
frequently referred to as ‘quality improvement initiatives’
and the term ‘disinvestment’ is never considered. There
are also many examples of harmful practices being ‘disin-
vested’ but the literature describes these as ‘patient safety
strategies’ [148, 149].

SHARE
The SHARE Program linked to the Quality Program at
Monash Health through the Policy and Procedure
Framework. A new framework was developed by the
SHARE team and implemented by the Quality Unit.
Guidance for developing new and revising existing pol-
icies and procedures included steps to identify potential
TCPs for disinvestment [114].

Implications for policy, practice and research in the local
healthcare setting
Quality improvement is a much wider and more mature
field of policy, practice and research than disinvestment,
but given the parallels in objectives, it might prove to be
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a valuable source of information about methods for
decision-making, implementation and evaluation.

3.3 System redesign
System redesign involves systematic changes to organisa-
tional processes to improve health outcomes, enhance pa-
tient and staff experiences of care, and increase efficiency
[114]. It uses an array of approaches rather than a single
technique, and has significant overlaps with EBHC and QI.
‘System redesign’ has been used synonymously with ‘dis-

investment’ and proposed as a method to identify disinvest-
ment opportunities, implement disinvestment decisions
and/or quantify disinvestment outcomes [38, 60, 101]. In-
voking the term ‘system redesign’ has also been suggested
as a strategy to increase the likelihood of implementation
by avoiding the word ‘disinvestment’ [101, 136].

SHARE
System redesign was investigated through a literature re-
view and interviews with Monash Health staff experi-
enced in this area. A decision was made that these
processes would be considered as implementation strat-
egies for the pilot disinvestment projects [114].

Implications for policy, practice and research in the local
healthcare setting
Like EBHC and QI, system redesign is familiar to health
service staff and offers a well-established and accepted
context to introduce practice change [113]. The methods
used can identify disinvestment opportunities, imple-
ment the decisions and evaluate the outcomes.

3.4 Health economic approaches
Most of the early research in disinvestment was based
on health economic principles, primarily priority-setting
approaches. Historically, priority-setting was an exercise
to decide between investment options, however the
current economic challenges in health care have led
decision-makers to consider disinvestment strategies in
this process [60].
There are many priority-setting approaches [150], the

most common being Program Budgeting and Marginal
Analysis (PBMA) [133] which now features highly in the
literature as a rigorous, transparent method to identify
disinvestment opportunities. PBMA applies the eco-
nomic principles of opportunity costs and margins to
determine priorities for health program budgets in the
context of limited resources [151]. The language of the
PBMA framework has changed over the past decade to
make disinvestment more explicit. In 2001 the frame-
work sought to release resources through increasing ef-
fectiveness and efficiency [152]; in 2004 it noted “scaling
back or stopping some services” as one way to release re-
sources [153] and by 2010 “evaluation of investments
and disinvestments” had become an overt component
[154]. PBMA has been proposed as the basis of a prag-
matic framework for “rational disinvestment” that can
incorporate service redesign approaches [155] and some
successes in this context have been reported [156, 157].

SHARE
Monash Health did not have a health economist and
chose to take an evidence-driven, rather than economic-
driven, approach to disinvestment based on the in-house
expertise in utilisation of evidence from the research lit-
erature and local data [106]. However a consultant
health economist was engaged to work with the SHARE
team to advise on design and evaluation of program
components and projects. The potential for PBMA to be
used for disinvestment at Monash Health was explored,
but it was decided that without in-house expertise this
was not a feasible option [114].

Implications for policy, practice and research in the local
healthcare setting
Unlike EBHC, QI and system redesign, health economics
methods are not familiar to most staff in health services.
PBMA and other priority-setting approaches have been
employed by university health economists working with
health sector decision-makers in research projects. Al-
though they have considerable potential benefits, imple-
mentation of these methods in routine decision-making
will require academic partnerships and appropriate funds.

4. Challenges
In addition to the lack of common terminology, negative
connotations of the term ‘disinvestment’, shortage of the-
ories and tested frameworks and models, and paucity of
proven methods and tools, the nature of disinvestment
brings some particular challenges for policy-makers,
managers, health professionals and researchers working
in this area.

4.1 Sense of loss
The aversion to loss described in prospect theory is par-
ticularly relevant to disinvestment [158]. Clinicians and
patients perceive greater disadvantage from removal of a
TCP, program or service in current use than denial of ac-
cess to a new one of similar value [50, 99]. Patients also
feel entitled to services previously available to them and
removal results in loss of that entitlement [50, 55, 134].
The perceived loss from disinvestment is clear and imme-
diate, while any gains from disinvestment may not be
readily specified, may not occur for some time, and may
not even be achieved at all [42]. For clinicians, removal of
a TCP, program or service is not only a loss of something
they believed was beneficial for their patients, but also a
loss of autonomy [99]. The emotions arising from loss can
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create formidable opposition that must be anticipated and
dealt with [38, 42, 50, 56].

4.2 Challenge to clinical expertise
Health practitioners choose tests and treatments based on
what they believe to be the patient’s best interests [64]. A
decision to remove, reduce or restrict a technology or
clinical practice in current use introduces criticism or po-
tential censure of their expertise. It is challenging for clini-
cians to accept that current evidence may demonstrate
that the care they have provided in the past was less than
ideal [98, 99]. Clinicians may also see specific practices as
integral to their professional practice and identity, making
change particularly difficult [50, 55, 91, 159].

4.3 Need for more convincing evidence
To overcome stakeholder resistance, the evidence for re-
moval of a TCP, program or service must be more per-
suasive than for introduction of a new one [38, 42, 50].
Not only is convincing evidence of absence of benefit re-
quired, but also evidence of absence of harm from its
withdrawal. While more information and less uncer-
tainty are required [10, 50], the reality is that there is a
lack of conclusive evidence for most current practices
[26, 48, 51, 56, 100]. Finding evidence for existing prac-
tice is more difficult than for new practices which rou-
tinely have randomised controlled trials to support them
[50, 87]. Since current practice is assumed to be of bene-
fit, conducting trials that question this assumption face
resistance, potential ethical objections, impediments to
funding and difficulties in recruitment.

4.4 Possibility of benefit
Potential targets for disinvestment are often identified
from evidence of harm or lack of benefit. These research
findings are based on outcomes of the total study popu-
lation or specified subpopulations. However there is al-
ways a possibility that the TCP may be of benefit to
other subgroups or some individuals [10, 20, 50, 56, 76].
Individual patients who experience improvement from
a current treatment and clinicians who perceive bene-
fit in certain patient groups can argue for exceptions.
There are also situations of ‘last resort’, when all
other treatments have failed or there is imminent risk
of death. Flexibility in implementation of disinvest-
ment decisions in these circumstances could be con-
sidered [10, 50, 100].

4.5 Heterogeneity of outcomes
A diagnostic or therapeutic intervention can have mul-
tiple outcomes. It may result in benefit, have no effect,
or even cause harm when used in different patient
groups. Effectiveness identified in a particular population
with certain indications may not be evident in another
group with different characteristics [10, 38, 48, 56, 76].
Disinvestment is generally thought of from the perspec-
tive of a dichotomous decision: to maintain or to re-
move. Selective removal from some patient groups or
restriction to certain indications is more complex to
communicate as a disinvestment decision and becomes a
much more difficult task to implement [55]. This com-
plexity increases when the reason for disinvestment is
inappropriate use of TCPs in a patient group. The deci-
sions become more controversial when the service or
practice is effective, but does not reach a specified cost-
effectiveness threshold, or there is another of equal ef-
fect which is more cost-effective [48].

4.6 Lack of data
There is a universal lack of suitable economic and usage
data and no formal methods for quantifying savings and
benefits from disinvestment [10, 51, 56, 100, 135].
Current routinely-collected datasets are considered to be
generally inadequate, however improving their quality
and reliability may still not address the problem. They
lack the precision required for disinvestment and the ex-
pense of customisation to achieve this is likely to be pro-
hibitive [10]. Data is needed to underpin decisions,
support implementation strategies and monitor and
evaluate outcomes. Measurement of savings enables re-
investment and provides incentives for future disinvest-
ment. Without appropriate data and the ability to
measure resource release, the concept of disinvestment
is undermined.

4.7 Lack of standardised practices/Lack of transparency
The absence of standardised methods for disinvestment
decision-making is well-recognised [51, 57, 101, 123] and
lack of transparency is also discussed in relation to dis-
investment processes [38, 50, 57, 64, 88, 105, 114, 133].
The ad hoc approaches commonly used, based on “gut
feeling” and the search “for a quick fix” [57], are reported
to be “non-sustainable, reliant on chance or not conducive
to independently identifying local opportunities for dis-
investment” [98].

4.8 Conflicting roles of local decision-makers
In regional and local healthcare settings, those making de-
cisions to disinvest are likely to have multiple roles [117].
As clinicians they are advocates for their patients; as man-
agers they are advocates for their departments; as
decision-makers considering disinvestment they are advo-
cates for the healthcare system, wider population, princi-
ples of effectiveness and efficiency, or whatever concepts
underpin the local process. There is potential for these
roles to be conflicted and it is understandable that the per-
sonal, practical and immediate needs of patients and
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colleagues may be given greater priority than the less tan-
gible and more distant outcomes of disinvestment.

4.9 Nomination by ‘outsiders’
There are two issues at play here. Firstly, when invited to
nominate candidates for disinvestment, clinicians fre-
quently identify the practices of other professional groups
rather than their own [74, 98, 114]. This may induce resist-
ance in those whose practice is being challenged by others
outside the relevant area of expertise and preclude local
ownership of the problem making successful implementa-
tion less likely. Secondly, “how the technology got on the
agenda, where it came from and who was pushing for it”
have been reported as important factors for senior health
decision-makers [88]. The influence of nominations from
‘outsiders’ may introduce unnecessary conflict or bias in
the decision-making processes.

4.10 Lack of clarity and rationale
Clarity of aims and objectives at the start of a project and
clear rationale for change were in the top 10 considerations
for successful disinvestment, one of three best practice rec-
ommendations arising from a study of international experts
[57] and one of three key themes from an international
workshop [85]. Lack of clarity and rationale has been re-
ported as a problem in identifying suitable disinvestment
projects. Insufficient information on the population, inter-
vention, comparators, outcomes, harms and benefits,
strength and quality of evidence, and wider implications of
the proposed change are noted as the main issues [48, 114].

SHARE
All of these were experienced in the SHARE program.
Summaries of findings related to these challenges pre-
sented in the SHARE papers include: issues to consider in
development of an organisational program for disinvest-
ment [113]; implications for disinvestment in the local set-
ting and resulting decisions for program development
[106]; barriers and enablers to implementing and evaluat-
ing health service decisions for resource allocation [117];
and factors that influenced decisions, processes and out-
comes in undertaking disinvestment projects [114] and
establishing services to support EBHC [143].

Implications for policy, practice and research in the local
healthcare setting
Decision-making in healthcare is described at three levels:
macro (national, state/provincial and regional settings),
meso (institutions) and micro (individuals) [141, 160]. At
macro and meso levels, governments and institutions can
withdraw funding or issue guidelines, but enacting these
recommendations requires change at meso and micro
level [70, 139, 161]. In addition, some decisions cannot be
made centrally. National recommendations cannot take
into account local factors such as population demograph-
ics, organisational priorities, budgets, capacity or capabil-
ity; hence many decisions about the use of TCPs,
programs and services have to be made locally [11]. The
challenges inherent in disinvestment processes, particu-
larly those related to implementation, are likely to have
greatest impact in the local healthcare setting.

New approach to disinvestment
Although research and debate in disinvestment is in-
creasing, and several countries have formal programs,
there is little evidence of active and successful imple-
mentation of specific ‘disinvestment initiatives’ in the
local healthcare setting [42, 47, 51, 56, 64, 101]. Seeking
out targets when the expressed aim is ‘to disinvest’ has
not been effective [10, 26, 48, 101, 105, 114]. This review
highlights many reasons why this might be so.
However successful removal, reduction and restriction

of technologies, clinical practices, programs and services
are commonplace at the health service level; but these
changes have not been called disinvestment. In these
cases, the impetus for change is not ‘to disinvest’ but to
meet more constructive aims such as to improve patient
safety, implement evidence-based practices, address
changing population needs or redirect resources to more
pressing priorities [117].
This suggests that the construct of ‘disinvestment’

may be problematic in the local healthcare setting. After
more than a decade of limited success, it may be time to
consider new ways of approaching disinvestment. To
stimulate research and debate, we propose two options
that address some of the issues identified in this review;
there may be others.

Clarification and consolidation
This option proposes that the concept of ‘disinvestment’
as a specific aim and activity is clarified and consolidated
from three perspectives.
Terminology: A common understanding of disinvest-

ment between researchers and decision-makers with a
single agreed definition and clear and consistent termin-
ology to convey the underlying concepts would improve
communication in disinvestment initiatives.
Research: Initiatives currently labelled as ‘disinvest-

ment research’ are a mixed bag of activities. Several of
these are well-established research fields in their own
right, independent of disinvestment, for example HTA,
PBMA, quality improvement and implementation sci-
ence. In these situations the primary aim of the activity
is not to disinvest; disinvestment is an outcome, by-
product or part of the process. If there is to be a discip-
line of disinvestment research, it needs to be defined,
theoretical underpinnings explored, and scope and
methodologies agreed upon.
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Application: Frameworks, models, methods and tools
are needed. It has been proposed that mechanisms to de-
velop, implement and evaluate disinvestment activities can
be built on existing conceptual frameworks from other re-
search paradigms such as HTA/HTR, PBMA, knowledge
translation and implementation science [29, 123, 155]. As
a step in this direction, an evidence-based framework for
disinvestment in the context of resource allocation is pro-
posed in Paper 10 in this series [84].

Simplification and assimilation
This option proposes that disinvestment is considered as
the opposite of investment; it is not a specific aim or ac-
tivity, but is the outcome of, rather than the reason for, a
resource allocation decision.
The definition is simplified. If investment is a process

of allocating resources for the introduction, continuation
or expansion of any aspect of the health system for any
reason, disinvestment would be a process of withdrawing
resources for the removal, reduction or restriction of any
aspect of the health system for any reason. This makes
the term more neutral by removing some of the emotive
and negative connotations. Use of the term is likely to
decrease as there is no need to use it to describe why or
how cessation or limitation is being undertaken.
The approach is more constructive. Considering dis-

investment within the spectrum of all resource allocation
decisions [39, 50, 102, 103, 106, 117, 122] and from the per-
spective of optimising patient care and health outcomes
[23, 34, 38, 39, 50, 123] is more positive and is closer to
reality than undertaking disinvestment decisions and activ-
ities in isolation from other health service processes.
The activities are assimilated. The why and how of dis-

investment embedded in the current definitions would
be integrated within the language and methods and tools
of familiar health service improvement paradigms such
as EBHC, QI and system redesign.
There is still a need for research, development and ap-

plication of methods to identify and address unsafe, inef-
fective, inefficient and inappropriate practices, but this
does not need to be described as disinvestment, it can
be achieved within the existing methodologies.

Limitations
Although a rigorous systematic approach was taken to
search the health databases and online publications
(Additional file 1), it is impossible to be comprehensive
in ascertaining all the relevant literature on disinvest-
ment for the two reasons noted above.
Disinvestment in its broadest sense, cessation or limi-

tation of something that was previously in practice, has
always happened in health services but has not been la-
belled in this way. These decisions are mainly made and
implemented in health care settings and, more recently,
by government agencies. Neither of these groups typic-
ally publishes their work due to time pressures, compet-
ing priorities, lack of incentive to do so and, in the case
of disinvestment, potential disincentives due to political
sensitivities [26, 56].
The disinvestment literature is predominantly from

developed countries and the generalisability to resource-
poor settings may be limited.
These limitations mean that some relevant publications

may not have been identified and some information has
not been published. However, despite the limitations, sev-
eral strong and consistent messages about disinvestment
are evident. Unfortunately some of these consistent mes-
sages are about the lack of consistent messages.
The literature has been reviewed from the perspective

of a local health service, however the authors’ experience
is based in the Australian health system; hence differ-
ences with other health systems may not have been
recognised and additional concepts or relationships may
have been missed.

Conclusions
Increasing use of new and existing health technologies
and clinical practices has contributed to escalating costs
and led to concerns about sustainability of the healthcare
system. Some TCPs do not achieve the desired objectives
and removing or restricting their use should improve
health outcomes and reduce costs. While funders and
health services have always made decisions about what is
and is not provided, the construct of ‘disinvestment’ has
emerged to describe the removal, reduction or restriction
of current practices. The literature describes three main
areas of opportunity for disinvestment: 1) TCPs in current
use that were not evaluated rigorously prior to their intro-
duction and have subsequently been identified as unsafe,
ineffective or not cost-effective, 2) existing TCPs that are
safe, effective and cost-effective but which have alterna-
tives offering greater benefit and 3) TCPs that are over-
used or misused.
Early research and debate in disinvestment focused on

national policy initiatives and local projects based on
health economics approaches. Although the scope has
widened considerably since, there is still little information
to guide a systematic organisation-wide approach to dis-
investment in the local healthcare context. The SHARE
Program was established to address this.
There is no agreed terminology in this area. There are

multiple definitions for disinvestment based on a range of
different concepts, some overlap and others are mutually
exclusive. There are also numerous alternative terms to
convey the same concepts, some developed intentionally
to avoid the negative connotations associated with the
term disinvestment. Disinvestment is focused on the use
of ‘health technologies’ but there is also a range of
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definitions for this term. To compound the difficulties in
reaching a common understanding, the terms ‘disinvest-
ment’ and ‘health technologies’ are used in one way by re-
searchers and in another by decision-makers. Definitions
of disinvestment are further complicated by constraints
imposed by including a specified purpose (eg withdrawing
practices of ‘low value’), defined criteria (eg effectiveness
or cost-effectiveness) or anticipated outcome (eg realloca-
tion of resources). This leaves no room for cessation of
TCPs for other purposes, based on other criteria for differ-
ent outcomes.
Investment is not defined in the health literature, but

general use of the term reflects a process of allocating re-
sources for the introduction, continuation or expansion of
any aspect of the health system for any reason. Similarly,
disinvestment could simply be ‘removal, reduction or re-
striction of any aspect of the health system for any reason’.
Government and health service policy and guidance docu-
ments frequently use the phrase ‘investment and disinvest-
ment’ without defining either term, indicating the
continuum from funding to defunding or introduction to
removal which represents the reality of decision-making.
The various complex research definitions of disinvestment
only capture fragments of this process. If this broad defin-
ition was used there would be no need to disinvest for
the sake of disinvesting, and practice change would not
be associated with the negatively-perceived purpose of
‘disinvestment’. Removal, reduction or restriction of
existing practices would be driven by positive objectives
such as reducing harm, improving outcomes, enhancing
patient care, addressing national priorities, meeting local
needs, introducing preferred alternatives, decreasing
systematic errors and removing organisational waste.
This approach is more likely to add incentives and reduce
barriers to change.
Disinvestment is often undertaken in isolation from

other decision-making systems and processes. Viewing
disinvestment in the context of all resource allocation
decisions with the purpose of optimising health care
may also provide motivation for change, reduce disin-
centives and avoid some of the ethical dilemmas inher-
ent in other disinvestment approaches.
Reinvestment is cited as a reason for and an outcome

of disinvestment but there are no guarantees that re-
sources will be released; costs may even increase. Health
service accounting procedures and lack of data on usage
of TCPs make it difficult to measure resources released
from individual practice changes, and no reported
methods for quantifying the resources released or reallo-
cating them were identified.
There is considerable overlap between the aims, activ-

ities and outcomes of disinvestment initiatives and those
of EBHC, QI, system redesign and PBMA. All of these
are well-established in health service practice and
research and have validated methods and tools. Given
the negative connotations of disinvestment, and the lack
of success in delivering projects which aimed ‘to dis-
invest’, perhaps removal, reduction and restriction of
current practices would be more successful undertaken
within existing healthcare paradigms.
We were unable to find any theories and found

largely untested frameworks and models specifically
for disinvestment. This is understandable given the
variability and inconsistencies in terminology. Without
common understanding of what ‘disinvestment’ is, the
research agenda will continue to be a mixed bag of
activities that belong to other domains. Researchers
and decision-makers must reach agreement on defini-
tions and concepts.
There is clearly a need to develop frameworks, models,

methods and tools to systematically and proactively
identify harmful, ineffective and inefficient TCPs, ser-
vices and programs; to implement their removal, reduc-
tion or restriction; to evaluate the impact and outcomes
of these changes; to measure savings if possible; and
reallocate resources if appropriate. This can all be
achieved without using the label ‘disinvestment’ which
has been shown to have negative connotations and act
as a barrier to change.
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About share
This is the tenth in a series of papers reporting Sustain-
ability in Health care by Allocating Resources Effectively
(SHARE). The SHARE Program is an investigation of
concepts, opportunities, methods and implications for
evidence-based investment and disinvestment in health
technologies and clinical practices in a local healthcare
setting. The papers in this series are targeted at clini-
cians, managers, policy makers, health service re-
searchers and implementation scientists working in this
context. This paper proposes a framework for operationa-
lising disinvestment in the context of resource allocation
in the local healthcare setting.

Background
Although there is no clear single definition, disinvestment
is generally understood to be removal, reduction or re-
striction of technologies and clinical practices (TCPs) that
are unsafe or of little benefit, in order to improve patient
outcomes and use available resources more efficiently [1].
Three main areas of opportunity for disinvestment have
been identified: 1) TCPs in current use that were not eval-
uated rigorously prior to their introduction and have sub-
sequently been identified as harmful, ineffective or not
cost-effective for all patients or certain subgroups, 2) exist-
ing TCPs that are safe, effective and cost-effective but
which have alternatives offering greater benefit, and 3)
TCPs that are overused or misused [1].
Following successful implementation of a systematic,

integrated, transparent, evidence-based program to as-
sess new TCPs prior to their introduction within the
health service [2], Monash Health, a large health service
network in Melbourne Australia, sought to develop a
similar program for disinvestment. The ‘Sustainability in
Health care by Allocating Resources Effectively’ (SHARE)
Program was established to investigate this. An overview
of the program and a guide to the SHARE publications
are provided in the first paper in this series [3] and a sum-
mary of the findings are in the final paper [4].
It is common for healthcare networks and individual

facilities to make decisions within organisation-wide
frameworks; for example introduction of new TCPs and
models of care, delivery of programs and services, devel-
opment and authorisation of policies and procedures,
capital expenditure and clinical purchasing. Although
disinvestment can be considered in all these contexts, it
is frequently reported in individual standalone projects,
isolated from other decision-making settings. Monash
Health chose to explore disinvestment in the context of
organisation-wide systems and processes for all resource
allocation decisions.
There was little published information available to

guide development of a systematic organisation-wide
local approach to disinvestment at Monash Health. In
the absence of guidance from the literature, a two-
phased process was proposed to identify and then evalu-
ate potential opportunities for disinvestment (Fig. 1).
The aim of Phase One was to understand concepts and
practices related to disinvestment and the implications
for a local health service and, based on this information,
to identify potential settings and methods for decision-
making. The aim of Phase Two was to develop, imple-
ment and evaluate the proposed settings and methods to
determine which were sustainable, effective and appro-
priate at Monash Health.
The outcomes of Phase One provide information re-

garding decision-making settings, decision-makers,
scope and type of decisions, strengths and weaknesses in
current processes, barriers and enablers, and criteria
used for allocating resources within a local health service
which, to our knowledge, has not previously been docu-
mented to this level of detail in this context [5–8]. While
the program had limited success in achieving the aims of
Phase Two, the investigation provides in-depth insight
into the experience of disinvestment in one local health
service and reports the process of disinvestment from
identification, through prioritisation and decision-
making, to implementation and evaluation, and finally
explication of the processes and outcomes [9–11].
These detailed findings enabled development of sev-
eral frameworks and models for a range of purposes
related to disinvestment and resource allocation in
the local healthcare setting.
At the completion of these activities, a third phase was

undertaken to review the current literature from the per-
spective of a local health service, and combine it with
the published findings from the SHARE Program to ad-
dress some of the gaps in information about disinvest-
ment in this setting. This review focuses on the practical
and operational aspects of disinvestment at the local
level. It is a companion to the ninth paper of the SHARE
series which provides a conceptual description; disinvest-
ment is introduced and discussed in relation to termin-
ology and concepts, motivation and purpose,
relationships with other health improvement paradigms,
challenges, and implications for policy, practice and re-
search [1]. The methods of the literature review are in-
cluded in Paper 9 and the contents of both reviews are
summarised in Table 1.
Although research and debate has broadened con-

siderably over the past decade, there remains a lack
of information to guide healthcare networks or indi-
vidual facilities in how they might take a systematic,
integrated, organisation-wide approach to disinvest-
ment in the context of all resource allocation deci-
sions [1]. Despite the paucity of evidence in this
context, there are clear and consistent messages re-
garding principles for decision-making, settings and



Fig. 1 Overview of SHARE Program
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opportunities to identify disinvestment targets, steps in
the disinvestment process, barriers and enablers to suc-
cessful implementation, and some frameworks and models
for elements of the disinvestment process. This practical
information can be used to develop an organisation-wide
framework for operationalising disinvestment in the local
healthcare setting.
Aims
The aims of this paper are to discuss the current lit-
erature on disinvestment from an operational perspec-
tive, combine it with the experiences of the SHARE
Program, and propose a framework for disinvestment
in the context of resource allocation in the local
healthcare setting.
Existing theories, frameworks and models
Theories
Theories are based on concepts or ideas that characterise
a particular phenomenon and propositions or relation-
ships that link the concepts [12]. No specific theories of
disinvestment have been proposed, however resource allo-
cation theory, prioritisation theories, and decision-making
theories have been applied in disinvestment projects; ex-
amples are listed in Table 2 [13–18].
Perhaps the most relevant to disinvestment is the the-

ory of discontinuance, defined by Rogers in his discus-
sion of the theory of diffusion as “a decision to reject an
innovation after having previously adopted it” [19]. In
their review of diffusion of innovations in health care,
Greenhalgh et al. note the importance of research into
discontinuance and the lack of studies in this area



Table 1 Contents of the literature reviews

SHARE Paper 9. Conceptual perspective

▪ Terminology and concepts
– Health technologies
– Disinvestment
– Resource allocation
– Optimising health care
– Reinvestment

▪ Motivation and purpose
– Impetus for disinvestment
– Rationale for disinvestment

▪ Relationships with other healthcare improvement paradigms
– Evidence based health care
– Quality improvement
– System redesign
– Health economic approaches

▪ Challenges
▪ New approach to disinvestment

SHARE Paper 10. Operational perspective

▪ Existing theories, frameworks and models
▪ New framework
▪ Program
– Principles of decision-making
– Settings and opportunities
– Prompts and triggers
– Steps in the disinvestment process

▪ Projects
▪ Research
▪ Methods and tools
– Identification of opportunities
– Prioritisation and Decision-making
– Development of a proposal
– Implementation
– Monitoring, Evaluation and Reporting
– Reinvestment
– Dissemination and Diffusion
– Maintenance

▪ Barriers and enablers
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[20]. Hollingworth et al. propose a schema of health tech-
nology adoption and withdrawal which includes both dis-
continuance and disinvestment [21] and Niven et al. use
the definition of discontinuance for the term ‘de-adoption’
in their review of low-value clinical practices [22].
Frameworks
Frameworks use concepts and relationships to provide
a frame of reference, organise and focus thinking and
Table 2 Examples of theories proposed or applied in disinvestment

Theory Purpose

Decision-making theory To guide resource alloc

Deliberative democratic theory
Deliberation theory

To capture stakeholder

To underpin patient inv

Social constructionist theory To inform data analysis

Resource allocation theory To refine arguments in

Prioritisation and quality improvement theories To develop a proposal
prioritisation and ration
assist interpretation. Frameworks are descriptive, tend
to be high-level and can apply to a wide variety of
situations [12, 23]. No frameworks for systematic,
integrated, organisation-wide approaches to disinvest-
ment were identified, however there are several
frameworks for specific aspects of the disinvestment
process. These are summarised by setting, aims,
method of development and components in Table 3.
Those applicable to the local healthcare setting are
discussed in more detail under the relevant steps in
the disinvestment process below.
Polisena and colleagues [24] identified three frame-

works in their review of disinvestment projects: Health
Technology Assessment (HTA) [25], Accountability
for Reasonableness (A4R) [26] and Program Budgeting
and Marginal Analysis (PBMA) [27]. To distinguish
between evaluation of new TCPs and those in current
practice, the term Health Technology Reassessment
(HTR) has been introduced for methods aiming to
identify potential targets for disinvestment [28, 29].
HTA and A4R are frameworks by definition and are
valuable tools for decision-making; however, although
their use may lead to disinvestment, they are not
frameworks specifically for disinvestment. Like A4R
and HTA, PBMA and other priority setting frame-
works [30–32] can play a key role in certain ap-
proaches to disinvestment, but do not address all
potential aspects of the disinvestment process or all
opportunities to drive change. However they would
all integrate readily into a wider framework for dis-
investment, as aspired to with the trialing of the Aus-
tralian Medicare Benefits Schedule Review initiative
[33]. Recently Elshaug et al. provided a comprehen-
sive inventory of disinvestment policy and practice le-
vers that could flow from HTA/HTR and other
priority setting processes [34].
Sources of synthesised evidence such as HTAs, sys-

tematic reviews and evidence-based guidelines, can
underpin disinvestment decisions in two ways. Firstly,
the process of evidence synthesis can be undertaken re-
actively to address policy, management or clinical ques-
tions as they arise and inform the resultant decisions.
-related projects

Context

ation decisions Health service delivery organisations [16]

perspectives Assisted Reproductive Technologies [15, 18]
Pathology testing for vitamin B12 and folate [15]

olvement Priority setting healthcare improvement [13]

Pathology testing for vitamin B12 and folate [15]

funding debate Assisted Reproductive Technologies [14]

for rationalisation,
ing

Assisted Reproductive Technologies [17]
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Secondly, dissemination of the findings of published
HTAs, systematic reviews or guidelines can be a pro-
active method of initiating decision-making to ensure
policy and practice is consistent with the best available
evidence.
The ‘Disinvestment framework to guide resource allo-

cation decisions in health service delivery’ [16] and the
‘Guideline for Not Funding Health Technologies’
(GuNFT) [35] are examples of frameworks to identify
and disinvest individual TCPs. They are very similar to
the process outlined in the Workflow Diagram of the
New Zealand National Health Committee for introduc-
tion of new and removal of old technologies [36]. All
three are systematic, transparent and based on a series
of steps to identify suitable TCPs, engage relevant stake-
holders, make the appropriate decisions, implement and
evaluate change.
The New Zealand National Health Committee also in-

cludes a framework for wider stakeholder engagement in
their Business Plan [36].
Joshi and colleagues use both framework and model

when referring to the outcome of their narrative review
‘Reassessment of Health Technologies: Obsolescence
and Waste’ [37]. Based on the definitions used herein, it
is classified as a framework. It includes the role of re-
assessment in the life cycle of a health technology and
triggers, structures and outcomes for health technology
reassessment and decommissioning.
Bhatia et al. present an ‘Integrative framework for

measuring overuse’ as an evaluation tool to be imple-
mented within initiatives that aim to reduce ‘low value
care’ [38] and Barasa and colleagues propose a frame-
work for evaluation of priority setting processes which
considers both procedure aspects and outcomes in a
range of contexts [39].
Conceptual frameworks developed in the SHARE Pro-

gram for a range of purposes within the disinvestment
process include potential settings and methods to inte-
grate disinvestment into health service systems and pro-
cesses [5], components in the resource allocation
process [6], an evaluation framework and plan for the
overall SHARE program [40] and an algorithm to facili-
tate decision-making for selecting projects from an
evidence-based catalogue of potential opportunities for
disinvestment [9]. An existing framework for evaluation
and explication of implementation of an evidence-based
innovation was adapted for use in disinvestment projects
[9] and health information products and services [11].
Models
Models are more precise and more prescriptive than
frameworks. They are narrower in scope, the concepts
are well defined and the relationships between them
are specific. Models are representations of the real
thing [12, 23].
The SHARE Program produced three models: integrat-

ing consumer values and preferences into decision-
making for resource allocation in a local healthcare
setting [7], exploring Sustainability in Health care by Al-
locating Resources Effectively in this context [8] and fa-
cilitating use of recently published synthesised evidence
in organisational decision-making through an Evidence
Dissemination Service [11]. These are summarised in
Table 3. No other models for disinvestment were identi-
fied in the literature.
New Framework
Information pertaining to the practical and oper-
ational aspects of disinvestment in the local health-
care setting is presented and discussed in the context
of a new framework (Fig. 2). The framework proposes
a systematic approach that is integrated within organ-
isational infrastructure. It brings together the defini-
tions, concepts, principles, decision-making settings,
potential prompts and triggers to consider disinvest-
ment, and steps in the disinvestment process identi-
fied from the literature. It also seeks to remove
barriers when it is possible to do so through estab-
lishment of new or adjustment of existing operational
mechanisms. The details of each of the framework
components are clearly articulated in the literature;
many are derived from extensive work with stake-
holder groups including decision-makers, policy-
makers, health service staff, patients and members of
the public.

The proposed framework builds on the work of others.
While incorporating all the messages from the literature,
it draws heavily on the three noted frameworks which
identify steps in the disinvestment process [16, 35, 36];
the SHARE frameworks and models [5–9]; and other
frameworks for introduction of new TCPs [2] and
evidence-based change [41].
Audience
The framework is aimed at health service decision-
makers considering disinvestment and resource alloca-
tion, and health service researchers and implementation
scientists working in this context.
The setting for this initiative was Monash Health, a

large health service network in Melbourne Australia
operating within a state-allocated fixed-budget model
of financing. We anticipate results of this work and
elements of the framework to have broader applicabil-
ity and transferability, including to fee-for-service
environments.



Fig. 2 Framework for an organisation-wide approach to disinvestment in the local healthcare setting
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Application
Decision-making in healthcare is described at three
levels: macro (national, state/provincial and regional),
meso (institutional) and micro (individuals) [42, 43].
The proposed framework was developed for use in

policy, management and/or clinical decision-making at
the meso level. It was designed to be embedded within
existing systems and processes where it can be respon-
sive to local needs and priorities at the level of imple-
mentation; for example health service networks,
individual facilities, departments, wards or committees.
Definitions
The lack of standardised terminology is a barrier to de-
velopment of systematic approaches to operationalise
disinvestment [1]. To address this, definitions and key
concepts underpinning the framework are made explicit.
The proposed framework provides a common language
for researchers and decision-makers within and between
programs, institutions and health systems making it eas-
ier to build and share a body of knowledge.
There are multiple definitions for disinvestment in the

literature based on a range of different concepts [1, 44].
Numerous alternative terms conveying the same con-
cepts are also in common use. Disinvestment is focused
on the use of ‘health technologies’ but there is also a
range of definitions for this term. To compound the
difficulties arising from multiple definitions, the terms
‘disinvestment’ and ‘health technologies’ are frequently
used in one way by researchers and in another by health
service decision-makers [1]. Definitions relevant to the
local healthcare setting are provided in Table 4.
We use the term disinvestment in the broadest sense,

‘removal, reduction or restriction of any aspect of the
health system for any reason’. This can be applied to
products, devices and equipment; clinical practices and
procedures; health services and programs; information
technology and corporate systems. Unlike most of the
research definitions for disinvestment, this version is not



Table 4 Definitions

Health technologies Health products, devices and equipment used to deliver health care (eg prostheses, implantable devices,
vaccines, pharmaceuticals, surgical instruments, telehealth, interactive IT and diagnostic tools). This is a narrow
definition which reflects the common use by decision-makers and consumers in the local health care setting.
Clinical practices, support systems, or organisational and managerial systems are NOT considered to be health
technologies in this context.

Health technologies and clinical
practices (TCPs)

Therapeutic, preventative and diagnostic procedures (eg use of products, devices and equipment PLUS
medical, surgical, nursing, allied health and population health interventions). This is a pragmatic term to reflect
the scope of most resource allocation decisions in the local healthcare setting.

Health programs and services Agencies, facilities, institutions and the components within them that deliver health care, rehabilitation or
population health practices such as health promotion and education.

Disinvestment Removal, reduction or restriction of any aspect of the health system for any reason. Removal indicates
complete cessation, reduction is a decrease in current volume or delivery sites, and restriction is narrowing of
current indications or eligible populations. This is a broad definition, in essence the conceptual opposite of
investment. This could apply equally to products, devices and equipment; clinical practices and procedures;
health services and programs; information technology and corporate systems.

Principles Fundamental qualities or elements that represent what is desirable or essential in a system.

Criteria Standards against which alternatives can be judged in decision-making.

Routine decisions Decisions made on a recurring basis or scheduled via a timetable eg annual budget setting processes, six-
monthly practice audits, monthly Therapeutics Committee meetings, reviews of protocols at specified intervals
after their introduction, etc.

Reactive decisions Decisions made in response to situations as they arise eg new legislation, product alerts and recalls,
applications for new drugs to be included in the formulary, critical incidents, emerging problems, etc.

Proactive decisions Decisions driven by information that was actively sought for the purpose of healthcare improvement eg
accessing newly published synthesised research evidence such as Cochrane reviews or Health Technology
Assessments to compare against current practice, interrogating routinely-collected datasets to ascertain
practices with high costs or high rates of adverse events, etc.

Prompt An informal reminder or encouragement for thought or action.

Trigger A formal mechanism that initiates or activates a reaction, process or chain of events.

Diffusion Passive processes by which an innovation is communicated over time among members of a social system;
usually unplanned, informal, untargeted, uncontrolled, decentralised, and largely horizontal or mediated by
peers.

Dissemination Active processes to spread knowledge or research eg publications, presentations and other deliberate
strategies; planned, formal, often targeted, controlled or centralised, and likely to occur more through vertical
hierarchies.

Maintenance Active processes to sustain recently implemented change after project support is removed; to integrate the
change into organisational systems, processes and practices; and to attain long-term viability of the change.

Methods and tools Approaches, instruments or other resources that identify ‘what’ tasks are needed at each step and/or ‘how’ to
undertake them. This is a pragmatic inclusive definition developed for use in this review to assist health service
staff in disinvestment. This broad definition allows frameworks and models to be included if they meet these
criteria.
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constrained by a specified purpose (eg withdrawing prac-
tices of low value), defined criteria (eg effectiveness or
cost-effectiveness) or anticipated outcome (eg realloca-
tion of resources) which do not address cessation or
limitation of TCPs for other purposes, based on other
criteria, for different outcomes, which are likely to arise
in local health services [1].
In contrast, we define health technologies in the

narrowest sense; as products, devices and equipment
used to deliver health care (eg prostheses, implant-
able devices, vaccines, pharmaceuticals, surgical in-
struments, telehealth, interactive IT and diagnostic
tools) which reflects common use by health service
decision-makers and consumers [1]. Clinical prac-
tices, health programs and services, information
technologies, support systems, and organisational
and managerial systems are not included in this def-
inition. Although contained in many research defini-
tions, they are not included in general references to
health technologies in the local healthcare setting
[1].
The terms ‘principles’ and ‘criteria’ are often used

interchangeably; definitions for use in this review are in-
cluded in Table 4.

Concepts
The proposed framework is underpinned by several key
concepts (Table 5). While disinvestment is the aim, it is
not considered in isolation but in the context of re-
source allocation, addressing the spectrum of decision-



Table 5 Concepts

Concept Implication for framework

Use of the term disinvestment as a driver or justification for change is associated with negative
connotations such as focusing on cost cutting, engendering suspicion and distrust, and getting
stakeholders offside.

Do not use ‘disinvestment’ as the
basis for the framework or the aim
of change initiatives

Conducting disinvestment activities independently of existing systems and processes does not
represent the reality of health service decision-making. It may be counterproductive: lacking
incentives for change and introducing disincentives. Disinvestment should not be considered
as an isolated activity, but integrated within existing systems and processes in the context of all
resource allocation decisions, covering the spectrum from investment to disinvestment.

Implement disinvestment activities
in the context of ‘resource allocation’

Removal or restriction of practices that are harmful or of little or no value; replacement of
inferior practices with more effective or cost-effective alternatives; and reduction of
organisational waste, systematic error and inappropriate use of TCPs all arise from good policy,
management and clinical decisions. If these are based on evidence from research, local data
and/or stakeholder views there are sound positive drivers for action. There is no need for the
concept of disinvestment to be introduced as a reason for change. Focus on the positive reasons driving

removal, reduction or restriction of
current practices

Use existing systems, processes,
expertise, methods and tools whenever
possible

It has been proposed that disinvestment activities are more likely to be successful if decisions
are transparent, integrated into everyday decision-making and central to local planning rather
than ad hoc decisions, individuals ‘championing’ causes or standalone projects

Disinvestment driven from a positive perspective focusing on optimisation of health care
through allocation or reallocation of finite resources for maximum effectiveness and efficiency
is more likely to be successful.

Existing healthcare improvement paradigms such as Knowledge Translation, Evidence Based
Practice, Quality Improvement, System Redesign and Health Economics offer theories, frameworks,
methods and tools for decision-making, implementation and evaluation that can be applied
to disinvestment.
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making covering investment in new, continuation of
existing, and disinvestment from current activities. The
focus of the framework is positive: optimising healthcare,
improving health outcomes, using resources effectively
and efficiently. The components of the framework are
integrated within current systems and processes and
within existing health improvement paradigms such as
evidence-based practice (EBP), quality improvement
(QI) and system redesign.

Level of detail
Many of the elements within the proposed framework
should be self-evident and be applied routinely as good
practice, making it unnecessary to stipulate their re-
quirement. However strong and consistent messages in
the literature confirm that they are not standard practice
and authors felt the need to state that they should be
made explicit. Incorporating them all into a detailed
framework achieves this.
Another reason for including all the elements in detail

is to address potential ethical dilemmas [1]. In some cir-
cumstances it may be difficult to accommodate the prin-
ciples of beneficence and utilitarian justice; clinicians
advocate for the best interests of individual patients but
resource allocation aims for the greatest benefit for the
most people [45–47]. Similarly, arguments for equity
may conflict with those for efficiency when the most ef-
ficient outcome is not the most equitable [48–50]. A sys-
tematic, transparent approach acknowledging these
issues may facilitate difficult discussions and create
potential for some efficiency to be traded away for equity
maintenance or gain.
Some elements may be more important than others in

individual situations. However, because they are all de-
fined in the framework, the decision to exclude or
reduce the role of some elements in extenuating circum-
stances becomes explicit. This strengthens the process
and empowers those who have previously participated in
suboptimal decision-making due to lack of resources,
hidden agendas or organisational politics [6, 51–57].
Components
The proposed framework is composed of three intercon-
nected and interdependent components: 1) a program
for organisation-wide decision-making, 2) projects to
implement decisions and evaluate outcomes, and 3)
research to understand and improve the program and
project activities. Each component has a number of ele-
ments which are outlined in detail below.
Characteristics
The framework is primarily descriptive to enable ap-
plication in a local healthcare service and allow adap-
tation, replication and testing. It was developed using
both deductive and inductive methods. Although not
based on a specific theory, it has potential to facilitate
future theory development and/or testing. Specific
characteristics of the framework and potential for its
use are summarised in Table 6 using domains and



Table 6 Characteristics of a framework for organisation-wide approach to disinvestment in the local setting

Domain SHARE features

Purpose
▪ descriptive, explanatory or
predictive

The framework is primarily descriptive to enable application and allow replication and testing. There are also
some explanatory elements addressed in the relationships between components, for example ethical principles
underpin all activities, decision-making settings sit within the scaffold of all eight principles, projects follow on
from decisions, research is conducted in all aspects.

Development
▪ deductive or inductive
▪ supporting evidence

Methods used in development were both deductive and inductive. Evidence from research literature and other
publications was the primary source. Many of these findings were based on extensive work with stakeholder
groups. This was supplemented with experience from the SHARE program.

Theoretical underpinning
▪ explicit or implicit

No specific theory was used to underpin the framework.

Conceptual clarity
▪ well-described, coherent
language for identification
of elements

▪ strengths and weaknesses
of theories

▪ potential to stimulate new
theoretical developments

Three components are outlined in the framework: Program, Projects and Research. The Program is based on
eight principles and nine settings for decision-making. The Projects are outlined in eight main steps. The
relationships between them are captured in a diagram. Details of each component and the elements within
them are provided in the text and in tables.
No specific theories were used so no comparisons are made.
There is potential for new theoretical developments if:
▪ specific theories are tested in development and implementation of the components
▪ components are removed or the relationships changed
▪ principles or pre-conditions are varied
▪ the framework is applied for purposes other than resource allocation
▪ the framework is applied in a range of contexts

Level
▪ individual, team, unit,
organisation, policy

The framework was developed for implementation at meso level within the health system eg local
network, institution, department, ward or committee.

Situation
▪ hypothetical, real

The framework represents actual settings and contexts in health service decision-making and implementation
of change. However it could also be used for teaching or capacity building through hypothetical classroom
discussions or simulation exercises.

Users
▪ nursing, medical, allied health,
policy makers, multidisciplinary

The framework can be used by any decision-makers within the health system. While use of the framework
could be initiated by any group, engagement and involvement of all relevant stakeholders is an underlying
principle of application. The framework could be used in policy, management or clinical contexts.

Function
▪ barrier analysis
▪ intervention development
▪ selection of outcome
measures

▪ process evaluation

The main function is to establish and maintain systems and processes to make, implement and evaluate
decisions regarding resource allocation and research the components involved.
The principle of evidence-based implementation requires assessment of barriers and enablers but the
framework itself does not specifically facilitate this process other than to prompt users. Details of barriers
identified from the literature are contained in the text and tables.
The steps within the Project component will facilitate development of an intervention for systematic
evidence-based decision-making and implementation of change.
Evaluation of process and outcomes is a key element; however selection of variables and outcome measures
is not facilitated by the framework per se, other than to prompt users to take an evidence-based approach.
Examples of measures proposed by others are included in the text.

Testable
▪ hypothesis generation
▪ supported by empirical
data

▪ suitable for different
methodologies

The framework describes principles to underpin robust decision-making, settings and opportunities,
implementation of change and evaluation of process and outcomes. A range of hypotheses could be
developed for each of these elements and the relationships between them which could be tested in a
number of ways using various methodologies.
The framework could also be tested beyond the local healthcare level, at national or state/provincial level;
or outside the health context in education, community development, social services, etc
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criteria developed to assess the robustness and utility
of proposed models and frameworks [12]. This assess-
ment enables potential users to identify whether the
framework will meet their aims and be applicable to
their situation.

Program
Principles for decision-making
Forty-two principles were identified from the existing lit-
erature and the SHARE publications and grouped into
eight categories that emerged from these findings:
Boundaries, Ethics, Governance, Structures, Processes,
Stakeholder involvement, Resources and Preconditions.
These are presented in the framework as two groups
(Fig. 2).
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 con-
trols structure, and structure enables and accommodates
process. The decision-making settings, prompts and trig-
gers 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
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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 pro-
jects and research. Adequate and appropriate resources
and the noted preconditions will be required to estab-
lish, 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, re-
sources and preconditions. For example, stakeholder en-
gagement 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.
Further details of the categories, full descriptions of in-

dividual principles, and related citations are outlined in
Additional file 1.

Settings
Nine settings for decision-making are described in three
categories: Decision-making infrastructure, Specific ini-
tiatives and Individual decision-makers.
While the framework is proposed for organisation-

wide application, any of the nine settings could be con-
sidered individually. A framework for a single setting
would be underpinned by the same principles, decisions
would lead to projects with the same steps and research
could be conducted on all elements.

Decision-making infrastructure
Each sector of the health system has an organisational
infrastructure of decision-making settings where com-
mittees, designated panels or individuals with delegated
authority make decisions on behalf of the jurisdiction or
individual facility. A classification system and descriptors
for decision-making settings, decision-makers, scope and
type of decisions in the local health service setting was
developed in the SHARE Program [6].
Decisions can be categorised as routine, reactive and

proactive [6, 58]. Routine decisions are made on a regu-
lar basis; reactive decisions are made in response to situ-
ations as they arise; and proactive decisions are driven
by information that was actively sought for the purpose
of healthcare improvement. Examples are included in
Table 4.
A range of potential decision-making activities are out-

lined in Table 7 [1, 5, 6, 8, 59–61]. Most of these occur in
more than one of the three categories of decision-making
and can be used for more than one aspect of the disinvest-
ment process. Development or revision of guidance docu-
ments is a good example. Guideline and protocol
development can occur routinely, particularly when
existing documents are updated at regular intervals; in re-
active situations such as a critical incident which high-
lights lack of guidance in a specific area; or when
proactive use of research identifies that current docu-
ments do not reflect the best available evidence. Disinvest-
ment opportunities can be identified if the systematic
review process undertaken when initiating or revising a
guidance document determines that a TCP, service or pro-
gram should be removed or replaced [5, 17, 60–63]. Guid-
ance documents can also be used to implement
disinvestment decisions and audit of guideline adherence
can measure the results [59, 60, 64–66]. Manuals for
guideline or protocol production could include prompts
to note and follow up opportunities for disinvestment as
part of the document development process [5].
Formal priority setting exercises may also be built into

the decision-making infrastructure. These determine
which TCPs, programs or services to introduce, maintain
or remove based on a pre-determined set of criteria. An
example might be annual capital expenditure decisions.
In this situation, priority setting could be classified as
‘routine’, however it is noted separately in the framework
as it also commonly arises in the context of individual
initiatives described below.

Specific initiatives
In addition to the decision-making settings outlined,
specific initiatives to improve practice are undertaken by
health services, many of which involve disinvestment.
These may be instigated by government, management or
health practitioners, and although there is considerable
diversity, most are related to EBP, QI, system redesign or
economic approaches to priority setting such as PBMA
[1, 6, 34]. Some projects may set out to disinvest, others
may have quite different initial aims but the need for
disinvestment becomes apparent during the project.
An EBP approach might be to remove or reduce use

of inferior practices identified from systematic reviews,
HTAs, evidence-based guidelines or ‘low value’ lists, or
reduce their use to levels deemed clinically appropriate
[9]. Clinical audit, QI and system redesign methods may
be used to tackle inappropriate use of TCPs or organisa-
tional waste. Priority setting exercises like PBMA con-
sider the costs and benefits of relevant alternatives in an
aspect of healthcare delivery to determine the maximum
outcome from the available resources.
There are several examples of disinvestment-related

initiatives with relevance at the local health service
level. Therapeutic equivalence or drug substitution
programs involving replacement of expensive drugs
with equally effective but lower cost alternatives from
the same drug family has demonstrated considerable
cost saving in macro and meso programs [67, 68].
Generic prescribing, substituting brand name drugs



Table 7 Examples of activities and settings for disinvestment within decision-making infrastructure

Activity Example Routine Reactive Proactive Priority Setting

Meeting external
requirements

▪ Addressing legislative, regulatory and accreditation requirements,
national and professional standards, etc

✓ ✓

▪ Responding to product alerts and recalls ✓

Setting budgets ▪ Determining sources of income and items of expenditure ✓ ✓

Spending money ▪ Introducing new items to funding lists. Examples include, but
are not limited to, national health schemes, insurance benefits
schedules, institutional lists of permitted TCPs, formularies.

✓ ✓ ✓ ✓

▪ Commissioning health services and programs ✓ ✓ ✓ ✓

▪ Procuring capital works, plant and equipment ✓ ✓ ✓ ✓

▪ Purchasing clinical consumables ✓ ✓ ✓ ✓

▪ Assessing grant and funding applications ✓ ✓

Allocating non-monetary
resources

▪ Allocating people, time, access to facilities, etc ✓ ✓ ✓ ✓

▪ Developing guidance documents, promotional information or
educational materials that indirectly allocate resources. Examples
include, but are not limited to, peak body recommendations, clinical
guidelines, protocols, standard operating procedures, decision support
systems, posters, presentations.

✓ ✓ ✓ ✓

Making strategic and
operational decisions

▪ Developing goals and strategies for Strategic Plans ✓ ✓

▪ Developing outcomes measures and targets for Business Plans ✓ ✓

Using evidence to initiate
and/or inform decisions

▪ Updating existing evidence, undertaking Health Technology
Reassessment, etc.

✓ ✓ ✓

▪ Accessing and utilising research evidence, population health data,
local health service data, consumer and staff feedback

✓ ✓ ✓ ✓

Evaluating outcomes of
previous decisions and
projects

▪ Monitoring, evaluating and reporting of all newly introduced
TCPs to see if they perform as expected, post marketing surveillance

✓

▪ Monitoring, evaluating and reporting of purposive or random samples of
decisions

✓ ✓ ✓

▪ Monitoring, evaluating and reporting of purposive or random samples of
projects

✓ ✓ ✓
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with generic alternatives, has been addressed at inter-
national, national, institutional and individual levels
with mixed outcomes [69–72]. Benchmarking the re-
sults from individual interventions or programs across
different health providers aims to ascertain best prac-
tice which others can aspire to and which can be ap-
plied at all levels; but by simultaneously identifying
inferior practices it can also be used as “a tool to
start a disinvestment dialogue” [21, 73, 74].
Individual decision-makers
At the micro level, the term ‘disinvestment’ is not gener-
ally applied to changes initiated by individuals; however
the principle is the same. Individuals cease or restrict
practices when they become aware of new evidence or to
address local needs and priorities.
Much of the literature on decision-making focuses

on how money is spent, however there are consider-
able opportunities for disinvestment in allocation of
non-monetary resources. Although clinical encounters
do not usually involve funding decisions, they offer
opportunities to consider disinvestment in use of
other resources such as ordering tests, referring to
other practitioners, using drugs and other therapies,
or undertaking procedures. An example is the Choos-
ing Wisely program being replicated in national cam-
paigns across the world which highlights potentially
‘low value’ treatments and tests so that clinicians and
consumers can consider the relative benefits in their
specific situations [75].

Prompts and triggers
Prompts and triggers are proposed to initiate and facili-
tate identification of disinvestment opportunities.
Prompts are informal reminders or encouragement for
thought or action and triggers are formal mechanisms
that initiate or activate a reaction, process or chain of
events (Table 4). The settings above provide opportun-
ities to introduce systematic prompts and triggers to



Table 8 Examples of systematic prompts and triggers to initiate
disinvestment decisions

▪ Approve introduction or continuation of TCPs for limited time only
and require review of desired outcomes, costs, etc. before re-approval
is granted at end of time period

▪ Approve new guidelines and protocols for limited time only and
require review of evidence, costs, etc. and appropriate revision before
re-approval is granted at end of time period

▪ Include steps that consider disinvestment of existing practices in
manuals for guideline and protocol development

▪ Include steps that consider disinvestment of existing practices in
checklists for a range of organisational decisions

▪ Add consideration of disinvestment to templates for meeting agendas
where appropriate

▪ Mandate consideration of disinvestment in procurement processes:
include in requistion documents and require sign off by relevant body
overseeing disinvestment at appropriate level

▪ Systematically ascertain evidence from research, data or stakeholder
feedback, send directly to decision-makers and seek and/or require
response

▪ Incorporate flags and/or question use of low value TCPs in clinical
decision support systems

▪ Build questions about potential disinvestment into business case
templates and application forms for grants, changes to formulary,
introduction of new TCPs, etc.

▪ Introduce requirements for consideration of disinvestment into
documents governing scope of decisions such as position
descriptions and committee Terms of Reference
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use evidence from research, data and stakeholder feed-
back to drive decision-making.
Prompts, triggers and potentially even mandatory re-

quirements to consider disinvestment could be built into
existing decision-making infrastructure [5, 37]. Using ex-
penditure decisions as an example, prompts and triggers
could be incorporated into meeting agendas of finance
committees, budgeting processes, application forms, al-
gorithms, protocols or checklists. Mandatory require-
ments to consider disinvestment could be implemented
as specific directions within purchase orders, explicit
decision-making criteria for committees, or steps in ap-
plication processes that require authorisation. Additional
examples of prompts and triggers at the organisational
level are outlined in Table 8.
In specific initiatives to implement health service im-

provements, prompts and triggers to consider disinvest-
ment could be introduced into project management
templates or training programs for project management,
change management, quality improvement processes, etc.
Prompts, triggers and mandatory requirements

could also be used to guide the decisions of individ-
ual practitioners in clinical encounters; these could be
included in local guidelines and protocols to steer
practice away from unsafe, ineffective or inefficient
use of TCPs.
▪ Add prompts to consider disinvestment to data reports, scorecards,
dashboards, etc.

▪ Add prompts to consider disinvestment in project management
templates and training programs for project management, change
management, quality improvement processes, etc.

▪ Build disinvestment into strategic planning processes

▪ Build disinvestment KPIs into business plans or performance plans

▪ Consider ‘one for one’ swaps where a new TCP can only be
introduced if an old one is removed
Steps in the disinvestment process
The disinvestment process begins when opportunities
for disinvestment are identified from the activities in the
settings above. Eight steps in the disinvestment process
were ascertained from existing frameworks [6, 16, 35,
36]: Identification of opportunities; Prioritisation (if re-
quired) and Decision-making; Development of a pro-
posal; Implementation; Monitoring, Evaluation and
Reporting; Reinvestment (if required); Dissemination
and Diffusion; and Maintenance. Two additional
elements are included: some projects may require devel-
opment of local criteria for prioritisation and decision-
making and projects that aim to reinvest will need to
measure the resources released as part of the evaluation
process.
The first two steps are part of the decision-making

program, the following six are undertaken in projects
arising from the decisions.
Projects
Once a decision has been made, a project to implement
it can be initiated. While individual projects will have
specific characteristics and requirements such as aims,
objectives, timelines, budgets, deliverables, roles and re-
sponsibilities, the principles outlined in the framework
apply to all project activities.
Examples of methods and tools for disinvestment are
discussed below; however the proposed framework does
not stipulate project design or conduct, allowing applica-
tion of any theories, methods or tools at each step.
Research
Research is required to understand and improve the pro-
gram and project activities. It is overlaid across all ele-
ments in the diagram to represent the potential for
research in each aspect of the framework.
Methods and tools
There are many definitions for the terms theory, frame-
work, model, method, tool, strategy and related con-
cepts. Some definitions note specific features that make
the terms mutually exclusive, others allow the terms to
be used interchangeably, and some overlap. In this
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review, the label ‘methods and tools’ is used pragmatic-
ally to assist health service staff in disinvestment and in-
cludes approaches, instruments or other resources that
identify ‘what’ tasks are needed at each step and/or ‘how’
to undertake them. This broad definition allows frame-
works and models to be included if they meet these
criteria.
Appropriate, valid and reliable methods and tools are

required for effective decision-making, implementation
and evaluation. The resources identified are described
briefly but no evaluation was undertaken due to lack of
relevant data; some have been piloted and refined, but
most have no published reports of their effectiveness or
impact. The availability of validated materials is noted
where appropriate. Hence users will need to consider
the validity and applicability of these resources in their
individual contexts.
There are many sources of generic advice for ascer-

taining and utilising evidence, undertaking and applying
health economic analyses, making decisions, implement-
ing change and evaluating outcomes including, but not
limited to, The Cochrane Library, Canadian National
Coordinating Centre for Methods and Tools, UK Na-
tional Institute for Health and Care Excellence (NICE),
US Institute for Healthcare Improvement, US Centers
for Disease Control and Prevention, and US Agency for
Healthcare Research and Quality.
There are also many methods and tools from other

areas of health research and practice that are relevant to
disinvestment which could be employed within this frame-
work; knowledge translation, EBP, QI, system redesign
and other improvement methodologies all have well-
developed validated processes that are familiar to health
service staff [1]. While there are few published examples
of successful initiatives labelled as ‘disinvestment’ within
local health services, there are many examples in the EBP
and quality and safety literature of disinvestment-type ac-
tivities where TCPs that are unsafe or ineffective have
been discontinued. A review of ‘de-adoption’ summarises
39 such interventions that provide information on several
steps in the disinvestment process [22].
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 [76]. A toolkit for decom-
missioning 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 [77].
The GuNFT guideline provides guidance on establish-
ment of a decision-making program and recommenda-
tions, templates and other tools for several steps in the
disinvestment process [78]
Several products from the SHARE Program also ad-

dress a range of principles and steps in the disinvest-
ment process.

� Summaries of issues to consider in development of
an organisational program for disinvestment [5] and
implications for disinvestment in the local setting [8]
were compiled.

� An investigation of the resource allocation process
in a local health service generated a framework of
eight components, the relationships between them,
and features of structure and practice for each
component [6]. Structure is described as ‘who’ and
‘what’ and includes people, systems, policies,
requirements, relationships and coordination.
Practice addresses ‘how’ through processes,
procedures, rules, methods, criteria and customs.

� A classification of decision-making settings,
decision-makers, and scope and type of decisions
was developed and strengths, weaknesses, barriers
and enablers to resource allocation in a local health
service were ascertained [6].

� A model for exploring Sustainability in Health care
by Allocating Resources Effectively (SHARE) in the
local healthcare setting brings together systems and
processes for decision-making; identifying and
undertaking disinvestment projects; support services
to facilitate making, implementing and evaluating
decisions; evaluation and research to measure and
understand the processes and outcomes of these
disinvestment-related activities; and principles and
preconditions for success and sustainability [8].

Methods and tools for the principles are presented in
Additional file 1.

1. Identification of opportunities
Potential disinvestment opportunities can be derived
from all of the decision-making settings discussed above,
either incidentally or systematically from prompts or
triggers embedded in local systems and processes. How-
ever, at the health service level, it is more common for
disinvestment opportunities to be identified through ad
hoc proposals based on individual’s observations or local
knowledge than through a systematic evidence-based ap-
proach [9, 21, 79, 80].
The sources of information noted in the literature that

could be used in these settings to identify disinvestment
opportunities include research, health service data, ex-
pert opinion and stakeholder consultation. While any



Harris et al. BMC Health Services Research  (2017) 17:632 Page 17 of 31
one of these sources could identify a potential target for
disinvestment, ideally information from all four would
be combined in confirming the appropriateness of the
choice [5]. Evidence from research would be considered
in light of local data. For example, if a systematic review
or HTA identified a more cost-effective intervention to
one in current use, decision-makers could use local data
to assess whether the burden of disease, volume of use,
likely impact and potential cost of change warrant the
required disinvestment activities. Similarly, evidence
from local data would be enhanced by using the litera-
ture to identify best practice. For example, if an audit of
prescribing rates of a high cost drug finds variation be-
tween departments, a review of the appropriate research
would confirm whether the higher rate is overuse and
should be reduced or the lower rate is underuse and
should be increased. Expert opinion and stakeholder
consultation add clarification and important perspectives
to these decisions and may also reveal examples of in-
appropriate use of TCPs not identified by other
methods. The SHARE Program used the SEAchange
model [41], a formal evidence-based approach to change,
to ensure that evidence from research and local data, ex-
perience and expertise of health service staff, and values
and perspectives of consumers were considered at each
step (Fig. 1) [3].

1.1 Research
Reactive decisions can be informed by synthesised evi-
dence and relevant primary studies; the type of research
design and level of evidence required depends on the
context of the decision and the nature of the question
being addressed. Rigorous evaluation of new TCPs prior
to inclusion in nationally funded health schemes has
been standard practice for the past two decades and high
quality HTAs, systematic reviews, evidence based guide-
lines and clinical effectiveness research reports have
been developed to determine other national health pol-
icies. There is also a long history of locally-developed
HTAs for use in decisions about introduction of new
TCPs at health service level [2, 81]. Health technology
reassessment of existing TCPs with view to identifying
potential targets for disinvestment has been undertaken
at both national and local level [28, 29, 82, 83].
Systematic use of research in routine decisions is evi-

dent in reassessment of new TCPs at specified time pe-
riods after their introduction at national [72, 84] and
local level [2]. At the other end of the TCP lifespan, “ob-
solescence forecasting” has also been proposed as a sys-
tematic approach to initiate HTR when it is anticipated
that “a new, more functional product or technology su-
persedes the old or when the cost of maintenance or
repair of old technology outpaces the benefits of a new
piece of technology” [37].
Examples of proactive use of research for disinvest-
ment at national level include a review of all listed drugs
conducted in France resulting in removal of 525 drugs
considered to have “insufficient medical value” [72] and
commissioning of a complete review of the Australian
Medicare Benefits Schedule (fee-for-service) to ensure
that all funded items are safe, effective and cost-effective
[33]. There are other examples of systematic and ad hoc
use of research to drive disinvestment at national level
[60, 72, 85].
Similar approaches have been used at local level where

organisations have reassessed all of the TCPs related to a
specific clinical issue or area, or reassessed one particular
TCP at a time [83]. The SHARE Program implemented an
Evidence Dissemination Service to proactively retrieve, ap-
praise, summarise and categorise synthesised evidence
from high-quality sources soon after publication and de-
liver it directly to the relevant designated groups and indi-
viduals responsible for organisational decision-making
related to resource allocation [11]. The SHARE Program
also proposed a framework for consumer involvement that
included proactive use of sources of published consumer
evidence [7].
Lessons from these national and local examples may

be useful to those undertaking local disinvestment
initiatives.
High quality sources of research evidence are available

and readily accessible through online resources, however
there are some challenges to their use in the local health
service setting.
Health service staff report lack of time, knowledge,

skills and resources as barriers to searching for, acces-
sing and appraising research; and that evidence is not
used systematically or proactively to inform decisions [6,
10, 86–96]. Reports of HTAs undertaken by local health
services [81, 97] and decision-making for use of TCPs
[2, 98–100] note limitations in local processes, resources
and expertise resulting in decision-making with varying
degrees of rigour, structure and transparency. In addition
to expertise, training and support, systematic prompts
and triggers to use research evidence in all three types of
decision-making are needed at the local level and could
also be used to identify relevant TCPs for disinvestment
or initiate discussions on potential disinvestment topics.
There are also limitations in coverage and applicability

of currently available synthesised evidence to address all
the needs of local decision-makers. The topics reviewed
by national agencies are most frequently medical inter-
ventions, pharmaceuticals and diagnostic tests that have
a high profile and are expensive as individual items.
While these are obviously important in local health ser-
vices, lower profile areas such as nursing and allied
health practices, service delivery options, models of care
and clinical consumable items, all of which have
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potential for considerable improvement in patient out-
comes and reduction in costs and resource utilisation,
are less commonly addressed in these formats, leading
to locally-conducted HTA/HTR with the shortcomings
noted above.
These limitations have additional implications for local

health services given the lack of standardised methods
for HTR [37, 82, 83]. Further research in this area has
been proposed to develop consistent methods which will
increase rigour, enable replication, enable comparison
with others, facilitate application in equivalent situations
to reduce duplication, engender familiarity and under-
standing to increase uptake and use of content, and
build on existing work [28, 29, 83].

1.2 Health service data
Routine, reactive or proactive investigation of available
data can identify potential opportunities for disinvest-
ment. There are many generic tools like dashboards,
statistical process control or balanced scorecards avail-
able to analyse health service data, however none were
identified in this review of the disinvestment literature.
These tools, plus simple data interrogation methods, can
identify factors associated with TCPs that might be
worthy of further exploration as candidates for disinvest-
ment; for example high volume, high cost, long length of
stay and high rates of mortality, adverse events, readmis-
sion or reoperation, and geographic variation [5].
Searching routinely-collected datasets for known

‘low value’ practices is a direct and potentially pro-
ductive method of identifying disinvestment oppor-
tunities [38, 101, 102]. With initiatives such as
Choosing Wisely proliferating, it is now less a case of
list-making as list-taking and prioritising. An algo-
rithm developed in the SHARE Program for selection
and prioritisation of disinvestment projects from a
catalogue of potential targets derived from the re-
search literature using locally-developed criteria could
be adapted for use with a collection of potential tar-
gets identified from investigation of local data [9].
There is a large body of literature on examination of

practice variation [103]. Reporting on variations in
healthcare practice has been done at national and re-
gional levels and atlases of healthcare variation have
been produced [104–108]. Similar processes could be
undertaken at local level. Comparisons can be made be-
tween regions, facilities, departments and individual
practitioners, or over time; but should only be done
when the population demographics, socio-economic fac-
tors and particularly patient acuity are similar [5, 21, 73,
105, 109, 110].
Recent studies have investigated practice variation spe-

cifically to identify ineffective practices; they note the
potential to do so within local health services or for
health services to benchmark against their counterparts
[21, 105, 110]. Examination of health service utilisation
and patient outcomes data, as well as differences in rates
of prescribing, ordering diagnostic tests or use of specific
interventions, could indicate inappropriate or subopti-
mal practices suitable for disinvestment. Procedures with
high variability are often not on the ‘low value’ lists, in-
dicating additional possibilities to identify disinvestment
opportunities from this approach [21].
Use of local data clearly has potential but problems

with data validity, reliability, comprehensiveness and de-
gree of sensitivity to disinvestment requirements remain
significant barriers [21, 24, 46, 48, 58, 60].
There are many methods for analysis, synthesis and in-

terpretation of data however, like research evidence,
there is a lack of systematic prompts or triggers to use
them [5, 21]. While not specifically directed at disinvest-
ment or resource allocation, a conceptual framework
and logic model developed by Nutley and colleagues for
improving data use in health system decision-making
could facilitate a more proactive, systematic approach
[111, 112].
The aims of the SHARE Data Service were 1) to inter-

rogate routinely-collected data to identify potential dis-
investment opportunities and communicate this
information to appropriate decision-makers and 2) to re-
spond to requests from decision-makers to assess local
data related to potential disinvestment opportunities that
had been identified from the research literature [10]. Al-
though the Data Service was not implemented due to
unanticipated local factors, the decisions underpinning
the design and the models proposed may be helpful to
local health services wishing to establish similar re-
sources to support use of data in the disinvestment
process.
1.3 Stakeholder nominations
Stakeholder engagement is noted as a fundamental
principle of the decision-making process and involve-
ment of stakeholders and local ownership of decisions
and projects are noted as facilitators of change in gen-
eral [113–115] and in relation to disinvestment [21, 58,
72, 82].
The Ontario Reassessment Framework gives priority to

potential candidates for disinvestment if nominated by a
clinical expert [85] and four frameworks for disinvestment
employ applications from stakeholders in the identifica-
tion process [9, 16, 35, 36].
Participants in the SHARE Program noted that, while

formal prompts and triggers could be built into existing
decision-making infrastructure, there are also informal
yet systematic approaches that could be integrated into
other systems and processes to facilitate identification of
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opportunities for disinvestment by health service staff
[9]. Examples are included in Table 9.
Stakeholder nomination can be a powerful contribu-

tion to the process, providing the nominated items are
objectively scrutinised against additional identification
and prioritisation criteria [109], however there are some
considerations in the actual implementation.
Although evaluation of the applications in these

frameworks is rigorous, based on explicit local criteria
and health technology assessment, the process of how
the topic was raised initially is not systematic or trans-
parent. Applications can be received from any stake-
holder for any reason. In this context they are likely to
be driven by non-systematic factors such as clinician’s
interests, information obtained from conferences or
journal articles, or awareness of practice elsewhere [2, 6].
“Understanding how the technology got on the agenda,
where it came from and who was pushing for it” and the
potential for “gaming by industry” are concerns reported
by senior health decision-makers [116], but are often un-
clear in a stakeholder application process.
When invited to nominate candidates for disinvestment,

clinicians have been found to be more likely to identify
the practices of other professional groups than their own,
practices that do not affect their revenue-generating ser-
vices and practices of low impact [9, 21, 117].
Clarity of aims and objectives at the start of a project

and clear rationale for change were in the top 10 consid-
erations for successful disinvestment and one of three
best practice recommendations arising from a Delphi
study of international experts [52]. However lack of clar-
ity and rationale have been noted as problems in identi-
fying disinvestment opportunities [63], particularly from
stakeholder applications [9, 10].
These issues may create systematic biases in the choice

of investment targets and miss some key opportunities.
Unnecessary duplication of effort may also result, with
Table 9 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
individual facilities or regions undertaking extensive
evaluations of the same topics.

1.4 ‘Low value’ lists
‘Low value’ lists are compilations of practices that have
been demonstrated to have little or no benefit or poten-
tial to cause harm. They have been developed by govern-
ments and health agencies [118–120], commissioners of
health services [121], professional bodies [65, 122, 123]
and researchers [124–126]. Some of these lists are de-
rived from research evidence, some are based on expert
opinion and others from a combination of the two.
Duckett and colleagues separate them into ‘top down’

and ‘bottom up’ approaches, noting that each has bene-
fits and drawbacks [73]. The ‘top down’ approaches,
such as the UK National Institute for Health and Clinical
Excellence ‘Do Not Do’ Recommendations [54], are de-
scribed as providing the most consistent, objective,
transparent and relevant evaluations. The ‘bottom up’
approaches, such as the Choosing Wisely program [74],
highlight potentially ‘low value’ treatments and tests that
should be carefully considered at the point of care.
Removing, reducing or restricting practices of little or

no value clearly has merit, and ‘low value’ lists are likely
to be very useful to health service decision-makers if
they are based on sound evidence backed by expert con-
sensus. However the definition of ‘low value’ is not al-
ways explicit and the validity and appropriateness of
some of the lists and the ethics of their application have
been questioned [117, 125, 127–130]. Potential users of
‘low value’ lists may wish to confirm the basis for claims
made, in particular the definition being used and the use
of systematic review evidence in the inclusion process
[9].
The SHARE algorithm described earlier could also be

applied to ‘low value’ lists to assess local applicability
and facilitate prioritisation [9].

1.5 Economic approaches to priority setting
These priority setting approaches combine evidence
from local data, expert opinion and stakeholder consult-
ation [27, 32].
PBMA applies the economic principles of opportunity

cost and marginal analysis to determine priorities for
health program budgets in the context of limited re-
sources [131]. This method approaches disinvestment
from the relative perspective, with decision-makers
weighing up options for investment and disinvestment
and reaching their preferred balance using locally-
relevant criteria established by the stakeholders. The
process is well-tested and guidance is available [27]. Al-
though decision-makers acknowledge the usefulness of
PBMA, it remains quite difficult to achieve in practice
[24, 48, 131]. Another criticism is that it fragments the
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health sector into ‘program budget silos’ resulting in al-
location and re-allocation of resources within, rather
than between, programs which fails to identify more
cost-effective options outside the program area [31, 48,
131, 132].
In contrast to PBMA, the Health-sector Wide model

is designed to shift the focus of priority setting away
from program budgets towards well-defined target popu-
lations with particular health problems [31]. The
condition-specific silos created here may be an improve-
ment on program budget silos, but the model is more
difficult to apply in local health services where funding
decisions are not based on condition-specific populations.
The major limitations for all priority setting ap-

proaches include idiosyncrasies in cost-accounting, lack
of sufficient high quality data to inform decision-
making, and lack of time and appropriate skills of
decision-makers to undertake the process and imple-
ment the decisions [24, 27, 46, 48, 55, 131]. Lack of in-
house expertise in health economics is a particular bar-
rier at the local level [9].
2. Prioritisation and decision-making
Priority setting exercises clearly include a prioritisation
process, however initiatives that identify their disinvest-
ment targets by other means may need a specific priori-
tisation process to choose between the options available.
Methods and tools for systematic, transparent and equit-
able decision-making may be used if prioritisation is not
required or to complement the prioritisation process.
Prioritisation tools primarily focus on characteristics

intrinsic to the TCP; however additional criteria may in-
fluence the decision to proceed with a disinvestment
project in the local healthcare setting [9]. These might
be pragmatic features that enhance initiatives chosen
specifically as pilot or demonstration projects, such as
opportunities for ‘quick wins’, or factors that affect the
outcome of a project, such as likelihood of success and
sustainability or potential usefulness of the evaluation.
There is a huge range of potentially relevant criteria

for resource allocation decisions. Most authors empha-
sise 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 in-
clude clinical parameters such as safety and effective-
ness, 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. Methods and tools to assist in assessment
of safety and effectiveness [133–136] and use of eco-
nomic measures [137–139] are available. Similar re-
sources for consumer and community engagement are
addressed in Additional file 1.
Deciding between several alternatives is a complex
process requiring consideration of multiple factors. Health
service decision-makers are often not good at this, relying
on heuristic or intuitive approaches which ignore poten-
tially important information [140]. Methods such as bur-
den of disease analyses, cost-effectiveness analyses and
equity analyses focus on some but not all of the available
information [140]. Multi-criteria decision analysis (MCDA)
allows consideration of all factors simultaneously, and al-
though used widely in other scientific disciplines, it has
only been used in health care relatively recently [76, 140].
The Star model, a “socio-technical allocation of re-

sources” based on MCDA and health economic theory,
has been piloted successfully in two settings, revised and
developed into a toolkit [141–143]. MCDA is also the
foundation of the Evidence and Value: Impact on DEci-
sion Making (EVIDEM) framework, which is being in-
vestigated further through research conducted by the
international EVIDEM Collaboration [144].
While the components of the A4R framework are in-

cluded within several principles in the new framework,
policy makers, managers and clinicians may also wish to
use the A4R terminology specifically in their decision-
making processes.
A4R is also the basis for the Systematic Tool for

Evaluating Pharmaceutical Products for Public Fund-
ing Decisions (6-STEPPPs) [145] and A4R and MCDA
have been combined in other decision-making appli-
cations [146, 147].
Lists of criteria for consideration in prioritisation and

decision-making have been published for disinvestment
[78, 82, 85, 109, 148], including many who have applied
or adapted the criteria framework proposed by Elshaug
et al. [72]; resource allocation [6, 149–151]; and general
decision-making [42]. A tool to analyse gaps in priority
setting has also been developed [152].
Many health service decision-makers use a prioritisa-

tion matrix, but most of these are developed locally and
based on simple spreadsheets or business case templates
[9, 48, 55, 153]. This variety of tools makes it difficult to
compare costs and outcomes more broadly and there is
some scepticism amongst decision-makers about the
lack of rigour, transparency and skills involved in their
local programs [21, 48].
There are also software applications to facilitate PBMA

and generic prioritisation processes [27, 154, 155].

3. Development of a proposal
Once a decision has been made that there is a need for
change, a proposal to meet that need and implement the
decision is developed. When the proposal is drafted, the
time and other resources required to implement and
evaluate it can be assessed to determine if the benefits
outweigh the costs of the exercise and to inform planning.
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The range of potential disinvestment activities is broad
and disparate. A proposal to remove a drug from a hos-
pital formulary is likely to be very different to a proposal
to close down an inpatient facility. No specific methods
and tools were identified for developing disinvestment
proposals, but generic materials for developing the pro-
gram theory or rationale and defining the program logic
would be useful [156–164], as would business case pro-
formas and communication templates.
Proposals are more likely to be successful if they

have certain favourable characteristics and new initia-
tives are more likely to be sustainable if there is ap-
propriate availability and adequate provision of critical
factors to achieve and maintain the proposed compo-
nents and activities [20, 165–167]. A checklist of the
factors influencing likelihood of success and sustain-
ability is available [8].

4. Implementation
Some successes with national approaches to disinvest-
ment have been reported and may have elements that
are generalisable to local circumstances [72, 85, 102].
However in some circumstances national approaches are
not applicable at state/provincial, regional or institu-
tional levels; for example removing or refining indica-
tions for reimbursement for ‘low value’ TCPs in national
fee-for-service schemes for doctors in private practice
may not apply to doctors working in state funded
hospitals.
As noted above, there are also many examples in the

EBP and quality and safety literature of successful pro-
jects at local level to remove unsafe or ineffective TCPs
which are not labelled as disinvestment.
Many articles about disinvestment do not address im-

plementation at all and some note that there are difficul-
ties related to implementation but offer no solutions. Of
those that do consider implementation, many of the
comments are principles, captured in the section above,
or barriers and enablers, captured below.
One recommendation for successful implementation is

that “we could create conditions that make it easy for
people to avoid using low-value health care services”
[128]. Environmental changes such as closing services,
physically removing products from storerooms and work
areas, and eliminating items from formularies and pur-
chasing catalogues should achieve this aim and result in
complete cessation. In addition, if providers or recipients
of a TCP, program or service receive financial reimburse-
ment, removal of funding is likely to reduce use consid-
erably, although not necessarily completely [64, 72, 117,
168, 169]. But not all disinvestment decisions can be
managed with structural changes.
The need for an implementation strategy for each

disinvestment activity is widely acknowledged. One
disinvestment guideline details eight generic steps in
their Action Plan [35], the SHARE Program used the
SEAchange model for evidence-based change [41] to im-
plement disinvestment pilot projects and support ser-
vices [9, 10], and a model for ‘de-adoption’ utilises the
‘Knowledge to Action’ framework [22, 170].
A range of approaches to facilitate implementation of

disinvestment decisions has been proposed. These in-
clude communication and educational materials [58, 72,
78, 117, 121, 171]; financial incentives and pay-for-
performance [59, 64, 72, 117, 168]; reinvestment of
resources saved [29, 78, 80, 172]; clinical champions
[48, 80]; clinical pharmacists to monitor and advise
prescribers [68]; quality standards [59, 117]; profes-
sional standards, maintenance-of-certification activities
and practice audit [117]; prompts through guidelines,
protocols, clinical pathways and decision support sys-
tems [5, 58–60, 72, 82, 168, 171]; requirements to re-
port variations from mandatory guidelines [59, 72];
monitoring and reporting of outcomes [72, 78, 168];
public reporting of provider performance [59, 117,
168]; training and re-organisation of staffing and
equipment [10, 78]; and “picking low hanging fruit”
before tackling more difficult projects [80]. These
proposals have arisen from qualitative work with
stakeholders or been derived from an understanding
of implementation science; the papers offering these
suggestions for implementation do not report applica-
tion or evaluation of these strategies in the disinvest-
ment context.
Several authors note that implementation is more

likely to be successful if decisions are made at the
local level, integrated into everyday decision-making
and central to local planning [55, 59, 60, 80]. A well-
resourced and well-designed formal priority setting
entity is reported to improve implementation of deci-
sions [27, 37, 55, 173]. It provides a recognised ve-
hicle to consider information such as new evidence or
local performance concerns, one which has transpar-
ent processes and appropriate authority for decision-
making and action, where local expertise can be built
up and local knowledge utilised. It is thought to
“make contentious decisions more palatable and de-
fensible” [55].
The SHARE Program used the Technology/Clinical

Practice Committee (TCPC) as a formal decision-
making structure [2]. After piloting several approaches,
the Evidence Dissemination Service mentioned above as
a method of identification, was finally implemented
within a governance model to ensure maximum adher-
ence [11]. Recently-published, high-quality synthesised
evidence was identified and publications reporting evi-
dence of harm, lack of effect or findings of a more cost-
effective alternative to current practice were prioritised
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for dissemination. An Evidence Bulletin summarising an
individual publication was provided to the TCPC, which
then forwarded it to the department head or committee
chair responsible for practice in the specific topic area.
A response was required to confirm whether current
practice was consistent with the evidence, and if not,
what measures were being taken to address this or an
explanation of why change was not required. When
there was evidence of harm, responses to the TCPC were
required within 1 month and the responses, or lack
thereof, were reported to the Chief Executive the follow-
ing month. Responses to other Evidence Bulletins were
required in three or 6 months. A total of 175 publica-
tions were disseminated, 55 of the Evidence Bulletins re-
quired responses. Of the 43 responses received during
the evaluation period, 32 reported that local practice was
consistent with the evidence, six reported that the evi-
dence was not applicable at Monash Health, three noted
that local practice was not consistent with the evidence
but provided a justifiable reason, and two reported that
remedial action was planned to bring local practice into
line with the evidence [11].
Although there are some particular challenges to ask-

ing people to stop doing things they believe in [1], the
general principles of implementation should apply to
disinvestment as they do for any practice change. These
are summarised in the SEAchange model and the Know-
ledge to Action framework: engaging all stakeholders,
identifying what is already known about practice change
in the topic area from the literature and local knowledge,
undertaking an analysis of local barriers and enablers,
developing an implementation plan including strategies
to minimise barriers and build on enablers, piloting
and revising as required, and finally implementing in
full [41, 170].
5. Monitoring, evaluation and reporting
The Schmidt ‘Framework for disinvestment’ notes that
both process and outcome evaluations should be under-
taken but provides no details [16]. In their framework
for evaluation of priority setting processes, Barasa and
colleagues propose measures for both procedure aspects
and outcomes [39] and a systematic review summarises
a range of performance measures to assess use of ‘low
value’ TCPs [174]. The ‘Integrative framework for meas-
uring overuse’ lists measurement tools linked to specific
project/program goals and discusses advantages and dis-
advantages of each approach [38].
The SHARE Evaluation Framework and Plan was cre-

ated for an organisation-wide program of disinvestment
in a local health service network [40]. It was developed
in consultation with stakeholders and included evalu-
ation domains, audience, scope, evaluation questions,
sources of data, methods of collection and analysis,
reporting and timelines. A theoretical framework and
taxonomy adapted for evaluation and explication of dis-
investment projects was also used to understand the
process of disinvestment in the SHARE Program [9].
The deficiencies in available economic and usage data

and lack of methods for quantifying savings are consid-
ered to be significant limitations to evaluation [46, 60,
82, 175, 176].
There are many generic guidance documents for mon-

itoring and evaluation of health programs and projects
in a range of settings. Like implementation, the princi-
ples, methods and tools for evaluation should be as
appropriate for disinvestment as they are for any health-
care improvement project.
Findings from monitoring and evaluation activities

should be reported on a regular and/or scheduled basis
to the appropriate stakeholders in accordance with pro-
ject terms of reference, governance protocols and other
local requirements.

6. Reinvestment
This step will only apply in certain projects when it is
anticipated that firstly resources will be released and sec-
ondly that they will be available for use elsewhere. Al-
though there is considerable discussion about the
potential for reinvestment or reallocation, there is little
information about how to do it [1]. Resource release and
reallocation are built into prioritisation processes for
budget-setting but are not integral to other methods of
disinvestment. One proposal for a “sensible, well-
managed reinvestment program” describes “a cost-
accounting process to capture, and a financial strategy
and analysis to return, a pre-agreed portion of real sav-
ings” [172]. However the comments by other authors
regarding inconsistencies in accounting practices, insuf-
ficient valid and reliable data, lack of methods and tools
and absence of reported examples suggest that this may
not be currently achievable [1, 21, 48, 60, 83, 175–177].

7. Dissemination and diffusion
These terms have been used with specific, but inconsist-
ent, meanings in the disinvestment literature. For ex-
ample, diffusion has been used to refer to uptake of ‘new’
technologies where disinvestment is used for removal of
‘old’ technologies [178]. In contrast, diffusion and discon-
tinuation have been used to represent ‘spontaneous’ up-
take and removal of technologies where dissemination
and disinvestment are their counterparts for ‘managed’
uptake and removal [21]. The former links disinvestment
with diffusion, the latter with dissemination.
Since the focus of this framework is on implementa-

tion of change, and does not differentiate between im-
plementation of investment or disinvestment decisions,
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the definitions of dissemination and diffusion are taken
from the knowledge translation literature (Table 4)
[20, 170, 179]. Dissemination involves planned, active
processes to share and spread information; diffusion
is unplanned and passive.
Outcomes of disinvestment projects should be dissem-

inated to others working in this area to fill gaps in know-
ledge, avoid duplication, build on successes and learn
from mistakes and misfortune. However no guidance for
systematic dissemination or facilitation of diffusion of
successful disinvestment initiatives at the local health
service level was identified. Guidance from the know-
ledge translation, EBP, QI and implementation science
literature for dissemination and diffusion of new TCPs
may be a useful starting point, however the specific chal-
lenges of disinvestment may influence the generalisabil-
ity of these methods [1, 180].

8. Maintenance
Maintenance is the final step in the change process. It
involves strategies to sustain recently implemented
change after project support is removed; to integrate the
change into organisational systems, processes and prac-
tices; and to attain long-term viability of the change
(Table 4). Several terms are used in the broader health
literature to capture this concept; examples include
adoption, assimilation, sustainability and institutionalisa-
tion. Sustainability has been used in the context of dis-
investment [3, 8, 22, 169, 181]. Maintenance is used in
this framework to avoid confusion with use of the term
‘sustainability’ in a different context in the title of the
SHARE Program. Maintenance is also used in the evalu-
ation literature to assess “the extent to which a program
becomes institutionalized or part of the routine
organizational practices and policies” and can be applied
to both the population targeted for behaviour change and
the organisation that enacted or adopted the policy [182].
Montini and Graham propose that the disciplines of

“Science and technology studies, the History and philoso-
phy of science, the Sociology of health and illness, and
Medical Anthropology” be explored to understand the
factors relating to sustaining change related to ‘de-im-
plementation’ [169]. Niven and colleagues recommend
that ‘de-adoption’ interventions include a sustainability
plan to prevent healthcare providers knowingly or un-
knowingly reverting to old practices [22].
The SHARE Program applied, adapted and devel-

oped methods and tools to facilitate sustainability of
disinvestment-related initiatives at both the program
and project level.

� SHARE projects were assessed against a framework
for sustainability based on five categories: structure,
skills, resources, commitment and leadership [8].
� The SEAchange model for sustainable, effective,
appropriate evidence-based change in health services
applied in SHARE projects includes formal assess-
ment of sustainability at each step in the change
process [41].

� The determinants of effectiveness outlined in a
framework and taxonomy adapted for evaluation
and explication of SHARE disinvestment projects
could be considered in developing strategies for
sustainability of new disinvestment interventions [9].

� The preconditions and underlying principles derived
from the literature and local research in
development of the SHARE model for exploring
sustainability in health care by allocating resources
effectively in the local health service setting were
identified as factors related to success and
sustainability of the whole SHARE Program [8].

Barriers and enablers
The terms barrier and enabler are commonly used to de-
scribe factors influencing the success of change initia-
tives in health care, but interestingly they are less
frequent in the disinvestment literature. Most authors
refer to the ‘challenges’ related to disinvestment, few
refer to specific ‘barriers’. ‘Enablers’ or existing factors
that could facilitate desired change are rarely mentioned,
however many authors describe favourable conditions
that represent the absence of specific negative factors or
strategies that seek to remove them. The challenges and
negative factors identified are interpreted as barriers and
summarised in Table 10.
Some barriers impact on all aspects of disinvestment

across each level of influence [15, 16, 21, 24, 29, 48, 58,
78–80, 83, 116, 120, 129, 175, 178, 183–187]. Barriers to
establishment and delivery of a program for decision-
making are noted [8, 9, 24, 31, 55, 58, 64, 79, 82, 120,
131, 132, 153, 175, 183] and other barriers are cate-
gorised using the steps of the disinvestment process:
stakeholder engagement [2, 58, 78–80, 82, 120, 153],
identification of disinvestment targets [8, 9, 16, 21, 24,
46, 48, 58, 60, 63, 72, 79, 82, 120, 129, 175, 183, 188–
190], prioritisation and decision-making [2, 21, 24, 31,
46, 48, 55, 58, 60, 63, 64, 72, 79, 82, 120, 129, 132, 175,
183, 188, 190, 191], implementation [2, 8, 21, 46, 58, 64,
79, 82, 120, 132, 153, 169], monitoring and evaluation
[8, 46, 48, 60, 82, 175], reinvestment [55, 64, 153, 175, 176]
and research [58, 183, 189]. There is some overlap where
the same barriers affect more than one aspect of the
process.
This summary only captures barriers to disinvestment

activities. Barriers and enablers to investment in new
TCPs and strategies to address them are summarised
elsewhere [2]. Programs for disinvestment may require
system reform, so the barriers inherent in large-scale



Table 10 Examples of potential barriers to disinvestment

Common to all aspects of disinvestment
▪ Lack of common terminology, theories, tested frameworks and
models, proven methods and tools

▪ The word ‘disinvestment’ generates negativity and mistrust
▪ Divergent understanding of the concept of disinvestment between
researchers and health service decision-makers

▪ Lack of guidance and/or successful examples to follow
▪ Lack of resources particularly time, funds and skills
▪ Lack of any of the elements of the framework
▪ Resistance to change

Establishment and delivery of program
▪ Lack of communication between agencies
▪ Autonomy of agencies resulting in multiple different systems
▪ Wastage of resources by duplication of effort, particularly in HTA
▪ Lack of resources to support policy mechanisms
▪ Lack of appropriate data collection systems
▪ Cost of appropriate data collection systems
▪ Lack of political, clinical, or administrative will to achieve change
▪ Difficulty establishing systems and processes to assess choices and
reallocate resources across and between programs. Easier when
done within programs but this has limited effectiveness.

▪ Difficulty establishing systems and processes between competing
sectors or paradigms eg cure versus prevention, acute versus
community care, drug therapy versus counselling

▪ Lack of coordination and integration of systems and processes
▪ Short-termism in government policy
▪ Conflicting priorities – at individual levels, and/or between levels
▪ System inertia
▪ Longstanding structures, institutional practices and organisational
relationships

▪ Poor understanding of organisational practices and relationships
▪ Lack of established triggers to initiate disinvestment discussions
▪ Scarcity of strategic plans that include disinvestment
▪ Lack of incentives, presence of disincentives
▪ Fee for service models reward quantity not quality

Stakeholder engagement
▪ Lack of stakeholder commitment
▪ Stakeholder inertia
▪ Difficulty identifying and engaging multiple diverse stakeholders
▪ Resistance to, or lack of understanding of consumer participation

Identification of disinvestment opportunities
▪ Health Technology Reassessment (HTR) not conducted routinely
▪ Public and private funding focused on HTA rather than HTR
▪ Insufficient ‘unequivocal’ evidence to disinvest
▪ Lack of mechanisms to identify disinvestment targets
▪ Difficulties in producing, accessing & interpreting economic data
▪ Willingness to use lower quality evidence to maintain status quo

Prioritisation and decision-making
▪ Lack of knowledge of available tools
▪ Unfamiliarity with economic evaluations
▪ Disagreement with assumptions in economic evaluations
▪ Difficulties estimating marginal costs
▪ Reluctance to disinvest if there are sunk costs in existing technology
and supporting capital infrastructure

▪ Reluctance to expend effort in disinvestment if benefits not clear
▪ Gains from disinvestment are less readily measured and may not
happen but losses from disinvestment are immediate

▪ Strength of vested interests and lobby groups
▪ Lack of negotiating skills making it difficult to resist opposition
▪ Conflicting priorities between decision-makers
▪ Conflicting priorities between local, regional and national levels
▪ Reluctance to disinvest due to heterogeneity of outcomes and/or if
there is potential for benefit in some subgroups or individuals

▪ Controversy associated with removal of an effective TCP in favour
of a more cost-effective alternative and/or where there is lack of
evidence of effect but general perception that it works

▪ Sensitivity of disinvestment target eg children, cancer, end of life
▪ Lack of decision-making processes

Table 10 Examples of potential barriers to disinvestment
(Continued)

▪ Lack of integration with other decision-making processes
▪ Requirement for prospective data collection or further research to
provide enough information for decision

▪ Difficulty making choices and reallocating resources across and
between programs. Easier when done within programs but this has
limited effectiveness.

▪ Difficulty making choices between competing sectors or paradigms
eg cure versus prevention, acute versus community care, drug
therapy versus counselling

▪ Decision-makers not held in sufficiently high regard for decisions to
be respected and enforced

▪ Perceived influence of power imbalances and hidden agendas
▪ Political challenges

Implementation
▪ Inadequate project timelines
▪ Lack of funding for implementation
▪ Lack of skills in project management
▪ Lack of skills in change management
▪ Loss of patient choice
▪ Loss of perceived entitlement to treatment
▪ Loss of clinical autonomy
▪ Clinician reluctance to remove practices they perceive as integral to
their professional practice and identity

▪ Loss of perceived benefit of intervention being removed
▪ Perceived criticism of practice and/or practitioners
▪ Perception that management priority is only to save money
▪ Lack of incentives, presence of disincentives
▪ Lack of data to substantiate need
▪ Gains from disinvestment less readily measured and may not
happen, but losses from disinvestment are immediate

▪ Complexity of practice change if disinvestment limited to certain
groups or for certain indications

▪ Lack of coordination between projects resulting in gaps and
duplication

▪ Stakeholder fatigue and disillusionment with constant change

Monitoring and evaluation
▪ Routinely-collected data not valid or reliable, often out-of-date
▪ Routinely-collected data not precise or specific enough
▪ Cost of obtaining appropriate data
▪ Lack of post-market surveillance
▪ Lack of methods to quantify savings
▪ Distrust of reasons for monitoring and evaluation

Reinvestment
▪ Lack of methods for reallocating resources released
▪ Lack of examples of successful reinvestment
▪ Some cost savings may not be realised eg length of stay reduced
but beds immediately filled with other patients of greater acuity

Research
▪ Assumptions that current practice is effective
▪ Ethical objections to randomising patients to control groups
▪ Resistance to enrolling patients in trials due to belief in intervention
▪ Difficulty getting funding to research existing practices
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change will also be applicable. The body of literature on
barriers and enablers to using evidence in decision-
making and implementing practice change will also be
relevant to disinvestment activities.
In addition to the list summarised here and the wider

literature, an analysis of local barriers and enablers
should be undertaken for every project to identify crucial
contextual factors.
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Discussion
Limitations
Although a rigorous systematic approach was taken, it is
impossible to be comprehensive in ascertaining all the
relevant literature on disinvestment; the reasons are out-
lined in the conceptual review [1]. As a result, some
relevant publications may not have been identified and
some information may not have been published. Despite
these limitations, the messages about operationalising
disinvestment are generally clear and consistent and pro-
vide strong underpinnings for the framework.
The literature has been reviewed from the perspective

of a local health service, however the authors’ experience
is based in the Australian health system; hence differ-
ences with other health systems may not have been
recognised and additional decision-making settings or
methods and tools may have been missed.
The specific details of the ‘where, who and how’ of

decision-making is likely to differ between organisations
but the underlying premises should be the same: individ-
uals and groups make decisions under certain condi-
tions. The classifications of decisions and decision-
makers might be useful starting points to elucidate local
particulars.
The proposed framework is conceptual and untested.

Naming of categories, determination of their constituent
elements and the relationships between components has
not been piloted or refined with stakeholder input. It is
large, complex and all-encompassing and may prove too
daunting or complicated to be achieved in this format.
Testing and research may establish if it is feasible in the
current overarching format or if it should be renamed,
redefined or reformulated for implementation in smaller
sections.
The framework is proposed at the ‘big picture’ level and

requires supplementation with detail for all the compo-
nents. There are some existing frameworks, models,
methods and tools that can be applied in several areas but
not for all elements within the framework.
There are many barriers that cannot be addressed by

generic system changes and must be tackled when
implementing the framework in individual situations.
Many of these may be successfully overcome with local
strategies; however some aspects of the framework in-
volve potentially insurmountable barriers in the current
environment. The main example is lack of valid, reliable,
timely, appropriate and sufficiently specific data to iden-
tify disinvestment targets and monitor and evaluate dis-
investment initiatives.

Implications for policy and practice
As the focus of this review is operationalisation of dis-
investment, the implications for policy and practice have
been integrated throughout the paper.
Implications for research
The implications for research in operationalising dis-
investment are enormous. Placing the research compo-
nent of the proposed framework across all the
constituent elements illustrates that there is a need for
research in each of them. Some topics stand out as
priorities.
Many authors report a lack of frameworks, models,

methods or tools for disinvestment. However there are
some frameworks and models for disinvestment, al-
though not tested; and plenty of methods and tools,
many of which are tested, frequently from other research
disciplines but which are relevant for disinvestment
projects. Perhaps a more important factor is the lack of
proactive mechanisms, prompts and triggers [9, 11, 16,
21, 24, 27, 192]. There are rigorous methods for HTA
and analysis of health service data but no systematic
methods to initiate these processes or draw the results
to the attention of health service decision-makers. It is
also not clear who is, or should be, responsible for insti-
gating and making decisions and taking action. Research
in these areas is a priority.
Investigation of data requirements, data collection

methods and skills of decision-makers to use data for dis-
investment is another priority [21, 24, 27, 46, 48, 55, 58,
60, 131]. Support for data collection after a TCP has been
introduced is low and research into methods and re-
sources required for post-market surveillance and “cover-
age with evidence development” is required [24, 132].
Some authors have highlighted other aspects of dis-

investment for research such as exploring disinvestment
at local health service and individual practitioner level
[16, 55, 56, 80, 188, 193], taking a longitudinal approach
from inception through implementation to outcomes
that cross organisational boundaries [80, 188], identify-
ing determinants for disinvestment [15, 80, 129], imple-
menting change management [56, 58], and drafting and
refining frameworks, methods and tools [15, 24, 29, 58,
129, 175, 184, 185]. Mechanisms to develop, implement
and evaluate disinvestment activities can be built on
existing theoretical frameworks from other research
paradigms such as HTA, knowledge translation and im-
plementation science [28, 83]. Measures of impact,
potential unintended consequences and factors contrib-
uting to success or failure also need to be captured [24,
83, 193]. The SHARE Program provides some early work
to build on by reporting disinvestment projects from in-
ception to implementation [9]; identifying determinants
for disinvestment, potential unintended consequences
and factors contributing to success or failure [9]; and de-
veloping frameworks, models and algorithms [5–9, 11]
and evaluation frameworks and plans [10, 11, 40]. These
outputs of the SHARE Program are summarised in
Paper 1 [3].
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Research could also include testing the proposed frame-
work in different contexts.

Conclusions
There is no agreed definition or common understanding
of disinvestment, yet the concept is widely discussed and
disinvestment initiatives and research are called for. Al-
though there are only a few, largely untested, frame-
works and models and little practical guidance in the
literature, there are clear and consistent messages re-
garding principles for decision-making, settings and op-
portunities to identify disinvestment targets, steps in the
disinvestment process, methods and tools, and barriers
and enablers. This information has been drawn together
into a framework for operationalising disinvestment in a
systematic, integrated, organisation-wide approach in
the local healthcare setting.
Definitions for essential terms are proposed and key

concepts underpinning the framework have been
made explicit. The term disinvestment is used in the
broadest sense, ‘removal, reduction or restriction of
any aspect of the health system for any reason’, and
can be applied to products, devices and equipment;
clinical practices and procedures; health services and
programs; information technology and corporate sys-
tems. Given the negative connotations of the word
and the problems inherent in considering disinvest-
ment in isolation, the basis for the framework is ‘re-
source allocation’ addressing the spectrum of
decision-making from investment to disinvestment.
The framework is based on three components: the

program consists of principles for decision-making and
settings that provide opportunities to introduce system-
atic prompts and triggers to initiate consideration of
disinvestment; projects follow the steps of the disinvest-
ment process; and research is needed across all aspects
of the framework.
The proposed framework can be employed at network,

institutional, departmental, ward or committee level. It
is proposed as an organisation-wide application, embed-
ded within existing systems and processes, which can be
responsive to needs and priorities at the level of imple-
mentation. It can be used in policy, management or clin-
ical contexts, for resource allocation and potentially
other decision-making processes.
There are many theories, frameworks, models, methods

and tools from other areas of health research and practice
that are relevant to disinvestment which could be
employed within this framework.
Multiple barriers to establishing a decision-making

framework and implementing disinvestment initiatives
were identified. Some of these relate to the lack of ele-
ments that form individual principles and are addressed
in the framework, however many involve local factors
that can only be tackled when implementing the frame-
work in particular contexts.
The framework captures all the identified information

from the literature about operationalisation of disinvest-
ment in the context of resource allocation. This could be
a strength, if all the elements are required for a robust
effective program of decision-making and action, or a
weakness, if it is too complex to be achieved in practice.
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Chapter 5. Discussion and conclusions 

“The process of detecting and eliminating services that provide less than satisfactory health 
benefits is complex and challenging.”  

Healthcare Improvement Scotland 2013 [48] 

The SHARE Program had mixed success.  

This exploration of current and potential systems and processes not only contributed to 
development of the Monash Health disinvestment program, but also confirmed existing 
knowledge and generated new information. The barriers, enablers and needs known from 
research in other contexts were found to be applicable to disinvestment and the novel findings 
include details about generic decision-making practices and the specific experience of 
disinvestment from identification to implementation, evaluation and explication in a local health 
service setting.   

Although some of the objectives were not achieved, the investigations produced a rich source of 
material to guide and inform future policy, practice and research in health service decision-making. 

 

__________ 

 

“However, whereas an extensive literature exists on implementation of innovations, our 
understanding of the process of abandonment of existing low value care is limited: little knowledge 
is available about the specific agents involved in abandonment, the barriers and facilitators for 
abandonment and effective interventions that accelerate abandonment of low value care.”  

 
van Bodegom-Vos 2016 [49]  

Paper 11: Reporting outcomes of an evidence-driven approach to disinvestment   

Paper 11 consolidates the findings, discusses the contribution of the SHARE Program to the 
knowledge and understanding of disinvestment in the local healthcare setting, and considers the 
implications for policy, practice and research. 

 

The Additional file for Paper 11 is included in Appendix 8.  
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Conclusion: The SHARE findings provide a rich source of new information about local health service decision-
making, in a level of detail not previously reported, to inform others in similar situations. Multiple innovations
related to disinvestment were found to be acceptable and feasible in the local setting. Factors influencing decision-
making, implementation processes and final outcomes were identified; and methods for further exploration, or
avoidance, in attempting disinvestment in this context are proposed based on these findings. The settings,
frameworks, models, methods and tools arising from the SHARE findings have potential to enhance health care and
patient outcomes.

Keywords: Disinvestment, Decommission, de-adopt, de-list, de-implement, Health technology, TCP, Resource
allocation, Decision-making, Implementation

About SHARE
This is the eleventh in a series of papers reporting Sus-
tainability in Health care by Allocating Resources Effect-
ively (SHARE). The SHARE Program is an investigation
of concepts, opportunities, methods and implications for
evidence-based investment and disinvestment in health
technologies and clinical practices in a local healthcare
setting. The papers in this series are targeted at clini-
cians, managers, policy makers, health service re-
searchers and implementation scientists working in this
context. This paper presents the findings and key mes-
sages from investigation of an organisation-wide, system-
atic, integrated, evidence-based approach to
disinvestment taken by one Australian healthcare
network.

Background
The concept of disinvestment has emerged in response
to rising healthcare costs, continuing advances in expen-
sive health technologies and increasing recognition of
ineffective practices and systemic waste in health ser-
vices [1–7]. There are three main areas of opportunity
for removal, reduction or restriction of health technolo-
gies and clinical practices (TCPs): 1) TCPs in current
use that were not evaluated rigorously prior to their
introduction and have subsequently been identified as
unsafe, ineffective or not cost-effective; 2) TCPs that are
safe, effective and cost-effective but which have alterna-
tives offering greater benefit; and 3) TCPs that are
overused or misused [8].
Following successful implementation of a rigorous

evidence-based program for introduction of new TCPs
[9], members of the Technology/Clinical Practice Com-
mittee at Monash Health, a large health service network
in Melbourne, Australia, sought to implement a similar
program for disinvestment. The ‘Sustainability in Health
care by Allocating Resources Effectively’ (SHARE) Pro-
gram was established in 2009 to investigate a systematic,
integrated, evidence-based approach to disinvestment in
the context of organisation-wide systems and processes.

Research and debate in disinvestment have broadened
considerably over the past decade, yet a number of sig-
nificant gaps remain. There is little evidence to guide
local healthcare facilities in how they might take a sys-
tematic organisation-wide approach [10–19]. There is
also a lack of information about the factors that influ-
ence resource allocation, the processes involved in im-
plementation of disinvestment decisions, and the
perspectives and experiences of healthcare staff under-
taking disinvestment [10, 19–22].
In the absence of guidance from the literature, a two-

phased process was implemented to identify and then
evaluate potential opportunities for disinvestment at
Monash Health (Fig. 1). These investigations are presented
using a case study approach to describe, explore and
explain the decisions, processes and outcomes to ad-
dress some of the gaps in knowledge and facilitate
development of theory and interventions [23–29]. A
review and synthesis of the disinvestment literature
incorporating the SHARE findings was undertaken as
a third phase [8, 30].
Monash Health is a network of six acute hospitals,

subacute and rehabilitation services, mental health and
community health services, and residential aged care
[31]. The SHARE Program was funded as a three-year
demonstration project by the Victorian Government
Department of Human Services (DHS) and was under-
taken by the Centre for Clinical Effectiveness (CCE), an in-
house resource at Monash Health aiming to facilitate
evidence-based practice. The overall approach to SHARE
program activities was underpinned by the UK Medical
Research Council framework for design and evaluation of
complex interventions [32] and the SEAchange model for
Sustainable, Effective and Appropriate evidence-based
change in health services [33]. To address the limited
understanding of resource allocation processes in health
services, and the lack of detail in reporting of imple-
mentation of change in the literature [34–36], the
SHARE papers are presented using appropriate case study
methods [37–40] and reporting guidelines [41–43].
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Fig. 1 Overview of the SHARE Program
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An overview of the SHARE Program, guide to the
SHARE publications and further details about Monash
Health are provided in the first paper in this series [44].

Aims
The aims of this paper are to 1) consolidate the SHARE
findings, 2) discuss the contribution of the SHARE Pro-
gram to the knowledge and understanding of disinvest-
ment in the local healthcare setting, and 3) consider the
implications for policy, practice and research.

Findings of the SHARE Program
A complete summary of SHARE Papers 2–10, including
tables of findings and all figures, are presented and
discussed in the context of the current literature in
Additional file 1. A brief overview is presented below.

Phase One
Based on the UK Medical Research Council framework
for complex interventions [32], Phase One involved speci-
fying the context, understanding the problem and defining
the components of an optimal intervention (Fig. 1).

Specifying the context
The activities focused on understanding disinvestment
from the local health service perspective and identifying
potential mechanisms for a systematic organisation-wide
approach [23, 45]. No models, methods or practical
advice regarding an organisation-wide approach to dis-
investment were identified. Hence, a conceptual list of
issues to consider was compiled and a framework of six
potential mechanisms to systematically introduce dis-
investment decisions within health service infrastructure
was developed to provide direction for further investigation
(Additional file 1: Table S1 and Figure S1) [23].

Understanding the problem
In order to introduce the proposed organisation-wide
program for disinvestment, knowledge of existing
decision-making systems and processes for investment
within Monash Health was required. While there was a
broad understanding of where resource allocation deci-
sions were made, detailed knowledge of who made them
and how they were made, implemented and evaluated
was lacking, and this information was also unavailable in
the literature [24]. This investigation identified, and
enabled development of classifications for, groups and
individuals authorised to make decisions on behalf of
the organisation, decision-making settings, and type and
scope of decisions (Additional file 1: Table S2). The find-
ings also included recognition of eight components in
the resource allocation process, the elements of struc-
ture and practice for each component and the relation-
ships between them represented as a framework for

resource allocation in the local setting. The eight com-
ponents are Governance, Administration, Stakeholder
engagement, Resources, Decision-making, Implementa-
tion, Evaluation and, where appropriate, Reinvestment of
savings (Additional file 1: Figure S3 and Table S3).
Strengths, weaknesses, barriers and enablers to the re-
source allocation process; examples of criteria used by
different decision-making groups; the types and sources of
data used in evaluation; and differences in the decision-
making processes and information needs of medical, nurs-
ing, allied health and management/support groups were
reported (Additional file 1: Tables S4-S7).
The term ‘disinvestment’ was generally unfamiliar to

local decision-makers; but the concept was readily under-
stood. At Monash Health, removal, reduction or restric-
tion of current practices or reallocation of resources were
initiated by quality and safety issues, evidence-based
practice (EBP), or a need to find resource savings, and not
by a primary aim ‘to disinvest’ [24].
Consumer engagement was integral to the proposed

program; however there was a lack of guidance about sys-
tematic approaches to identify, capture and incorporate
consumer perspectives into resource allocation decision-
making, implementation and evaluation [25]. Findings
from the literature and local research were used to
develop a model to integrate consumer values and prefer-
ences into organisation-wide decision-making based on
the framework for resource allocation noted above
(Additional file 1: Figure S4 and Tables S8-S11) [25].

Defining the components
The findings of the investigations above (Fig. 1) were
synthesised and analysed to identify the most sustain-
able, effective and appropriate approach to disinvest-
ment at Monash Health [26]. Multiple factors for
consideration in establishment of the new program
were extracted (Additional file 1: Table S12). This led
to definition of the program elements: four compo-
nents, their aims and objectives, relationships between
the components, principles that underpin the program
and preconditions for success and sustainability. The
principles were agreed upon, the preconditions were
established, and implementation and evaluation plans
were developed. The program elements were incorpo-
rated into a model for sustainability in health care by
allocating resources effectively (SHARE) in the local
healthcare setting (Fig. 2) [26].

Phase Two
Phase Two involved a series of exploratory trials assessing
acceptability and feasibility of the four components (Fig. 2)
to determine which were effective, appropriate and sustain-
able at Monash Health and to identify methodological
issues for implementation and evaluation [32].
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Funding was reduced in the final year of the program
resulting in limitation of some implementation and
evaluation activities due to the shortened timelines.
Summaries of the activities in Aims 1 and 2 are

provided in Fig. 3.

Aim 1. Systems and processes
The focus of Aim 1 was to explore the six proposed
decision-making mechanisms with potential to system-
atically identify opportunities for disinvestment within
organisational systems and processes [23].

Aim 1.1 Purchasing and procurement Incorporating
prompts, triggers and mandatory requirements to con-
sider disinvestment within existing systems and pro-
cesses for purchasing of drugs and clinical consumables
and capital procurement of equipment was proposed
[23]. The SHARE activities resulted in some positive
outcomes related to introduction of new TCPs, but no
changes regarding identification of opportunities for
disinvestment were implemented [27]. This was due to

local barriers; in particular that the relevant processes
were outside the control of the SHARE team.

Aim 1.2 Guideline and protocol development Simi-
larly, prompts, triggers and mandatory requirements to
consider disinvestment could be introduced into docu-
ment development and authorisation processes,
implementation and evaluation activities for local guide-
lines and protocols that determine use of drugs and
equipment, diagnostic tests, surgical procedures, clinic
capacity, etc. [23]. The SHARE team included a prompt
in the instructions to document developers to consider
whether any current practices could be discontinued in
the new Monash Health Policy and Procedure Frame-
work [46], however this was removed by the implemen-
ters (from another department with responsibility for
governance of the new framework) who felt the process
was too onerous [27].

Aim 1.3 Proactive use of published research Proactive
searches for evidence-based disinvestment opportunities
from the research literature could be undertaken and
the findings delivered directly to decision-makers [23].

Fig. 2 Model for exploring Sustainability in Health care by Allocating Resources Effectively in the local healthcare setting (Reproduced with
permission from SHARE Paper 5 [26])
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The SHARE team developed a catalogue of potential
disinvestment targets from known sources of high
quality synthesised evidence [47–51] and evidence-
based publications focused on disinvestment [52, 53].
Use of the catalogue to identify disinvestment projects
is discussed in Aim 2.1 below [27]. A broader ap-
proach to proactive use of research evidence was
piloted as an Evidence Dissemination Service which is
discussed in Aim 3.1 below [29].

Aim 1.4 Proactive use of local data Similarly,
routinely-collected health service data could be searched
proactively to identify areas where disinvestment might
have the greatest impact such as high cost, high volume,
high rates of adverse events, etc.; and to investigate vari-
ations in practice between campuses, departments or in-
dividuals within the health service, or with other
equivalent institutions, to identify inappropriate or sub-
optimal practices [23]. These approaches were to be ex-
plored within the Data Service which is discussed in Aim
3.2 [28].

Aim 1.5 Economic approaches to priority setting Pri-
ority setting exercises use economic principles to weigh
up options for investment and disinvestment and select
preferred alternatives using pre-determined criteria [23].

Four methods of priority setting met the criteria of eco-
nomic analysis applicable at the local health service level;
however all had limitations in their ability to identify dis-
investment opportunities in this context [27]. The lack
of in-house health economics capability was the key fac-
tor in the decision that economic approaches to priority
setting were not feasible at Monash Health [27].

Aim 1.6 System redesign System redesign describes a
range of methods and tools to review whole systems of
care. It is a familiar process in health services, it offers a
well-accepted context to introduce practice change, and
it could be integrated into a systematic organisation-
wide approach to disinvestment [23]. No examples of
system redesign specifically related to disinvestment
were identified from the literature or by Monash Health
respondents with expertise in this area [27]. The SHARE
Steering Committee decided that system redesign
methods would not be used to identify opportunities for
disinvestment, but may be useful in implementing deci-
sions to disinvest.

Aim 2. Disinvestment projects
Investigation of pilot disinvestment projects was pro-
posed to understand the processes involved, assess the
resources required, provide practical guidance for future

Fig. 3 Overview of activities for SHARE Aims 1 and 2 (Reproduced with permission from SHARE Paper 6 [27])
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projects and, if successful, be used as positive examples
to promote subsequent disinvestment activities.

Aim 2.1 Identification of disinvestment opportunities
An ‘Expression of Interest’ (EOI) process where health
service staff nominated their own disinvestment pro-
jects was added to the six methods to be investigated
in Aim 1 [27].
Although an evidence-based catalogue of disinvest-

ment opportunities had been developed, an ad hoc
process whereby SHARE Steering Committee members
submitted disinvestment proposals at meetings domi-
nated the decision-making process and the catalogue
was not used [27]. An algorithm for identifying dis-
investment projects from the catalogue was developed
(Additional file 1: Figure S7), however the planned
development of transparent criteria to be used in its
application was not undertaken [27]. Two EOIs and 17
ad hoc proposals were investigated as potential pilot dis-
investment projects (Additional file 1: Table S14) [27].

Aim 2.2 Prioritisation and decision-making A litera-
ture review found guidelines and systematic reviews for
prioritisation of new and existing TCPs. These were
adapted into a tool which was to be piloted in the annual
capital expenditure funding round. The tool was not
tested; the capital expenditure process was cancelled as
Monash Health had no spare capital [27].
Prioritisation tools primarily focus on characteristics

intrinsic to the TCP. However additional criteria may
influence whether a TCP is selected for a local practice
change initiative; for example likelihood of success or
sustainability, availability of external funds, or value
of the evaluation to other processes (Additional file 1:
Tables S15 and S16). Due to the dominance of the ad
hoc process, no explicit decision-making criteria were
developed. Decisions were pragmatic, based on likelihood
of ‘quick wins’ and other unspecified factors related to the
proposed TCPs.
Of the 19 proposed TCPs, four were not investi-

gated as subsequent proposals were thought to have
greater potential; two had incomplete investigations
for the same reason; nine were rejected for a range
of issues; and four were accepted as pilot projects
(Additional file 1: Table S14).

Aim 2.3 Development, implementation and evalu-
ation of disinvestment projects No published guidance
for disinvestment projects in the local context was iden-
tified; however Monash Health staff provided details of
strengths, weaknesses, barriers and enablers in these pro-
cesses (Additional file 1: Table S4) [24] and needs for as-
sistance to undertake projects [28]. Implementation and
evaluation methods were planned for the SHARE

disinvestment pilot projects, however only one reached the
implementation stage and evaluation was limited due to
the reduction of funding in the final year [27].

Influencing factors Factors influencing the SHARE
process for identification, prioritisation and decision-
making, implementation and evaluation of potential pro-
jects and those influencing the single pilot project are
outlined in Additional file 1: Tables S17 and S18.

Aim 3. Support services
Local research confirmed the findings of other studies
that evidence from research and local data is not used
systematically or proactively to drive decisions; that
health service personnel usually lack the time, know-
ledge, skills and resources to access and identify the
information they require and appraise it for quality and
relevance; that clinicians charged with undertaking pro-
jects commonly do not know how to implement and
evaluate change or manage projects effectively; and that
projects are generally under-resourced [28, 29]. Respon-
dents were aware of their limitations and those of their
colleagues in undertaking projects and they welcomed
advice and support [28]. Four support services were
proposed to address these barriers in Aim 3 (Fig. 2). An
overview of the investigation is provided (Fig. 4) and
summaries of factors that influenced development,
processes and outcomes of the support services are
found in Additional file 1: Tables S19 and S20.

Aim 3.1 Evidence Dissemination Service The Evidence
Dissemination Service (EDS) was conceived as a method
of identifying disinvestment opportunities by delivering
recently published, high quality, synthesised evidence
directly to decision-makers [29]. It became clear during
development that this could also be a way to ensure that
all practice at Monash Health was consistent with
current evidence. Two models were implemented (Add-
itional file 1: Figure S9).
Model 1 sent weekly email ‘Evidence Alerts’ containing

citations, hyperlinked to abstracts, hyperlinked to full
text, to EDS subscribers. This model could not achieve
its aims. The main factor was lack of governance; there
was no process to ensure that the appropriate person
with authority in the area affected by the evidence had
considered the information, made a decision or taken
any action. The second factor was lack of time to under-
take the steps required in production and utilisation of
the Evidence Alerts; this was reported by both the EDS
team who captured, processed and disseminated the
publications and the decision-makers who were required
to appraise for quality and applicability and take appro-
priate action. In addition, many publications were
already known to recipients, not relevant to their area of
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practice, not applicable at Monash Health, consistent
with current practice, not important enough to instigate
change, or reported lack of evidence; hence required no
action. This resulted in time wasted by both the EDS
team and the decision-makers.
Model 2 addressed these issues (Additional file 1:

Figure S10). Publications were limited to those demon-
strating evidence of harm, lack of effect, and availabil-
ity of a cost-effective alternative, which were priorities
of Monash Health at the time and consistent with the
aim of identifying opportunities for disinvestment. The
findings of these studies were compared with current
documented practice in local policies and procedures.
If there was no local documentation, or it was
inconsistent with the evidence, the publication was ap-
praised for quality and forwarded to the governing
body, the Technology/Clinical Practice Committee, to
assess local applicability and identify the relevant or-
ganisational decision-maker, usually a department head
or committee chair. An ‘Evidence Bulletin’ which in-
cluded information extracted from the publication, the
quality appraisal findings and a reporting template was
then sent to the relevant authorised decision-maker
(Additional file 1: Figure S11). This became an organ-
isational priority; when there was evidence of harm,

responses were required within one month and were
reported to the Chief Executive the following month at
her request.
There are other services disseminating evidence to

subscribers. The unique characteristics of the EDS are
outlined in Additional file 1: Table S21).
While this was successful in aligning local practice

with current evidence, it was a very resource-intensive
process and CCE had insufficient staff capacity to
maintain it while meeting other commitments. The EDS
was suspended in the last few months of the SHARE
Program, however it has subsequently been reinstated
and is focused on the ‘Choosing Wisely’ literature [54].

Aim 3.2 Data Service The Data Service was initiated to
complement the EDS by delivering local data to
decision-makers. Four models of a Data Service were ex-
plored, but none were implemented due to local factors
such as limited staff capacity and problems with access
and coordination of local data [28]. As a result, proactive
use of health service data was not employed to identify
disinvestment targets for pilot projects.

Aim 3.3 Capacity Building Service The aim of this ser-
vice was to train and support staff to use research

Fig. 4 Overview of SHARE Aim 3 (Reproduced with permission from SHARE Paper 7 [28])
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evidence and local data in decision-making and then im-
plement and evaluate these decisions in successful pro-
jects [28]. A summary of the education and support
programs provided is included in Additional file 1: Table
S22. Evaluation immediately after workshops showed
participants’ knowledge and confidence improved in all
aspects of the evidence-based change process and the
concepts of EBP, implementation and evaluation. There
were further improvements after three months, however
there were only a small number of responses. Partici-
pants reported high rates of satisfaction and noted that
the workshops met or exceeded their expectations [28].
Due to the reduced funding in the final year of the
SHARE Program, the service was not expanded beyond
the pilot.

Aim 3.4 Project Support Service The Project Support
Service was established to support the clinical staff
undertaking SHARE disinvestment pilot projects [27]. It
was anticipated that methodological advice and support
would be delivered in a range of activities related to pro-
ject planning, governance and administration; imple-
mentation and evaluation and practical assistance would
be provided for data capture, entry and analysis (Add-
itional file 1: Table S23). One of the four clinical teams
required support in all of these areas. The other three
were still in the decision-making and development phase
and needed assistance in finding evidence and data, de-
termining the nature and scope of the problem, clarify-
ing the intervention and assessing feasibility and risk.
These projects were subsequently withdrawn based on
the outcomes of this process.
Each of the teams acknowledged their lack of skills

and experience in using evidence in decision-making,
project management, implementation and evaluation.
They were appreciative that support was available and
were willing to accept guidance.

Aim 4. Program evaluation and research
Although each of the first three aims included evaluation
in their pilot and implementation phases, a fourth aim
was specified to highlight the importance of evaluation,
research and dissemination in capturing and under-
standing what happened and sharing this with others in-
terested in developing similar models.

Aim 4.1 Evaluation and explication An evaluation
framework and plan was developed for the overall
SHARE Program and included evaluation domains, audi-
ence, scope, evaluation questions, outcomes hierarchy,
sources of data, methods of collection and analysis,
reporting and timelines [55]. More detailed evaluation
plans were developed for individual projects.

Factors that influenced development, processes and
outcomes of individual projects were identified using
four adaptations of an existing framework and taxonomy
for evaluation and explication of evidence-based innova-
tions [56] which were used in a range of applications in
the SHARE Program (Additional file 1: Figure S12).

Aim 4.2 Action research Action research was under-
taken based on the “researcher as facilitator for change”
model defined by Meyer [57, 58]. An agenda item for
‘Learnings’ was scheduled at the beginning of every team
meeting. Participants were invited to consider anything
that had affected the project since the last meeting using
the framework ‘what worked, what didn’t, why and how it
could be improved’. Each issue, its effect on the project,
and potential changes that would build on positive out-
comes or remove or minimise future problems were dis-
cussed. The learnings and actions were documented;
actions were assigned, given timeframes and followed up.
These methods worked well.

Aim 4.3 National workshop The first Australian na-
tional workshop on disinvestment was conducted to
share knowledge and develop links for future collabor-
ation. Disinvestment was considered from three perspec-
tives: health policy researchers, health economists and
health service decision-makers. All findings and presen-
tation materials were published [59, 60].

Aim 4.4 Dissemination To address some of the gaps in
knowledge and contribute to the understanding of sys-
tematic approaches to disinvestment and resource allo-
cation in the local healthcare context, the SHARE
Program activities are presented in this thematic series
and a review of the current literature incorporating the
SHARE findings was undertaken in Phase Three.

Phase Three
The literature reviews are presented in two debate papers
(Table 1). Paper 9 considers the conceptual elements of
disinvestment from the perspective of local healthcare
services and proposes a new definition and two potential
approaches to disinvestment [8]. Paper 10 presents the
operational elements in the context of a new framework
for disinvestment in the local setting [30].

Terminology and concepts
There are multiple definitions for the terms ‘disinvest-
ment’ and ‘health technology’, a lack of common un-
derstanding of the reasons or objectives that underpin
the concepts, and disparity in use of the terms be-
tween the research and practice settings (Additional
file 1: Tables S25 and S26). This creates difficulties in
the interpretation of disinvestment, application of
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research findings, and establishment of a systematic
approach in the local healthcare setting.
In the absence of common terminology, there is one

notably consistent message: that the word ‘disinvest-
ment’ has negative connotations and is likely to be a
barrier to successful implementation of disinvestment-
related change. To reduce undesirable effects, other
terms have been intentionally introduced to replace ‘dis-
investment’ (Additional file 1: Table S27) and other
concepts such as ‘resource allocation’, ‘optimisation of
healthcare’ and ‘safely doing less’ have been proposed as
alternative approaches [8, 61].

Motivation and purpose
The reasons underpinning specific disinvestment activ-
ities are not widely discussed although many of the
definitions include or imply a reason for disinvestment
which can be summarised in seven main themes. An
eighth option, ‘for any reason’, is added for completeness
(Additional file 1: Table S28 and Figure S13). There are
many more reasons for removing, reducing or restricting
use of TCPs from the perspective of a local healthcare
service than those captured in the definitions for dis-
investment (Additional file 1: Table S29). Understanding
the rationale for a disinvestment initiative is crucial to
project planning as it is likely to affect all aspects of the
process from identification and prioritisation through to
implementation and evaluation.

Relationship with other healthcare improvement paradigms
Disinvestment is frequently portrayed as if it is a new para-
digm for health improvement. It has been described as an
‘emerging field’. Disinvestment approaches, processes and
initiatives are discussed; ‘research agendas’ are considered;
and a need for mechanisms, frameworks, methods and
tools is noted. Although there are existing health

improvement paradigms that address disinvestment-type
activities, these are not routinely promoted in implementa-
tion and evaluation of disinvestment. For example, EBP,
quality improvement and system redesign all have mature
frameworks with validated methods that are widely-used
and well-accepted in local health services. It is not clear
why there is a need for new methods specific to disinvest-
ment in preference to building on existing familiar
processes.

Challenges
The nature of disinvestment brings some particular chal-
lenges to achieving change. These include a sense of
loss; challenges to professional expertise and autonomy;
need for more convincing evidence; possibility of benefit
in some cases; heterogeneity of outcomes; lack of data
and formal methods for quantifying savings and benefits;
lack of standardised methods for disinvestment deci-
sions; lack of transparency in disinvestment processes;
nomination of disinvestment targets by ‘outsiders’; lack
of clarity and rationale and insufficient information to
support disinvestment proposals; and difficulties for
those who make decisions in multiple roles with poten-
tially conflicting perspectives.

Redefining disinvestment
There is little evidence of active and successful imple-
mentation of specific ‘disinvestment initiatives’ in the
local healthcare setting and specifically seeking out
targets when the expressed aim is ‘to disinvest’ has not
been effective. Yet successful removal, reduction, restric-
tion and replacement of technologies, clinical practices,
programs and services are commonplace at the health
service level. This suggests that the construct of ‘dis-
investment’ may be problematic in the local healthcare
setting. To stimulate research and debate, we put forward
two options that address some of the issues identified in
Paper 9 [8].
The first proposed that if the concept of ‘disinvest-

ment’ is to remain as a specific aim and activity, the ter-
minology, research paradigm and methods of application
must be clarified, consolidated and agreed upon.
The second proposed that the concept of disinvestment

is simplified, so that it is not a specific aim or activity, and
assimilated within familiar health improvement paradigms
so that it builds on existing knowledge and expertise in
the health workforce. The term ‘disinvestment’ would be
used in the broadest sense, effectively the opposite of
investment; as ‘removal, reduction or restriction of any
aspect of the health system for any reason’. Unlike most of
the research definitions for disinvestment, this version is
not constrained by a specified purpose, defined criteria or
anticipated outcomes. Disinvestment becomes the out-
come of, rather than the reason for, a resource allocation

Table 1 Contents of the literature reviews (Reproduced with
permission from SHARE Paper 9 [8])

Conceptual review (Paper 9) Operational review (Paper 10)

▪ Terminology and concepts
- Health technologies
- Disinvestment
- Resource allocation
- Optimising health care
- Reinvestment

▪ Motivation and purpose
- Impetus for disinvestment
- Rationale for disinvestment

▪ Relationships with other health
paradigms
- Evidence based health care
- Quality improvement
- System redesign
- Health economic approaches

▪ Challenges
▪ New approach to disinvestment

▪ Existing theories, frameworks
and models

▪ New framework
- Audience
- Application
- Definitions
- Concepts
- Components

▪ Principles of decision-making
▪ Settings
- Decision-making infrastructure
- Specific initiatives
- Individual decision-makers

▪ Prompts and triggers
▪ Steps in the disinvestment process
▪ Methods and tools
▪ Barriers and enablers
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decision. In contrast, we propose that ‘health technologies’
is defined in the narrowest sense; as products, devices and
equipment used to deliver health care (eg prostheses, im-
plantable devices, vaccines, pharmaceuticals, surgical in-
struments, telehealth, interactive IT and diagnostic tools)
which reflects common use by health service staff and
consumers.

Theories, frameworks and models
There is little discussion of the role of theory or theoret-
ical approaches to disinvestment in the literature, however
15 frameworks and models related to disinvestment,
resource allocation and priority setting were identified
(Additional file 1: Table S30) [30].

New framework for an organisation-wide approach to
disinvestment in the local healthcare setting
There is no overarching framework for disinvestment
in this setting. However, there are clear and consist-
ent messages in the literature which, along with the

detailed findings from the SHARE projects, were used
as the basis for a new framework for operationalising
disinvestment (Fig. 5).
The framework is proposed as an organisation-wide

application, embedded within existing systems and pro-
cesses, which can be responsive to local needs and prior-
ities, and employed in policy, management or clinical
contexts.
It brings together the definitions, concepts, principles,

decision-making settings, potential prompts and triggers
to consider disinvestment, and steps in the disinvest-
ment process found in the literature.
The framework is composed of three interconnected

and interdependent components: 1) a program for
organisation-wide decision-making, 2) projects to
implement decisions and evaluate outcomes, and 3)
research to understand and improve the program and
project activities. The program consists of principles
for decision-making and settings that provide oppor-
tunities to introduce systematic prompts and triggers

Fig. 5 Framework for an organisation-wide approach to disinvestment in the local healthcare setting (Reproduced with permission from SHARE
Paper 10 [30])
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to initiate disinvestment. The projects follow the steps
in the disinvestment process. Each component has a num-
ber of elements which are outlined in detail in Paper 10
and summarised in Additional file 1: Tables S31-S35.
There is potential for research in all elements of the pro-
gram and projects.
Potential methods and tools are presented and dis-

cussed in Paper 10, however the framework does not
stipulate project design or conduct; allowing application
of any theories, methods or tools at each step. Barriers
are discussed and examples illustrating constituent ele-
ments are provided (Additional file 1: Table S36).

Strengths and limitations
The main strengths of the SHARE Program were the ex-
plicit evidence-based approach, adequate resources for
most of the program, support at the highest levels,
favourable timing, and strong, consistent messages from
a diverse range of stakeholders.
Views of Monash Health staff and consumers were

sought including executives, senior managers, clinical
managers, clinicians, project staff with experience in
disinvestment-type activities, and representatives of
committees with responsibility for resource allocation
decisions. Participants represented all clinical disciplines,
all levels of seniority and all campuses.
Decisions were based on information from the re-

search literature and local data, integrated with the
views of experts in the field and local health service
staff and consumers. This approach facilitates develop-
ment of strategies that are more likely to be sustainable,
effective and appropriate [21, 33]. Stakeholder feedback
was sought during development, implementation and
evaluation of interventions and revisions were made
accordingly.
This rigorous approach was possible due to the

provision of funding from the Victorian DHS and Mon-
ash Health. The SHARE team had appropriate skills for
most of the activities and adequate time was allocated to
undertake it; consultants were engaged to add specific
expertise that was not available in-house. Loss of fund-
ing towards the end of the program is noted below as a
limitation.
The 20 member SHARE Steering Committee included

broad senior representation from executives, clinical and
non-clinical program directors, committee chairs, legal
counsel and consumer representatives. Major strategic
decisions were approved by the Executive Management
Team and the Monash Health Board, the program was
an organisational priority, and the activities were inte-
grated into the health service Business Plan.
The timing of the program was opportune as internal

and external environments were amenable to explor-
ation of disinvestment. The disinvestment literature was

building, the DHS was exploring disinvestment at state
level and local stakeholders were constructive in their
responses. Monash Health had already demonstrated
commitment and leadership to evidence-based decision-
making (EBDM) by establishing the program for intro-
duction of new TCPs [9]. The SHARE Program was able
to capitalise on this momentum.
Staff and consumers were in agreement in their re-

sponses. Themes regarding current practice, proposals for
change and barriers and enablers were strong and consist-
ent across all participant groups. The key messages from
participants were consistent with publications at the time
and remain consistent with the current literature [8, 30].
The main limitations of the SHARE Program relate to

generalisability, internal evaluation and loss of funding.
SHARE is a series of case studies from a single institu-

tion and there may be many points of difference with
other health services. In particular, Australian public
hospitals operate under a state-allocated activity-based
fixed-budget model of financing [62], staff are salaried
and are bound by organisational policies and procedures;
all limiting the generalisability to other settings and
models of health service delivery.
The SHARE model utilised in-house expertise in

EBDM, knowledge brokerage and data analysis and en-
gaged a health program evaluator and health economist
as consultants; this level of expertise is unusual in the
local health service context. While this was noted as a
strength for SHARE, it limits generalisability to other
settings that do not have access to this expertise.
Although hospital-based resources for knowledge bro-
kering are becoming more common [63, 64], they are
not widespread, and the additional skills in implementa-
tion, evaluation and health economics are less common.
The project team delivering the SHARE Program were

also the researchers investigating it. This has the potential
to introduce subjectivity into evaluations and limit insight
if organisational assumptions are accepted without chal-
lenge. Extensive stakeholder involvement, transparency of
methods and participation of an external evaluator in the
role of ‘critical friend’ [55] were included in the SHARE
processes to minimise these limitations.
Funding was reduced in the final year of the program.

As a result, some planned implementation and evalu-
ation activities were not completed when the program
concluded prematurely, limiting our ability to draw firm
conclusions in some areas. Although Monash Health
provided funding for the EDS after the loss of program
funding, processing the volume of literature in the gov-
ernance model was not sustainable.

Contribution of the SHARE Program
These investigations in one local health service have
produced important new contributions in several
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areas, which are captured in the tables and figures in
Additional file 1. Some of these findings can be sum-
marised as key messages or recommendations (Table 2).
Some of the contributions have been utilised at the

source. We are pleased to report that many changes
have been implemented at Monash Health following the
SHARE Program. These are anecdotal findings, no
additional evaluation has been conducted.

New approaches
There are several differences in the way SHARE was
conducted compared to other frequently reported ap-
proaches to disinvestment in the literature.
It is common for local healthcare facilities to make

decisions within organisation-wide frameworks such as
development and authorisation of policies and proce-
dures, capital expenditure and clinical purchasing, intro-
duction of new TCPs and models of care, and delivery of
programs and services. However many published exam-
ples of disinvestment initiatives report individual standa-
lone projects where the target has been identified in an
isolated process independent of existing decision-making
and project infrastructure. While this approach can
potentially be successful, it can also contribute to lack of
coordination, duplication, inconsistent messages and
change fatigue within an organisation [1] and may result in
unsuitable or unsustainable outcomes [26]. Monash Health
chose to take an integrated, organisation-wide approach;
using existing systems and processes to identify disinvest-
ment opportunities or, when required, incorporating new
methods into the existing infrastructure. The aims were to
facilitate systematic identification of disinvestment oppor-
tunities, encourage consideration of disinvestment in
routine decision-making and ensure the processes were
transparent and accountable. This approach has been
reiterated in more recent publications which propose
that disinvestment activities are more likely to be suc-
cessful if decisions are made at the local level, inte-
grated into everyday decision-making and central to
local planning [17, 20, 65, 66].
The concept of investment is rarely discussed in the

disinvestment literature, yet in practice investment and
disinvestment exist together [15, 16, 26]. Introduction of
a new TCP provides a trigger to explore opportunities
for disinvestment [13]. Investment without appropriate
disinvestment can be wasteful and decisions about dis-
investment made in isolation can be artificial and poten-
tially counterproductive [23, 26]. The SHARE Program
considered investment and disinvestment together as
‘resource allocation’ [24, 67]. This is an inclusive term
that encompasses financial and other resources. It also
draws the focus away from the negative perception that
decisions to remove or reduce things are always about
money and redirects it towards the more constructive

approach that limited resources should be employed to
achieve the best outcomes [26]. Many national and re-
gional policies are now based on resource allocation and
address both investment and disinvestment [68, 69].
Discussions about disinvestment and reinvestment

are frequently focused on decisions about spending
money, but many decisions in healthcare at the local
level are about allocation of non-monetary resources
such as staff time, capacity in clinics and operating
suites, and use of tests and procedures; and they are
often driven by considerations other than financial
constraint [23]. Decisions about use of non-monetary
resources are made by different people in different
settings to financial decisions and opportunities for
disinvestment will be overlooked if these are not
addressed [24, 27, 28]. The SHARE Program investi-
gated opportunities to identify TCPs suitable for dis-
investment in settings allocating both monetary and
non-monetary resources.
Due to the negative perceptions associated with the

term ‘disinvestment’ Monash Health stakeholders and
others propose that it is avoided [1, 15, 21, 26, 45, 70–72].
Systematic errors, organisational waste and inappropriate
use of TCPs that are safe, effective and cost-effective when
used correctly are also important at the local level, and in
these cases many authors propose that consideration of
‘optimising health care’ is preferable to ‘disinvesting’
[15, 16, 71, 73–76]. The name and underpinning princi-
ples of the SHARE Program (Fig. 2) were designed to
avoid the term ‘disinvestment’ and focus on the positive
aspects of effective allocation of resources to optimise
health outcomes.
We were not successful in avoiding the term ‘disinvest-

ment’ in all aspects of the program, which contributed to
one of the major learnings. In order to pilot disinvestment
projects within the SHARE timelines we could not wait
for the new systems and processes to be established to
identify opportunities, hence we actively sought targets ‘to
disinvest’. This process did not work in SHARE, or for
others [13, 20, 27, 66, 77, 78]. Monash Health participants
reported that previous projects to remove, reduce or re-
strict use of TCPs were established to reduce patient
harm, medication error and unnecessary tests; standardise
care; and save money and time; usually with more than
one of these aims [24]. The SHARE literature review iden-
tified that, although there are few published examples of
successful ‘disinvestment’ at the local level, there are many
examples in the EBP and quality and safety literature
where unsafe or ineffective TCPs have been discontinued
[30]. While aiming ‘to disinvest’ does not appear to be
effective at local level, cessation or limitation of current
practices for more constructive reasons has been achieved
successfully. Yet some of the current literature continues
to encourage national health programs and local health
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Table 2 Key messages and recommendations

Disinvestment in general – key messages Sourcea

▪ Understanding of systems, processes and influencing factors at the local health service level are important for successful disinvestment. A

▪ Single definitions for disinvestment and health technologies, are needed with agreement between researchers, policy makers and health
service decision-makers [8, 30]. We propose the following definitions.
‑ Disinvestment is removal, reduction or restriction of any aspect of the health system for any reason. Removal indicates complete
cessation, reduction is a decrease in current volume or delivery sites, and restriction is narrowing of current indications or eligible
populations. This is a broad definition, in essence the conceptual opposite of investment. It is an outcome of, rather than a reason for, a
resource allocation decision. It is not burdened with the explanations and caveats of current research definitions. This could apply
equally to products, devices and equipment; clinical practices and procedures; health services and programs; information technology
and corporate systems.

‑ Health technologies are products, devices and equipment used to deliver health care (eg prostheses, implantable devices, vaccines,
pharmaceuticals, surgical instruments, telehealth, interactive IT and diagnostic tools). This is a narrow definition which reflects the
common use by decision-makers and consumers in the local health care setting. Clinical practices, support systems, and organisational
and managerial systems are not considered to be health technologies in this context.

‑ Health technologies and clinical practices (TCPs) are therapeutic, diagnostic and preventative interventions (eg use of products, devices
and equipment PLUS medical, surgical, nursing, allied health and population health activities). This is a pragmatic definition that reflects
the scope of most resource allocation decisions related to delivery of health care in the local setting.

‑ Health programs and services are agencies, facilities, institutions and the components within them that deliver acute health care,
rehabilitation or population health practices such as health promotion and education.

C

Disinvestment in general – recommendations

▪ Avoid the term ‘disinvestment’, it is viewed negatively and perceived as ‘cost-cutting’. [8, 23, 26, 30] A

▪ Do not to aim ‘to disinvest’ [8, 27]
‑ TCPs, services and programs that harm patients, diminish health outcomes, impair health care delivery, increase costs unnecessarily or
result in organisational waste should be removed, reduced or restricted to address these adverse outcomes.

‑ If there are opportunities to replace TCPs, services and programs that are safe, effective and cost-effective with others that offer greater
advantage no explanation is needed other than the expected benefit.

‑ If budgets are cut or funding is required for high priority activities it is worth remembering that health service staff place a high value
on transparency and are disillusioned by attempts to disguise cost reduction methods.

A

▪ Do not develop ‘disinvestment’ as a health improvement strategy or research domain [8, 27].
▪ Expand existing healthcare improvement paradigms and research domains (eg EBP, health technology assessment, guideline
development, implementation science, knowledge translation, quality improvement, system redesign, health economics, etc) to address
the need for theories, frameworks, methods and tools for [8, 23, 24, 26–30]:
‑ systematic and proactive identification of harmful, ineffective and inefficient TCPs, services and programs
‑ implementation of interventions to remove, reduce or restrict TCPs, services and programs
‑ evaluation of the process, impact and outcomes of these changes
‑ measurement of savings if possible
‑ reallocation of resources if appropriate

A

▪ The principles for a rigorous, evidence-based approach to decision-making for disinvestment in the context of all resource allocation
decisions are incorporated into the Framework for an organisation-wide approach to disinvestment in the local healthcare setting (Figure 5)

A

Disinvestment in the local health service setting – key messages

▪ Decisions to proceed with a project to implement change are often made without consideration of research evidence and local data and
are not well-defined in terms of the intervention, practitioner group, patient population, indications, etc.
‑ Clinicians are frequently asked to undertake projects in their area of clinical expertise but they lack knowledge and skills in project
management, implementation and evaluation.

‑ Clinicians are usually required to conduct a project in addition to their normal duties but without additional time or resources.
‑ Health service staff are well aware of their limitations and those of their colleagues in undertaking projects and they welcome advice
and support.

‑ There are many decision-making settings and processes within health services
‑ There are many components in the research allocation process in addition to decision-making that need to be addressed
‑ There are insufficient resources and skills in decision-making, implementation and evaluation
‑ Staff need support

A

▪ Decision-making for resource allocation at the local level is not homogenous. Contrary to some assumptions in previous studies, there are
multiple layers of decision-making with different actors, criteria, systems and processes. [24]

D

▪ There is a need for proactive methods to access and utilise high quality synthesised evidence in the research literature, routinely-collected
local health service data and sources of consumer information to identify and drive disinvestment initiatives [23, 25, 30]

A

Disinvestment in the local health service setting – recommendations

▪ Introduce a framework for an organisation-wide approach to disinvestment underpinned by evidence-based principles [30] A

▪ Focus on optimising health care and using resource effectively rather than cost-cutting A

▪ Implement systematic, transparent, evidence-based methods that integrate with, or build upon, existing decision-making systems and
processes to identify TCPs that should be removed, reduced or restricted. [23, 30]

D
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services ‘to disinvest’ and promotes ‘disinvestment’ as a
health improvement paradigm and research domain [30].

New knowledge
The SHARE papers provide practical information
from actual experiences in a local health service to
guide others in similar situations and the case study
format provides a level of detail not generally re-
ported. The two literature reviews contribute to the
body of knowledge regarding disinvestment and re-
source allocation from the perspective of the local
healthcare setting.
Many of the findings of the SHARE Program were

unexpected. The activities in Phase One were not ori-
ginally planned but became necessary due to the lack
of knowledge about local processes both within
Monash Health and in the literature. It was antici-
pated that new systems and processes would be estab-
lished to identify opportunities for disinvestment and
successful disinvestment projects would be carried out
in Phase Two. With a few exceptions, this did not
happen. Yet SHARE was successful in meeting its aims
(Fig. 2). The aims were to explore the nature of the
innovations and methods to deliver them, evaluate the
outcomes and understand what happened. Those
thought to be feasible would be piloted and those
found to be sustainable, effective and appropriate
would be established as ongoing processes. Although
some of the objectives were not achieved within the
program timeframe, SHARE was successful in asses-
sing acceptability and feasibility of the components
and identifying methodological issues for implementa-
tion and evaluation. The findings of all these investiga-
tions provide a rich source of new information about

decision-making in a local health service; methods to
avoid in attempting disinvestment in this context; and
settings, frameworks, models, methods and tools that
have potential to enhance health care and warrant
further exploration.
To the best of our knowledge, the SHARE papers are

the first to report the following new findings.

Organisational decision-making
Little has been written about the systems and processes
for organisational decision-making regarding resource
allocation at the local level. The SHARE Program identi-
fied potential settings and mechanisms to integrate dis-
investment into existing organisational infrastructure
[23]; the type and scope of decisions and decision-
makers authorised to act on behalf of the organisation
and a taxonomy to classify them [24]; eight components
of the resource allocation process, the structure and
practice elements underpinning each component and
the relationships between them [24]; strengths and
weaknesses, barriers and enablers; and examples of
decision-making criteria and evaluation data used in a
healthcare setting [24].
In many studies of decision-making, participants were

selected from the most senior positions in an organisa-
tion who are asked about resource allocation as if it was
a homogenous process within their institution. SHARE
identified that these decisions were made throughout
the organisational hierarchy, different processes and cri-
teria were used, and senior staff were often unaware of
processes at other levels within the organisation [24].
Many types of decisions that are not generally dis-

cussed in the literature were also identified, all of which
offer potential to explore and initiate disinvestment. Use

Table 2 Key messages and recommendations (Continued)

▪ Consider settings for decisions about both monetary (eg capital procurement and clinical purchasing) and non-monetary (eg
development and authorisation of guidelines and protocols that stipulate use of drugs or equipment, recommend diagnostic tests, specify
referral mechanisms etc) resources as opportunities to identify TCPs that should be removed, reduced or restricted. [23, 26, 27, 30]

D

▪ If seeking opportunities to save money by removing, reducing or restricting TCPs, use a systematic transparent process rather than ad hoc
nominations from individuals. [8, 27]

A

▪ Ensure that proposals are fully developed before making decisions to proceed including consideration of research evidence and local data
to determine the nature and scope of the problem and the most effective solution; clarification of the intervention and scope of the
project in terms of practitioner group, patient population, indications, etc; and assessment of feasibility, risk and cost of implementation
and evaluation. [28]

D

▪ Ensure appropriate knowledge and skills and adequate resources are available for effective project design, management and governance;
implementation and evaluation

A

▪ Integrate activities to remove, reduce or restrict TCPs within the language and methods and tools of familiar health service improvement
paradigms such as EBP, quality improvement and system redesign rather than the construct of ‘disinvestment’. [8, 24, 30]

A

▪ Include appropriate stakeholder consultation and involvement in making, implementing and evaluating decisions to disinvest. [25, 30] A

▪ Develop mechanisms to receive and act upon consumer or community-initiated feedback on resource allocation decisions. [25] D
a Key
A: Based on findings from literature reviews, and local and/or expert respondents, and outcomes of SHARE investigations
B: Based on findings from literature reviews, and local and/or expert respondents, (SHARE investigations incomplete due to local barriers or reduced timelines)
C: Based on findings from literature reviews alone [8, 30], (not investigated in SHARE projects)
D: Based on findings of SHARE investigations alone, (not found in other literature)
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of non-monetary resources is noted above. While much
of the literature considers decision-making related to
purchases of multi-million dollar equipment, little atten-
tion has been paid to decisions that spend millions of
dollars on low-cost but frequently-used items such as
cannulae, catheters, dressings and similar consumables
which also offer disinvestment opportunities with poten-
tial for improved outcomes and significant cost saving.

Consumer participation
In contrast, much has been written about consumer par-
ticipation, including resource allocation and disinvestment
decisions. However the SHARE investigations identified
two aspects of consumer participation in this context that
were not found elsewhere [25]. Firstly, the literature fo-
cuses on consumer and community responses to health
service initiatives, but the Monash Health consumer and
community participants noted the additional need for
mechanisms within health services to receive and act
upon consumer-initiated contributions. Secondly, the con-
cept of consumer evidence that could be searched in the
same way as health research evidence was introduced.
These are sources of consumer views and perspectives
found in publications and data sources that can be used
systematically and proactively to inform health service de-
cisions [25]. These new findings were drawn together with
findings from the literature into a model for consumer
participation in resource allocation decision-making in the
local setting.

Disinvestment process
Theoretical issues to consider in development of a dis-
investment program in a local facility were collated in
the SHARE planning phase [23] and then detailed impli-
cations for a program at Monash Health were ascer-
tained from document analyses and interviews, surveys,
workshops, and consultations with local stakeholders
and external experts [26].
It has been proposed that in-depth research taking a

longitudinal approach from project inception to comple-
tion of the disinvestment process at the health service
level is needed [1, 20, 21, 74, 79]. The SHARE experience
of disinvestment from identification, through prioritisation
and decision-making, to implementation, evaluation and
explication in one local health service is described in detail
[27]. Unfortunately for the SHARE Program, the main
messages arising from the process of identifying and de-
ciding to proceed with a disinvestment project were about
‘what not to do’. Fortunately for others, this will enable
them to avoid the mistakes, barriers and unanticipated
events reported. On a more positive note, evaluation of
the single project implemented found that it was under-
pinned by a rich list of enabling factors.

The literature review focusing on operationalising
disinvestment reports definitions, concepts, principles,
decision-making settings, potential prompts and triggers
to consider disinvestment, and steps in the disinvestment
process found in the literature and brings them together
into a framework for organisation-wide application [30].

Addressing and understanding barriers and enablers
The barriers to EBDM and successful project manage-
ment, implementation and evaluation of the resultant
decisions are well documented and relate to all contexts,
not just disinvestment and resource allocation. The
SHARE Program piloted four in-house support services
to address the lack of knowledge and skills in decision-
makers and project staff and insufficient resources for
project delivery [28, 29]. The education and training in
EBP delivered by the Capacity Building Service is a well-
researched area and there are other services disseminat-
ing evidence to subscribers. However we are unaware of
other models similar to the Project Support Service or
Evidence Dissemination Services being delivered in-
house in a governance framework to facilitate disinvest-
ment and ensure local practice is up-to-date. The local
factors influencing decisions to develop these services
and those influencing the processes and outcomes are
provided in detail [28, 29].
The barriers and enablers to initiatives in the SHARE

Program were investigated and reported using a frame-
work and taxonomy for evaluation and explication
adapted for use in decision-making processes, disinvest-
ment projects and an in-house EDS, contributing to new
knowledge in these areas.

New resources
There are many resources arising from SHARE activities
that may be useful for decision-makers, change agents,
knowledge brokers and researchers to inform decisions,
planning, implementation and evaluation in disinvest-
ment and resource allocation programs (Table 3).
The new knowledge arising from the SHARE findings

was used to create four frameworks, three models and
an algorithm, and develop several adaptations of an
existing framework.
Inconsistent use of terminology was common in

several of the areas investigated, and in other areas new
terminology was needed to fill a gap. Definitions were
provided for terms used in SHARE projects, frameworks
and models.
The protocols and instruments used in SHARE surveys,

interviews, workshops and literature reviews may be use-
ful to others wishing to ascertain similar information.
Summaries, lists and tables capture the findings across

a range of areas including current practice; staff
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knowledge, skills, confidence and needs; factors influen-
cing decision-making; and barriers and enablers.

Implications for policy, practice and research
Some of the implications for policy, practice and research
can be summarised as key messages or recommendations
(Table 2).

Recognising the relevance of the local healthcare
perspective
Resource allocation and disinvestment decisions can be
made centrally, but implementation is likely to require
change locally [65, 80, 81]. In addition, national recom-
mendations cannot take into account local factors such as
population needs, organisational priorities, budgets, cap-
acity or capability; hence many decisions about the use of
TCPs, programs and services have to be made at the local
level [9]. The challenges inherent in disinvestment pro-
cesses [8], particularly those related to implementation,
may have the greatest impact in the local setting.
The importance of exploring disinvestment at the

local level is noted in the disinvestment literature
[17, 20, 79, 82–84]. Specific examples include: identifying
determinants for disinvestment [18, 20, 85]; implementing
change management [15, 84]; drafting and refining frame-
works, methods and tools [12, 13, 15, 16, 18, 19, 70, 85];
and measuring impact, potential unintended consequences
and factors contributing to success or failure of disinvest-
ment initiatives [13, 74, 83].
The SHARE Program provides some early work to build

on by reporting disinvestment projects from inception to
implementation [27]; identifying determinants for dis-
investment, potential unintended consequences and fac-
tors contributing to success or failure [27]; and developing
frameworks, models and algorithms [23–27, 29] and
evaluation frameworks and plans [28, 29, 55]. These out-
puts of the SHARE Program are discussed in Paper 1 [44]
and summarised in Table 3.

Aligning definitions
The SHARE literature reviews highlight the lack of
agreement of not only the definitions, but the concepts
underpinning the definitions of ‘health technologies’ and
‘disinvestment’. A common understanding is required
for successful decision-making and communication in
policy and practice settings. A consistent definition is
also important for implementation and evaluation of
change in the practice setting and activities in the re-
search domain to enable replication and comparison
with others.
Definitions that reflect use of these terms at the local

level are quite different from current research defini-
tions. This disparity may lead to confusion or misunder-
standing and hamper knowledge translation in this area.

Definitions developed from the local perspective are
included in Table 2 and the Additional file.

Enhancing organisational decision-making,
implementation and evaluation
Although quality improvement processes for clinical
practice and service delivery are well-established and
routinely conducted in healthcare facilities, ongoing
evaluation and enhancement of organisational decision-
making processes is not common practice [9]. Similarly,
much of the research in evidence-based health care has
been conducted in the clinical domain resulting in a
substantial body of knowledge translation strategies for
health professionals, but the main focus of disinvestment
has been in policy and management activities where the
evidence for knowledge translation is much weaker
[86–88]. The frameworks, models, methods and tools;
classifications of decision-makers, decision-making set-
tings, type and scope of decisions; and lists of strengths,
weaknesses, barriers, enablers and needs that emerged
from the SHARE research could assist policy makers,
managers, clinicians and researchers to improve these
processes.
The SHARE findings confirmed the importance of

appropriate skills and adequate time and resources for
development, implementation and evaluation of innova-
tions; yet this remains a constant tension in health ser-
vices [77, 89–94]. Responses to emerging problems are
frequently urgent and reactive, delivered by staff with
limited experience in project management or change
strategies, with inadequate resources and inappropriate
timelines, resulting in projects that are not implemented
or evaluated effectively [21, 24, 27–29]. The SHARE
findings reinforce the need for expertise and practical
support; access to relevant methods and tools; and
education, training and capacity-building within a local
health service [17, 19, 82, 95, 96].
The lack of explicit criteria and limited use of evidence

in decision-making; lack of skills and resources to make,
implement and evaluate evidence-based decisions; and
minimal consumer involvement that were identified in
the SHARE investigations are not unique to Monash
Health and have been reported in health services around
the world [1, 11, 21, 76, 97–100]. The prevalence of
these issues highlights the extent of the problem and the
considerable potential for improvement in these areas.

Developing proactive processes to initiate evidence-
based disinvestment
Although a lack of frameworks, models, methods and
tools for disinvestment is reported in the literature
[12, 13, 16, 18, 19, 70, 74, 101–103], the SHARE re-
views identified some frameworks and models specif-
ically for disinvestment, and many methods and tools
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Table 3 Outputs of the SHARE Program (Reproduced with permission from SHARE Paper 1 [44])

Research questions Outputs

SHARE 2: Identifying opportunities for disinvestment in a local healthcare setting

▪ What concepts, definitions and perspectives underpin disinvestment?
▪ What models or methods of disinvestment have been implemented
in hospitals or health services?

▪ Where are the opportunities for systematic decisions about
disinvestment in a local health service network?

▪ Framework and detailed discussion of potential settings and methods
for disinvestment in the local healthcare context

▪ Summary of issues to consider in development of an organisational
program for disinvestment

▪ Interview protocol for ascertaining local implications for disinvestment

SHARE 3: Examining how resource allocation decisions are made, implemented and evaluated in a local healthcare setting

▪ Where, how and by whom are decisions about resource
allocation made, implemented and evaluated at Monash Health?

▪ What factors influence these processes?
▪ What knowledge or experience of disinvestment exists within
Monash Health?

▪ Framework of eight components in the research allocation process,
the elements of structure and practice for each component, and
the relationships between them

▪ Classification of decision-makers, decision-making settings, type and
scope of decisions, strengths and weaknesses, barriers and enablers

▪ Examples of decision-making criteria and types and sources of
evaluation data used

▪ Interview and workshop protocols for ascertaining local
decision-making systems and processes

SHARE 4: Exploring opportunities and methods for consumer engagement in resource allocation in a local healthcare setting

▪ How can consumer and community values and preferences be
systematically integrated into organisation-wide decision-making
for resource allocation?

▪ Model for integrating consumer values and preferences into
decision-making for resource allocation

▪ Definitions for consumer engagement terminology
▪ Examples of sources of consumer information and data
▪ Examples of consumer-related activities generating proactive
decisions to drive change

SHARE 5: Developing a model for evidence-driven resource allocation in a local healthcare setting

▪ What are the implications for disinvestment at Monash Health?
▪ What is the most appropriate and effective approach to
organisation-wide, systematic, integrated, evidence-driven
disinvestment at Monash Health?

▪ Can a model for evidence-driven resource allocation in the local
healthcare setting be derived from the Monash Health program to
enable replication and testing?

▪ Model for exploring Sustainability in Health care by Allocating
Resources Effectively in the local healthcare setting

▪ Definition of four program components, aims and objectives,
relationships between components, principles that underpin
the program, implementation and evaluation plans, and
preconditions for success and sustainability.

▪ Summary of implications for disinvestment in the local setting
and resulting decisions for program development

▪ Summary of factors for program sustainability
▪ Evaluation framework and plan

SHARE 6: Investigating methods to identify, prioritise, implement and evaluate disinvestment projects in a local healthcare setting

▪ What methods are available to identify potential disinvestment
opportunities in a local health service?

▪ What methods are available for prioritisation and decision-making
to initiate disinvestment projects in a local health service?

▪ What methods are available to develop, implement and evaluate
disinvestment projects in a local health service?

▪ What were the processes and outcomes of application of these
methods at Monash Health?

▪ What factors influenced the decisions, processes and outcomes?

▪ Framework for evaluation and explication of a disinvestment project
▪ Examples of criteria for selection of disinvestment projects
▪ Methods for developing an evidence-based catalogue of potential
disinvestment opportunities

▪ Algorithm for selecting a disinvestment project from an evidence-
based catalogue of potential disinvestment opportunities

▪ Summary of barriers and enablers to implementation and evaluation
▪ Summary of factors related to determinants of effectiveness arising
in SHARE process and disinvestment projects

SHARE 7: Supporting staff in evidence-based decision-making, implementation and evaluation in a local healthcare setting

▪ What is current practice in accessing and using evidence for making,
implementing and evaluating decisions at Monash Health?

▪ What decisions were made and outcomes achieved in the piloting
of support services?

▪ What factors influenced the decisions, processes and outcomes?

▪ Matrix of barriers, enablers, additional needs and evidence-based
interventions mapped to their corresponding components in
four support services to enable evidence-based decision-making,
implementation and evaluation

▪ Summary of factors influencing decision-making for development
of support services

▪ Summary of factors influencing the outcomes of the SHARE support
services piloting process

▪ Summaries of current practice, knowledge, skills, confidence and
needs in finding, accessing and using evidence for making,
implementing and evaluating decisions; and preferred formats
for education and training

▪ Summaries of nature, type and availability of local health service
data; data sources; uses and expertise available

▪ Evaluation framework and plan
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from other research disciplines which are relevant for
disinvestment projects [30]. However there is a lack of
proactive mechanisms, prompts and triggers to drive dis-
investment initiatives [11, 13, 21, 27, 29, 82, 104]. High
quality synthesised evidence is available in systematic re-
views, HTAs and evidence-based guidelines and there are
rigorous methods for analysis of routinely-collected health
service data [23]; but no systematic proactive methods to
access existing information, initiate the processes or draw
the results to the attention of health service decision-

makers were identified [30]. It is also not clear who is, or
should be, responsible for instigating and making deci-
sions and taking action [23].
The SHARE model for exploring resource allocation

in the local setting [26], algorithm for identifying suit-
able projects from a database of disinvestment oppor-
tunities [27], and methods for proactively delivering
research evidence and local data to decision-makers
[28, 29] could be used to inform future work and ad-
dress the recognised gaps in these areas.

Table 3 Outputs of the SHARE Program (Reproduced with permission from SHARE Paper 1 [44]) (Continued)

Research questions Outputs

SHARE 8: Developing, implementing and evaluating an Evidence Dissemination Service in a local healthcare setting

▪ What are the potential features of an Evidence Dissemination
Service in a local healthcare setting?

▪ How can high quality synthesised evidence be identified,
captured, classified, stored, repackaged and disseminated?

▪ How can disseminated evidence be used to enhance current
practice and how can use of evidence be reported?

▪ What are the processes and outcomes of disseminating
evidence to self-selected and targeted participants in a
voluntary framework?

▪ What are the processes and outcomes of disseminating
evidence to designated decision-makers in a mandatory
governance framework?

▪ What factors influenced the decisions, processes and outcomes?

▪ Two models for an Evidence Dissemination Service (EDS) in a
local healthcare service

▪ Methods for identification, capture, classification, storage,
repackaging and dissemination of evidence

▪ Methods to facilitate use of disseminated evidence and reporting
of outcomes

▪ Taxonomy for categorising publications
▪ Framework for evaluation and explication of implementation of
health information products and services

▪ Summaries of factors influencing decisions, processes and outcomes
in development and delivery of the EDS

SHARE 9: Conceptualising disinvestment in a local healthcare setting

▪ Aims: To discuss the current literature on disinvestment from
a conceptual perspective, consider the implications for local
healthcare settings and propose a new definition and two
potential approaches to disinvestment in this context to
stimulate further research and discussion.

▪ Discussion of the disinvestment literature in relation to terminology
and concepts, motivation and purpose, relationships with other
health improvement paradigms, challenges, and implications for
policy, practice and research in local healthcare settings

SHARE 10: Operationalising disinvestment in a conceptual framework for resource allocation

▪ Aims: To discuss the current literature on disinvestment from an
operational perspective, combine it with the experiences of the
SHARE Program, and propose a framework for disinvestment in
the context of resource allocation in the local healthcare setting.

▪ Discussion of the disinvestment literature from an operational
perspective in local healthcare settings

▪ Summary of theories, frameworks and models used in
disinvestment-related activities

▪ Framework for evidence-based disinvestment in the context
of resource allocation
- Standardised definitions and concepts to underpin framework
- Principles for resource allocation decision-making
- Potential activities and settings for disinvestment
- Potential prompts and triggers to initiate disinvestment decisions
- Methods and tools for disinvestment
- Barriers to disinvestment

SHARE 11: Reporting outcomes of an evidence-driven approach to disinvestment in a local healthcare setting

▪ Aims: To consolidate the findings, discuss the contribution of the
SHARE Program to the knowledge and understanding of
disinvestment in the local healthcare setting, and consider the
implications for policy, practice and research.

▪ Summary of outcomes of the SHARE Program
▪ Key messages
▪ Implications for research, policy and practice

SHARE National Workshop

▪ Aim: To share knowledge of disinvestment and develop links
for future collaborative work opportunities

▪ Summary of disinvestment activities from health policy, health
economics and health service perspectives

▪ Tools for group activities discussing disinvestment concepts and
decision-making

▪ Tools for individual activities to capture information about current
practice and research in disinvestment

▪ Workshop presentations
▪ Workshop evaluation tool and findings
▪ Summary of key messages
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Adapting, testing and refining SHARE innovations
Many of the SHARE findings are the first of their kind
and therefore require confirmation or refutation in sub-
sequent studies. The new framework for resource alloca-
tion provides a basis on which to build a systematic
approach to further investigation of disinvestment pro-
cesses [30].
Although some of the original aims of the SHARE

Program were not achieved, the barriers were largely
due to unique local circumstances at the time of imple-
mentation. Since the planned interventions were all
based on evidence from rigorous reviews of published
literature and extensive local research, and most of the
barriers were local and project-specific, these initiatives
still hold promise as systematic ways to reduce practices
that are harmful, of little benefit or where there are
more effective or cost-effective alternatives in the local
setting. In other situations, or with other methods of in-
vestigation and implementation, they may prove to be
effective tools. In contrast, some of the unplanned
activities undertaken in the SHARE Program highlight
approaches that should probably be avoided in develop-
ment of future interventions. The evaluation and expli-
cation processes have identified the positive and negative
influencing factors for each of the SHARE innovations.
These details could inform future replication, adaptation,
testing and refinement in a range of policy, practice and
research contexts.
The frameworks and models can be tested in clinical,

management or policy contexts at the local level; for
disinvestment, resource allocation or other decision-
making processes. They are each based on multiple
components and the relationships between them. A
range of hypotheses could be developed for the compo-
nents and their relationships which could be tested in a
number of ways using various methodologies.

Conclusion
The SHARE papers provide practical information from
actual experiences in a local health service to inform
others in similar situations and the case study format
provides a level of detail not generally reported. Al-
though some of the objectives were not achieved,
SHARE was successful in assessing acceptability and
feasibility of multiple innovations related to disinvest-
ment in the local health service setting and identifying
factors influencing implementation and evaluation. The
findings of these investigations provide a rich source of
new information about decision-making in a local health
service; methods to avoid in attempting disinvestment in
this context; and settings, frameworks, models, methods
and tools that have potential to enhance health care and
warrant further exploration.

Additional file

Additional file 1: Summary of findings. (PDF 3336 kb)
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Participation was based on the ‘opt-out approach’ [105]. “The opt-out
approach is a method used in the recruitment of participants into an activity
where information is provided to the potential participant regarding the activity
and their involvement and where their participation is presumed unless they
take action to decline to participate.” [105] Consent to participate was
approved by the HREC based on the following criteria:

� Health care providers, managers, consumer representatives, and
officers within government health departments will be informed
about the project and the processes and invited to participate.

� Participation in interviews, workshops and/or surveys will be
considered to be implied consent.

These conditions were met.

Competing interests
The authors declare that they have no competing interests.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.

Author details
1School of Public Health and Preventive Medicine, Monash University,
Melbourne, VIC, Australia. 2Centre for Clinical Effectiveness, Monash Health,
Melbourne, VIC, Australia. 3Medical Services and Quality, Monash Health,
Melbourne, VIC, Australia. 4Medicine Program, Monash Health, Melbourne,
VIC, Australia.

Received: 6 July 2017 Accepted: 1 May 2018

References
1. Rooshenas L, Owen-Smith A, Hollingworth W, Badrinath P, Beynon C,

Donovan JL. “I won’t call it rationing...”: an ethnographic study of healthcare
disinvestment in theory and practice. Soc Sci Med. 2015;128:273–81. https://
doi.org/10.1016/j.socscimed.2015.01.020.

2. Parkinson B, Sermet C, Clement F, Crausaz S, Godman B, Garner S, et al.
Disinvestment and value-based purchasing strategies for pharmaceuticals:
an international review. PharmacoEconomics. 2015;33(9):905–24. https://doi.
org/10.1007/s40273-015-0293-8.

3. Bryan S, Mitton C, Donaldson C. Breaking the addiction to technology
adoption. Health Econ. 2014;23(4):379–83. https://doi.org/10.1002/hec.3034.

4. Morgan DJ, Brownlee S, Leppin AL, Kressin N, Dhruva SS, Levin L, et al.
Setting a research agenda for medical overuse. BMJ. 2015;351:h4534.
https://doi.org/10.1136/bmj.h4534.

5. Scott I. Ten clinician-driven strategies for maximising value of Australian
health care. Aust Health Rev. 2014;38(2):125–33. https://doi.org/10.1071/
ah13248.

6. Bennett CC. Are we there yet? A journey of health reform in Australia. Med
J Aust. 2013;199(4):251–5.

7. Berwick DM, Hackbarth AD. Eliminating waste in US health care. JAMA.
2012;307(14):1513–6. https://doi.org/10.1001/jama.2012.362.

8. Harris C, Green S, Ramsey W, Allen K, King R. Sustainability in health care by
allocating resources effectively (SHARE) 9: Conceptualising disinvestment in
the local healthcare setting. BMC Health Serv Res. 2017; https://doi.org/10.
1186/s12913-017-2388-8.

9. Harris C, Garrubba M, Allen K, King R, Kelly C, Thiagarajan M, et al.
Development, implementation and evaluation of an evidence-based
program for introduction of new health technologies and clinical practices
in a local healthcare setting. BMC Health Serv Res. 2015;15(1):575. https://
doi.org/10.1186/s12913-015-1178-4.

10. Riley BL, Robinson KL, Gamble J, Finegood DT, Sheppard D, Penney TL, et al.
Knowledge to action for solving complex problems: insights from a review
of nine international cases. Health Promot Chronic Dis Prev Can. 2015;35(3):
47–53.

11. Evans BA, Snooks H, Howson H, Davies M. How hard can it be to include
research evidence and evaluation in local health policy implementation?
Results from a mixed methods study. Implement Sci. 2013;8:17. https://doi.
org/10.1186/1748-5908-8-17.

12. Garcia-Armesto S, Campillo-Artero C, Bernal-Delgado E. Disinvestment in the
age of cost-cutting sound and fury. Tools for the Spanish National Health
System. Health Policy. 2013;110(2–3):180–5. https://doi.org/10.1016/j.
healthpol.2013.01.007.

13. Polisena J, Clifford T, Elshaug AG, Mitton C, Russell E, Skidmore B. Case
studies that illustrate disinvestment and resource allocation decision-making
processes in health care: a systematic review. Int J Technol Assess Health
Care. 2013;29(2):174–84. https://doi.org/10.1017/s0266462313000068.

14. Robinson S, Glasby J, Allen K. It ain’t what you do it’s the way that you
do it’: lessons for health care from decommissioning of older people’s
services. Health Soc Care Community. 2013;21(6):614–22. https://doi.org/
10.1111/hsc.12046.

15. Henshall C, Schuller T, Mardhani-Bayne L. Using health technology
assessment to support optimal use of technologies in current practice: the
challenge of “disinvestment”. Int J Technol Assess Health Care. 2012;28(3):
203–10. https://doi.org/10.1017/s0266462312000372.

16. Leggett L, Noseworthy TW, Zarrabi M, Lorenzetti D, Sutherland LR, Clement
FM. Health technology reassessment of non-drug technologies: current
practices. Int J Technol Assess Health Care. 2012;28(3):220–7. https://doi.org/
10.1017/S0266462312000438.

17. Robinson S, Williams I, Dickinson H, Freeman T, Rumbold B. Priority-setting
and rationing in healthcare: evidence from the English experience. Soc Sci
Med. 2012;75(12):2386–93. https://doi.org/10.1016/j.socscimed.2012.09.014.

18. Watt AM, Hiller JE, Braunack-Mayer AJ, Moss JR, Buchan H, Wale J, et al. The
ASTUTE health study protocol: deliberative stakeholder engagements to
inform implementation approaches to healthcare disinvestment. Implement
Sci. 2012;7:101. https://doi.org/10.1186/1748-5908-7-101.

19. Gerdvilaite J, Nachtnebel A. Disinvestment: overview of disinvestment
experiences and challenges in selected countries. HTA- Projektbericht., vol
Nr. 57. Vienna: Ludwig Boltzmann Institut für Health Technology
Assessment; 2011.

20. Daniels T, Williams I, Robinson S, Spence K. Tackling disinvestment in health
care services. The views of resource allocators in the English NHS. J Health
Organ Manag. 2013;27(6):762–80.

21. Hollingworth W, Rooshenas L, Busby J, Hine CE, Badrinath P, Whiting PF, et
al. Using clinical practice variations as a method for commissioners and
clinicians to identify and prioritise opportunities for disinvestment in health
care: a cross-sectional study, systematic reviews and qualitative study.
Southampton: Queen’s Printer and Controller of HMSO; 2015. p. 2015.

22. Mayer J, Nachtnebel A. Disinvesting from ineffective technologies: lessons
learned from current programs. Int J Technol Assess Health Care. 2015:1–8.
https://doi.org/10.1017/s0266462315000641.

23. Harris C, Allen K, King R, Ramsey W, Kelly C, Thiagarajan M. Sustainability in
health care by allocating resources effectively (SHARE) 2: identifying
opportunities for disinvestment in a local healthcare setting. BMC Health
Serv Res. 2017; https://doi.org/10.1186/s12913-017-2211-6.

24. Harris C, Allen K, Waller C, Brooke V. Sustainability in health care by
allocating resources effectively (SHARE) 3: examining how resource
allocation decisions are made, implemented and evaluated in a local
healthcare setting. BMC Health Serv Res. 2017; https://doi.org/10.1186/
s12913-017-2207-2.

25. Harris C, Ko H, Waller C, Sloss P, Williams P. Sustainability in health care by
allocating resources effectively (SHARE) 4: exploring opportunities and
methods for consumer engagement in resource allocation in a local
healthcare setting. BMC Health Serv Res. 2017; https://doi.org/10.1186/
s12913-017-2212-5.

26. Harris C, Allen K, Waller C, Green S, King R, Ramsey W, et al.
Sustainability in health care by allocating resources effectively (SHARE)
5: developing a model for evidence-driven resource allocation in the
local healthcare setting. BMC Health Serv Res. 2017; https://doi.org/10.
1186/s12913-017-2208-1.

27. Harris C, Allen K, Brooke V, Dyer T, Waller C, King R, et al. Sustainability in
health care by allocating resources effectively (SHARE) 6: investigating
methods to identify, prioritise, implement and evaluate disinvestment
projects in a local healthcare setting. BMC Health Serv Res. 2017; https://doi.
org/10.1186/s12913-017-2269-1.

28. Harris C, Allen K, Waller C, Dyer T, Brooke V, Garrubba M, et al. Sustainability
in health care by allocating resources effectively (SHARE) 7: supporting staff
in evidence-based decision-making, implementation and evaluation in a
local healthcare setting. BMC Health Serv Res. 2017; https://doi.org/10.1186/
s12913-017-2388-8.

Harris et al. BMC Health Services Research  (2018) 18:386 Page 21 of 23

https://doi.org/10.1016/j.socscimed.2015.01.020
https://doi.org/10.1016/j.socscimed.2015.01.020
https://doi.org/10.1007/s40273-015-0293-8
https://doi.org/10.1007/s40273-015-0293-8
https://doi.org/10.1002/hec.3034
https://doi.org/10.1136/bmj.h4534
https://doi.org/10.1071/ah13248.
https://doi.org/10.1071/ah13248.
https://doi.org/10.1001/jama.2012.362
https://doi.org/10.1186/s12913-017-2388-8.
https://doi.org/10.1186/s12913-017-2388-8.
https://doi.org/10.1186/s12913-015-1178-4
https://doi.org/10.1186/s12913-015-1178-4
https://doi.org/10.1186/1748-5908-8-17.
https://doi.org/10.1186/1748-5908-8-17.
https://doi.org/10.1016/j.healthpol.2013.01.007
https://doi.org/10.1016/j.healthpol.2013.01.007
https://doi.org/10.1017/s0266462313000068
https://doi.org/10.1111/hsc.12046
https://doi.org/10.1111/hsc.12046
https://doi.org/10.1017/s0266462312000372
https://doi.org/10.1017/S0266462312000438
https://doi.org/10.1017/S0266462312000438
https://doi.org/10.1016/j.socscimed.2012.09.014
https://doi.org/10.1186/1748-5908-7-101.
https://doi.org/10.1017/s0266462315000641
https://doi.org/10.1186/s12913-017-2211-6
https://doi.org/10.1186/s12913-017-2207-2
https://doi.org/10.1186/s12913-017-2207-2
https://doi.org/10.1186/s12913-017-2212-5
https://doi.org/10.1186/s12913-017-2212-5
https://doi.org/10.1186/s12913-017-2208-1
https://doi.org/10.1186/s12913-017-2208-1
https://doi.org/10.1186/s12913-017-2269-1
https://doi.org/10.1186/s12913-017-2269-1
https://doi.org/10.1186/s12913-017-2388-8
https://doi.org/10.1186/s12913-017-2388-8


29. Harris C, Garrubba M, Melder A, Voutier C, Waller C, King R et al.
Sustainability in Health care by Allocating Resources Effectively (SHARE) 8:
Developing, implementing and evaluating an Evidence Dissemination
Service in a local healthcare setting. BMC Health Serv Res. 2017. https://doi.
org/10.1186/S12913-018-2932-1.

30. Harris C, Green S, Elshaug AG. Sustainability in health care by allocating
resources effectively (SHARE) 10: Operationalising disinvestment in an
evidence-based framework for resource allocation. BMC Health Serv Res.
2017; https://doi.org/10.1186/s12913-017-2506-7.

31. Monash Health. http://www.monashhealth.org/. Accessed 24 Oct 2017.
32. Campbell NC, Murry E, Darbyshire J, Emery J, Farmer A, Griffiths F, et al.

Designing and evaluating complex interventions to improve health care.
BMJ. 2007;334:455–9.

33. Harris C, Turner T, Wilkinson F. SEAchange: guide to a pragmatic evidence-
based approach to sustainable, effective and appropriate change in health
services. 2015. Available from: http://arrow.monash.edu.au/hdl/1959.1/
1225377. Accessed 24 Oct 2017.

34. Michie S, Fixsen D, Grimshaw JM, Eccles MP. Specifying and reporting
complex behaviour change interventions: the need for a scientific method.
Implement Sci. 2009;4:40. https://doi.org/10.1186/1748-5908-4-40.

35. Douet L, Milne R, Anstee S, Habens F, Young A, Wright D. The completeness
of intervention descriptions in published National Institute of Health
Research HTA-funded trials: a cross-sectional study. BMJ Open. 2014;4(1):
e003713. https://doi.org/10.1136/bmjopen-2013-003713.

36. Chalmers I, Glasziou P. Avoidable waste in the production and reporting of
research evidence. Lancet. 2009;374(9683):86–9.

37. Crowe S, Cresswell K, Robertson A, Huby G, Avery A, Sheikh A. The case
study approach. BMC Med Res Methodol. 2011;11:100. https://doi.org/10.
1186/1471-2288-11-100.

38. Baxter P, Jack S. Qualitative case study methodology: study design and
implementation for novice researchers. Qual Rep. 2008;13(4):544–59.

39. Gilson L. Health Policy and Systems Research: A Methodology Reader.
Alliance for Health Policy and Systems Research, World Health Organization
2012. Available from: http://www.who.int/alliance-hpsr/alliancehpsr_reader.
pdf. Accessed 13 Jun 2017.

40. Yin R. Case study research, design and method. 4th ed. London: Sage
Publications Ltd; 2009.

41. Rodgers M, Thomas S, Harden M, Parker G, Street A, Eastwood A.
Developing a methodological framework for organisational case studies: a
rapid review and consensus development process. Health Serv Deliv Res.
2016;4(1) https://doi.org/10.3310/hsdr04010.

42. Pinnock H, Barwick M, Carpenter CR, Eldridge S, Grandes G, Griffiths CJ, et al.
Standards for reporting implementation studies (StaRI) statement. BMJ.
2017;356:i6795. https://doi.org/10.1136/bmj.i6795.

43. Ogrinc G, Davies L, Goodman D, Batalden P, Davidoff F, Stevens D. SQUIRE
2.0 (standards for QUality improvement reporting excellence): revised
publication guidelines from a detailed consensus process. BMJ Qual Saf.
2016;25(12):986–92. https://doi.org/10.1136/bmjqs-2015-004411.

44. Harris C, Green S, Ramsey W, Allen K, King R. Sustainability in health care by
allocating resources effectively (SHARE) 1: introducing a series of papers
reporting an investigation of disinvestment in a local healthcare setting.
BMC Health Serv Res. 2017; https://doi.org/10.1186/s12913-017-2210-7.

45. Rumbold G, Allen K, Harris C. Disinvestment of technologies and clinical
practices in health services: Conceptual and policy perspectives. Centre for
Clinical Effectiveness, Southern Health 2008. Available from: http://arrow.
monash.edu.au/hdl/1959.1/1218935. Accessed 17 Apr 2017.

46. Centre for Clinical Effectiveness. Guide to implementation of health service
protocols, procedures and guidelines. Southern Health 2010. Available from:
http://arrow.monash.edu.au/hdl/1959.1/1225381. Accessed 8 May 2018.

47. Cochrane Library. http://www.cochranelibrary.com/. Accessed 24 Oct 2017.
48. International Network of Agencies for Health Technology Assessment

(INAHTA). http://www.inahta.org/. Accessed 8 May 2018.
49. National Institute for Health and Care Excellence (UK). https://www.nice.org.

uk/. Accessed 8 May 2018.
50. National Prescribing Service (Australia). http://www.nps.org.au/. Accessed 8

May 2018.
51. Australia and New Zealand Horizon Scanning Network http://www.

horizonscanning.gov.au/. Accessed 8 May 2018.
52. National Institute of Health and Clinical Excellence. ‘Do Not Do’

Recommendations. National Institute of Health and Clinical Excellence, UK.
http://www.nice.org.uk/savingsAndProductivity/collection?page=

1&pageSize=2000&type=Do%20not%20do&published=&impact=
Unclassified&filter=. Accessed 17 Apr 2017.

53. Jones C. Procedures not routinely funded. Birmingham: Report to the Board,
South Birmingham Primary Care Trust; 2006.

54. Levinson W, Kallewaard M, Bhatia RS, Wolfson D, Shortt S, Kerr EA. ‘Choosing
wisely’: a growing international campaign. BMJ Qual Saf. 2015;24(2):167–74.
https://doi.org/10.1136/bmjqs-2014-003821.

55. Centre for Clinical Effectiveness. Sustainability in Health care by Allocating
Resources Effectively (SHARE): Evaluation and Research Plan. Southern
Health 2009. Available from: https://figshare.com/articles/Sustainability_in_
Healthcare_by_Allocating_Resources_Effectively_SHARE_Evaluation_and_
Research_Plan/3979575. Accessed 24 10 2017.

56. Harris C, Brooke V, Turner T, Wilkinson F. Implementation of evidence-based
paediatric guidelines: evaluation of complex interventions based on a
theoretical framework. Centre for Clinical Effectiveness 2007. Available from:
http://arrow.monash.edu.au/hdl/1959.1/1218931. Accessed 24 Oct 2017.

57. Meyer J. Evaluating action research. Age Ageing. 2000;29(Suppl 2):8–10.
58. Meyer J. Qualitative research in health care. Using qualitative methods in

health related action research. BMJ. 2000;320(7228):178–81.
59. Harris C, Allen K, Waller C, Voutier C, Brooke V. Health technology disinvestment:

tests, drugs and clinical practice. Report on a national disinvestment workshop.
Part 1: Report. Centre for Clinical Effectiveness 2009. Available from: http://arrow.
monash.edu.au/hdl/1959.1/1218926. Accessed 17 Apr 2017.

60. Harris C, Allen K, Waller C, Voutier C, Brooke V. Health technology
disinvestment: tests, drugs and clinical practice. Report on a national
disinvestment workshop. Part 2: Appendices. Centre for Clinical
Effectiveness 2009. Available from: http://arrow.monash.edu.au/hdl/1959.1/
1218922. Accessed 17 Apr 2017.

61. Schroeder AR, Harris SJ, Newman TB. Safely doing less: a missing
component of the patient safety dialogue. Pediatrics. 2011;128(6):e1596–7.
https://doi.org/10.1542/peds.2011-2726.

62. Department of Health Victoria. Activity Based Funding https://www2.health.
vic.gov.au/hospitals-and-health-services/funding-performance-
accountability/activity-based-funding. Accessed 29 Sept 2017.

63. Martelli N, Lelong AS, Prognon P, Pineau J. Hospital-based health
technology assessment for innovative medical devices in university
hospitals and the role of hospital pharmacists: learning from international
experience. Int J Technol Assess Health Care. 2013;29(2):185–91. https://doi.
org/10.1017/s0266462313000019.

64. Battista RN, Cote B, Hodge MJ, Husereau D. Health technology assessment
in Canada. Int J Technol Assess Health Care. 2009;25(Suppl 1):53–60. https://
doi.org/10.1017/s0266462309090424.

65. Rumbold B, Alakeson V, Smith P. Rationing health care. Quest for NHS
Efficiency Series 2012. Available from: https://www.nuffieldtrust.org.uk/files/
2017-01/rationing-health-care-web-final.pdf. Accessed 29 Sept 2017.

66. Garner S, Littlejohns P. Disinvestment from low value clinical interventions:
NICEly done? BMJ. 2011;343:d4519. https://doi.org/10.1136/bmj.d4519.

67. Ibargoyen-Roteta N, Gutiérrez-Ibarluzea I, Asua J. Report on the
development of the GuNFT Guideline. Guideline for Not Funding existing
health Technologies in health care systems. Quality Plan for the NHS of the
MHSP. Vitoria-Gasteiz: Basque Office for Health Technology Assessment
(Osteba); 2009.

68. NHS Commissioning Board. Commissioning Policy: Ethical framework for priority
setting and resource allocation 2013. Available from: http://www.england.nhs.
uk/wp-content/uploads/2013/04/cp-01.pdf. Accessed 29 Sept 2017.

69. National Health Committee NZ. Business plan 2013/14–2015/16. Wellington:
New Zealand Ministry of Health; 2013.

70. Healthcare Improvement Scotland. What approaches have been taken
and efforts made to ensure public involvement in decision making
relating to potential disinvestment in healthcare interventions and
technologies? . In: Public involvement in decision making relating to
potential: Technologies scoping report 16 2013. http://www.
healthcareimprovementscotland.org/our_work/technologies_and_
medicines/shtg_scoping_reports/technologies_scoping_report_16.
aspx?theme=mobile. Accessed 29 Sept 2017.

71. HealthPACT. Disinvestment in Australia and New Zealand. Herston: Health
Policy Advisory Committee on Technology; 2013.

72. Watt AM, Willis CD, Hodgetts K, Elshaug AG, Hiller JE. Engaging clinicians in
evidence-based disinvestment: role and perceptions of evidence. Int J
Technol Assess Health Care. 2012;28(03):211–9. https://doi.org/10.1017/
S0266462312000402.

Harris et al. BMC Health Services Research  (2018) 18:386 Page 22 of 23

https://doi.org/10.1186/S12913-018-2932-1
https://doi.org/10.1186/S12913-018-2932-1
https://doi.org/10.1186/s12913-017-2506-7
http://www.monashhealth.org
http://arrow.monash.edu.au/hdl/1959.1/1225377
http://arrow.monash.edu.au/hdl/1959.1/1225377
https://doi.org/10.1186/1748-5908-4-40.
https://doi.org/10.1136/bmjopen-2013-003713
https://doi.org/10.1186/1471-2288-11-100
https://doi.org/10.1186/1471-2288-11-100
http://www.who.int/alliance-hpsr/alliancehpsr_reader.pdf
http://www.who.int/alliance-hpsr/alliancehpsr_reader.pdf
https://doi.org/10.3310/hsdr04010
https://doi.org/10.1136/bmj.i6795
https://doi.org/10.1136/bmjqs-2015-004411
https://doi.org/10.1186/s12913-017-2210-7
http://arrow.monash.edu.au/hdl/1959.1/1218935
http://arrow.monash.edu.au/hdl/1959.1/1218935
http://arrow.monash.edu.au/hdl/1959.1/1225381
http://www.cochranelibrary.com
http://www.inahta.org/
https://www.nice.org.uk/
https://www.nice.org.uk/
http://www.nps.org.au
http://www.horizonscanning.gov.au
http://www.horizonscanning.gov.au
http://www.nice.org.uk/savingsAndProductivity/collection?page=1&pageSize=2000&type=Do%20not%20do&published=&impact=Unclassified&filter=
http://www.nice.org.uk/savingsAndProductivity/collection?page=1&pageSize=2000&type=Do%20not%20do&published=&impact=Unclassified&filter=
http://www.nice.org.uk/savingsAndProductivity/collection?page=1&pageSize=2000&type=Do%20not%20do&published=&impact=Unclassified&filter=
https://doi.org/10.1136/bmjqs-2014-003821
https://figshare.com/articles/Sustainability_in_Healthcare_by_Allocating_Resources_Effectively_SHARE_Evaluation_and_Research_Plan/3979575
https://figshare.com/articles/Sustainability_in_Healthcare_by_Allocating_Resources_Effectively_SHARE_Evaluation_and_Research_Plan/3979575
https://figshare.com/articles/Sustainability_in_Healthcare_by_Allocating_Resources_Effectively_SHARE_Evaluation_and_Research_Plan/3979575
http://arrow.monash.edu.au/hdl/1959.1/1218931
http://arrow.monash.edu.au/hdl/1959.1/1218926
http://arrow.monash.edu.au/hdl/1959.1/1218926
http://arrow.monash.edu.au/hdl/1959.1/1218922
http://arrow.monash.edu.au/hdl/1959.1/1218922
https://doi.org/10.1542/peds.2011-2726
https://www2.health.vic.gov.au/hospitals-and-health-services/funding-performance-accountability/activity-based-funding
https://www2.health.vic.gov.au/hospitals-and-health-services/funding-performance-accountability/activity-based-funding
https://www2.health.vic.gov.au/hospitals-and-health-services/funding-performance-accountability/activity-based-funding
https://doi.org/10.1017/s0266462313000019
https://doi.org/10.1017/s0266462313000019
https://doi.org/10.1017/s0266462309090424
https://doi.org/10.1017/s0266462309090424
https://www.nuffieldtrust.org.uk/files/2017-01/rationing-health-care-web-final.pdf
https://www.nuffieldtrust.org.uk/files/2017-01/rationing-health-care-web-final.pdf
https://doi.org/10.1136/bmj.d4519
http://www.england.nhs.uk/wp-content/uploads/2013/04/cp-01.pdf
http://www.england.nhs.uk/wp-content/uploads/2013/04/cp-01.pdf
http://www.healthcareimprovementscotland.org/our_work/technologies_and_medicines/shtg_scoping_reports/technologies_scoping_report_16.aspx?theme=mobile
http://www.healthcareimprovementscotland.org/our_work/technologies_and_medicines/shtg_scoping_reports/technologies_scoping_report_16.aspx?theme=mobile
http://www.healthcareimprovementscotland.org/our_work/technologies_and_medicines/shtg_scoping_reports/technologies_scoping_report_16.aspx?theme=mobile
http://www.healthcareimprovementscotland.org/our_work/technologies_and_medicines/shtg_scoping_reports/technologies_scoping_report_16.aspx?theme=mobile
https://doi.org/10.1017/S0266462312000402
https://doi.org/10.1017/S0266462312000402


73. MacKean G, Noseworthy T, Elshaug AG, Leggett L, Littlejohns P, Berezanski J,
et al. Health technology reassessment: the art of the possible. Int J Technol
Assess Health Care. 2013;29(04):418–23. https://doi.org/10.1017/
S0266462313000494.

74. Leggett L, MacKean G, Noseworthy T, Sutherland L, Clement F. Current
status of health technology reassessment of non-drug technologies: survey
and key informant interviews. Health Res Policy Syst. 2012; https://doi.org/
10.1186/1478-4505-10-38.

75. Cooper C, Starkey K. Disinvestment in health care. BMJ. 2010;340 https://doi.
org/10.1136/bmj.c1413.

76. Fronsdal KB, Facey K, Klemp M, Norderhaug IN, Morland B, Rottingen JA.
Health technology assessment to optimize health technology utilization:
using implementation initiatives and monitoring processes. Int J Technol
Assess Health Care. 2010;26(3):309–16. https://doi.org/10.1017/
s0266462310000309.

77. Garner S, Docherty M, Somner J, Sharma T, Choudhury M, Clarke M, et al.
Reducing ineffective practice: challenges in identifying low-value health
care using Cochrane systematic reviews. J Health Serv Res Policy. 2013;18(1):
6–12. https://doi.org/10.1258/jhsrp.2012.012044.

78. Marks L, Weatherly H, Mason A. Prioritizing investment in public health and
health equity: what can commissioners do? Public Health. 2013;127(5):410–
8. https://doi.org/10.1016/j.puhe.2013.01.027.

79. Eddama O, Coast J. A systematic review of the use of economic evaluation
in local decision-making. Health Policy. 2008;86(2–3):129–41. https://doi.org/
10.1016/j.healthpol.2007.11.010.

80. Audit Commission. Reducing spending on low clinical value treatments.
London: Health Briefing; 2011.

81. The Conference Board of Canada. Understanding health care cost drivers
and escalators 2004. Available from: http://www.health.alberta.ca/
documents/Health-Costs-Drivers-CBC-2004.pdf Accessed 29 Sept 2017.

82. Schmidt DE. The development of a disinvestment framework to guide
resource allocation decisions in health service delivery organizations. The
University of British Columbia 2010. Available from: https://open.library.ubc.
ca/cIRcle/collections/ubctheses/24/items/1.0073252. Accessed 24 Oct 2017.

83. Hamilton S, Huby G, Tierney A, Powell A, Kielmann T, Sheikh A, et al. Mind the
gap between policy imperatives and service provision: a qualitative study of
the process of respiratory service development in England and Wales. BMC
Health Serv Res. 2008;8:248. https://doi.org/10.1186/1472-6963-8-248.

84. Smith N, Mitton C, Peacock S, Cornelissen E, MacLeod S. Identifying research
priorities for health care priority setting: a collaborative effort between
managers and researchers. BMC Health Serv Res. 2009;9:165. https://doi.org/
10.1186/1472-6963-9-165.

85. Elshaug AG, McWilliams J, Landon BE. The value of low-value lists. JAMA.
2013;309(8):775–6. https://doi.org/10.1001/jama.2013.828.

86. Grimshaw JM, Eccles MP, Lavis JN, Hill SJ, Squires JE. Knowledge translation
of research findings. Implement Sci. 2012;7:50. https://doi.org/10.1186/1748-
5908-7-50.

87. Redman S, Turner T, Davies H, Williamson A, Haynes A, Brennan S, et al. The
SPIRIT action framework: a structured approach to selecting and testing
strategies to increase the use of research in policy. Soc Sci Med. 2015;136-
137:147–55. https://doi.org/10.1016/j.socscimed.2015.05.009.

88. Wye L, Brangan E, Cameron A, Gabbay J, Klein JH, Pope C. Evidence based
policy making and the ‘art’ of commissioning - how English healthcare
commissioners access and use information and academic research in ‘real
life’ decision-making: an empirical qualitative study. BMC Health Serv Res.
2015;15:430. https://doi.org/10.1186/s12913-015-1091-x.

89. Cilenti D, Brownson RC, Umble K, Erwin PC, Summers R. Information-seeking
behaviors and other factors contributing to successful implementation of
evidence-based practices in local health departments. J Public Health
Manag Pract. 2012;18(6):571–6. https://doi.org/10.1097/PHH.
0b013e31825ce8e2.

90. Robert G, Harlock J, Williams I. Disentangling rhetoric and reality: an
international Delphi study of factors and processes that facilitate the successful
implementation of decisions to decommission healthcare services. Implement
Sci. 2014;9(1):123. https://doi.org/10.1186/s13012-014-0123-y.

91. Ellen ME, Leon G, Bouchard G, Ouimet M, Grimshaw JM, Lavis JN. Barriers,
facilitators and views about next steps to implementing supports for
evidence-informed decision-making in health systems: a qualitative study.
Implement Sci. 2014;9(1):179. https://doi.org/10.1186/s13012-014-0179-8.

92. Solomons NM, Spross JA. Evidence-based practice barriers and facilitators from
a continuous quality improvement perspective: an integrative review. J Nurs
Manag. 2011;19(1):109–20. https://doi.org/10.1111/j.1365-2834.2010.01144.x.

93. Wallace J, Byrne C, Clarke M. Improving the uptake of systematic reviews: a
systematic review of intervention effectiveness and relevance. BMJ Open.
2014;4(10):e005834. https://doi.org/10.1136/bmjopen-2014-005834.

94. Tricco AC, Cardoso R, Thomas SM, Motiwala S, Sullivan S, Kealey MR, et al.
Barriers and facilitators to uptake of systematic reviews by policy makers
and health care managers: a scoping review. Implement Sci. 2016;11(1):4.
https://doi.org/10.1186/s13012-016-0370-1.

95. Elshaug AG, Hiller JE, Tunis SR, Moss JR. Challenges in Australian policy
processes for disinvestment from existing, ineffective health care practices.
Aust New Zealand Health Policy. 2007;4:23. https://doi.org/10.1186/1743-
8462-4-23.

96. Williams I, McIver S, Moore D, Bryan S. The use of economic evaluations in
NHS decision-making: a review and empirical investigation. Health Technol
Assess. 2008;12(7).

97. Mitton C, Donaldson C. Setting priorities in Canadian regional health
authorities: a survey of key decision makers. Health Policy. 2002;60(1):39–58.
https://doi.org/10.1016/S0168-8510(01)00190-7.

98. Eddama O, Coast J. Use of economic evaluation in local health care
decision-making in England: a qualitative investigation. Health Policy. 2009;
89(3):261–70. https://doi.org/10.1016/j.healthpol.2008.06.004.

99. Chitama D, Baltussen R, Ketting E, Kamazima S, Nswilla A, Mujinja PG. From
papers to practices: district level priority setting processes and criteria for
family planning, maternal, newborn and child health interventions in
Tanzania. BMC Womens Health. 2011;11:46. https://doi.org/10.1186/1472-
6874-11-46.

100. Innvaer S, Vist G, Trommald M, Oxman A. Health policy-makers’ perceptions
of their use of evidence: a systematic review. J Health Serv Res Policy. 2002;
7(4):239–44. https://doi.org/10.1258/135581902320432778.

101. Centre for Health Economics Research and Evaluation. Reducing the use of
ineffective health care interventions. Working paper 2010/5. Sydney:
University of Technology Sydney; 2010.

102. Hughes D, Ferner R. New drugs for old: disinvestment and NICE. BMJ. 2010;
340 https://doi.org/10.1136/bmj.c572.

103. Department of Human Services. Future directions for health technology
uptake, diffusion and disinvestment in Victorian public health services.
Victoria: Department of Human Services; 2007.

104. Mitton C, Dionne F, Donaldson C. Managing healthcare budgets in
times of austerity: the role of program budgeting and marginal analysis.
Appl Health Econ Health Policy. 2014;12(2):95–102. https://doi.org/10.
1007/s40258-013-0074-5.

105. National Health and Medical Research Council. Ethical considerations in
quality assurance and evaluation activities. Canberra: Commonwealth of
Australia; 2014.

Harris et al. BMC Health Services Research  (2018) 18:386 Page 23 of 23

https://doi.org/10.1017/S0266462313000494
https://doi.org/10.1017/S0266462313000494
https://doi.org/10.1186/1478-4505-10-38
https://doi.org/10.1186/1478-4505-10-38
https://doi.org/10.1136/bmj.c1413
https://doi.org/10.1136/bmj.c1413
https://doi.org/10.1017/s0266462310000309
https://doi.org/10.1017/s0266462310000309
https://doi.org/10.1258/jhsrp.2012.012044
https://doi.org/10.1016/j.puhe.2013.01.027
https://doi.org/10.1016/j.healthpol.2007.11.010
https://doi.org/10.1016/j.healthpol.2007.11.010
http://www.health.alberta.ca/documents/Health-Costs-Drivers-CBC-2004.pdf
http://www.health.alberta.ca/documents/Health-Costs-Drivers-CBC-2004.pdf
https://open.library.ubc.ca/cIRcle/collections/ubctheses/24/items/1.0073252
https://open.library.ubc.ca/cIRcle/collections/ubctheses/24/items/1.0073252
https://doi.org/10.1186/1472-6963-8-248
https://doi.org/10.1186/1472-6963-9-165
https://doi.org/10.1186/1472-6963-9-165
https://doi.org/10.1001/jama.2013.828
https://doi.org/10.1186/1748-5908-7-50.
https://doi.org/10.1186/1748-5908-7-50.
https://doi.org/10.1016/j.socscimed.2015.05.009
https://doi.org/10.1186/s12913-015-1091-x
https://doi.org/10.1097/PHH.0b013e31825ce8e2.
https://doi.org/10.1097/PHH.0b013e31825ce8e2.
https://doi.org/10.1186/s13012-014-0123-y
https://doi.org/10.1186/s13012-014-0179-8
https://doi.org/10.1111/j.1365-2834.2010.01144.x
https://doi.org/10.1136/bmjopen-2014-005834
https://doi.org/10.1186/s13012-016-0370-1
https://doi.org/10.1186/1743-8462-4-23
https://doi.org/10.1186/1743-8462-4-23
https://doi.org/10.1016/S0168-8510(01)00190-7.
https://doi.org/10.1016/j.healthpol.2008.06.004
https://doi.org/10.1186/1472-6874-11-46
https://doi.org/10.1186/1472-6874-11-46
https://doi.org/10.1258/135581902320432778
https://doi.org/10.1136/bmj.c572
https://doi.org/10.1007/s40258-013-0074-5
https://doi.org/10.1007/s40258-013-0074-5


214 

 

“In addition to the use of theory and evidence from systematic reviews, pilot and feasibility studies 
are an essential step in the development and testing of an intervention, prior to a large-scale 
evaluation.”  

Craig et al 2008 [50] 

The SHARE papers provide practical information from actual experiences in a local healthcare 
setting and the case study format provides considerable detail to allow replication or adaptation. 

The first two phases of the UK MRC framework for design and evaluation of complex interventions 
were achieved.  

Specifying the context, understanding the problem and defining the components of an optimal 
intervention were accomplished in SHARE Phase One. This resulted in a model for exploration of 
an organisation-wide, systematic, integrated, evidence-based program for disinvestment in a local 
healthcare setting. 

Assessing acceptability and feasibility of the components of the intervention and identifying 
methodological issues for implementation and evaluation were undertaken in SHARE Phase Two. 
The Evidence Dissemination, Capacity Building and Project Support Services achieved their aims 
but were not continued beyond the SHARE Program. The Data Service and some proposed changes 
to other organisational systems and processes were not achieved, mainly due to local factors. All 
of these initiatives were based on evidence from the literature and extensive local research and 
still hold promise as methods to enhance evidence-based practice in disinvestment and resource 
allocation. 

Findings from the SHARE investigations can be used to retest and refine these innovations and 
inform the subsequent phases of the UK MRC framework leading to future definitive trials and 
implementation of long term interventions. 

__________ 
 

“Disinvestment is a particularly local affair.”   Pearson and Littlejohns 2007 [51]   

For me, the most significant message arising from this investigation into disinvestment in the local 
healthcare setting relates to the notion of disinvestment itself. 

There is little evidence of successful ‘disinvestment initiatives’ at the local level. However hospitals 
and other health facilities have always redirected resources to achieve better outcomes and 
successfully removed, reduced or restricted use of technologies, clinical practices, programs and 
services for a variety of reasons. But these changes were not called disinvestment. This suggests 
that the recent construct of ‘disinvestment’ may be problematic in the local healthcare setting. 

There is lack of agreement, not only on a definition for disinvestment, but also on the concepts 
that underpin the multiple definitions in current use. The term ‘disinvestment’ is known to have 
negative connotations and there are discrepancies in use of the term between academics and 
health service staff. Methods to identify, develop, implement and evaluate disinvestment 
initiatives already exist in familiar health service improvement paradigms such as evidence-based 
health care, quality improvement and system redesign, and research areas including health 
technology assessment, health economics, knowledge translation and implementation science. 

My advice to local health service decision-makers would be to avoid the term ‘disinvestment’ and 
not seek ‘to disinvest’. Aiming to reduce harm, improve health outcomes, decrease waste, meet 
changing needs and address local priorities is likely to be more successful.  

The opportunities to improve on historical practice lie in proactively seeking evidence of harm, 
lack of effectiveness or lack of cost-effectiveness and rigorous decision-making, implementation 
and evaluation informed by evidence from research and local data, local knowledge and expertise, 
and consumer values and perspectives.   



215 

 

_______________________________________________________________________________ 

References  

1. Harris C, Garrubba M, Allen K, King R, Kelly C, Thiagarajan M et al. Development, 
implementation and evaluation of an evidence-based program for introduction of new health 
technologies and clinical practices in a local healthcare setting. BMC health services research. 
2015;15(1):575. doi:10.1186/s12913-015-1178-4. 

2. Harris C, Turner T, Wilkinson F. SEAchange: Guide to a pragmatic evidence-based approach to 
Sustainable, Effective and Appropriate change in health services. 2015. Available from: 
http://arrow.monash.edu.au/hdl/1959.1/1225377. Accessed: 24/10/2017 

3. Harris C, Green S, Ramsey W, Allen K, King R. Sustainability in Health care by Allocating 
Resources Effectively (SHARE) 1: Introducing a series of papers reporting an investigation of 
disinvestment in a local healthcare setting BMC health services research. 2017. 
doi:10.1186/s12913-017-2210-7. 

4. Harris C, Allen K, King R, Ramsey W, Kelly C, Thiagarajan M. Sustainability in Health care by 
Allocating Resources Effectively (SHARE) 2: Identifying opportunities for disinvestment in a local 
healthcare setting  BMC health services research. 2017. doi:10.1186/s12913-017-2211-6. 

5. Harris C, Allen K, Waller C, Brooke V. Sustainability in Health care by Allocating Resources 
Effectively (SHARE) 3: Examining how resource allocation decisions are made, implemented and 
evaluated in a local healthcare setting BMC health services research. 2017. doi:10.1186/s12913-
017-2207-2. 

6. Harris C, Ko H, Waller C, Sloss P, Williams P. Sustainability in Health care by Allocating 
Resources Effectively (SHARE) 4: Exploring opportunities and methods for consumer engagement 
in resource allocation in a local healthcare setting  BMC health services research. 2017. 
doi:10.1186/s12913-017-2212-5. 

7. Harris C, Allen K, Waller C, Green S, King R, Ramsey W et al. Sustainability in Health care by 
Allocating Resources Effectively (SHARE) 5: Developing a model for evidence-driven resource 
allocation in the local healthcare setting  BMC health services research. 2017. 
doi:10.1186/s12913-017-2208-1. 

8. Harris C, Allen K, Brooke V, Dyer T, Waller C, King R et al. Sustainability in Health care by 
Allocating Resources Effectively (SHARE) 6: Investigating methods to identify, prioritise, 
implement and evaluate disinvestment projects in a local healthcare setting. BMC health services 
research. 2017. doi:10.1186/s12913-017-2269-1. 

9. Harris C, Allen K, Waller C, Dyer T, Brooke V, Garrubba M et al. Sustainability in Health care by 
Allocating Resources Effectively (SHARE) 7: Supporting staff in evidence-based decision-making, 
implementation and evaluation in a local healthcare setting BMC health services research. 2017. 
doi:10.1186/s12913-017-2388-8. 

10. Harris C, Garrubba M, Melder A, Voutier C, Waller C, King R et al. Sustainability in Health care 
by Allocating Resources Effectively (SHARE) 8: Developing, implementing and evaluating an 
Evidence Dissemination Service in a local healthcare setting. BMC health services research. 2017. 
doi:https://doi.org/10.1186/S12913-018-2932-1. 

11. Harris C, Green S, Ramsey W, Allen K, King R. Sustainability in Health care by Allocating 
Resources Effectively (SHARE) 9: Conceptualising disinvestment in the local healthcare setting 
BMC health services research. 2017. doi:10.1186/s12913-017-2388-8. 

12. Harris C, Green S, Elshaug AG. Sustainability in Health care by Allocating Resources Effectively 
(SHARE) 10: Operationalising disinvestment in an evidence-based framework for resource 
allocation BMC health services research. 2017. doi:10.1186/s12913-017-2506-7. 

http://arrow.monash.edu.au/hdl/1959.1/1225377
https://doi.org/10.1186/S12913-018-2932-1


216 

 

13. Harris C, Allen K, King R, Ramsey W, Green S. Sustainability in Health care by Allocating 
Resources Effectively (SHARE) 11: Reporting outcomes of an evidence-driven approach to 
disinvestment in a local healthcare setting. BMC health services research. 2017;in press.  

14. Elshaug AG, Hiller JE, Tunis SR, Moss JR. Challenges in Australian policy processes for 
disinvestment from existing, ineffective health care practices. Australia and New Zealand health 
policy. 2007;4:23. doi:10.1186/1743-8462-4-23. 

15. Exploration of disinvestment in the local healthcare setting. BMC Health Services Research. 
2017. https://www.biomedcentral.com/collections/share. Accessed 17/11/2017. 

16. Henshall C, Schuller T, Mardhani-Bayne L. Using health technology assessment to support 
optimal use of technologies in current practice: the challenge of "disinvestment". International 
journal of technology assessment in health care. 2012;28(3):203-10. 
doi:10.1017/s0266462312000372. 

17. Robert G, Harlock J, Williams I. Disentangling rhetoric and reality: an international Delphi 
study of factors and processes that facilitate the successful implementation of decisions to 
decommission healthcare services. Implementation science : IS. 2014;9(1):123. 
doi:10.1186/s13012-014-0123-y. 

18. Rooshenas L, Owen-Smith A, Hollingworth W, Badrinath P, Beynon C, Donovan JL. "I won't 
call it rationing...": an ethnographic study of healthcare disinvestment in theory and practice. 
Social science & medicine. 2015;128:273-81. doi:10.1016/j.socscimed.2015.01.020. 

19. Robinson S, Williams I, Dickinson H, Freeman T, Rumbold B. Priority-setting and rationing in 
healthcare: evidence from the English experience. Social science & medicine. 2012;75(12):2386-
93. doi:10.1016/j.socscimed.2012.09.014. 

20. Rumbold B, Alakeson V, Smith P. Rationing health care. Quest for NHS Efficiency Series  2012. 
Available from: https://www.nuffieldtrust.org.uk/files/2017-01/rationing-health-care-web-
final.pdf. Accessed: 29/09/2017 

21. Daniels T, Williams I, Robinson S, Spence K. Tackling disinvestment in health care services. 
The views of resource allocators in the English NHS. Journal of health organization and 
management. 2013;27(6):762-80.  

22. Garner S, Littlejohns P. Disinvestment from low value clinical interventions: NICEly done? 
BMJ. 2011;343:d4519. doi:10.1136/bmj.d4519. 

23. Campbell NC, Murry E, Darbyshire J, Emery J, Farmer A, Griffiths F et al. Designing and 
evaluating complex interventions to improve health care. BMJ. 2007;334:455-9.  

24. Fronsdal KB, Facey K, Klemp M, Norderhaug IN, Morland B, Rottingen JA. Health technology 
assessment to optimize health technology utilization: using implementation initiatives and 
monitoring processes. International journal of technology assessment in health care. 
2010;26(3):309-16. doi:10.1017/s0266462310000309. 

25. National Prescribing Service. National Prescribing Service Submission to the National Health 
and Hospitals Reform Commission (NHHRC). Response to NHHRC proposed Design and 
Governance Principles. Australian Government Department of Health and Ageing 2008. 
Accessed:  

26. Craig P, Dieppe P, Macintyre S, Michie S, Nazareth I, Petticrew M. Developing and evaluating 
complex interventions: the new Medical Research Council guidance. BMJ. 2008;337:a1655. 
doi:10.1136/bmj.a1655. 

27. Centre for Clinical Effectiveness. Sustainability in Health care by Allocating Resources 
Effectively (SHARE): Evaluation and Research Plan. Southern Health 2009. Available from: 

https://www.biomedcentral.com/collections/share
https://www.nuffieldtrust.org.uk/files/2017-01/rationing-health-care-web-final.pdf
https://www.nuffieldtrust.org.uk/files/2017-01/rationing-health-care-web-final.pdf


217 

 

https://figshare.com/articles/Sustainability_in_Healthcare_by_Allocating_Resources_Effectively
_SHARE_Evaluation_and_Research_Plan/3979575. Accessed: 24/10/2017 

28. Harris C, Brooke V, Turner T, Wilkinson F. Implementation of evidence-based paediatric 
guidelines: evaluation of complex interventions based on a theoretical framework. Centre for 
Clinical Effectiveness 2007. Available from: http://arrow.monash.edu.au/hdl/1959.1/1218931. 
Accessed: 24/10/2017 

29. Meyer J. Evaluating action research. Age Ageing. 2000;29 Suppl 2:8-10.  

30. Meyer J. Qualitative research in health care. Using qualitative methods in health related 
action research. BMJ. 2000;320(7228):178-81.  

31. Harris C, Allen K, Waller C, Voutier C, Brooke V. Health technology disinvestment: tests, drugs 
and clinical practice. Report on a national disinvestment workshop. Part 1: Report. Centre for 
Clinical Effectiveness 2009. Available from: http://arrow.monash.edu.au/hdl/1959.1/1218926. 
Accessed: 17/04/2017 

32. Harris C, Allen K, Waller C, Voutier C, Brooke V. Health technology disinvestment: tests, drugs 
and clinical practice. Report on a national disinvestment workshop. Part 2: Appendices. Centre 
for Clinical Effectiveness 2009. Available from: 
http://arrow.monash.edu.au/hdl/1959.1/1218922. Accessed: 17/04/2017 

33. Polisena J, Clifford T, Elshaug AG, Mitton C, Russell E, Skidmore B. Case studies that illustrate 
disinvestment and resource allocation decision-making processes in health care: A systematic 
review. International journal of technology assessment in health care. 2013;29(2):174-84. 
doi:10.1017/s0266462313000068. 

34. Peirson L, Ciliska D, Dobbins M, Mowat D. Building capacity for evidence informed decision 
making in public health: a case study of organizational change. BMC public health. 2012;12:137. 
doi:10.1186/1471-2458-12-137. 

35. Wallace J, Byrne C, Clarke M. Improving the uptake of systematic reviews: a systematic 
review of intervention effectiveness and relevance. BMJ open. 2014;4(10):e005834. 
doi:10.1136/bmjopen-2014-005834. 

36. Ellen ME, Leon G, Bouchard G, Ouimet M, Grimshaw JM, Lavis JN. Barriers, facilitators and 
views about next steps to implementing supports for evidence-informed decision-making in 
health systems: a qualitative study. Implementation science : IS. 2014;9(1):179. 
doi:10.1186/s13012-014-0179-8. 

37. Oliver K, Innvar S, Lorenc T, Woodman J, Thomas J. A systematic review of barriers to and 
facilitators of the use of evidence by policymakers. BMC health services research. 2014;14(1):2. 
doi:10.1186/1472-6963-14-2. 

38. Nutley T, Reynolds HW. Improving the use of health data for health system strengthening. 
Global health action. 2013;6:20001. doi:10.3402/gha.v6i0.20001. 

39. Solomons NM, Spross JA. Evidence-based practice barriers and facilitators from a continuous 
quality improvement perspective: an integrative review. Journal of nursing management. 
2011;19(1):109-20. doi:10.1111/j.1365-2834.2010.01144.x. 

40. Gagliardi AR, Majewski C, Victor JC, Baker GR. Quality improvement capacity: a survey of 
hospital quality managers. Quality & safety in health care. 2010;19(1):27-30. 
doi:10.1136/qshc.2008.029967. 

41. Tricco AC, Cardoso R, Thomas SM, Motiwala S, Sullivan S, Kealey MR et al. Barriers and 
facilitators to uptake of systematic reviews by policy makers and health care managers: a scoping 
review. Implementation science : IS. 2016;11(1):4. doi:10.1186/s13012-016-0370-1. 

https://figshare.com/articles/Sustainability_in_Healthcare_by_Allocating_Resources_Effectively_SHARE_Evaluation_and_Research_Plan/3979575
https://figshare.com/articles/Sustainability_in_Healthcare_by_Allocating_Resources_Effectively_SHARE_Evaluation_and_Research_Plan/3979575
http://arrow.monash.edu.au/hdl/1959.1/1218931
http://arrow.monash.edu.au/hdl/1959.1/1218926
http://arrow.monash.edu.au/hdl/1959.1/1218922


218 

 

42. Gerdvilaite J, Nachtnebel A. Disinvestment: overview of disinvestment experiences and 
challenges in selected countries. HTA- Projektbericht., vol Nr. 57. Vienna: Ludwig Boltzmann 
Institut für Health Technology Assessment; 2011.  

43. Schmidt DE. The development of a disinvestment framework to guide resource allocation 
decisions in health service delivery organizations. The University of British Columbia 2010. 
Available from: https://open.library.ubc.ca/cIRcle/collections/ubctheses/24/items/1.0073252. 
Accessed: 24/10/2017 

44. Williams I, McIver S, Moore D, Bryan S. The use of economic evaluations in NHS decision 
making: A review and empirical investigation. Health Technology Assessment 2008;12(7).  

45. Greenhalgh T, Robert G, Macfarlane F, Bate P, Kyriakidou O. Diffusion of innovations in 
service organizations: systematic review and recommendations. The Milbank quarterly. 
2004;82(4):581-629. doi:10.1111/j.0887-378X.2004.00325.x. 

46. Cooper C, Starkey K. Disinvestment in health care. BMJ. 2010;340. doi:10.1136/bmj.c1413. 

47. Leggett L, Noseworthy TW, Zarrabi M, Lorenzetti D, Sutherland LR, Clement FM. Health 
technology reassessment of non-drug technologies: current practices. International journal of 
technology assessment in health care. 2012;28(3):220-7. doi:10.1017/S0266462312000438. 

48. Healthcare Improvement Scotland. What approaches have been taken and efforts made to 
ensure public involvement in decision making relating to potential disinvestment in healthcare 
interventions and technologies? . In: Public involvement in decision making relating to potential: 
Technologies scoping report 16 2013. 
http://www.healthcareimprovementscotland.org/our_work/technologies_and_medicines/shtg_
scoping_reports/technologies_scoping_report_16.aspx?theme=mobile. Accessed 29/09/2017. 

49. van Bodegom-Vos L, Davidoff F, Marang-van de Mheen PJ. Implementation and de-
implementation: two sides of the same coin? BMJ quality & safety. 2016. doi:10.1136/bmjqs-
2016-005473. 

50. Craig P, Dieppe P, Macintyre S, Michie S, Nazareth I, Petticrew M. Developing and evaluating 
complex interventions: new guidance. Medical Research Council 2008. Available from: 
https://www.mrc.ac.uk/documents/pdf/complex-interventions-guidance/. Accessed: 
13/11/2017 

51. Pearson S, Littlejohns P. Reallocating resources: how should the National Institute for Health 
and Clinical Excellence guide disinvestment efforts in the National Health Service? Journal of 
Health Services & Research Policy. 2007;12(3):160-5.  

52. Schoelles K, Umscheid C, Lin J, Concannon T, Skelly A, Viswanathan M et al. A Framework for 
Conceptualizing Evidence Needs of Health Systems. Research White Paper (Prepared by Scientific 
Resource Center, under Contract No 290-2012-0004-C) AHRQ Publication No 18-EHC004-EF, 
Agency for Healthcare Research and Quality, Rockville, MD. December 2017.  

https://open.library.ubc.ca/cIRcle/collections/ubctheses/24/items/1.0073252
http://www.healthcareimprovementscotland.org/our_work/technologies_and_medicines/shtg_scoping_reports/technologies_scoping_report_16.aspx?theme=mobile
http://www.healthcareimprovementscotland.org/our_work/technologies_and_medicines/shtg_scoping_reports/technologies_scoping_report_16.aspx?theme=mobile
https://www.mrc.ac.uk/documents/pdf/complex-interventions-guidance/


219 

 

________________________________________________________________________________ 

Appendix 1. Collation of data collection aims, methods and sources 

AIMS SOURCES/PARTICIPANTS 

LITERATURE REVIEWS  

To understand the concepts related 
to disinvestment and their 
implications in a local health service 
and to ascertain examples of existing 
decision-making systems and 
processes in this setting (SHARE 1) 

Medical databases (Ovid Medline, All EBM Reviews, EMBASE, 
Cochrane Library), the internet (via the Google search engine) 
and guideline websites. These methods were supplemented by 
follow up of reference lists in key publications and searches for 
publications by identified authors in the field 

To find evidence-based strategies 
that are effective in engaging 
consumers for health service 
organisation-wide decision-making 
processes.  

To find tools that can enable the 
implementation of these consumer 
engagement strategies.  

To find examples from other health 
services that employ evidence-based 
consumer engagement for 
organisation-wide decision-making 
processes (SHARE 4)  

A two-step systematic review protocol was used. 1) To identify 
existing synthesised evidence and appraise it for quality and 
applicability. 2) If no suitable publications were identified then a 
search of the primary research literature would follow. Relevant 
high-quality synthesised evidence for consumer engagement 
was identified in the first step, hence no further searches were 
undertaken. 

All EBM (including Cochrane Database of Systematic Reviews, 
DARE, CENTRAL, and ACP Journal Club), Medline(R) 1950 to 
present with daily updates and Medline(R) in-process and other 
non-indexed citations, CINAHL, and EMBASE. Additional 
searches were undertaken in Guidelines websites (n=8), 
Databases and search engines (n=4), Government and consumer 
health organisation websites (n=7). Checking of reference lists of 
articles, reports and links on websites was also undertaken. 

To identify examples of economic 
approaches to priority setting 
relevant to resource allocation for 
TCPs, decision-making criteria, and 
challenges of priority setting for 
disinvestment (SHARE 6) 

Medical databases (Ovid Medline, Cochrane Library, Cinahl), the 
internet (via the Google search engine), and prospective 
searches of identified review articles (in the Web of Science 
online search engine). These methods were supplemented by 
snowball searching for additional relevant articles from 
reference lists. 

To investigate system redesign 
examples and their applicability to 
resource allocation decision-making 
for TCPs at Monash Health (SHARE 6) 

Medical databases (Ovid Medline, EMBASE, CINAHL, Cochrane 
Library), the internet (via the Google search engine) and specific 
websites including the UK National Health Service, the UK 
National Institute for Health and Clinical Excellence (NICE) and 
the US Institute for Healthcare Improvement (IHI). Key 
references, authors, organisations and reports highlighted in the 
literature were also investigated.   

To identify existing frameworks and 
tools for prioritisation relevant to 
resource allocation for TCPs (SHARE 
6) 

Medical databases (Ovid Medline, Cochrane Library) and the 
internet (via the Google search engine).  

To identify the information needs of 
decision-makers in local healthcare 
services to facilitate development of 
support services for evidence-based 
decision-making, implementation and 
evaluation (SHARE 7&8) 

Medline, CINAHL, EMBASE, LISA, LISTA and Google 

To consider the current literature on 
disinvestment from the perspective 
of the local healthcare setting (SHARE 
7&8) 

The initial search was conducted in medical databases (Ovid 
Medline, Ovid EMBASE, All EBM Reviews, and The Cochrane 
Library) and the internet (via the Google search engine). Repeat 
searches were conducted in PubMed, The Cochrane Library and 
the internet via Google. 
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INTERVIEWS   

To identify opportunities for 
disinvestment in existing or potential 
decision-making settings and 
consider implications for 
disinvestment at Monash Health 
(SHARE 2) 

Pragmatic sample (initiators of the SHARE 
Program): Executive of the 
Technology/Clinical Practice Committee 
(TCPC) included Executive Director, Medical 
Director, Clinical Program Director and 
Research Director 

4 senior 
managers 

To test preliminary thoughts 
regarding direction of the SHARE 
Program with front line staff and 
consumers (SHARE 2) 

Six participants selected purposefully and 
pragmatically to seek the views of a range of 
Monash Health decision-makers: the five 
senior clinicians were program directors and 
department heads representing medicine, 
surgery, nursing, allied health and diagnostic 
services and the consumer representative had 
experience on committees that made 
organisation-wide decisions 

5 senior 
clinicians 

1 consumer 
representative 

To identify and document current 
processes for making, implementing 
and evaluating decisions and the 
factors that influence them; to 
ascertain current practice in 
consumer involvement in 
organisational decision-making and 
implementation and evaluation of 
change; to identify decision-makers 
ongoing and intermittent needs from 
local data (SHARE 3&6) 

Purposive, convenience and snowball 
sampling methods were used, alone or in 
combination, to identify staff and consumers 
authorised to make decisions regarding 
resource allocation for health technologies 
and clinical practices at organisation-wide 
level in group or individual settings. 1) 
Representatives of committees with mandate 
to make organisation-wide decisions; 2) 
Managers of Approved Purchasing Units 
(APUs); 3) Program Directors, Medical 
Department Heads, Nurse Unit Managers and 
a Quality Manager in a clinical program with 
high use of TCPs 

13 committee 
representatives 

5 APU 
managers  

9 clinical 
managers 

To learn from previous experiences of 
disinvestment at Monash Health 
(SHARE 3&6) 

Purposive and snowball sampling was used. 
Relevant projects were initially identified by 
members of the SHARE Steering Committee 
and interviewees in the committee review 
process noted above. A snowballing method 
was employed by asking participating project 
representatives if they knew of any other 
relevant projects. Representatives of current 
or completed projects that involved 
disinvestment-related activities  

10 project 
managers 

To identify consumer-related 
activities within Monash Health 
(SHARE 4) 

Director of Quality and Consumer 
Engagement Manager  

2 senior 
managers 

To clarify purchasing and 
procurement processes; discuss 
proposals for change and identify 
additional opportunities; and discuss 
feasibility of proposals considered, 
implementation and evaluation 
(SHARE 6) 

Managers of Procurement, Clinical Purchasing 
and Health Technology Services 

3 senior 
managers 

To investigate system redesign 
examples and their applicability to 
resource allocation decision-making 
for TCPs at Monash Health (SHARE 6) 

Experts in system redesign were initially 
identified by the Director of Quality; snowball 
sampling was used with respondents to 
identify others. Directors or senior managers 
in the areas of Strategic Planning; Access, 

8 managers 
with expertise 
in system 
redesign 
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Innovation and Service Improvement; Acute 
Ambulatory Services; Chronic Disease 
Management; Service Improvement, Quality 
and Projects, Mental Health; Diagnostic 
Imaging; General Medicine Model of Care 
Redesign; and Clinical Performance and 
Service Reconfiguration participated 

To document government and local 
decision-making requirements for 
purchase of new and replacement of 
existing capital equipment and 
identify current practice at Monash 
Health (SHARE 6) 

Director of Business Support Services and 
Manager of Health Technology Services 

2 senior 
managers 

To identify opportunities and 
methods for accessing and using data 
to drive disinvestment decision-
making (SHARE 7) 

Director of Clinical Information Management 1 senior 
manager 

To discuss use of local data in quality 
initiatives (SHARE 7) 

Director of Quality 1 senior 
manager 

To identify current sources of data at 
Monash Health and the processes 
involved (SHARE 7) 

Purposive sampling was used to identify 
departments involved in collection, storage 
and use of data. Departments were identified 
by the Head of Clinical Information 
Management and a concept paper on 
knowledge transfer at Monash Health. 
Snowball sample was used with respondents 
to identify others.  Departments invited 
included Clinical Information Management, 
Health Information Systems, Pharmacy, 
Pathology, Diagnostic Imaging, Research 
Directorate, Infection Control, Infectious 
Diseases and the Clinical Audit and Clinical 
Risk groups within the Quality Unit 

10 managers of 
departments 
that collected 
local data 

SURVEYS   

To ascertain unpublished experiences 
or examples of models or methods 
for disinvestment in the local 
healthcare setting (SHARE 2) 

1) Disinvestment researchers initially 
identified from publications and websites 
about disinvestment and subsequently using a 
snowballing technique based on feedback 
from respondents. 2) Subscribers to the 
Health Technology Assessment (HTA) email 
list 

11 researchers 

4 librarians 

To identify the information needs of 
decision-makers at Monash Health to 
facilitate development of support 
services and gather baseline data for 
evaluation purposes (SHARE 7&8) 

Staff who made decisions regarding resource 
allocation for technologies and clinical 
practices were invited to participate through 
the Monash Health ‘All Managers’ and ‘Senior 
Medical Staff’ email lists. Members of these 
lists were asked to forward the survey to 
others who made decisions about resource 
allocation but might not be on the list. 
Clinicians and senior managers representing 
all sites, clinical programs and professional 
groups (nursing 28%, allied health 25%, 
medical 24% and other including pharmacy, 
diagnostic services, corporate and clinical 

141 
respondents, 
103 surveys 
fully completed 
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program management, and administration 
23%) 

To identify pharmacists and members 
of pharmacy-related committees who 
make, implement and/or evaluate 
decisions regarding pharmaceuticals 
and related equipment; identify 
those who would like to receive 
training in evidence-based practice 
change; and ascertain their preferred 
formats for training (SHARE 7&8) 

Pharmacy staff and members of pharmacy-
related committees (Therapeutics, Medication 
Safety and Adverse Drug Reaction 
Committees; High Cost Drugs Working Party).  

60 staff members responded to the survey for 
a response rate of 34% (60/177). A broad 
range of pharmacist’s roles (including 
management, clinical and technical 
responsibilities) and all committees were 
represented.   

60 staff 
members from 
Pharmacy and 
pharmacy-
related 
committees 

To evaluate the activities of the 
Capacity Building Program (SHARE 7) 

Participants in training and support activities 
completed questionnaires based on the RE-
AIM framework1 and the UCSF-Fresno 
Medical Education Tool2. Four workshops 
were delivered: Evidence Based Practice 
(n=11 participants), Evidence-Based Change 
(n=11), Introduction to Implementation (n=8), 
and Introduction to Evaluation (n=9).  

39 workshop 
attendances 
(some 
attended more 
than one 
workshop) 

To ascertain how participants 
enrolling in an Evidence 
Dissemination Service (EDS) currently 
use evidence in decision-making 
(SHARE 7&8) 

Staff members enrolling to participate in an 
Evidence Dissemination Service. 46 staff 
members enrolled to participate in EDS during 
the survey period. Respondents represented 
all clinical groups and all health service 
programs and sites 

46 staff 
members 

WORKSHOPS   

Workshop 1: To identify the need for 
change (opportunities for 
disinvestment in existing or potential 
decision-making settings) 

Workshop 2: To develop a proposal 
for change (SHARE 2,3,5&6) 

Convenience sampling was used to include 
members of the SHARE Steering Committee 
comprising Executive Directors (Medical, 
Nursing, Support Services), Program Directors 
(Medical, Nursing, Allied Health, Pharmacy, 
Diagnostic Services), Committee chairs 
(Technology/Clinical Practice, Therapeutics, 
Human Research and Ethics, Clinical Ethics), 
Managers (Information Services, Clinical 
Information Services, Procurement, 
Biomedical Engineering, Research Services), 
Legal counsel and two Consumer 
representatives. Two representatives from 
the Department of Human Services 
Technology Division also participated 

13 participants  

9 (1st 
workshop) 

11 (2nd 
workshop) 

Non-attenders 
also completed 
the worksheets 

                                                           

 

 

 

1 Glasgow RE, Klesges LM, Dzewaltowski DA, Estabrooks PA, Vogt TM. Evaluating the impact of health promotion programs: using the 

RE-AIM framework to form summary measures for decision making involving complex issues. Health education research. 
2006;21(5):688-94. doi:10.1093/her/cyl081. 
2 Ramos KD, Schafer S, Tracz SM. Validation of the Fresno test of competence in evidence based medicine. BMJ. 2003;326(7384):319-

21. 
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To explore, develop and authorise all 
program elements, frameworks and 
plans, documents and proposals 
(SHARE 2–8) 

SHARE Steering Committee (as noted above): 
Executive Directors, Senior Managers, Clinical 
Program Directors, Consumers 

20 committee 
members 
(multiple 
workshops) 

To capture the actual process of 
capital equipment purchasing and 
identify how an ideal process for this 
decision-making might differ from 
current practice (SHARE 3&6) 

Purposive sampling was used to identify 
clinical managers involved in decisions 
regarding purchase of new or replacement 
equipment. A large multi-campus diagnostic 
service was selected based on their use of 
equipment and the interest in the project 
expressed by the Director.   

18 
departmental 
decision-
makers 

To identify potential opportunities 
and methods for consumer 
participation and sources of 
consumer information (SHARE 4) 

Convenience sampling was used to identify 
consumer representatives with experience in 
organisation-wide decision-making related to 
resource allocation. Three consumer 
representatives – two were members of the 
committee overseeing introduction of new 
TCPs, one was a member of the committee 
for development of policies and procedures 

3 consumer 
representatives 
at 2 workshops 

To identify current consumer 
engagement activities, barriers and 
enablers to effective participation in 
these situations and the needs of 
consumers in order to contribute 
effectively; to identify sources of 
consumer information and data and 
how these sources can be used to 
drive decision-making; and to seek 
feedback on a draft model for 
consumer engagement in generic 
health service decision-making 
(SHARE 4) 

The Community Advisory Committee is a 
legislated advisory body to the health service 
Board providing consumer, carer and 
community perspectives. This group provides 
a consultation service to health service staff 
engaging in consumer-related activities. 

6 community 
representatives 
(members of 
the Community 
Advisory 
Committee) 

To incorporate feedback from 
Monash Health leaders (SHARE 8) 

Presentations and discussions with individuals 
and groups  

Individuals: All Medical Program Directors and 
General Manager of Allied Health 

Groups: Nursing Executive 

6 Program 
Directors 

8 members of 
Nursing 
Executive 

To seek endorsement and support at 
the highest levels (SHARE 5–8) 

Presentations and discussions with Executive 
Management Team (EMT) and Monash Health 
Board 

9 members of 
EMT 

9 Board 
members 

DOCUMENT ANALYSIS  

To provide evidence for the stated 
positions and methods of 
administration of decision-making 
systems and processes for resource 
allocation at Monash Health and the 
state health department (SHARE 3) 

Documents that guided decision-making or implementation of 
resource allocation decisions were identified. 1) State 
government: Victorian Government Purchasing Guidelines, 
Medical Equipment Asset Management Framework, Targeted 
Equipment Replacement Program and Health Purchasing 
Victoria Product Management Guidelines. 2) Monash Health: 
Purchasing Policy, Purchasing Policy Guidelines, Authority 
Delegation Schedule, Code of Conduct, Conflict of Interest 
Protocol, Guidelines for management of Gifts and Benefits, 
Terms of Reference for committees that make resource 
allocation decisions, Application forms, Business case templates, 
Requisition forms and checklists. 
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To determine which factors 
influenced the decisions, processes 
and outcomes (SHARE 6–8) 

Documents that recorded decisions, processes and outcomes 
were identified. 1) Minutes of the SHARE Steering Committee 
meetings. 2) Documents that recorded the action research 
process and project team reflections including minutes, reports, 
spreadsheets and templates developed for this purpose 

CONSULTATION  

To incorporate high level expertise Health Program Evaluator and Health Economist 

To determine communication issues 
and requirements 

Monash Health Public Affairs and Communication Department 

To enhance compatibility and 
alignment with state health 
department objectives and funding 
strategies 

Victorian Department of Human Services Health Technology 
Unit 
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Table A. Data collection, analysis and response rates 

STRUCTURED INTERVIEWS  

Staff authorised to make decisions on behalf of the organisation  

Aim: To identify and document current processes for making, implementing and evaluating decisions and the factors that influence them. 

Inclusion criteria: Staff and consumers authorised to make decisions regarding resource allocation for health technologies and clinical practices at organisation-wide level in group or individual settings. 

Sampling: Purposive and snowball sampling was used.  

 Twenty-two committees were initially identified from a governance structure diagram. A further 20 were identified through a snowballing method by asking participants in the subsequent interview 
process, senior managers and Quality Unit staff if they were aware of others. Fourteen of the 42 potential committees met the inclusion criteria (Capital Expenditure, Falls Prevention, Information Systems 
Governance, Joint Program Quality and Safety, Medication Safety, Operating Suite Product Evaluation, Nurse Standardisation of Practice, Resuscitation, Skin Integrity and Pressure Ulcer, Sterilising Services, 
Technology and Clinical Practice, Therapeutics and Transfusion Committees and the Executive Management Team).  

 Approved Purchasing Units (APUs) have delegated authority from the Board to commit the organisation to a legal and/or financial obligation such as issuing a purchase order or signing a contract. Of the 
nine APUs, two had been included in the group decision-making committees (Capital Expenditure Committee and Executive Management Team) and five others met the inclusion criteria (Pharmacy, Health 
Technology Services, Equipment Services, Procurement and Clinical Purchasing, and Materials Management).  

 Clinical managers from one clinical program selected for its high use of health technologies were identified from the program’s intranet page. Individuals were selected purposively to represent all levels 
within the program’s decision-making hierarchy; medical and surgical sub-specialties, nursing and quality management; and a range of campuses.  

Approach: Personalised email invitations from the project team were sent to the Chair, Executive Sponsor and/or Secretary of 14 committees, managers of 5 APUs and 9 managers from the selected clinical 
program. Approval from the Nursing and Medical Program Directors was sought before approaching individuals from the selected program. 

Interview schedule: Questions were based on the scanning taxonomy (Figure 2). They were piloted with one committee and refined before being used in subsequent interviews. The full interview schedule is 
available in Table B. 

Data collection: Interviews were approximately 1 hour long and were conducted in the interviewee’s office or suitable meeting room. Interviews were not taped or transcribed but detailed notes were taken. 
Two CCE staff members attended, one as interviewer and one as note taker.  

Respondent validation: Drafts were sent to the interviewees for clarification, comment and/or amendment as required. 

Analysis: Final interview notes were collated and organised in MS Word and Excel using the elements of the scanning taxonomy. Emergent themes were identified by framework analysis.  

Response rate: Representatives of 13 of the 14 committees, all 5 APU managers and 9 clinical managers participated. One committee Chair did not respond to the invitation for interview; due to lack of time 
no representative of this committee was interviewed. A surgical sub-specialty department head was unable to attend their interview and was replaced by a medical sub-specialty department head who was 
available at short notice. 

Representativeness of sample: Almost all eligible committees and all eligible APUs were represented. The clinical managers represented Program Directors, Department Heads, Unit/Ward Managers and 
ancillary services; medical (n=4), nursing (n=4) and quality management (n=1) staff; in a range of sub-specialties across multiple campuses.  

Staff members with experience in disinvestment projects  

Aim: To learn from previous experiences of disinvestment at Monash Health. 

Inclusion criteria: Staff who had undertaken projects to remove, reduce or restrict current practices (the term ‘disinvestment’ was not used in Monash Health projects). 

Sampling: Purposive and snowball sampling was used. Relevant projects were initially identified by members of the SHARE Steering Committee and interviewees in the committee review process noted above. 
A snowballing method was employed by asking participating project representatives if they knew of any other relevant projects. Nineteen potential projects were identified, 13 met the inclusion criteria. 

Approach: Personalised email invitations from the project team were sent to project managers of 13 relevant projects. Project managers or Department/Unit Heads were sought as key contacts; however a 
representative of the project team was accepted when a senior staff member was unavailable.   

Interview schedule: Questions were designed to explore project governance, use of routinely-collected hospital data, other local data and research evidence in the development and implementation of 
projects; barriers and enablers to successful project implementation; what staff would do again and what they would do differently. The full interview schedule is available in Table C. 

Data collection: Interviews were approximately 1 hour long and were conducted in the interviewee’s office or suitable meeting room. Interviews were not taped or transcribed but detailed notes were taken. 



Two CCE staff members attended, one as interviewer and one as note taker. 

Respondent validation: Drafts were sent to the interviewees for clarification, comment and/or amendment as required. 

Analysis: Final interview notes were collated and organised in MS Word and Excel using the elements of the scanning taxonomy. Emergent themes were identified by framework analysis.  

Response rate: Representatives of 10 projects participated based on interviewee’s and interviewer’s availability 

Representativeness of sample: The process was designed to be illustrative and did not seek to comprehensively identify all projects. A number of project topics across a range of clinical areas were included. 

STRUCTURED WORKSHOPS 

SHARE Steering Committee  

Aim: The workshops had several aims, those relevant to the research questions in this paper include: To draw on the knowledge and expertise of senior staff to identify systems, processes and people relevant 
to resource allocation decision-making at Monash Health; to analyse and interpret the findings from these sources; and to make recommendations based on the outcomes.  

Inclusion criteria: Senior decision-makers at Executive and Director level and health service consumers 

Sampling: Convenience sampling was used to include members of the SHARE Steering Committee comprising Executive Directors (Medical, Nursing, Support Services), clinical Program Directors (Medical, 
Nursing, Allied Health, Pharmacy, Diagnostic Services), Committee chairs (Technology/Clinical Practice, Therapeutics, Human Research and Ethics, Clinical Ethics), Directors of non-clinical services (Information 
Services, Clinical Information Services, Procurement, Biomedical Engineering, Research Services), Legal counsel and two consumer representatives. Two representatives from the Department of Human 
Services Technology Division also participated. 

Approach: Workshops were conducted at scheduled Steering Committee meetings.  

Design: Workshops were based on the first two steps in the SEAchange model for evidence-based change [1]; identifying the need for change and developing a proposal for change. Presentations outlining the 
background and aims of the workshops were made by the project team, discussion was structured around the questions to be addressed and decisions were based on consensus. Questions included:  

Workshop 1: Where and how are decisions made, documented, communicated, implemented and evaluated and what are the related system issues? Where is change required? Why? What is the problem? 
How can the need for change be measured? What are the factors enabling sustainability of the current system? How is it integrated?  

Workshop 2: What existing systems/processes work well that we could maintain as they are, should be ceased, could be kept but require improvement? What new systems/processes should be introduced? 
What structures, skills, resources, commitment and leadership are required? Are they available? If not, how can they be obtained? What existing systems can be utilised? What is the solution to the problem? 
What are the options? What is known about best practice in this area? What is required to ensure sustainability of the proposed system? How can it be integrated?  

Data collection: Participants completed prepared worksheets and discussed the findings. Discussion and decisions were documented in minutes. 

Respondent validation: Minutes were approved at the following meeting. 

Analysis: Data from the worksheets and findings from the discussion were collated and organised in MS Word and Excel. Emergent themes were identified by framework analysis. 

Response rate: Thirteen members participated, 9 attended the first workshop, 11 attended the second, and some non-attenders also completed the worksheets. 

Representativeness of sample: A range of senior decision-makers were represented at each workshop, plus representatives from the state health department. 

Clinical decision-makers from a large diagnostic service  

Aim: To capture the actual process of capital equipment purchasing and identify how an ideal process for this decision-making might differ from current practice.   

Inclusion criteria: Clinical managers involved in decisions regarding purchase or new or replacement equipment.  

Sampling: Purposive sampling was used. A large multi-campus diagnostic service was selected based on their use of equipment and the interest in the project expressed by the Director.   

Approach: The Director and Research Director of the department identified 18 suitable participants representing all health professional groups, all campuses and most units within the service. Personalised 
email invitations were sent by the Executive Director of Medical Services and Quality.    

Design: An experienced facilitator from CCE who had no involvement in the SHARE project developed and delivered the workshop. A presentation on the background of the project and its relevance to the 
workshop was made by a SHARE project team member. Two other project team members were present to assist with logistics and note taking. The session was run over 1½ hours in the departmental seminar 
room. Five domains were identified a priori: how do we get an idea; what is the process (application, approval, feedback, who, timing); is it a good idea; is it the best idea; and monitoring and evaluation. 

Data collection: Using a nominal group technique, participants were asked to describe the ideal process for purchasing large capital equipment. Responses were collected on ‘sticky-notes’. This method was 



repeated to identify gaps in the current process and included prioritisation of key areas for improvement.  

Respondent validation: A workshop report was provided to participants for comment. 

Analysis: Responses on the ‘sticky notes’ and additional workshop notes were collated and organised in MS Word and Excel using the domains identified a priori. Emergent themes were identified by 
framework analysis.  

Response rate: 17 of the 18 invitees attended. An additional staff member from a clinical area not represented on the invitation list was included at the commencement of the workshop. 

Representativeness of sample: Participants represented all campuses, sub-specialties and health professionals (medicine, nursing, allied health, technical, quality improvement, business management, 
research) within the department. 

DOCUMENT ANALYSIS 

Aim: To provide evidence for the stated positions and methods of administration of decision-making systems and processes for resource allocation at Monash Health and the state health department. 

Inclusion criteria: Documents that guided decision-making or implementation of resource allocation decisions  

Identification: Documents were identified by key informants and searches within the Monash Health Policy and Procedure database. 

Documents included: 1) State government: Victorian Government Purchasing Guidelines, Medical Equipment Asset Management Framework, Targeted Equipment Replacement Program and Health 
Purchasing Victoria Product Management Guidelines. 2) Monash Health: Purchasing Policy, Purchasing Policy Guidelines, Authority Delegation Schedule, Code of Conduct, Conflict of Interest Protocol, 
Guidelines for management of Gifts and Benefits, Terms of Reference for committees that make resource allocation decisions, Application forms, Business case templates, Requisition forms and checklists. 

Data collection: Documents were retrieved or sourced online. Data were extracted based on the scanning taxonomy.  

Analysis: Findings were collated and organised in MS Word and Excel using the elements of the scanning taxonomy. 



Table B. Interview questions for committee decision-making mapped to scanning taxonomy 

Characteristics of the external environment (Monash Health) and organisation (Committee) 

 What is the role of this committee? 

 In what ways do your decisions impact on TCPs? 

 Does the committee approve capital expenditure or procurement? And if so, what is the committee’s definition of capital? 

 Does the committee have a role in developing or approving guidelines or protocols? 

 Do any other committees report to this committee? 

 Does the committee interact with or refer decisions/applications to other committees? 

 Who sits on the committee eg units, departments, professional groups, consumer representation? 

 Do committee members have any specific training to sit on this committee? Do you think they require any specific training?  

 Are meetings regularly scheduled?  

 Is your ability to make decisions affected by attendance? 

Characteristics of the potential adopters  

 Who would be affected by your decisions? 

Characteristics of the innovation (Decision)  

 How do issues make the committee’s agenda eg application process, referral? 

 Does the committee have a conflict of interest procedure for members? For applicants? What is it?      

 Are there templates or pro-formas available for applications? Are these easily accessible? 

 How are decisions made?  

 Are there established, documented criteria for making a decision? If so, are they used? 

 Do applicants have to provide evidence for any proposed change? How does the committee judge the quality of the evidence? 

 Does the committee use routinely-collected local data eg number of procedures, cost, etc for decision making? Does the committee use data 
for benchmarking eg department versus department or Monash Health versus other health service?  

 What other information or data is considered eg access, equity, legal, financial, etc? 

 Does the committee use any priority setting processes in making decisions eg Monash Health strategic plan or DHS initiatives or priorities? 

 How are your decisions disseminated? Are minutes or other documents eg decision summaries accessible to non-committee members? 

 Is there a process of appeal in dispute of decisions? 

Characteristics of the implementation strategy, barriers and enablers 

 If a decision is made that changes practice who is responsible for implementing that decision? 

 Are support and resources available for implementing decisions? 

 Does the committee or Monash Health provide any funding for implementation of major changes? 

 Are there any specific barriers or enablers to the committee’s work? 

 If you have an application process do you think people bypass the system, either deliberately or through lack of knowledge? 

Process – degree of implementation 

 How do you know if your decisions are being acted upon/followed?  

 Is there any evaluation of the committee processes eg user feedback on application forms or resources? Do you have KPIs?  

Impact – degree of practice change 

 How do you know if your decisions have affected practice? 

 How do you monitor and/or evaluate? Do you have KPIs?  

Patient outcomes 

 Do you collect/measure data about patient outcomes? 

 What data are collected/measured and how? Do you collect data on costs to patients? Are existing databases/systems used? 

 Who collects the data?  

Practitioner outcomes 

 Are any outcome data collected from health professionals regarding practice change or satisfaction related to your decisions?  

System outcomes  

 Can impact be traced to areas other than target areas? 

Economic outcomes 

 Do you measure any financial outcomes and if so, what? 

 Does the committee have sufficient resources to perform its duties? 

Reflections  

 Is there anything else you want to tell us about your committee? 

 Overall, how well do you think the system works? 

Snowballing for other interviewees 

 Does the committee receive or distribute any alerts from their own research or monitoring or from a third party, eg. TGA recall advice? 

 (Other than this list….) Are you aware of any other committees or processes within MH that make decisions that impact on use of TCPs? 

 Are you aware of any projects, past or present, within MH that address resource allocation related to new or existing TCPs? 



Table C. Interview questions for previous disinvestment projects mapped to scanning taxonomy 

Characteristics of the external environment and organisation Please briefly describe the project. 

 Tell us a bit about the aims of the project. 

 Who initiated the project? (eg Management? Consumer?) 

 What are the reasons the project came about? (external influences/drivers related to the project) 

 Internal strategy or priority 

 Funding or resource reasons (internal and external) 

 Responding to patients factors or influences 

 External Policy. Has the project been implemented due to DHS or other government requirements? 

 Where does the project fit within the Monash Health reporting structure? 

Characteristics of the potential adopters  

 Who was the target? 

 Why was this group of clinicians/department/behaviour chosen?   

 Was any specific training required for the target group? 

 Did project staff require education/ training to implement the project? 

Characteristics of the innovation   

 What type of innovation was implemented? Note: Refer to EPOC definitions 

 Professional 

 Organisational 

 Patient orientated 

 Regulatory 

 Financial (eg funding reliant of results, incentive payment) 

 Structural (eg clinical path) 

 Did the project involve the removal of an ineffective, inefficient or unsafe TCP? 

 Was there reassessment or restriction of a TCP? 

 Was there a reallocation of resources? 

 Was your project linked to others that address effective resource allocation?  

 Was the project identified through an existing process, such as regular audit, or was it identified independent of such processes (eg just 
someone’s idea)?    

Project learnings 

 What would you do the same way in future projects? Why? 

 What would you do differently? Why? 

Other questions as per committee decision-making interview schedule 



Table D. SHARE Steering Committee Workshop Proformas 

WORKSHOP ONE 

Presentation and Discussion 

Background 

Step 1. Identify the need for change 

Where is change required? Why? What is the problem? How can the need for change be measured? What are the factors enabling sustainability of the current system? How is it integrated? 

Worksheet questions 

Section 1: Consider decision-making for Capital Procurement and Clinical Purchasing (expenditure) and Guidelines and Protocols (allocation of non-monetary resources) 

Where are 
decisions made? 

How are decisions made? How are decisions 
documented? 

How are decisions 
communicated/implemented? 

How are decisions 
evaluated? 

What are the relevant system 
issues? 

Contact person/s 

Eg Standing 
Committees 

Are there explicit decision-
making criteria? Is there 
explicit use of evidence 
(research literature or local 
data)? Is there a priority 
setting process? Is there an 
application process? 

How are decisions 
documented? Are minutes 
accessible to non-committee 
members? (or something 
similar such as a decision 
summary or other 
documentation?) 

How are decisions disseminated? 

Who is responsible for 
implementing that decision? Are 
support/resources available for 
implementing decisions? 

How do you know if your 
decisions are being acted 
upon/followed? Is there 
any evaluation of the 
committee processes? Are 
any outcome data 
collected? 

What structures, skills, 
resources, leadership and 
commitments are involved 
currently? What 
communication systems are in 
place? How well does this 
integrate with other MH 
processes? 

People who could 
provide 
additional 
information 

       

Section 2: System-wide or Specific (examples from Section 1 or other settings) 

Decision-making 
setting 

What works well? What doesn’t work well? How can we improve it? Where are the gaps? What can we learn from 
current or previous work? 

Contact person/s  

       

WORKSHOP TWO 

Presentation and Discussion 

Findings from Workshop One  

Step 2. Develop a proposal for change 

What is the solution to the problem? What are the options? What is known about best practice in this area? What is required to ensure sustainability of the proposed system? How can it be integrated? 

Worksheet questions 

 System or process Details/thoughts What structures, skills, resources, commitment and leadership are required? Are 
they available? If not, how can they be obtained?  

What existing systems can be utilised? 

Contact person/s 

What existing systems/processes work well that we 
could maintain as they are?  

    

What existing systems/processes should be ceased?      

What existing systems/processes could be kept but 
require improvement?  

    

What new systems/processes should be introduced?      



 

Abbreviations 

APU Approved Purchasing Unit  
CCE Centre for Clinical Effectiveness 
DHS Department of Human Services 
MH Monash Health 
SHARE Sustainability in Health care by Allocating Resources Effectively 
TCP Technology and clinical practice 
TGA Therapeutic Goods Administration 
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Strengths and weaknesses in decision-making for resource allocation 

Factors identified in response to a specific question about barriers and enablers are noted in italics  

STRENGTHS WEAKNESSES 

External environment 
General  

 Good relationships with external agencies such as Australian Council of Healthcare Standards, 
Victorian Department of Human Services (DHS) 

 Projects initiated by external organisations such as Australian Quality Council, NSW Therapeutics 
Advisory Group and Clinical Excellence Commission 

 

 

 Legislation, regulations, national and international standards, and professional standards must be 
followed. This provides clarity and certainty for some decisions. 

 Some decision-makers are unaware of mandatory requirements. 

International  

 International bodies and national agencies of other countries provide evidence-based 
recommendations for use of health technologies, clinical practices, models of care, etc. 

 Systematic reviews and Health Technology Assessments are also available. 

 Decision-makers are frequently unaware of these resources.  

 Due to lack of time, knowledge and skills decision-makers do not actively seek these resources when 
making decisions and do not differentiate between high and low quality resources.  

 Cost-effectiveness data is often based on modelling which is perceived not to reflect reality 

National  

 The Medical Services Advisory Committee and Pharmaceutical Benefits Advisory Committee provide 
evidence-based recommendations for use of medical and surgical procedures and drugs. 

 

 Not all medical and surgical procedures and drugs are covered by these processes. 

 Nursing and allied health practices, models of care and clinical consumables are not covered. 

State  

 Guidance for introduction of new health technologies and clinical practices (TCPs) is provided by 
DHS.  This includes reporting requirements.  

 Monash Health has developed tools to implement these processes. DHS has recommended these 
tools to other health services. 

 Monash Health Decision Summaries are published on the health service website. 

 DHS requirements and processes are cumbersome 

 There is no sharing of information or decisions. Individual health services duplicate the process of 
finding and appraising relevant evidence, developing business cases, etc.  

 DHS declined to coordinate sharing of information through a central database or website. 

 The Victorian Policy Advisory Committee on Technology (VPACT) has an annual funding round for 
introduction of new high cost TCPs 

 Respondents unaware of any long term state-wide strategic planning for equipment purchases 

 Lack of coordination of equipment use and procurement at state level and no communication 
between health networks.   

 Some guidance for purchasing is provided through the Victorian Government Purchasing Guidelines, 
Medical Equipment Asset Management Framework (MEAMF), Targeted Equipment Replacement 
Program (TERP) and Health Purchasing Victoria (HPV).  

 HPV is responsible for bulk purchasing of pharmaceuticals, clinical equipment and consumables to 
streamline ordering and reduce costs. If the item required is in the HPV catalogue the specified 
brand must be purchased from the designated suppliers at the cost and conditions noted.   

 The processes are transparent and accountability is clear.   

 HPV catalogue only covers 30% of Monash Health consumables  

 Inclusion of items in the HPV catalogue is not always based on a rigorous evidence-based process 

 Safer, more effective or more cost-effective alternatives may not be included in the catalogue 

 HPV does not cover large items so MEAMF and TERP have no benefits from bulk purchasing and 
hospitals have to negotiate their own arrangements with suppliers 

 Decision-makers do not know which of these multiple systems are relevant to a particular situation 

 Terminology differs between systems and they are difficult to navigate 

 The Victorian Aids and Equipment Program is administered by Monash Health on behalf of the DHS. 
The application process is standardised based on tight explicit criteria for transparency and 
accountability.  

 This is a ‘last resort’ process after other sources of funding have been exhausted. Clinicians waste 
valuable time writing funding applications for multiple programs which could be integrated and 
allocated centrally. 

 The Department of Treasury is interested in supporting disinvestment initiatives but requires details 
of savings. If savings or reinvestments can be quantified the department may provide more funding. 

 It is hard to measure the savings 

 The savings are rarely realised because they are absorbed and used to treat more patients 

Monash Health environment: General 

 Enthusiastic and dedicated staff 

 Staff commitment to quality improvement  

 High staff turnover in the organisation, particularly agency nurses and junior staff, increases difficulty 
in communication and implementation 



 Organisational support  

 Support from the Executive Management Team 

 Support from Directors of Nursing 

 Involvement of people who are outside of, or uninterested in, the politics of the organisation 

 High staff turnover in projects diminishes organisational knowledge and expertise and increases 
training requirements 

 Organisational culture is difficult to change 

 Organisational politics 

 Incident reporting software (Riskman) is flawed, does not cover all requirements and does not enable 
valid aggregation of data related to consumer information 

 Strategic planning provides an opportunity for integrating disinvestment decisions into 
organisational practices. Monash Health had transparent strategic and business planning processes 

 Lack of strategic planning for large equipment purchases 

 The Board, Executive Management Team (EMT) and Senior Managers have expressed ‘patient-
centred care’ as a priority. 

 Considerable pressures on the health service to reduce costs. 

 Perceived distinction between ‘what the hospital is concerned about (finances, organisational 
capacity and risk management) and what the clinician is concerned about (patients)’. 

Monash Health environment: Governance 
Oversight 

 Overall accountability sat with the Monash Health Board. The Board and EMT determined the 
decision-making structures within the organisation. 

 The Quality Unit maintained an organisational chart of committees related to quality and safety.  

 The Board Secretary also had a list of some committees   

 

 No central resource for oversight, coordination or provision of information about committee 
processes 

 No complete list of committees operating at an organisation-wide level 

 No lists of committees operating within programs or sites 

Policies and procedures 

 Robust policies and guidelines for purchasing 

 Relevant Terms of Reference for committees 

 

 

 Nature and scope of decisions was stipulated in the Purchasing Policy, Purchasing Policy Guidelines 
and Authority Delegation Schedule to prevent gaps, overlap and ambiguity. 

 Confusion about ‘who does what’  

 Duplication of some committee and project activities  

 In addition to policies and guidelines there were supporting documents such as application forms, 
business case templates, requisition forms and checklists governing activities related to resource 
allocation such as purchasing and procurement and development of clinical guidance documents.  

 Too much paperwork and existing paperwork is confusing and ambiguous  

 Some documents were not well organised, not easily accessible, multiple versions were available and 
some required considerable skills and resources to complete 

 Emphasis on ‘business’ aspects and less consideration of evidence of safety, effectiveness and cost-
effectiveness in many of these documents 

Transparency and accountability 

 Transparency and accountability in decision-making was highly valued by respondents 

 Improved transparency and accountability at Monash Health was desired by most respondents 

 Lack of transparency in all aspects  

 Lack of transparency and accountability in decision-making reduces confidence 

 Inadequate transparency and accountability was one of the strongest messages from respondents 

 Clear documented lines of accountability and reporting requirements in some areas  

 Individuals and members of committees at the top of their respective decision-making hierarchies 
reported that they had clear understanding of how the processes should work, who is accountable, 
who makes the decision, etc and knew the difference between recommendations, decisions and 
authorisation.  

 Many of these respondents also reported that all decision-makers have the same understanding as 
they do. 

 Many individual and group decision-makers lower down the respective hierarchies admitted they 
were unsure of the processes. Others who said they were sure gave answers that were inconsistent 
with each other. Some reported ambiguities and inconsistencies in the systems and processes. 

 Confusion between the concepts of ‘decision’ and ‘recommendation’ which may lead to uncertainty 
in accountability. Some committees saw their role as ‘recommending’ a course of action with the 
‘decision’ being made by a higher level committee.  In contrast, the higher level committees saw 
their role as one of guidance and support in response to robust investigation of decision options 
which they expected to occur at the lower level ‘decision-making’ committees.   

 Individual decision-makers did not always know who to report a decision to and whether formal 
authorisation was required. 



Conflict of interest 

 Conflict of Interest required as a standing item on the agendas of relevant committees. Ten of 13 
committees interviewed had a process for conflict of interest for committee members, and two of 
the four committees with an application process had a similar procedure for applicants.   

 

 Only one committee, the Technology/Clinical Practice Committee (TCPC), considered the effect of 
conflict of interest in the provision of evidence used in decision-making   

Monitoring, evaluation and improvement of systems and processes 

 Quality improvement of systems and processes was supported by respondents 

 Only one committee (TCPC) had an ongoing process of monitoring, evaluation and improvement of 
its systems and processes, however some committees had undergone a single evaluation/review and 
some were developing or planning to develop quality improvement processes. 

 

 No formal requirements for quality improvement of decision-making at Monash Health 

 At the program level it was noted that ‘since there was no formal decision-making process there was 
no process of review’. 

 Committees that authorise or support decisions made by other committees expected that a rigorous 
process of decision-making and prioritisation had occurred 

 No system to check or regulate this  

Reporting 

 Quality Unit chart of committees related to quality and safety included lines of reporting  

 Most committees had reporting requirements included in their Terms of Reference 

 The structure and process of reporting varied with site, department/unit and health professional 
group making the decisions across and between sites, programs, units, etc difficult 

 No systematic or documented process for reporting of projects 

Monash Health environment: Administration 
Relationships, coordination, collaboration and communication 

 Knowing who to go to for information  

 Knowing who to go to for support  

 Networks within the organisation, particularly nursing  

 Quality and Risk Managers are good at sharing information across the organisation 

 Good communication at site level (nursing) 

 Robust and regular communication  

 Lack of knowledge and awareness about  

 decision-making systems and processes and where to go to find out about them 

 information sources and tools and where to go to find them 

 Lack of information regarding how the system works and what processes need to be followed 

 Lack of central resource/identified role to provide information about committees 

 Lack of organisational processes for knowledge transfer 

 Lack of coordination and collaboration between decision-making individuals and groups 

 Lack of communication about decisions between programs, departments and other stakeholders  

 Lack of communication about impending decisions and projects to enable stakeholder input 

 Quality Unit chart of committees included relationships (but only for reporting purposes).  

 Some committees recognised the overlap in their work and the potential to work together. These 
were in two groups, those considering introduction of new TCPs and those involved in purchasing. 

 People who were members of more than one committee often provided the links between them. 

 There were many examples of cross-unit/department consultation and collaboration for policy and 
protocol development and implementation. 

 Four projects were linked to others with similar aims  

 Lack of awareness of other committees within Monash Health  

 Other than reporting, there were no documented relationships between committees  

 Other than the committees considering new TCPs, there were no formal processes of referral for 
issues that might affect, or should be addressed by, other committees  

 Decision-making ‘in isolation’ was noted to be a problem in multiple settings. ‘Fragmentation’ and a 
‘silo mentality’ were used in relation to decisions made without consideration of the areas they will 
impact upon or consultation with relevant stakeholders.    

 No systematic processes to link projects across the organisation 

Monash Health environment: Stakeholder engagement 

 Involvement of broad range of stakeholders from multiple sites and a range of health professional 
disciplines 

 Reported benefits of broad stakeholder involvement in decision-making included improved decision-
making, more effective dissemination of decisions and informing and encouraging others about the 
need to consult with the groups represented 

 Lack of consultation with clinicians in decisions made by managers  

 Lack of consideration of impact of change on others when making decisions or planning projects  

 Lack of consideration of downstream or lateral impacts eg ‘cost saving measures in one area can 
result in increased costs in another area’ 

 Limited input from the Quality and the Education Units  

 Many respondents supported increased consumer participation and were planning to act upon this  Only one committee (TCPC) included consumer representation in decision-making. 

 Several respondents thought that consumer representation on their committees would be 
inappropriate or that consumers had insufficient technical understanding to participate.   



Monash Health environment: Resources 
Funding and staff time 

 Provision of extra staff 

 Availability of extra funds enhanced implementation and evaluation, eg introduction of the National 
Inpatients Medication Chart had external funding specifically for implementation and evaluation 

 Some clinical pathways involve no additional costs 

 Lack of/inadequate funding resulted in  

 lack of/inadequate administration 

 lack of/inadequate evaluation and research 

 compromised building cost estimates, hindering capacity to house/operate equipment properly 

 Funding for new equipment frequently did not include funding for training staff to use it or the 
consumables required. 

 Lack of information about available funding 

 Staff dissatisfaction with the expectation of their superiors that they will do more work within 
existing resources  

 Insufficient allocation of staff time impairs 

 research and preparation for decisions 

 implementation and evaluation of decisions 

 project delivery 

 training 

 Lack of/inadequate coordination of current resources 

 Some committees had a Secretariat comprised of 1-2 officers from named roles within the 
organisation. These positions were allocated sufficient time to complete the required tasks. 

 Some projects were provided with adequate resources for implementation and evaluation 

 Some wards had additional staffing for education support and clinical nurse support.  These were 
invaluable resources for practice change, protocol development and implementation. 

 Some projects had external funding from DHS, universities, etc for staff or infrastructure costs 

 Some committees used the Personal Assistant of the committee Chair in an administrative role. If a 
new Chair did not have a personal assistant there would be no resources to support the committee. 

 Some respondents found it difficult to separate the role of the committee from the role of their 
department. Committee work significantly increased their overall workload, particularly 
administrative matters, and it was not always clear if these duties were part of, or additional to, their 
normal duties and what they could cut back in order to accommodate committee obligations. 

 Many projects were to be carried out ‘within existing resources’. Respondents noted that they either 
did unpaid overtime or aspects of the project were not undertaken. 

Expertise and Training 

 
 Lack of/inadequate skills in  

 use of information technology 

 finding and appraising evidence from research and data 

 project management  

 change management 

 Staff in Centre for Clinical Effectiveness (CCE) and Clinical Information Management (CIM) were 
available to decision-makers to provide expertise in research evidence and local data respectively. 

 CCE ran training programs in finding and using evidence, implementation and evaluation 

 Six of 10 projects had training for project staff in change management, leadership or IT skills.   

 CCE’s funding for training was redirected due to budget cuts so it was unable to provide free in-
house programs (however many staff attended the fee-paying courses CCE provided) 

 Lack of understanding of information systems and project management in senior decision-makers 
was reported and training for committee members was suggested 

 Most projects used a staff member from the department involved to deliver the project, most of 
these did not have project skills or expertise. 

 Education and training is not well provided for part-time and night staff 

Information 

 Provision of extra computers 
 Lack of computers and/or access to computers, particularly for nurses  

 Difficulties using intranet to find organisational data 

 CCE and CIM were available to provide information to decision-makers 

 Monash Health libraries provided access to health databases and electronic journals, as well as 
advice in searching the health literature 

 Lack of research evidence and local data to inform decisions 

 Many decision-makers chose not to use these sources of information 

 Priority was given to senior decision-makers and  high level decisions; sometimes decisions at lower 
levels could not be provided with information due to limited resources 



Decision-makers 

 Broad committee membership  

 Dedication of committee members 

 Depth and range of experience of committee members 

 Proactive clinicians who think about improving and moving forward 

 High level of skill within medical staff acting as leaders in their specialties 

 Clinical autonomy  

 High workload in running a committee with lack of administrative staff 

 Difficulty taking off ‘clinician hat’ and replacing it with ‘manager or decision-maker hat’ 

 Committee membership included a range of relevant stakeholders (except consumers) invited to 
participate because of their role in the organisation or their knowledge and skills in relevant areas. 

 Some clinicians feel that if they are experts in a particular area they should not have to justify 
operational decisions 

Potential adopters 

 Having the appropriate profession engaging others in change process, for example nurses should be 
implementing projects with nurses, not pharmacists. 

 Resistance to change  

 Staff cynicism about the importance of changes and relevance to them 

 Some clinicians insist on autonomy in their areas of expertise 

Decision-making process 

Identification of need/application 

 Decisions were instigated by ‘top down’ direction and ‘bottom up’ invitation. 
 General perceptions that  

 financial drivers were stronger than clinical drivers 

 impetus for change was ad hoc, there was no systematic or proactive approach  

 internal bureaucracy and red tape stifled ideas 

 Some committees had a well-documented application process.   Complex and time consuming nature of application processes 

 People by-pass the system, usually not deliberate but due to lack of awareness of the process  

 Some applications are driven by pharmaceutical or equipment manufacturers  

Decision criteria  

 Documenting explicit criteria was generally viewed positively.  

 The committees with application forms had some documentation of criteria. 

 Other decision-making groups and individuals had ‘mental checklists’ of criteria they considered. 

 Only one committee (TCPC) and one individual used explicit, documented decision-making criteria.  

 Some committees had no decision-making criteria.  

 Some individual decision-makers strongly rejected documentation of explicit criteria as ‘another 
form of paperwork that will waste clinician’s time’. 

 Most committees considered the Monash Health Strategic Plan, quality, safety, access and equity. 

 All committees considered financial factors. 

 Organisational priorities dominated eg  

 ‘Sound practice is not always affordable practice’ 

 ‘The operational aspects of nursing (Key performance indicators that are reported to DHS) come 
first and professional aspects comes second’ 

 There was a perception that there was ‘too much emphasis on financial return for investment’ 

Ascertainment and use of evidence 

 Strong knowledge of the literature 

 Attendance at conferences 

 Using research evidence and local data in decision making was considered to be important. 

 All respondents reported using research evidence and data in decision-making to some extent.  

 Most committees sought a broad membership in order to utilise expertise in the consideration of 
research evidence and for decision-making with limited evidence.   

 Four out of ten projects sought research evidence from the literature to inform the project. 

 Amount of time needed to search the literature or collect data 

 Access to evidence is not easy or coordinated 

 Lag time between what universities teach and latest research evidence so new staff are not always 
aware of best practice 

 Drug company marketing 

 Only one committee (TCPC) required explicit inclusion of research and local data and considered the 
quality and applicability of this evidence. Only one of the projects appraised the evidence used. 

 The other committees had no process to seek evidence from research. When evidence from research 
and data was used it was not usually appraised for quality or applicability.  

 Due to difficulty finding uninterrupted blocks of time, slow computers and lack of skills in finding and 
analysing evidence, decision-makers relied on clinical expertise and advice from colleagues. 

 Appropriate local data was frequently reported to be lacking, unavailable and ‘manipulated’. 



Reminders and prompts to consider disinvestment  

 One application form (TCPC) had an explicit question about what the new technology will replace 
and what can be disinvested. 

 

 ‘It’s all very well to ask the question but it’s very hard to get a clinician to say they will stop doing 
something’.  

Deliberative process 

 Robust and honest conversations 

 Autonomous decision-making 

 Decision-makers expressed a desire for a documented standard process. 

 Many respondents noted that the main goal of discussion was to reach decisions by consensus.   

 Process not seen as priority for some  

 Some committee members do not attend 

 Meetings too short for proper deliberation  

 Some decisions made reactively, ‘on the run’, due to lack of consultation or not following process 

 Long lag time between application and decision 

 Lack of standardised process  

 Many of the current processes were perceived to be unclear, ‘ad hoc’ and lacking objectivity 

 Lobbying, both covert ‘behind the scenes’ and overt ‘squeaky wheels’, was perceived to result in 
favourable decisions.  

 Most committees required not only the presence of a quorum to make decisions but also attendance 
of members with relevant knowledge or expertise to the decision at hand 

 Not all committees had a defined quorum. Of those that did, some made decisions in the absence of 
a quorum and some made decisions even if a meeting was cancelled due to lack of a quorum  

 Some decisions were made outside committee meetings or by the Chair only 

Documentation and dissemination  

 One committee (TCPC) published Decision Summaries which were formally distributed to the 
Therapeutics Committee, EMT, DHS, the Applicant, Department Head and Program Head and made 
publicly available on the internet. 

 Most committees recorded minutes; these were considered to be confidential and were not 
published, but were available to appropriate requestors by contacting the committee secretariat  

 All of the individual decision-makers interviewed reported disseminating decisions to people they 
considered appropriate and, when deemed necessary, disseminating decisions organisation-wide.   

 Many respondents reported others disseminating decisions to them.   

 Large size, nature and diversity of the organisation increases 

 difficulty in dissemination of information 

 frequency and range of communication methods required 

 Not everyone uses email 

 Using email too often dilutes the effect 

 The majority of committees did not publish minutes or anything similar.   

 One committee did not keep any records. 

 Although some related committees exchanged minutes there was a lack of formal communication 
across committees.   

 Documentation and dissemination of decisions made by individuals was informal and ad hoc.   

 Not all projects communicated decisions to other staff members or the wider organisation.  Unless 
people were directly involved, some projects appeared not to make project work or associated 
decisions public knowledge.    

 Lack of processes for knowledge transfer, especially across sites.   

Implementation 

Purchasing  

 Robust organisational processes that met annual audit requirements  

 Electronic ordering was controlled through an approval hierarchy with delegation thresholds.  

 It was assumed that the decision to purchase was made with due process before reaching the 
purchasing unit.    

 

 Use of evidence in purchasing decisions was not outlined in the Purchasing Policy Guidelines.  

 Those making the decision of ‘whether to buy’ were responsible for ascertaining evidence of safety, 
effectiveness and cost-effectiveness in the first stage; however there was no system to check that 
this has been done before the second stage. 

 Health Technology Services, the Product Evaluation Committee and working parties set up to 
evaluate large individual capital purchases considered appropriateness of equipment to Monash 
Health, availability of spare parts, life expectancy, servicing requirements, related consumables, 
availability of technical expertise and fit with the DHS Asset Management Framework. They also had 
expertise in contract negotiation. 

 Difficulty managing expectations eg ‘once something is approved people want it immediately’ 

 Some were unaware of this process and went directly to the manufacturer. If this was overseas it 
may be difficult or expensive to get parts, there may not be relevant skills for local maintenance and 
it excludes benefits that may already exist with a local manufacturer that could supply the same 
product under better terms and conditions. Re-negotiating contracts, or establishing new ones, 
creates bad feeling and wastes lots of time.  



 Purchasing of clinical consumables within budget allocation is done electronically. Electronic 
authorisation is required for items above individual limits (eg Nurse Unit Manager approval up to 
$10,000, items above this require authorisation) 

 There is little assessment of safety, effectiveness or cost-effectiveness of clinical consumable items 

Policy and guidance 

 Monash Health was developing a new Policy and Procedure Framework 

 Broad support for increased standardisation of practice through policies and procedures  

 Development process seen as a communication tool between professional groups and across sites  

 Lack of structure and standardisation of processes, especially between sites 

Implementers  

 Finding others who have done the same work for support, advice and information 

 Establishing Working Parties and Steering Committees for support, endorsement, troubleshooting 

 Project leader whose primary role is ‘at the coal face’ 

 Decisions made at program level that involve multiple wards, departments or sites are usually 
implemented by multidisciplinary teams 

 Some project staff felt isolated and would have liked support from others who had done the same or 
similar work 

 It was not always clear who was responsible for project management  

 Lack of/inadequate project management and communication resulted in multiple people 

 making inconsistent changes 

 contacting equipment vendors with requests and ideas for change 

Practice change 

 At site level there is good ‘buy-in’ for change and people are keen to make things work (nursing) 

 Allowing wards to nominate themselves for participation in projects  

 ‘Bottom up’ approach to develop individual implementation plan in each ward 

 ‘Bottom up’ training to gain staff ‘buy in’ combined with ‘top down’ supportive strategy 

 Flexible and adaptable staff 

 Lots of preparation including training and communication with all stakeholders    

 Use of pre-existing (and pre-tested) tools from other organisations 

 Unrealistic project timelines 

 Variability in current practice and lack of standardisation increases number of practices to change  

 Large size, nature and diversity of the organisation increases complexity of implementation across 
departments with different needs 

 Lack of effective implementation pathways 

 Things take a long time to implement, to the point that they ‘fall off the agenda’ 

 Staffing issues, including leave, mean that a lot of projects are on hold 

 Project-specific barriers such as logistical challenges with product being implemented  

 Some committees provide an approval process only and the applicant is responsible for 
implementing the decision. In most cases the applicant has control over the process (eg head of 
department implementing a new procedure) and is motivated to implement the change 

 Sometimes practice change is required beyond the applicant and their department. Committees do 
not require applicants to have or acquire knowledge and skills in implementation.  

 

 Training and education activities and ‘champions’ were reported as the two key strategies used to 
effect change and encourage sustainability of the intervention.   

 Most projects had a champion and/or Executive sponsor. Project champions were generally the head 
of the relevant department; others included the Chief Executive Officer, Executive Directors who 
were Steering Committee Chairs and ‘Ward Champions’ selected to encourage and promote change.  

 Those with champions unanimously considered champions important to the success of the project.   

 Training or education included passive methods using posters and memos, interactive learning on 
new equipment and participatory approaches involving staff in design and implementation.  

 Seven projects involved training for the target group, most of which was done by external providers 
of new equipment.   

 Lack of knowledge and skills in project management, change management and use of information 
technology were exacerbated when interventions were complex and required high levels of training  

 Lack of known, standardised processes for implementation at Monash Health 

 Most considered their project sustainable and believed the change was embedded in the system. 
This was reportedly achieved by involving a variety of staff and ‘bottom-up’ approaches to change. 

 Only two considered sustainability in the design of the project.   

 Half of the projects tailored the implementation plan to anticipated barriers and enablers sourced 
from other health services, literature searches and personal experiences of project staff.   

 Half reported that implementation was conducted as planned. Some noted that it mostly went to 
plan but ‘amendments were made continually to improve the process’.   

 One project had no implementation plan 

 Half of the projects did not consider barriers and enablers 

 

 The benefit of the proposed practice change is clear and observable  Lack of baseline data meant that potential adopters were unable to see the benefit or relevance to 
their situation resulting in less ‘buy in’ and poor uptake. 



Evaluation of outcomes of decisions 

General  

 Use of pre-existing (and pre-tested) tools from other organisations eg audit tools 

 Evaluation and monitoring were considered important and had broad support 

 Monitoring of projects after implementation was thought to increase sustainability 

 Quality and Risk Managers are not included at the beginning to help with collection of baseline data 
and evaluation design 

 Lack of baseline data 

 A lack of data was seen to contribute to the current state of ‘little or no process of evaluation’. 

 Limited funds, knowledge and/or skills inhibited both the planning and conduct of evaluation. 

Evaluators  

 CCE was establishing an in-house Evaluation Service at the time of these interviews. 

 

 No specified evaluators with appropriate training or expertise had been utilised by the respondents 

Requirements for evaluation  

 Monitoring, evaluation and reporting of outcomes was required by DHS sponsored projects and 
TCPC. The Therapeutics Committee requested reports for some decisions. 

 Routine clinical audits and monitoring of adverse events undertaken for hospital accreditation 
purposes provided indirect evaluation of decisions in some situations. 

 Half of the completed projects had been evaluated; all but one project reported achieving its 
planned objectives.   

 

 Monash Health had no requirements for evaluation of outcomes of decisions or projects. 

 Most committees had no planned evaluation of outcomes of decisions or implementation projects. 

 The purpose of reports for TCPC and Therapeutics was questioned by some respondents who noted 
that it may be inconsistent with the knowledge needed for program staff. 

 Only 2 projects planned evaluation as a project component. Some were evaluated post hoc. 

Reinvestment 

 Reinvestment or reallocation of resources would be an incentive to disinvestment 

 SHARE Steering Committee keen to establish and support methods for reinvestment/reallocation 

 Flexibility and thinking laterally to include novel methods/indicators such as reducing waiting lists, 
getting patients out of Emergency Department faster, freeing up time in procedural/operating suites, 
freeing up bed days that are used to treat another patient group faster (eg X procedure saved 
Y$/bed days which was used by Z patients). 

 Lack of planning for resource reallocation  

 Lack of transparency and consultation in reallocation of savings creates disillusionment  

 Staff dissatisfaction that savings generated are not reallocated  

 A health economist is required to do this properly, Monash Health had no resources for this 

 ‘We don’t look far enough for downstream effects; we’re too simplistic in assessment of savings’. 

 It was noted that savings made in a project in one area sometimes increased costs in other areas; 
hence reallocation of the savings to the project department would be unfair. 

 Savings of bed days or time in procedural/operating suites were used immediately to treat another 
patient group so were never realised 

 Accounting practices did not enable measurement and/or reallocation of savings in some areas, for 
example changes to one TCP may affect multiple cost centres eg department, ward, ICU, pharmacy 
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Table A 

What are the concepts, definitions and perspectives that underpin disinvestment?  

What models or methods of disinvestment have been implemented in hospitals or health services?  

Where are the opportunities for systematic decisions about disinvestment in a health service?  

Reproduced with permission from SHARE Paper 2 [1]  

Literature review  

Aim: To understand the concepts related to disinvestment and their implications in a local health service and to ascertain examples of existing decision-making systems and processes in this setting.  

Search terms: Medical Subject Headings (Health Care Rationing, Resource Allocation, Health Priorities and Health Services Needs and Demand) and Text words (disinvestment, decommissioning, defunding, 
resource release, allocation, reallocation, hit list, ineffective services, low value services, wish list, exclusions, priority setting, program  budget marginal analysis, PBMA,  resource scarcity, rationing, invest to 
save) were used with truncations appropriate to the databases utilised. The search strategy was iterative with new terms added as they were identified. 

Sources: Medical databases (Ovid Medline, All EBM Reviews, EMBASE, Cochrane Library), the internet (via the Google search engine) and guideline websites. These methods were supplemented by follow up 
of reference lists in key publications and searches for publications by identified authors in the field. 

Inclusion criteria: English language publications including guidelines, reviews, research studies, technical reports or policy documents that addressed the issue of disinvestment from a conceptual 
(terminology, definitions and operational criteria) or policy perspective.   

Data Collection and Analysis: Inclusion, exclusion and appraisal criteria were established a priori. Publications that did not meet the criteria were excluded on review of title and abstract. When a decision 
could not be made based on abstract alone, full text was retrieved. Critical appraisal appropriate to study design was planned but no research studies were identified. 

Search results: Nineteen documents met the inclusion criteria. These were mainly publications providing a statement of the policy context, the rationale or need for disinvestment and/or a critique of existing 
processes. A small number of case reports were included but no research studies were identified. 

Synthesis: Information from articles which met the inclusion criteria was summarised based on content relevant to the themes of conceptual and policy perspectives determined a priori. 

Full details are in the review publication [2].  

Interviews with members of the Technology/Clinical Practice Committee  

Aim: To identify opportunities for disinvestment in existing or potential decision-making settings and consider implications for disinvestment in the Monash Health setting 

Participants: The Executive of the Technology/Clinical Practice Committee (TCPC), the initiators of the SHARE Program, included an executive director, medical director, clinical program director and research 
director.  

Data collection: Semi-structured group and individual discussions were conducted using prompts based on the two aims; discussions were documented in the minutes. 

Collation: Responses were collated and added to findings from the other sources which were then analysed thematically by content analysis. 

Response rate: All 4 informants participated. 

Representativeness of sample: Participants represented senior decision-makers from a range of contexts 

Survey of external experts  

Aim: To ascertain unpublished experiences or examples of models or methods for disinvestment in the local healthcare setting. 

Participants: 1) Disinvestment researchers initially identified from publications and websites about disinvestment and subsequently using a snowballing technique based on feedback from respondents. 2) 
Subscribers to the Health Technology Assessment (HTA) email list.  

Design: The organisation-wide systematic approach to disinvestment proposed in the SHARE Program was described in an email. Participants were asked if they had experiences of disinvestment in the local 
healthcare context that could inform Monash Health decision-making, any unpublished reports or other documents on this topic, and current or planned research in this area. 

Data collection: Responses were received by return email. 

Analysis: Responses were collated and added to findings from the other sources which were then analysed thematically by content analysis. 

Response rate: Eleven of the 14 researchers and four health librarians from the HTA list (denominator unknown) responded to the survey. 



Structured workshops with the SHARE Steering Committee  

Aim: The workshops had several aims, the component reported in this paper relates to identification of opportunities for disinvestment in existing or potential decision-making settings.  

Inclusion criteria: Senior decision-makers at Executive and Director level and health service consumers 

Sampling: Convenience sampling was used to include members of the SHARE Steering Committee comprising Executive Directors (Medical, Nursing, Support Services), clinical Program Directors (Medical, 
Nursing, Allied Health, Pharmacy, Diagnostic Services), Committee chairs (Technology/Clinical Practice, Therapeutics, Human Research and Ethics, Clinical Ethics), Directors of non-clinical services 
(Information Services, Clinical Information Services, Procurement, Biomedical Engineering, Research Services), Legal counsel and two consumer representatives. Two representatives from the Department of 
Human Services Technology Division also participated. 

Approach: Workshops were conducted at scheduled Steering Committee meetings.  

Design: Workshops were based on the first two steps in the SEAchange model for evidence-based change [3]; identifying the need for change and developing a proposal for change. Presentations outlining 
the background and aims of the workshops were made by the project team, discussion was structured around the questions to be addressed and decisions were based on consensus. Questions included:  

Workshop 1: Where and how are decisions made, documented, communicated, implemented and evaluated and what are the related system issues? Where is change required? Why? What is the problem? 
How can the need for change be measured? What are the factors enabling sustainability of the current system? How is it integrated?  

Workshop 2: What existing systems/processes work well that we could maintain as they are, should be ceased, could be kept but require improvement? What new systems/processes should be introduced? 
What structures, skills, resources, commitment and leadership are required? Are they available? If not, how can they be obtained? What existing systems can be utilised? What is the solution to the problem? 
What are the options? What is known about best practice in this area? What is required to ensure sustainability of the proposed system? How can it be integrated?  

Data collection: Participants completed prepared worksheets and discussed the findings. Discussion and decisions were documented in minutes. 

Respondent validation: Minutes were approved at the following meeting. 

Analysis: Data from the worksheets and findings from the discussion were collated and organised in MS Word and Excel. Emergent themes were identified by framework analysis. 

Response rate: Thirteen members participated, 9 attended the first workshop, 11 attended the second, and some non-attenders also completed the worksheets. 

Representativeness of sample: A range of senior decision-makers were represented at each workshop, plus representatives from the state health department. 

Interviews with key local informants  

Aim: To test preliminary thoughts regarding direction of the SHARE Program with front line staff and consumers  

Participants: Six participants selected purposefully and pragmatically to seek the views of a range of Monash Health decision-makers: the five senior clinicians were program directors and department heads 
representing medicine, surgery, nursing, allied health and diagnostic services and the consumer representative had experience on committees that made organisation-wide decisions.  

Interview schedule   

Disinvestment: Have you heard about the concept of disinvestment? 

Potential settings/methods: Are you aware of any of these? Do you do any of these sorts of things? What could you do in your Unit? What could be done in your Program/Division? What could be done by 
your colleagues eg referrers? Any opportunities for quick wins? Incentives to change? Barriers to change? Potential to link into advanced trainee projects? 

Research evidence: What information do you use? Where from? How do you access it? What do you do with it? Could you use more? What would you like? How would you like it? What would you do with 
it? 

Local data: Do you use Monash Health data? How? What for? Do you use external data? What? How? What for? Could you use it? How? 

General discussion: How could we get wider feedback? Should we survey, etc? Should this be driven top down or bottom up? Would you be interested in piloting something? 

Data collection: Structured interviews were conducted using the interview schedule above; one CCE staff member attended and took notes.  

Analysis: Responses were collated and added to findings from the other sources which were then analysed thematically by content analysis. 

Response rate: All 6 informants participated. 

Representativeness of sample: Interviewees represented senior decision-makers from a range of contexts 

 



Table B 

How are decisions about resource allocation currently made at Monash Health?  

What factors influence decision-making for resource allocation?  

What knowledge or experience of disinvestment exists within Monash Health?  

Reproduced with permission from SHARE Paper 3 [4] 

Structured interviews with staff authorised to make decisions on behalf of the organisation 

Aim: To identify and document current processes for making, implementing and evaluating decisions and the factors that influence them. 

Inclusion criteria: Staff and consumers authorised to make decisions regarding resource allocation for health technologies and clinical practices at organisation-wide level in group or individual settings. 

Sampling: Purposive and snowball sampling was used.  

 Twenty-two committees were initially identified from a governance structure diagram. A further 20 were identified through a snowballing method by asking participants in the subsequent interview 
process, senior managers and Quality Unit staff if they were aware of others. Fourteen of the 42 potential committees met the inclusion criteria (Capital Expenditure, Falls Prevention, Information Systems 
Governance, Joint Program Quality and Safety, Medication Safety, Operating Suite Product Evaluation, Nurse Standardisation of Practice, Resuscitation, Skin Integrity and Pressure Ulcer, Sterilising Services, 
Technology and Clinical Practice, Therapeutics and Transfusion Committees and the Executive Management Team).  

 Approved Purchasing Units (APUs) have delegated authority from the Board to commit the organisation to a legal and/or financial obligation such as issuing a purchase order or signing a contract. Of the 
nine APUs, two had been included in the group decision-making committees (Capital Expenditure Committee and Executive Management Team) and five others met the inclusion criteria (Pharmacy, Health 
Technology Services, Equipment Services, Procurement and Clinical Purchasing, and Materials Management).  

 Clinical managers from one clinical program selected for its high use of health technologies were identified from the program’s intranet page. Individuals were selected purposively to represent all levels 
within the program’s decision-making hierarchy; medical and surgical sub-specialties, nursing and quality management; and a range of campuses.  

Approach: Personalised email invitations from the project team were sent to the Chair, Executive Sponsor and/or Secretary of 14 committees, managers of 5 APUs and 9 managers from the selected clinical 
program. Approval from the Nursing and Medical Program Directors was sought before approaching individuals from the selected program. 

Interview schedule: Questions were based on a theoretical framework [4] and included details of the characteristics of the external environment; organisation; potential adopters; decisions; implementation 
strategies; barriers and enablers; degree of implementation; degree of practice change; patient, practitioner, system and economic outcomes; and respondents reflections on the current system. They were 
piloted with one committee and refined before being used in subsequent interviews. The full interview schedule is available [4]. 

Data collection: Interviews were approximately 1 hour long and were conducted in the interviewee’s office or suitable meeting room. Interviews were not taped or transcribed but detailed notes were taken. 
Two CCE staff members attended, one as interviewer and one as note taker.  

Respondent validation: Drafts were sent to the interviewees for clarification, comment and/or amendment as required. 

Analysis: Final interview notes were collated and organised in MS Word and Excel using the elements of the theoretical framework. Emergent themes were identified by framework analysis.  

Response rate: Representatives of 13 of the 14 committees, all 5 APU managers and 9 clinical managers participated. One committee Chair did not respond to the invitation for interview; due to lack of time 
no representative of this committee was interviewed. A surgical sub-specialty department head was unable to attend their interview and was replaced by a medical sub-specialty department head who was 
available at short notice. 

Representativeness of sample: Almost all eligible committees and all eligible APUs were represented. The clinical managers represented Program Directors, Department Heads, Unit/Ward Managers and 
ancillary services; medical (n=4), nursing (n=4) and quality management (n=1) staff; in a range of sub-specialties across multiple campuses. 

Structured interviews with staff members with experience in disinvestment projects 

Aim: To learn from previous experiences of disinvestment at Monash Health. 

Inclusion criteria: Staff who had undertaken projects to remove, reduce or restrict current practices (the term ‘disinvestment’ was not used in Monash Health projects). 

Sampling: Purposive and snowball sampling was used. Relevant projects were initially identified by members of the SHARE Steering Committee and interviewees in the committee review process noted above. 
A snowballing method was employed by asking participating project representatives if they knew of any other relevant projects. Nineteen potential projects were identified, 13 met the inclusion criteria. 

Approach: Personalised email invitations from the project team were sent to project managers of 13 relevant projects. Project managers or Department/Unit Heads were sought as key contacts; however a 



representative of the project team was accepted when a senior staff member was unavailable.   

Interview schedule: Questions were designed to explore project governance, use of routinely-collected hospital data, other local data and research evidence in the development and implementation of 
projects; barriers and enablers to successful project implementation; what staff would do again and what they would do differently. The full interview schedule is available in Table C. 

Data collection: Interviews were approximately 1 hour long and were conducted in the interviewee’s office or suitable meeting room. Interviews were not taped or transcribed but detailed notes were taken. 
Two CCE staff members attended, one as interviewer and one as note taker. 

Respondent validation: Drafts were sent to the interviewees for clarification, comment and/or amendment as required. 

Analysis: Final interview notes were collated and organised in MS Word and Excel using the elements of the theoretical framework noted above. Emergent themes were identified by framework analysis.  

Response rate: Representatives of 10 projects participated based on interviewee’s and interviewer’s availability 

Representativeness of sample: The process was designed to be illustrative and did not seek to comprehensively identify all projects. A number of project topics across a range of clinical areas were included. 

Structured workshops with the SHARE Steering Committee  

Aim: Workshop 1: To identify the need for change. Workshop 2: To develop a proposal for change 

Additional details as above in Table A 

Structured workshop with clinical decision-makers from a large diagnostic service  

Aim: To capture the actual process of capital equipment purchasing and identify how an ideal process for this decision-making might differ from current practice.   

Inclusion criteria: Clinical managers involved in decisions regarding purchase or new or replacement equipment.  

Sampling: Purposive sampling was used. A large multi-campus diagnostic service was selected based on their use of equipment and the interest in the project expressed by the Director.   

Approach: The Director and Research Director of the department identified 18 suitable participants representing all health professional groups, all campuses and most units within the service. Personalised 
email invitations were sent by the Executive Director of Medical Services and Quality.    

Design: An experienced facilitator from CCE who had no involvement in the SHARE project developed and delivered the workshop. A presentation on the background of the project and its relevance to the 
workshop was made by a SHARE project team member. Two other project team members were present to assist with logistics and note taking. The session was run over 1½ hours in the departmental seminar 
room. Five domains were identified a priori: how do we get an idea; what is the process (application, approval, feedback, who, timing); is it a good idea; is it the best idea; and monitoring and evaluation. 

Data collection: Using a nominal group technique, participants were asked to describe the ideal process for purchasing large capital equipment. Responses were collected on ‘sticky-notes’. This method was 
repeated to identify gaps in the current process and included prioritisation of key areas for improvement.  

Respondent validation: A workshop report was provided to participants for comment. 

Analysis: Responses on the ‘sticky notes’ and additional workshop notes were collated and organised in MS Word and Excel using the domains identified a priori. Emergent themes were identified by 
framework analysis.  

Response rate: 17 of the 18 invitees attended. An additional staff member from a clinical area not represented on the invitation list was included at the commencement of the workshop. 

Representativeness of sample: Participants represented all campuses, sub-specialties and health professionals (medicine, nursing, allied health, technical, quality improvement, business management, 
research) within the department. 

Document analysis 

Aim: To provide evidence for the stated positions and methods of administration of decision-making systems and processes for resource allocation at Monash Health and the state health department. 

Inclusion criteria: Documents that guided decision-making or implementation of resource allocation decisions  

Identification: Documents were identified by key informants and searches within the Monash Health Policy and Procedure database. 

Documents included: 1) State government: Victorian Government Purchasing Guidelines, Medical Equipment Asset Management Framework, Targeted Equipment Replacement Program and Health 
Purchasing Victoria Product Management Guidelines. 2) Monash Health: Purchasing Policy, Purchasing Policy Guidelines, Authority Delegation Schedule, Code of Conduct, Conflict of Interest Protocol, 
Guidelines for management of Gifts and Benefits, Terms of Reference for committees that make resource allocation decisions, Application forms, Business case templates, Requisition forms and checklists. 

Data collection: Documents were retrieved or sourced online. Data were extracted based on the theoretical framework noted above.  

Analysis: Findings were collated and organised in MS Word and Excel using the elements of the theoretical framework. 



Table C 

How can consumer values and preferences be integrated into organisation-wide decision-making processes?  

Reproduced with permission from SHARE Paper 4 [5] 

Literature review 

Aim: To find evidence-based strategies that are effective in engaging consumers for health service organisation-wide decision-making processes. To find tools that can enable the implementation of these 
consumer engagement strategies. To find examples from other health services that employ evidence-based consumer engagement for organisation-wide decision-making processes. 

Protocol: A two-step systematic review protocol was developed. The first step was to identify existing synthesised evidence and appraise it for quality and applicability; if no suitable publications were 
identified then a search of the primary research literature would follow. Relevant high-quality synthesised evidence in the form of guidance documents for consumer engagement were identified in the first 
step hence no further searches were undertaken. The full protocol is available [5] 

Search terms: Search string for websites consisted of a combination of a ‘consumer’ term and an ‘engagement’ term. Where website search engines could not support truncation all terms were entered in full. 
Consumer terms: Consumer, Consumers, Community, Communities, Citizen, Citizens, Patient, Patients, Public. Engagement terms: Engagement, Engaging, Engage, Participation, Participating, Participate, 
Involvement, Involving, Consultation, Consulting, Deliberating, Deliberation, Deliberate, Input 

Sources: All EBM (including Cochrane Database of Systematic Reviews, DARE, CENTRAL, and ACP Journal Club), Medline(R) 1950 to present with daily updates and Medline(R) in-process and other non-indexed 
citations, CINAHL, and EMBASE. Additional searches were undertaken in Guidelines websites (n=8), Databases and search engines (n=4), Government and consumer health organisation websites (n=7). Details 
of these websites are in the full protocol [5]. Checking of reference lists of articles, reports and links on websites was also undertaken. 

Selection criteria: Detailed inclusion and exclusion criteria based on Population, Intervention/indicator, Comparison/control, Outcomes, Setting, Study design, Language and Time period were established a 
priori and applied by a single reviewer. Details of selection criteria are in the full protocol [5]. 

Data Collection and Analysis: All quality appraisals were conducted by a single reviewer in consultation with colleagues as required using criteria appropriate to the study design. 

Synthesis: Findings were summarised by emergent themes and presented in detailed reports used for project decision-making and planning. Definitions, concepts related to consumer engagement for 
resource allocation in the local healthcare context and relationships between these concepts were extracted and collated with findings from the other sources and developed into a framework. 

Search results: Eleven documents met the inclusion criteria and the requirement of step 1 as high quality synthesised evidence. These included systematic reviews, frameworks, toolkits and guidance for 
consumer engagement. 

Semi-structured workshops with SHARE Consumer Working Group 

Aim: To identify potential opportunities and methods for consumer participation and sources of consumer information. 

Inclusion criteria: Consumer representatives with experience in organisation-wide decision-making related to resource allocation. 

Sampling: Convenience sampling was used. Three consumer representatives meeting the inclusion criteria were known to the project team (as members of committees overseeing introduction of new TCPs 
and development of policies and procedures), two of them were on the SHARE Steering Committee. 

Approach: The three representatives were approached personally and invited to participate. 

Design: Workshop 1 addressed the question: How can we capture consumer perspectives and include in decisions related to organisation-wide systems and processes? Prompts for discussion included  

Methods of involvement: Who? How? Use of research literature and local/other data: What? Where? How? Who else to talk to? and Things we haven’t thought of? Workshop 2 considered and refined the 
findings of Workshop 1 and added further detail.  

Data collection: Group discussions were held at meetings convened for this purpose. Project team members took notes.  

Respondent validation: Drafts were sent to the interviewees for clarification, comment and/or amendment as required. 

Analysis: Responses were collated and added to findings from the other sources which were then analysed thematically by content analysis. Responses were summarised by emergent themes and presented 
in detailed reports used for project decision-making and planning. Concepts related to consumer engagement for resource allocation in the local healthcare context and relationships between these concepts 
were extracted and collated with findings from the other sources and developed into a framework. 

Response rate: All members of the Consumer Working Group participated in both workshops. 

Representativeness of sample: The consumer representatives were experienced in health service decision-making and familiar with organisational systems and processes. 

Semi-structured interviews with staff responsible for consumer-related activities 



Aim: To identify consumer-related activities within the organisation 

Inclusion criteria: Staff with responsibility for consumer-related activities 

Approach: Invitations for interview were sent to the Monash Health Quality Manager and Consumer Engagement Manager. 

Interview schedule: What consumer-related activities occur within the organisation? What are your thoughts on findings from Consumer Working Group and interviews with Monash Health staff? Who else 
to talk to? Things we haven’t thought of? 

Data collection: Individual interviews were held at meetings convened for this purpose in the interviewee’s office. One member of the project team was both interviewer and note taker.  

Respondent validation: Drafts were sent to the interviewees for clarification, comment and/or amendment as required. 

Analysis: Responses were collated and added to findings from the other sources which were then analysed thematically by content analysis.  Responses were summarised by emergent themes and 
presented in detailed reports used for project decision-making and planning. Concepts related to consumer engagement for resource allocation in the local healthcare context and relationships between these 
concepts were extracted and collated with findings from the other sources and developed into a framework.  

Response rate: Both invitees participated. 

Representativeness of sample: The interviewees represented senior staff responsible for consumer participation in the organisation 

Structured interviews with decision-makers 

Aim: To ascertain current practice in consumer involvement in organisational decision-making and implementation and evaluation of change.  

Participants: Monash Health staff authorised to make decisions on behalf of the organisation and project staff who had undertaken disinvestment-type projects (previously described in Table B). 

Interview schedule: Questions regarding consumer participation in decision-making at Monash Health were a subset of the broader interviews which are reported in Table B.  

 



Table D 

What do Monash Health decision-makers need to enable access and utilisation of evidence in decision-making?  

Reproduced with permission from SHARE Papers 7 and 8 [6, 7] 

Literature review 

Aim: To identify the information needs of decision-makers in local healthcare services  

Questions: What are the information needs of clinicians and managers to support evidence-based decision making regarding the introduction or removal of technologies and clinical procedures? 

How have assessments to determine these needs been conducted in the past? 

Sources: Medline, CINAHL, EMBASE, LISA, LISTA and Google  

Medline Search (adapted for other databases): (exp Needs Assessment/) AND (Information Dissemination/ or Information Services/ or Information Management/) limit to (english language and humans) 
Google Search: (information OR evidence) AND (need OR assessment) AND (health OR nurs OR doctor OR med). Preferences were set to English language 

Inclusion criteria: Articles describing information needs assessments in similar health service contexts examining how clinicians and managers make evidence-based decisions regarding the introduction or 
removal of technologies and clinical practices; articles published in English from 1996 

Exclusion criteria: Information needs of students; continuing professional education needs; point of care decision-making needs; assessments of information needs in resource poor health settings  

Data Collection and Analysis: Inclusion, exclusion and appraisal criteria were established a priori.  Studies to be reviewed by one reviewer in consultation with colleagues when necessary. Critical appraisal 
relevant to study design to be conducted using standard CCE templates. 

Search results: No studies were found to meet the inclusion criteria. The limitations of the very specific question and narrow selection criteria were acknowledged. Earlier broad searches resulted in 
unmanageable numbers of returned articles, however limiting the search returned none. Since the purpose of the review was to inform development of the support services, and not to be a systematic review 
providing a definitive answer for others, a decision was made to take a pragmatic, iterative approach by accessing relevant publications already known to the project team, pursuing articles from reference 
lists, etc.  

Structured interviews with Program, Department and Unit Heads  

Aim: To identify relevant issues and pilot draft questions for needs analysis survey 

Participants: 9 managers including Program Directors, Medical Department Heads, Nurse Unit Managers and a Quality and Risk Manager from medical and surgical sub-specialties across a range of campuses  

Interview schedule: Questions were designed to identify training and support needs for decision-making, implementation and evaluation and preferred formats for delivery. These were added to the schedule 
for interviews conducted to investigate organisational decision-making more broadly described in Table B above.  

Electronic survey of local decision-makers 

Aim: To identify the information needs of decision-makers at Monash Health to facilitate development of support services and gather baseline data for evaluation purposes  

Participants: Staff who made decisions regarding resource allocation for technologies and clinical practices were eligible 

Design and content: An electronic questionnaire was designed and delivered using SurveyMonkey [8]. Questions were developed to identify current use of evidence; confidence in searching for, accessing and 
appraising evidence; difficulties in using evidence and implementing evidence-based change; preferred content and format of bulletins disseminating research evidence; and preferred formats for education 
and training in these areas. Some questions were adapted from Taylor et al [9].  

Pretesting and piloting: The survey was pre-tested with colleagues at a co-located research institute, piloted with the SHARE Steering Committee, and refined based on feedback from these groups   

Distribution: An email with an embedded link to the survey was distributed to senior staff using the Monash Health ‘All Managers’ and ‘Senior Medical Staff’ email lists.  Members of these lists were asked to 
forward the survey to others who made decisions about resource allocation but might not be on the list. 

Data collection:  Data were collected over a four week period from the time of distribution. No reminders were sent. 

Analysis: Results were downloaded into Excel from the survey provider. Qualitative data from the three free text answers were copied into NVivo [10] where they were coded according to themes presented 
in Michie et al [11]. Data were reviewed by two investigators to ensure agreement of coding. Discrepancies were discussed with a third investigator until consensus was reached. There were insufficient 
categories in the Michie et al framework to address some of the organisational issues; additional sub-themes were created as required.    

Response rate: 141 staff members responded. 118 were eligible to complete the survey having answered ‘yes’ to the screening question asking if they made decisions about resource allocation. 103 
completed the entire survey. The response rate could not be calculated in the absence of denominator information; the total number of staff on the email lists and the number of additional staff to whom the 
survey was forwarded were unknown.  

Representativeness of sample: All programs and service sites were represented in proportions consistent with the size of the program or campus. A range of professional disciplines were represented: nursing 
(28%), allied health (25%), medical (24%) and other (23%) including pharmacy, diagnostic services, corporate and clinical program management, and administration. 



Table E 

Program development  

Structured workshops with SHARE Steering Committee 

Aims: To review and refine draft proposals, frameworks and plans and make final decisions. 

Participants: SHARE Steering Committee members including Executive Directors (Medical, Nursing, Support Services), Program Directors (Medical, Nursing, Allied Health, Pharmacy, Diagnostic Services), 
Committee chairs (Technology/Clinical Practice, Therapeutics, Human Research and Ethics, Clinical Ethics), Managers (Information Services, Clinical Information Services, Procurement, Biomedical 
Engineering, Research Services), Legal counsel and two Consumer representatives. 

Design 

 Provision of pre-reading materials and/or workshop presentation of background, issues to consider, draft proposals, etc 

 Agenda including points for discussion and decisions required 

 Decisions made by consensus 

 Documentation of discussion, decisions and actions in minutes 

Structured workshop with Community Advisory Committee (reproduced with permission from SHARE Paper 4 [5]) 

Aims: To identify current consumer engagement activities, barriers and enablers to effective participation in these situations and the needs of consumers in order to contribute effectively; to identify sources 
of consumer information and data and how these sources can be used to drive decision-making; and to seek feedback on a draft model for consumer engagement in generic health service decision-making 

Inclusion criteria: The Community Advisory Committee is a legislated advisory body to the health service Board providing consumer, carer and community perspectives. This group provides a consultation 
service to health service staff engaging in consumer-related activities. 

Approach: A request for consultation was completed on the required template. A workshop was held at a meeting convened for this purpose.  

Design: The project team delivered a presentation that included the background and aims of SHARE, potential decision-making settings identified in earlier SHARE work, and findings from the literature review, 
interviews and consultation with staff and consumers regarding current and potential consumer participation in decision-making at Monash Health. This was followed by a structured discussion on the 
following topics: 

 Committees and Working Parties: What would consumers need to contribute effectively? What are the barriers and enablers to effective participation? Other thoughts? 

 Consultation: Are there particular areas we should focus on? What would consumers need to contribute effectively? What are the barriers and enablers to effective participation? Other thoughts? 

 Using our consumer data: Sources we have identified. Are there others? Should there be others? How can we use this information to drive decision-making? How should consumers be involved in this 
process? 

 Using our other data: Sources we have identified. How can we use this information to drive decision-making? How should consumers be involved in this process?  

 Consumer literature: Suggestions. How can we use this information to drive decision-making? How should consumers be involved in this process? 

 Is there anything else we have missed? 

Data collection: Project staff took notes. 

Analysis: Responses were collated and added to findings from the other sources which were then analysed thematically by content analysis.  

Response rate: 6 of the 14 committee members attended the workshop 
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Table A. Identification of potential methods 

Literature review  

Aim: To understand the concepts related to disinvestment and their implications in a local health service and to ascertain examples of existing decision-making systems and processes in this setting.  

Search terms: Medical Subject Headings (Health Care Rationing, Resource Allocation, Health Priorities and Health Services Needs and Demand) and Text words (disinvestment, decommissioning, defunding, 
resource release, allocation, reallocation, hit list, ineffective services, low value services, wish list, exclusions, priority setting, program  budget marginal analysis, PBMA,  resource scarcity, rationing, invest to 
save) were used with truncations appropriate to the databases utilised. The search strategy was iterative with new terms added as they were identified. 

Sources: Medical databases (Ovid Medline, All EBM Reviews, EMBASE, Cochrane Library), the internet (via the Google search engine) and guideline websites. These methods were supplemented by follow up 
of reference lists in key publications and searches for publications by identified authors in the field. 

Inclusion criteria: English language publications including guidelines, reviews, research studies, technical reports or policy documents that addressed the issue of disinvestment from a conceptual 
(terminology, definitions and operational criteria) or policy perspective.   

Data Collection and Analysis: Inclusion, exclusion and appraisal criteria were established a priori. Publications that did not meet the criteria were excluded on review of title and abstract. When a decision 
could not be made based on abstract alone, full text was retrieved. Critical appraisal appropriate to study design was planned but no research studies were identified. 

Search results: Nineteen documents met the inclusion criteria. These were mainly publications providing a statement of the policy context, the rationale or need for disinvestment and/or a critique of existing 
processes. A small number of case reports were included but no research studies were identified. 

Synthesis: Information from articles which met the inclusion criteria was summarised based on content relevant to the themes of conceptual and policy perspectives determined a priori. 

Full details are in the review publication [1].  

Interviews with members of the Technology/Clinical Practice Committee  

Aim: To identify opportunities for disinvestment in existing or potential decision-making settings and consider implications for disinvestment in the Monash Health setting 

Participants: The Executive of the Technology/Clinical Practice Committee (TCPC), the initiators of the SHARE Program, included an executive director, medical director, clinical program director and research 
director.  

Data collection: Semi-structured group and individual discussions were conducted using prompts based on the two aims; discussions were documented in the minutes. 

Collation: Responses were collated and added to findings from the other sources which were then analysed thematically by content analysis. 

Response rate: All 4 informants participated. 

Representativeness of sample: Participants represented senior decision-makers from a range of contexts 

Survey of external experts  

Aim: To ascertain unpublished experiences or examples of models or methods for disinvestment in the local healthcare setting. 

Participants: 1) Disinvestment researchers initially identified from publications and websites about disinvestment and subsequently using a snowballing technique based on feedback from respondents. 2) 
Subscribers to the Health Technology Assessment (HTA) email list.  

Design: The organisation-wide systematic approach to disinvestment proposed in the SHARE Program was described in an email. Participants were asked if they had experiences of disinvestment in the local 
healthcare context that could inform Monash Health decision-making, any unpublished reports or other documents on this topic, and current or planned research in this area. 

Data collection: Responses were received by return email. 

Analysis: Responses were collated and added to findings from the other sources which were then analysed thematically by content analysis. 

Response rate: Eleven of the 14 researchers and four health librarians from the HTA list (denominator unknown) responded to the survey. 

 

 

 



Structured workshops with the SHARE Steering Committee  

Aim: The workshops had several aims, the component reported in this paper relates to identification of opportunities for disinvestment in existing or potential decision-making settings.  

Inclusion criteria: Senior decision-makers at Executive and Director level and health service consumers 

Sampling: Convenience sampling was used to include members of the SHARE Steering Committee comprising Executive Directors (Medical, Nursing, Support Services), clinical Program Directors (Medical, 
Nursing, Allied Health, Pharmacy, Diagnostic Services), Committee chairs (Technology/Clinical Practice, Therapeutics, Human Research and Ethics, Clinical Ethics), Directors of non-clinical services 
(Information Services, Clinical Information Services, Procurement, Biomedical Engineering, Research Services), Legal counsel and two consumer representatives. Two representatives from the Department of 
Human Services Technology Division also participated. 

Approach: Workshops were conducted at scheduled Steering Committee meetings.  

Design: Workshops were based on the first two steps in the SEAchange model for evidence-based change [2]; identifying the need for change and developing a proposal for change. Presentations outlining 
the background and aims of the workshops were made by the project team, discussion was structured around the questions to be addressed and decisions were based on consensus. Questions included:  

Workshop 1: Where and how are decisions made, documented, communicated, implemented and evaluated and what are the related system issues? Where is change required? Why? What is the problem? 
How can the need for change be measured? What are the factors enabling sustainability of the current system? How is it integrated?  

Workshop 2: What existing systems/processes work well that we could maintain as they are, should be ceased, could be kept but require improvement? What new systems/processes should be introduced? 
What structures, skills, resources, commitment and leadership are required? Are they available? If not, how can they be obtained? What existing systems can be utilised? What is the solution to the problem? 
What are the options? What is known about best practice in this area? What is required to ensure sustainability of the proposed system? How can it be integrated?  

Data collection: Participants completed prepared worksheets and discussed the findings. Discussion and decisions were documented in minutes. 

Respondent validation: Minutes were approved at the following meeting. 

Analysis: Data from the worksheets and findings from the discussion were collated and organised in MS Word and Excel. Emergent themes were identified by framework analysis. 

Response rate: Thirteen members participated, 9 attended the first workshop, 11 attended the second, and some non-attenders also completed the worksheets. 

Representativeness of sample: A range of senior decision-makers were represented at each workshop, plus representatives from the state health department. 

Interviews with key local informants  

Aim: To test preliminary thoughts regarding direction of the SHARE Program with front line staff and consumers  

Participants: Six participants selected purposefully and pragmatically to seek the views of a range of Monash Health decision-makers: the five senior clinicians were program directors and department heads 
representing medicine, surgery, nursing, allied health and diagnostic services and the consumer representative had experience on committees that made organisation-wide decisions.  

Interview schedule   

Disinvestment: Have you heard about the concept of disinvestment? 

Potential settings/methods: Are you aware of any of these? Do you do any of these sorts of things? What could you do in your Unit? What could be done in your Program/Division? What could be done by 
your colleagues eg referrers? Any opportunities for quick wins? Incentives to change? Barriers to change? Potential to link into advanced trainee projects? 

Research evidence: What information do you use? Where from? How do you access it? What do you do with it? Could you use more? What would you like? How would you like it? What would you do with 
it? 

Local data: Do you use Monash Health data? How? What for? Do you use external data? What? How? What for? Could you use it? How? 

General discussion: How could we get wider feedback? Should we survey, etc? Should this be driven top down or bottom up? Would you be interested in piloting something? 

Data collection: Structured interviews were conducted using the interview schedule above; one CCE staff member attended and took notes.  

Analysis: Responses were collated and added to findings from the other sources which were then analysed thematically by content analysis. 

Response rate: All 6 informants participated. 

Representativeness of sample: Interviewees represented senior decision-makers from a range of contexts 



Table B. Investigation of methods for identification of disinvestment opportunities at Monash Health 

1. Purchasing and procurement 

Structured interviews with staff authorised to make decisions on behalf of the organisation 

Aim: To identify and document current processes for making, implementing and evaluating decisions and the factors that influence them. 

Inclusion criteria: Staff and consumers authorised to make decisions regarding resource allocation for health technologies and clinical practices at organisation-wide level in group or individual settings. 

Sampling: Purposive and snowball sampling was used.  

 Twenty-two committees were initially identified from a governance structure diagram. A further 20 were identified through a snowballing method by asking participants in the subsequent interview 
process, senior managers and Quality Unit staff if they were aware of others. Fourteen of the 42 potential committees met the inclusion criteria (Capital Expenditure, Falls Prevention, Information Systems 
Governance, Joint Program Quality and Safety, Medication Safety, Operating Suite Product Evaluation, Nurse Standardisation of Practice, Resuscitation, Skin Integrity and Pressure Ulcer, Sterilising 
Services, Technology and Clinical Practice, Therapeutics and Transfusion Committees and the Executive Management Team).  

 Approved Purchasing Units (APUs) have delegated authority from the Board to commit the organisation to a legal and/or financial obligation such as issuing a purchase order or signing a contract. Of the 
nine APUs, two had been included in the group decision-making committees (Capital Expenditure Committee and Executive Management Team) and five others met the inclusion criteria (Pharmacy, Health 
Technology Services, Equipment Services, Procurement and Clinical Purchasing, and Materials Management).  

 Clinical managers from one clinical program selected for its high use of health technologies were identified from the program’s intranet page. Individuals were selected purposively to represent all levels 
within the program’s decision-making hierarchy; medical and surgical sub-specialties, nursing and quality management; and a range of campuses.  

Approach: Personalised email invitations from the project team were sent to the Chair, Executive Sponsor and/or Secretary of 14 committees, managers of 5 APUs and 9 managers from the selected clinical 
program. Approval from the Nursing and Medical Program Directors was sought before approaching individuals from the selected program. 

Interview schedule: Questions were based on a theoretical framework for the process of change [3] and included details of the characteristics of the external environment; organisation; potential adopters; 
decisions; implementation strategies; barriers and enablers; degree of implementation; degree of practice change; patient, practitioner, system and economic outcomes; and respondents reflections on the 
current system. The full interview schedule is available [4].  

Data collection: Interviews were approximately 1 hour long and were conducted in the interviewee’s office or suitable meeting room. Interviews were not taped or transcribed but detailed notes were taken. 
Two CCE staff members attended, one as interviewer and one as note taker.  

Respondent validation: Drafts were sent to the interviewees for clarification, comment and/or amendment as required. 

Analysis: Final interview notes were collated and organised in MS Word and Excel using the elements of the scanning taxonomy. Emergent themes were identified by framework analysis.  

Response rate: Representatives of 13 of the 14 committees, all 5 APU managers and 9 clinical managers participated. One committee Chair did not respond to the invitation for interview; due to lack of time 
no representative of this committee was interviewed. A surgical sub-specialty department head was unable to attend their interview and was replaced by a medical sub-specialty department head who was 
available at short notice. 

Representativeness of sample: Almost all eligible committees and all eligible APUs were represented. The clinical managers represented Program Directors, Department Heads, Unit/Ward Managers and 
ancillary services; medical (n=4), nursing (n=4) and quality management (n=1) staff; in a range of sub-specialties across multiple campuses. 

Structured workshop with clinical decision-makers from a large diagnostic service  

Aim: To capture the actual process of capital equipment purchasing and identify how an ideal process for this decision-making might differ from current practice.   

Inclusion criteria: Clinical managers involved in decisions regarding purchase or new or replacement equipment.  

Sampling: Purposive sampling was used. A large multi-campus diagnostic service was selected based on their use of equipment and the interest in the project expressed by the Director.   

Approach: The Director and Research Director of the department identified 18 suitable participants representing all health professional groups, all campuses and most units within the service. Personalised 
email invitations were sent by the Executive Director of Medical Services and Quality.    

Design: An experienced facilitator from CCE who had no involvement in the SHARE project developed and delivered the workshop. A presentation on the background of the project and its relevance to the 
workshop was made by a SHARE project team member. Two other project team members were present to assist with logistics and note taking. The session was run over 1½ hours in the departmental 
seminar room. Five domains were identified a priori: how do we get an idea; what is the process (application, approval, feedback, who, timing); is it a good idea; is it the best idea; and monitoring and 



evaluation. 

Data collection: Using a nominal group technique, participants were asked to describe the ideal process for purchasing large capital equipment. Responses were collected on ‘sticky-notes’. This method was 
repeated to identify gaps in the current process and included prioritisation of key areas for improvement.  

Respondent validation: A workshop report was provided to participants for comment. 

Analysis: Responses on the ‘sticky notes’ and additional workshop notes were collated and organised in MS Word and Excel using the domains identified a priori. Emergent themes were identified by 
framework analysis.  

Response rate: 17 of the 18 invitees attended. An additional staff member from a clinical area not represented on the invitation list was included at the commencement of the workshop. 

Representativeness of sample: Participants represented all campuses, sub-specialties and health professionals (medicine, nursing, allied health, technical, quality improvement, business management, 
research) within the department. 

Document analysis 

Aim: To provide evidence for the stated positions and methods of administration of decision-making systems and processes for resource allocation at Monash Health and the state health department. 

Inclusion criteria: Documents that guided decision-making or implementation of resource allocation decisions  

Identification: Documents were identified by key informants and searches within the Monash Health Policy and Procedure database. 

Documents included: 1) State government: Victorian Government Purchasing Guidelines, Medical Equipment Asset Management Framework, Targeted Equipment Replacement Program and Health 
Purchasing Victoria Product Management Guidelines. 2) Monash Health: Purchasing Policy, Purchasing Policy Guidelines, Authority Delegation Schedule, Code of Conduct, Conflict of Interest Protocol, 
Guidelines for management of Gifts and Benefits, Terms of Reference for committees that make resource allocation decisions, Application forms, Business case templates, Requisition forms and checklists. 

Data collection: Documents were retrieved or sourced online. Data were extracted based on a theoretical framework for the process of change [3].  

Collation: Findings were collated and organised in MS Word and Excel using the elements of the theoretical framework. 

Consultation with purchasing and procurement staff 

Aim: To clarify purchasing and procurement processes; present proposals for change and identify additional opportunities; and discuss feasibility of proposals considered, implementation and evaluation.  

Participants: Managers of Procurement, Clinical Purchasing and Health Technology Services; representative of SHARE Steering Committee; project team members. 

Design: Agenda including points for discussion; decisions made by consensus; documentation of discussion, decisions and actions in minutes.   

2. Guideline and protocol development 

Development of new Policy and Procedure Framework (PPF) 

PPF project: Not part of SHARE, separate project contemporaneously undertaken by members of SHARE project team: included rapid review of the literature; search for existing PPF frameworks; 
communication with Australian health agencies regarding standard definitions for policies, procedures, protocols and guidelines; consultation with Monash Health staff; review of local documents, processes 
and structures; comparison with practice in other health services. 

SHARE component: Introduction of a prompt in the instructions to document developers to consider whether any current practices could be discontinued, and a requirement that a systematic review process 
was followed and a checklist recording the steps undertaken in document development were also included. 

3. Proactive use of published research 

Development of catalogue of disinvestment opportunities 

Literature searches: Searches were conducted in known sources of high quality evidence using terms to identify health technologies and clinical practices with evidence of harm, lack of effect, and lack of 
cost-effectiveness  

 Systematic reviews and Health Technology Assessments from Cochrane Database of Systematic Reviews, UK National Institute for Health and Clinical Excellence (NICE), Australian Safety and Efficacy 
Register of New Interventional Procedures-Surgical (ASERNIPS) 

 Alerts, recalls and bulletins from Australian Therapeutic Goods Administration, Australian National Prescribing Service and Australia New Zealand Horizon Scanning Network 

 Resources that specifically identified evidence-based targets for disinvestment such as NICE Optimal Practice Reviews and South Birmingham Primary Care Trust Not Routinely Funded List 



Opportunistic capture: Potential disinvestment projects were proposed by SHARE Steering Committee, Technology/Clinical Practice Committee, project team and clinicians. Sources of ideas included 
conferences, journals articles, email bulletins and awareness of practice elsewhere. Claims regarding suitability for disinvestment were validated from the research literature by the project team. 

Development of taxonomy: Classifications were based on existing definitions from the National Library of Medicine Medical Subject Headings (MeSH) [5]; International Statistical Classification of Diseases 
and Related Health Problems, Tenth Revision, Australian Modification (ICD-10-AM) [6]; McMaster Evidence Updates [7]; and Academy Health Glossary of Terms Commonly Used in Health Care [8]. When 
suitable definitions were not available, additional classifications were created and defined to meet Monash Health needs [9]. 

Development of catalogue: Details of 184 disinvestment opportunities were stored in an MS Excel spreadsheet using classifications from the taxonomy. 

4. Proactive use of local data 

Consultation  

Participants and Aims   

 Director of Clinical Information Management to identify opportunities and methods for accessing and using data to drive disinvestment decision-making. 

 Director of Quality to discuss use of data in quality initiatives. 

 Representatives of the 13 committees that make organisation-wide decisions regarding allocation of resources (noted above) to identify their ongoing and intermittent needs from local data. 

Design: Informal individual discussions with SHARE project team members; the discussions with the committee representatives were conducted subsequent to the data gathering interviews noted above. 

Structured interviews with representatives from departments collecting, maintaining and sharing data related to TCPs 

Aim: To identify current sources of data at Monash Health and the processes involved. 

Inclusion criteria: Managers of departments involved in collection, storage and use of data.  

Sampling: Purposive sampling was used initially: departments were identified by the Head of Clinical Information Management and a concept paper on knowledge transfer at Monash Health. Snowball 
sample was used subsequently by asking respondents if they were aware of others. Representatives of 10 relevant departments were invited to participate (Clinical Information Management, Health 
Information Systems, Pharmacy, Pathology, Diagnostic Imaging, Research Directorate, Infection Control, Infectious Diseases and the Clinical Audit and Clinical Risk groups within the Quality Unit).  

Approach: Email invitations were sent to the heads of the departments identified.    

Interview schedule: Questions were designed to identify the data available, methods of collection and storage, utilisation in decision-making, internal and external reporting, other forms of dissemination, 
strengths and weaknesses of the current system and opportunities for improvement. The interview schedule is available [10]. 

Data collection: Interviews approximately 1 hour long were conducted by one CCE staff member and audio taped. 

Collation: Interview data were collated in MS Excel using the elements of the interview schedule. 

Response rate: All 10 invitees participated  

Representativeness of sample: A broad range of settings were included. 

5. Economic approaches to priority setting 

Literature review 

Aim: To identify examples of economic approaches to priority setting relevant to resource allocation for TCPs, decision-making criteria, and challenges of priority setting for disinvestment.  

Search terms: Combinations of the terms priority, prioritisation, priority setting, priority criteria and health technology.  

Sources: Medical databases (Ovid Medline, Cochrane Library, Cinahl), the internet (via the Google search engine), and prospective searches of identified review articles (in the Web of Science online search 
engine). These methods were supplemented by snowball searching for additional relevant articles from reference lists.  

Inclusion criteria: Review articles, English language publications.  

Data Collection and Analysis: Results were screened by title and abstract to identify recent review articles. Information relevant to local health service decision-making was extracted.  

Search results: Two documents met the inclusion criteria. 

Synthesis: Information was summarised in a discussion paper for a workshop with the SHARE Steering Committee (Table E). 



Consultation 

Expert advice was sought from the SHARE health economist throughout this project. 

6. System Redesign 

Literature review 

Aim: To investigate system redesign examples and their applicability to resource allocation decision-making for TCPs at Monash Health. 

Search terms: Combinations of the terms system redesign, restructure, modernisation, clinical process redesign, lean, design principles, health system, healthcare reform, transformation, system change, 
organisational redesign, technology, clinical practice, priorities and disinvestment. The search strategy was iterative with new terms added as they were identified. 

Sources: Medical databases (Ovid Medline, Embase, CINAHL, Cochrane Library), the internet (via the Google search engine) and specific websites including the UK National Health Service, the UK National 
Institute for Health and Clinical Excellence (NICE) and the US Institute for Healthcare Improvement (IHI). Key references, authors, organisations and reports highlighted in the literature were also investigated.   

Inclusion criteria: Any study design, report or document discussing system redesign relevant to resource allocation decision-making for TCPs within a local health service, English language publications.  

Data Collection and Analysis: Results were screened by title and abstract. Information relevant to local health service decision-making was extracted. The information retrieved was analysed in themes 
relevant to the SHARE aims ie system redesign, disinvestment, TCPs and decision-making in healthcare. 

Search results: 682 articles were retrieved and 42 met the inclusion criteria. 

Synthesis: Information was summarised in a discussion paper for a workshop with the SHARE Steering Committee (Table E). 

Structured interviews with staff experienced in system redesign 

Aim: To investigate system redesign examples and their applicability to resource allocation decision-making for TCPs at Monash Health. 

Participants: Experts in system redesign were initially identified by the Director of Quality; snowball sampling by asking interviewees if they were aware of others working in this area identified additional 
participants. Directors or senior managers in the areas of Strategic Planning; Access, Innovation and Service Improvement; Acute Ambulatory Services; Chronic Disease Management; Service Improvement, 
Quality and Projects, Mental Health; Diagnostic Imaging; General Medicine Model of Care Redesign; and Clinical Performance and Service Reconfiguration participated. 

Interview schedule: Interviewees were asked about system redesign, their understanding of disinvestment, decision-making on new and existing services, prioritisation of services, processes for monitoring 
and evaluation, and communication strategies. Interview schedule in Table F below. 

Data collection: Interviews lasting between 45 and 60 minutes were conducted by one CCE staff member who took notes. 

Analysis: Content analysis was undertaken to identify emergent themes. 

Response rate: All 8 invitees participated. 

Representativeness of sample: All interviewees had expertise and experience in system redesign. This was an illustrative sample, no attempt was made to comprehensively identify all potential respondents 
within the organisation. 

 



Table C. Investigation of methods for prioritisation and decision-making at Monash Health 

Literature review 

Aim: To identify existing frameworks and tools for prioritisation relevant to resource allocation for TCPs. 

Search terms: Scoping search using the terms prioritisation, priority setting, priority criteria and health technology.  

Sources: Medical databases (Ovid Medline, Cochrane Library) and the internet (via the Google search engine).  

Inclusion criteria: Frameworks and tools for prioritisation relevant to the local healthcare setting or systematic reviews on this topic, English language publications.  

Data Collection and Analysis: Results were screened by title and abstract to identify frameworks and tools for prioritisation. Information relevant to local health service decision-making was extracted.  

Search results: 7 documents met the inclusion criteria; these included guidelines, frameworks, tools, systematic reviews and an overview of international practice in prioritisation of new technologies. 

Synthesis: Information from articles which met the inclusion criteria was summarised in a discussion paper for a workshop with the SHARE Steering Committee (Table E). 

Consultation  

Aims: To document government and local decision-making requirements for purchase of new and replacement of existing capital equipment and identify current practice at Monash Health. 

Participants: Director of Business Support Services and Manager of Health Technology Services.   

Design: Informal individual discussions with members of the project team who took notes. 

 

Table D. Investigation of methods for implementation and evaluation at Monash Health 

Structured interviews with staff members who have experience in disinvestment projects  

Aim: To learn from previous experiences of disinvestment at Monash Health. 

Inclusion criteria: Staff who had undertaken projects to remove, reduce or restrict current practices (the term ‘disinvestment’ was not used in Monash Health projects). 

Sampling: Purposive and snowball sampling was used. Relevant projects were initially identified by members of the SHARE Steering Committee and interviewees in the committee review process noted 
above. A snowballing method was employed by asking participating project representatives if they knew of any other relevant projects. Nineteen potential projects were identified, 13 met the inclusion 
criteria. 

Approach: Personalised email invitations from the project team were sent to project managers of 13 relevant projects. Project managers or Department/Unit Heads were sought as key contacts; however a 
representative of the project team was accepted when a senior staff member was unavailable.   

Interview schedule: Questions were designed to explore project governance, use of routinely-collected hospital data, other local data and research evidence in the development and implementation of 
projects; barriers and enablers to successful project implementation; what staff would do again and what they would do differently. The full interview schedule is available [4]. 

Data collection: Interviews were approximately 1 hour long and were conducted in the interviewee’s office or suitable meeting room. Interviews were not taped or transcribed but detailed notes were taken. 
Two CCE staff members attended, one as interviewer and one as note taker. 

Respondent validation: Drafts were sent to the interviewees for clarification, comment and/or amendment as required. 

Analysis: Final interview notes were collated and organised in MS Word and Excel using the elements of the scanning taxonomy. Emergent themes were identified by framework analysis.  

Response rate: Representatives of 10 projects participated based on interviewee’s and interviewer’s availability 

Representativeness of sample: The process was designed to be illustrative and did not seek to comprehensively identify all projects. A number of project topics across a range of clinical areas were included. 

Structured interviews with decision-makers  

Aim: To identify and document current processes for implementing and evaluating decisions and the factors that influence them.  

Participants: 27 staff members authorised to make decisions on behalf of the organisation (previously described in Table B). 

Interview schedule, data collection and analysis: Questions regarding implementation and evaluation of decisions at Monash Health were a subset of the broader interviews which are reported in Table B. 



Table E. Deliberative process 

Structured workshops with SHARE Steering Committee  

Aims: To review and refine draft proposals, frameworks and plans and make final decisions. 

Participants: SHARE Steering Committee members including Executive Directors (Medical, Nursing, Support Services), Program Directors 
(Medical, Nursing, Allied Health, Pharmacy, Diagnostic Services), Committee chairs (Technology/Clinical Practice, Therapeutics, Human 
Research and Ethics, Clinical Ethics), Managers (Information Services, Clinical Information Services, Procurement, Biomedical Engineering, 
Research Services), Legal counsel and two Consumer representatives. 

Design 

 Provision of pre-reading materials and/or workshop presentation of background, issues to consider, draft proposals, etc 

 Agenda including points for discussion and decisions required 

 Decisions made by consensus 

 Documentation of discussion, decisions and actions in minutes 

 

 

Table F. Interview schedule System Redesign 

The following questions focus on system redesign specifically in relation to technologies and clinical practices (TCPs).   

Our aim is to investigate system redesign examples and their applicability to TCP resource allocation decision making in Southern Health.   

System redesign 

1. What is your understanding of system redesign? 

a) Why do system redesign?  eg better use of existing resources 

2. How do you identify the need for system redesign? 

3. What are some examples of system redesign within Southern Health?  eg hospital-wide, department/s or ward/s. 

a) Where do you plan to implement system redesign in the future? 

4. When do you plan and implement system redesign in the future?  When is the ‘right’ or preferable time?  May involve long-term 
projects organisation-wide or shorter-term individual projects within a department or ward. 

a) How do you decide which project is the priority?   

5. Who is involved in the planning and implementation of system redesign? eg key stakeholders, executive management, staff and/or 
consumer representation 

a) How do you plan for system redesign?  What resources are required? eg time, staff etc 

6. How do you implement system redesign?  What process is undertaken?  eg an organisation-wide process of decision making and 
prioritisation or individual projects to implement change 

Disinvestment 

7. Are you familiar with the concept of disinvestment?  What is your understanding of disinvestment?  Our understanding of 
disinvestment is: the process of (partially or completely) withdrawing health resources that are no longer considered to be safe, 
effective or cost-effective, and thus are not efficient health resource allocations. 

8. Is this concept actively considered in planning for system redesign in Southern Health?  Specifically in relation to TCPs? 

Decision making 

9. How do you make decisions on planning for new services?  Or changes in existing services? 

a) Assessment of how well new services will work / how well existing services work? 

b) Which new services to provide / spend money on? 

c) Which existing services to cease providing or enforce limitations/restrictions? 

10. How do you prioritise allocation of new services?  In particular, new TCPs? 

11. What is your process for monitoring and evaluation of changes / collection of data? 

12. How do you plan your communication strategy? 

13. Any further thoughts or suggestions? 
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Section 1 Identifying the need for change: Data collection methods and sources 

LITERATURE REVIEW 

Information needs of decision-makers 

Aim: To identify the information needs of decision-makers in local healthcare services to facilitate development of pilot support services. 

Questions: What are the information needs of clinicians and managers to support evidence-based decision-making regarding the introduction or removal of technologies and clinical procedures? 

How have assessments to determine these needs been conducted in the past? 

Sources: Medline, CINAHL, EMBASE, LISA, LISTA and Google  

Medline Search (adapted for other databases): (exp Needs Assessment/) AND (Information Dissemination/ or Information Services/ or Information Management/) limit to (English language and humans) 
Google Search: (information OR evidence) AND (need OR assessment) AND (health OR nurs OR doctor OR med). Preferences were set to English language. 

Inclusion criteria: Articles describing information needs assessments in similar health service contexts examining how clinicians and managers make evidence-based decisions regarding the introduction or 
removal of technologies and clinical practices; articles published in English from 1996. 

Exclusion criteria: Information needs of students; continuing professional education needs; point of care decision-making needs; assessments of information needs in resource poor health settings  

Data Collection and Analysis: Inclusion, exclusion and appraisal criteria were established a priori.  Studies to be reviewed by one reviewer in consultation with colleagues when necessary. Critical appraisal 
relevant to study design to be conducted using standard CCE templates. 

Results: No studies were found to meet the inclusion criteria. The limitations of the very specific question and narrow selection criteria were acknowledged. Earlier broad searches resulted in unmanageable 
numbers of returned articles, however limiting the search returned none. Since the purpose of the review was to inform development of the support services, and not to be a systematic review providing a 
definitive answer for others, a decision was made to take a pragmatic, iterative approach by accessing relevant publications already known to the project team and following up with simpler searches, pursuing 
articles from reference lists, etc.  

SURVEYS 

Staff who made decisions about resource allocation 

Aim: To identify the information needs of decision-makers at Monash Health to facilitate development of support services and gather baseline data for evaluation purposes.  

Participants: Staff who made decisions regarding resource allocation for technologies and clinical practices.  

Design and content: An electronic questionnaire was designed and delivered using SurveyMonkey [1]. Questions were developed to identify current use of evidence; confidence in searching for, accessing and 
appraising evidence; difficulties in using evidence and implementing evidence-based change; preferred content and format of bulletins disseminating research evidence; and preferred formats for education 
and training in these areas. Some questions were adapted from Taylor et al [2].  

Pretesting and piloting: The survey was pre-tested with colleagues at a co-located research institute, piloted with the SHARE Steering Committee, and refined based on feedback from these groups   

Distribution: An email with an embedded link to the survey was distributed to senior staff using the Monash Health ‘All Managers’ and ‘Senior Medical Staff’ email lists.  Members of these lists were asked to 
forward the survey to others who made decisions about resource allocation but might not be on the list. 

Data collection:  Data were collected over a four-week period from the time of distribution. No reminders were sent. 

Analysis: Results were downloaded into Excel from the survey provider. Qualitative data from the three free text answers were copied into NVivo [3] where they were coded according to themes presented in 
Michie et al [4]. Data were reviewed by two investigators to ensure agreement of coding. Discrepancies were discussed with a third investigator until consensus was reached. There were insufficient categories 
in the Michie et al framework to address some of the organisational issues; additional themes were created as required.    

Response rate: 141 staff members responded. 118 were eligible to complete the survey having answered ‘yes’ to the screening question asking if they made decisions about resource allocation. 103 
completed the entire survey. The response rate could not be calculated in the absence of denominator information; the total number of staff on the email lists and the number of additional staff to whom the 
survey was forwarded were unknown.  

Representativeness of sample: All programs and service sites were represented in proportions consistent with the size of the program or campus. A range of professional disciplines were represented: nursing 
(28%), allied health (25%), medical (24%) and other (23%) including pharmacy, diagnostic services, corporate and clinical program management, and administration. 
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Staff enrolling in the Evidence Dissemination Service (Baseline survey) 

Aim: To ascertain how participants enrolling in an Evidence Dissemination Service (EDS) currently use evidence in decision-making.  

Participants: Staff members enrolling to participate in EDS.   

Design and content: An electronic questionnaire was designed and delivered using SurveyMonkey [1]. Questions were developed to identify current use of evidence; time spent searching for, accessing and 
appraising evidence; perceptions of EBP at Monash Health and features of respondent’s decision-making practice. 

Distribution and Data collection:  The survey was part of the enrolment process. 

Analysis: Results were downloaded into Excel from the survey provider.   

Response rate: 46 staff members enrolled to participate in EDS during the survey period.  

Representativeness of sample: Respondents represented all clinical groups and all health service programs and sites.  

INTERVIEWS  

Members of organisation-wide committees, representatives of approved purchasing units and individuals who made decisions about resource allocation  

Aim: 1) To examine and document current processes for making, implementing and evaluating decisions and the factors that influence them (all interviewees) and 2) To identify relevant issues and pilot draft 
questions for needs analysis survey (clinical program managers only). 

Participants: Invitations were extended to 1) representatives of 14 committees with a mandate to make organisation-wide decisions regarding allocation of resources, 2) managers of 5 approved purchasing 
units (APUs) and 3) 9 managers from one clinical program selected for its high use of health technologies. 

Interview schedule: Questions were designed to identify how evidence and data were used in decision-making, implementation and evaluation and the associated barriers and enablers (all interviewees). 
Additional questions were designed to identify training and support needs for decision-making, implementation and evaluation and preferred formats for delivery (clinical program managers only). These were 
part of a schedule investigating organisational decision-making more broadly. The full interview schedule is available [5].  

Data collection: Interviews were approximately 1 hour long. Two CCE staff members attended, one as facilitator, one as note taker. Drafts were sent to the interviewees for clarification, comment and/or 
amendment as required. 

Analysis: Final interview notes were analysed thematically in MS Word and Excel using the elements of the theoretical framework. 

Response rate: 13 of the 14 committees, all 5 APU managers and all 9 clinical managers participated 

Representativeness of sample: All but one of the relevant committees and all APUs were represented, the clinical managers selected represented Program Directors, Medical Department Heads, Nurse Unit 
Managers and Quality and Risk Manager in medical and surgical sub-specialties, nursing and quality management across a range of campuses. 

WORKSHOP  

Structured workshop with decision-makers from a large diagnostic service 

Aim: To capture the process of capital equipment purchasing in a large multi-campus diagnostic service and how an ideal process for this decision-making might differ from the current process.   

Participants: The Director and Research Director of the diagnostic service generated the invitation list. Eighteen decision makers from all units, campuses and health professional groups within the service 
were invited by the Executive Director Medical Services and Quality.   

Design: An experienced facilitator from CCE who had no involvement in the SHARE project developed and delivered the workshop. A presentation on the background of the project and its relevance to the 
workshop was made by a SHARE project team member. Two other project team members were present to assist with logistics and note taking. The session was run over 1½ hours in the departmental seminar 
room. Five domains were identified a priori: how do we get an idea; what is the process (application, approval, feedback, who, timing); is it a good idea; is it the best idea and monitoring and evaluation. 
Barriers and enablers were explored. 

Data collection: Using a nominal group technique, participants were asked to describe the ideal process for purchasing large capital equipment. Responses were collected on sticky-notes. This method was 
repeated to identify gaps in the current process and included prioritisation of key areas for improvement.  

Analysis: Responses on the sticky notes were collated under the domains identified a priori. They were analysed within these domains to identify key themes. 

Response rate: 17 of the 18 invitees attended. An additional staff member from a clinical area not represented on the invitation list was included at the commencement of the workshop. 

Representativeness of sample: A range of medical, nursing, technical, quality improvement staff and business management representing all units within the department and all campuses attended. 
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Section 2 Developing the intervention: Feedback, refinement and decision-making 

INDIVIDUAL AND GROUP DISCUSSIONS 

Senior decision-makers 

Aims: To inform senior decision-makers of proposed plans, ascertain feedback regarding feasibility and acceptability, and seek support and endorsement. 

Participants: Nursing Executive Team, all Medical Program Directors and the General Manager of Allied Health. 

Format: Nursing Executive Team met as a group, Program Directors and General Manager were consulted individually. A summary of the proposed EDS was presented and participants asked for their feedback. 

Data collection: Discussions were approximately 30 minutes long. The CCE Director/SHARE Program Director was the presenter and facilitator. Notes were taken.   

WORKSHOPS 

Aims: To review and refine draft proposals and make final decisions. 

Participants: Initially held with the EDS Advisory Group, including an Executive Director (Nursing), General Manager (Allied Health) and two Department Heads (Surgery and Information Technology). 
Subsequently held with the SHARE Steering Committee including Executive Directors (Medical, Nursing, Support Services), Program Directors (Medical, Nursing, Allied Health, Pharmacy, Diagnostic Services), 
Committee chairs (Technology/Clinical Practice, Therapeutics, Human Research and Ethics, Clinical Ethics), Managers (Information Services, Clinical Information Services, Procurement, Biomedical Engineering, 
Research Services), Legal counsel and two Consumer representatives. 

Design 

 Provision of pre-reading materials and/or workshop presentation of background, issues to consider, draft proposals, etc 

 Agenda including points for discussion and decisions required 

 Documentation of discussion, decisions and actions in minutes 

Structured decision-making workshops were held at scheduled meetings of both groups. Discussion papers and background documents were provided beforehand, formal presentations introduced the 
workshops, and topics for discussion and decisions required were listed on the agenda.  

Deliberation 

The deliberative process was informal within the structure of the agenda and decisions were based on consensus. Discussion, decisions and actions were documented in minutes which were confirmed at 
subsequent meetings. 

FACTORS FOR SUCCESS AND SUSTAINABILITY  (Reproduced from Harris et al [6] with permission) 

Success 

A proposal is more likely to be successfully implemented if it meets the following criteria: 

 It is based on sound evidence or expert consensus 
 It is presented by a credible organisation 
 It can be tested and adapted 
 The relative advantage is evident 
 It is of low complexity  
 It is compatible with the status quo 
 It has an attractive and accessible format 

Sustainability 

A proposal is more likely to be sustainable if it has appropriate and adequate provision in each of the following categories: 

 Structure 
 Skills 
 Resources 
 Commitment 
 Leadership 
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Section 3 Evaluating the change: Evaluation Plans   

a. Model 1  
Domains Key Evaluation Questions Data Sources Data collection methods Outcomes 

Reach Have Southern Health Decision-makers either personally reviewed or 
nominated a member to receive and report EDS alerts? 

Decision-maker documentation Document analysis Committees, Departmental, Executive 
and Program heads sign up to EDS or 
nominate an employee to receive 
alerts relevant to their area of 
specialty.  

What are the trends in Southern Health User enrolment for EDS alerts? EDS Web-based statistics Audit 

How often are Southern Health staff accessing the EDS website? EDS Web-based statistics Audit 

Usefulness Which aspects of EDS presentation, content and format do decision-makers 
find helpful? 

Decision-makers Interviews and surveys Decision-makers review relevant 
information from EDS alert and 
retrieve full text where necessary 

Southern Health decision-making 
Committees discuss relevant 
information identified in EDS alert 

Users Surveys 

Which aspects of EDS presentation, content and format do decision-makers feel 
could be improved? 

Decision-makers Interviews and surveys 

Users Surveys 

Do decision-makers consider information delivered by EDS as being credible, 
reputable, authoritative, and trustworthy? 

Decision-makers Interviews and surveys 

Users Surveys 

Use Have EDS Alerts been discussed in Southern Health decision-making committee 
meetings?  

Decision-maker Committee 
documentation 

Document analysis Decision-making Committees, 
Executive, Department heads and 
Program heads respond to relevant 
information identified in EDS alerts 
and Southern Health TCPs are 
adapted accordingly 

Have Committees, Executives, Program heads and Department heads used 
information received from EDS to guide decision-making? 

Decision-makers Interviews and surveys 

Do Committees, Executives, Program heads and Department heads intend on 
using information received from EDS in future decision-making? 

Decision-makers Interviews and surveys 

Is there evidence that EDS has been used to inform disinvestment activities? Decision-makers Interviews and surveys 

Is there evidence that TCP related decisions have been made without input 
from Committees? (related to wider implementation with staff) 

Users Surveys 

Implementation To what extent has EDS been implemented as planned? EDS team  Group interview  EDS is fully implemented 

What do decision-makers report to be the barriers and enablers of 
implementing evidence received from EDS into practice? 

EDS team  Group interview  

Were there any gaps in the implementation of EDS that need addressing to 
meet program aims? 

EDS team  Group interview  
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b. Model 2  
Domains Evaluation Questions Data Sources Data collection methods Outcomes 

Reach How many evidence bulletins have been disseminated through the TCPC to decision-makers? EDS Database Audit The EDS appraises the quality and 
relevance of evidence prior to 
disseminating to the appropriate 
stakeholders at Southern Health 

How many evidence bulletins had related Southern Health policies, procedures or guidelines? EDS Database Audit 

How many evidence bulletins were inconsistent with local policies and procedures? EDS Database Audit 

How many pieces of evidence required action by the decision-maker and/or stakeholders? EDS Database Audit 

Usefulness Was the TCPC satisfied with the format and presentation of the evidence? TCPC Interviews Decision-makers find the content, 
presentation and delivery of the new 
process for disseminating evidence 
useful 

Were decision-makers satisfied with the new EDS/TCPC process? Decision-makers Survey 

Were decision-makers satisfied with the format and presentation of the evidence? Decision-makers Survey 

Do decision-makers consider the content of the evidence bulletins to be useful? Decision-makers Survey 

What aspects of the format, presentation and content could be improved? Decision-makers Survey 

Was the TCPC satisfied with the format and presentation of the templates for reporting? TCPC Interviews 

Were decision-makers satisfied with the format and presentation of the templates for reporting? Decision-makers Survey 

Do decision-makers consider information delivered by the new EDS to be credible, reputable, 
authoritative, and trustworthy?  

Decision-makers Survey Decision-makers find the evidence 
delivered to them to be credible, 
reputable, authoritative, & trustworthy 

Use How many evidence bulletins identified by the EDS were shown to have evidence of harm, 
evidence of benefit, evidence of a more cost-effective alternative, or evidence of lack of effect? 

EDS Database Audit Decision-makers use the evidence 
presented to them to inform or change 
current practice How many evidence bulletins identified by the EDS required action by the decision-maker and/or 

stakeholders due to inconsistency with Southern Health policies, procedures or guidelines? 
EDS Database 

EDS Reporting Database 

Audit 

How many decision-makers report that their practice would require a change based on the 
evidence presented? 

EDS Reporting Database Audit 

Decision-makers Survey 

How many decision-makers actually changed their practice based on the evidence presented? 

What types of change were involved? 

EDS Reporting Database Audit 

Decision-makers Survey 

Have all instances of evidence of harm been forwarded to the Executive Management Team? EDS Database Audit Procedures where there is evidence of 
harm are not undertaken 

How many decision-makers reported to the TCPC within the appropriate period of time? EDS Reporting Database Audit Decision-makers respond to presented 
evidence in the appropriate timeframe TCPC Survey 

Implementation To what extent has the new EDS been implemented as planned? EDS Team & TCPC Discussion/reflection Southern Health practice is consistent 
with current high-quality synthesised 
evidence 

What do decision-makers report to be the barriers and enablers of implementing evidence 
received from the new configuration of EDS into practice? 

Decision-makers Survey 

Were there any gaps in the implementation of the new EDS that need addressing to meet 
program aims? 

EDS Team & TCPC Discussion/reflection 
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Section 4  Survey of decision-makers: Preferred content and format of evidence product 
From survey of Monash Health staff who made decisions about resource allocation.  

Full details of all survey questions are in Paper 7 of this series [7]. 

Type of research publication to inform decisions about health technologies or clinical practices  

Respondents were invited to choose as many as applied n (%) 

Critical appraisals of primary research 88 (83.0) 

Full text of secondary research (eg evidence-based guidelines, systematic reviews) 83 (78.3) 

Critical appraisals of secondary research 79 (74.9) 

Full text of primary research (eg clinical trials) 73 (68.9) 

Abstracts of primary research 50 (47.2) 

Abstracts of secondary research 44 (41.5) 

Other* 7 (6.6) 

Total  106  

*Other: consumer perspectives, case-studies of other health services, web-access to journals, 
professional guidelines and web-access for participation in group wide trials 

 

Focus of research to inform decisions about health technologies or clinical practices  

Respondents were asked to rank at least three preferences with 1 
being the most preferred option 

1 

n (%) 

2 

n (%) 

3 

n (%) 

4 

n (%) 

5 

n (%) 

6 

n (%) 

Condition specific information (eg Diabetes) 25 (23.8) 26 (25.2) 18 (17.5) 7 (13.0) 8 (20.0) 3 (21.4) 

Professional group information (eg Emergency Department Nursing) 23 (21.9) 25 (24.3) 17 (16.5) 8 (14.8) 6 (15.0) 0 (0.0) 

Program relevant information (eg Mental Health) 21 (20.0) 20 (19.4) 26 (25.2) 16 (29.6) 2 (5.0) 0 (0.0) 

Organisation wide information (eg Infection Control) 15 (14.3) 14 (13.6) 15 (14.6) 14 (25.9) 16 (40.0) 1 (7.1) 

Unit relevant information (eg Monash Newborn Services) 13 (12.4) 18 (17.5) 26 (25.2) 9 (16.7) 8 (20.0) 2 (14.3) 

Other* 8 (7.6) 0 (0.0) 1 (0.97) 0 (0.0) 0 (0.0) 8 (57.1) 

Total 105 103 103 54 40 14 

*Other: consumer initiated, focused and developed research; international relevance; focus needed depends on the task; skill or procedure 
specific eg bed management 

 

Format of research dissemination to inform decisions about health technologies or clinical practices 

Respondents were asked to rank at least three preferences with 1 
being the most preferred option 

1 

n (%) 

2 

n (%) 

3 

n (%) 

4 

n (%) 

5 

n (%) 

6 

n (%) 

7 

n (%) 

Short pdf attachment to an email (eg titles and hyperlinks) 33 (32.4) 19 (18.8) 26 (25.5) 5 (11.9) 0 (0.0) 0 (0.0) 0 (0.0) 

Long pdf attachment to email (eg titles, abstracts, hyperlinks) 26 (25.5) 22 (21.8) 11 (10.8) 8 (19.0) 2 (6.3) 3 (10.7) 0 (0.0) 

Email with titles and embedded hyperlinks 18 (17.6) 26 (25.7) 21 (20.6) 2 (4.8) 7 (21.9) 4 (14.3) 0 (0.0) 

Searchable database 18 (17.6) 13 (12.9) 19 (18.6) 12 (28.6) 6 (18.8) 7 (25.0) 1 (7.7) 

Short paper-based newsletter (eg titles and web addresses) 4 (3.9) 14 (13.9) 13 (12.7) 9 (21.4) 6 (18.8) 5 (17.9) 1 (7.7) 

Long paper-based newsletter (eg titles, abstracts, web addresses) 2 (1.9) 6 (5.9) 9 (8.9) 6 (14.3) 11 (34.4) 12 (42.3) 4 (30.8) 

Other* 1 (1.0) 1 (1.0) 3 (2.9) 0 (0.0) 0 (0.0) 0 (0.0) 7 (53.9) 

Total 102 101 102 42 32 28 13 

*Other: short summaries about the article and main findings and then a link to the full article; lectures and/or in-services; website; full text 
review articles by well-respected authors; workshops regarding methods eg statistics, database development 
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Section 5 Factors that influenced organisational decision-making relevant to EDS 
Reproduced from Harris et al [5] with permission. 

Items related to proactive use of evidence in decision-making are highlighted. The other items are retained to provide context.  

Factors identified in response to a specific question about barriers and enablers are noted in italics.  

STRENGTHS/ENABLERS WEAKNESSES/BARRIERS 

External environment 

General  

Good relationships with external agencies such as Australian Council of Healthcare Standards, 
Victorian Department of Human Services (DHS) 

Projects initiated by external organisations such as Australian Quality Council, NSW Therapeutics 
Advisory Group and Clinical Excellence Commission 

 
 

 Legislation, regulations, national and international standards, and professional standards must be 
followed. This provides clarity and certainty for some decisions. 

 Some decision-makers are unaware of mandatory requirements. 

International  
 International bodies and national agencies of other countries provide evidence-based 

recommendations for use of health technologies, clinical practices, models of care, etc. 
 Systematic reviews and Health Technology Assessments are also available. 

 Decision-makers are frequently unaware of these resources.  
 Due to lack of time, knowledge and skills decision-makers do not actively seek these resources when 

making decisions and do not differentiate between high and low quality resources.  
 Cost-effectiveness data is often based on modelling which is perceived not to reflect reality 

National  
 The Medical Services Advisory Committee and Pharmaceutical Benefits Advisory Committee provide 

evidence-based recommendations for use of medical and surgical procedures and drugs. 

 
 Not all medical and surgical procedures and drugs are covered by these processes. 
 Nursing and allied health practices, models of care and clinical consumables are not covered. 

State  
 Guidance for introduction of new health technologies and clinical practices (TCPs) is provided by 

DHS.  This includes reporting requirements.  
 Monash Health has developed tools to implement these processes. DHS has recommended these 

tools to other health services. 
 Monash Health Decision Summaries are published on the health service website. 

DHS requirements and processes are cumbersome 

 There is no sharing of information or decisions. Individual health services duplicate the process of 
finding and appraising relevant evidence, developing business cases, etc.  

 DHS declined to coordinate sharing of information through a central database or website. 

 The Victorian Policy Advisory Committee on Technology (VPACT) has an annual funding round for 
introduction of new high cost TCPs 

 Respondents unaware of any long-term state-wide strategic planning for equipment purchases 
 Lack of coordination of equipment use and procurement at state level and no communication 

between health networks.   

 Some guidance for purchasing is provided through the Victorian Government Purchasing Guidelines, 
Medical Equipment Asset Management Framework (MEAMF), Targeted Equipment Replacement 
Program (TERP) and Health Purchasing Victoria (HPV).  

 HPV is responsible for bulk purchasing of pharmaceuticals, clinical equipment and consumables to 
streamline ordering and reduce costs. If the item required is in the HPV catalogue the specified 
brand must be purchased from the designated suppliers at the cost and conditions noted.   

 The processes are transparent and accountability is clear.   

 HPV catalogue only covers 30% of Monash Health consumables  
 Inclusion of items in the HPV catalogue is not always based on a rigorous evidence-based process 
 Safer, more effective or more cost-effective alternatives may not be included in the catalogue 
 HPV does not cover large items so MEAMF and TERP have no benefits from bulk purchasing and 

hospitals have to negotiate their own arrangements with suppliers 
 Decision-makers do not know which of these multiple systems are relevant to a particular situation 
 Terminology differs between systems and they are difficult to navigate 

 The Victorian Aids and Equipment Program is administered by Monash Health on behalf of the DHS. 
The application process is standardised based on tight explicit criteria for transparency and 
accountability.  

 This is a ‘last resort’ process after other sources of funding have been exhausted. Clinicians waste 
valuable time writing funding applications for multiple programs which could be integrated and 
allocated centrally. 

 The Department of Treasury is interested in supporting disinvestment initiatives but requires details 
of savings. If savings or reinvestments can be quantified the department may provide more funding. 

 It is hard to measure the savings 
 The savings are rarely realised because they are absorbed and used to treat more patients 
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Monash Health environment: General 

Enthusiastic and dedicated staff 

Staff commitment to quality improvement  

Organisational support  

Support from the Executive Management Team 

Support from Directors of Nursing 

Involvement of people who are outside of, or uninterested in, the politics of the organisation 

High staff turnover in the organisation, particularly agency nurses and junior staff, increases 
difficulty in communication and implementation 

High staff turnover in projects diminishes organisational knowledge and expertise and increases 
training requirements 

Organisational culture is difficult to change 

Organisational politics 

Incident reporting software (Riskman) is flawed, does not cover all requirements and does not enable 
valid aggregation of data related to consumer information 

 Strategic planning provides an opportunity for integrating disinvestment decisions into 
organisational practices. Monash Health had transparent strategic and business planning processes. 

 Lack of strategic planning for large equipment purchases 

 The Board, Executive Management Team (EMT) and Senior Managers have expressed ‘patient-
centred care’ as a priority. 

 Considerable pressures on the health service to reduce costs. 
 Perceived distinction between ‘what the hospital is concerned about (finances, organisational 

capacity and risk management) and what the clinician is concerned about (patients)’. 

Monash Health environment: Governance 

Oversight 
 Overall accountability sat with the Monash Health Board. The Board and EMT determined the 

decision-making structures within the organisation. 
 The Quality Unit maintained an organisational chart of committees related to quality and safety.  
 The Board Secretary also had a list of some committees   

 
 No central resource for oversight, coordination or provision of information about committee 

processes 
 No complete list of committees operating at an organisation-wide level 
 No lists of committees operating within programs or sites 

Policies and procedures 

Robust policies and guidelines for purchasing 

Relevant Terms of Reference for committees 

 

 

 Nature and scope of decisions was stipulated in the Purchasing Policy, Purchasing Policy Guidelines 
and Authority Delegation Schedule to prevent gaps, overlap and ambiguity. 

 Confusion about ‘who does what’  
 Duplication of some committee and project activities  

 In addition to policies and guidelines there were supporting documents such as application forms, 
business case templates, requisition forms and checklists governing activities related to resource 
allocation such as purchasing and procurement and development of clinical guidance documents.  

Too much paperwork and existing paperwork is confusing and ambiguous  

 Some documents were not well organised, not easily accessible, multiple versions were available 
and some required considerable skills and resources to complete 

 Emphasis on ‘business’ aspects and less consideration of evidence of safety, effectiveness and cost-
effectiveness in many of these documents 

Transparency and accountability 
 Transparency and accountability in decision-making was highly valued by respondents 
 Improved transparency and accountability at Monash Health was desired by most respondents 

Lack of transparency in all aspects  

Lack of transparency and accountability in decision-making reduces confidence 

 Inadequate transparency and accountability was one of the strongest messages from respondents 

 Clear documented lines of accountability and reporting requirements in some areas  
 Individuals and members of committees at the top of their respective decision-making hierarchies 

reported that they had clear understanding of how the processes should work, who is accountable, 
who makes the decision, etc and knew the difference between recommendations, decisions and 
authorisation.  

 Many of these respondents also reported that all decision-makers have the same understanding as 
they do. 

 Many individual and group decision-makers lower down the respective hierarchies admitted they 
were unsure of the processes. Others who said they were sure gave answers that were inconsistent 
with each other. Some reported ambiguities and inconsistencies in the systems and processes. 

 Confusion between the concepts of ‘decision’ and ‘recommendation’ which may lead to uncertainty 
in accountability. Some committees saw their role as ‘recommending’ a course of action with the 
‘decision’ being made by a higher-level committee.  In contrast, the higher-level committees saw 
their role as one of guidance and support in response to robust investigation of decision options 
which they expected to occur at the lower level ‘decision-making’ committees.   

 Individual decision-makers did not always know who to report a decision to and whether formal 
authorisation was required. 
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Conflict of interest 
 Conflict of Interest required as a standing item on the agendas of relevant committees. Ten of 13 

committees interviewed had a process for conflict of interest for committee members, and two of 
the four committees with an application process had a similar procedure for applicants.   

 
 Only one committee, the Technology/Clinical Practice Committee (TCPC), considered the effect of 

conflict of interest in the provision of evidence used in decision-making   

Monitoring, evaluation and improvement of systems and processes 
 Quality improvement of systems and processes was supported by respondents 
 Only one committee (TCPC) had an ongoing process of monitoring, evaluation and improvement of 

its systems and processes, however some committees had undergone a single evaluation/review 
and some were developing or planning to develop quality improvement processes. 

 
 No formal requirements for quality improvement of decision-making at Monash Health 
 At the program level, it was noted that ‘since there was no formal decision-making process there 

was no process of review’. 

 Committees that authorise or support decisions made by other committees expected that a rigorous 
process of decision-making and prioritisation had occurred. 

 No system to check or regulate this  

Reporting 
 Quality Unit chart of committees related to quality and safety included lines of reporting  
 Most committees had reporting requirements included in their Terms of Reference 

 The structure and process of reporting varied with site, department/unit and health professional 
group making the decisions across and between sites, programs, units, etc difficult 

 No systematic or documented process for reporting of projects 

Monash Health environment: Administration 

Relationships, coordination, collaboration and communication 

Knowing who to go to for information  

Knowing who to go to for support  

Networks within the organisation, particularly nursing  

Quality and Risk Managers are good at sharing information across the organisation 

Good communication at site level (nursing) 

Robust and regular communication  

Lack of knowledge and awareness about  

 decision-making systems and processes and where to go to find out about them 
 information sources and tools and where to go to find them 

Lack of information regarding how the system works and what processes need to be followed 

Lack of central resource/identified role to provide information about committees 

Lack of organisational processes for knowledge transfer 

Lack of coordination and collaboration between decision-making individuals and groups 

Lack of communication about decisions between programs, departments and other stakeholders  

Lack of communication about impending decisions and projects to enable stakeholder input 

 Quality Unit chart of committees included relationships (but only for reporting purposes).  
 Some committees recognised the overlap in their work and the potential to work together. These 

were in two groups, those considering introduction of new TCPs and those involved in purchasing. 
 People who were members of more than one committee often provided the links between them. 
 There were many examples of cross-unit/department consultation and collaboration for policy and 

protocol development and implementation. 
 Four projects were linked to others with similar aims.  

 Lack of awareness of other committees within Monash Health  
 Other than reporting, there were no documented relationships between committees  
 Other than the committees considering new TCPs, there were no formal processes of referral for 

issues that might affect, or should be addressed by, other committees  
 Decision-making ‘in isolation’ was noted to be a problem in multiple settings. ‘Fragmentation’ and a 

‘silo mentality’ were used in relation to decisions made without consideration of the areas they will 
impact upon or consultation with relevant stakeholders.    

 No systematic processes to link projects across the organisation 

Monash Health environment: Stakeholder engagement 

Involvement of broad range of stakeholders from multiple sites and a range of health professional 
disciplines 

 Reported benefits of broad stakeholder involvement in decision-making included improved decision-
making, more effective dissemination of decisions and informing and encouraging others about the 
need to consult with the groups represented. 

Lack of consultation with clinicians in decisions made by managers  

Lack of consideration of impact of change on others when making decisions or planning projects  

Lack of consideration of downstream or lateral impacts eg ‘cost saving measures in one area can 
result in increased costs in another area’ 

Limited input from the Quality and the Education Units  

 Many respondents supported increased consumer participation and were planning to act upon this  Only one committee (TCPC) included consumer representation in decision-making. 
 Several respondents thought that consumer representation on their committees would be 

inappropriate or that consumers had insufficient technical understanding to participate.   
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Monash Health environment: Resources 

Funding and staff time 

Provision of extra staff 

Availability of extra funds enhanced implementation and evaluation, eg introduction of the National 
Inpatients Medication Chart had external funding specifically for implementation and evaluation 

Some clinical pathways involve no additional costs 

Staff dissatisfaction with the expectation of their superiors that they will do more work within 
existing resources  

Insufficient allocation of staff time impairs 

 research and preparation for decisions 
 implementation and evaluation of decisions 
 project delivery 
 training 

Lack of/inadequate coordination of current resources 

 Some committees had a Secretariat comprised of 1-2 officers from named roles within the 
organisation. These positions were allocated sufficient time to complete the required tasks. 

 Some projects were provided with adequate resources for implementation and evaluation 
 Some wards had additional staffing for education support and clinical nurse support.  These were 

invaluable resources for practice change, protocol development and implementation. 
 Some projects had external funding from DHS, universities, etc for staff or infrastructure costs. 

 Some committees used the Personal Assistant of the committee Chair in an administrative role. If a 
new Chair did not have a personal assistant there would be no resources to support the committee. 

 Some respondents found it difficult to separate the role of the committee from the role of their 
department. Committee work significantly increased their overall workload, particularly 
administrative matters, and it was not always clear if these duties were part of, or additional to, 
their normal duties and what they could cut back in order to accommodate committee obligations. 

 Many projects were to be carried out ‘within existing resources’. Respondents noted that they either 
did unpaid overtime or aspects of the project were not undertaken. 

Expertise and Training 
 

Lack of/inadequate skills in  

 use of information technology 
 finding and appraising evidence from research and data 
 project management  
 change management 

 Staff in Centre for Clinical Effectiveness (CCE) and Clinical Information Management (CIM) were 
available to decision-makers to provide expertise in research evidence and local data respectively. 

 CCE ran training programs in finding and using evidence, implementation and evaluation 
 Six of 10 projects had training for project staff in change management, leadership or IT skills.   

 CCE’s funding for training was redirected due to budget cuts so it was unable to provide free in-
house programs (however many staff attended the fee-paying courses CCE provided) 

 Lack of understanding of information systems and project management in senior decision-makers 
was reported and training for committee members was suggested 

 Most projects used a staff member from the department involved to deliver the project, most of 
these did not have project skills or expertise 

 Education and training is not well provided for part-time and night staff. 

Information 

Provision of extra computers 
Lack of computers and/or access to computers, particularly for nurses  

Difficulties using intranet to find organisational data 

 CCE and CIM were available to provide information to decision-makers 
 Monash Health libraries provided access to health databases and electronic journals, as well as 

advice in searching the health literature. 

Lack of research evidence and local data to inform decisions 

 Many decision-makers chose not to use these sources of information 
 Priority was given to senior decision-makers and high level decisions; sometimes decisions at lower 

levels could not be provided with information due to limited resources. 

Decision-makers 

Broad committee membership  

Dedication of committee members 

Depth and range of experience of committee members 

Proactive clinicians who think about improving and moving forward 

High level of skill within medical staff acting as leaders in their specialties 

Clinical autonomy  

High workload in running a committee with lack of administrative staff 

Difficulty taking off ‘clinician hat’ and replacing it with ‘manager or decision-maker hat’ 

 Committee membership included a range of relevant stakeholders (except consumers) invited to Some clinicians feel that if they are experts in a particular area they should not have to justify 
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participate because of their role in the organisation or their knowledge and skills in relevant areas. operational decisions 

Potential adopters 

Having the appropriate profession engaging others in change process, for example nurses should be 
implementing projects with nurses, not pharmacists. 

Resistance to change  

Staff cynicism about the importance of changes and relevance to them 

Some clinicians insist on autonomy in their areas of expertise 

Decision-making process 

Identification of need/application 
 Decisions were instigated by ‘top down’ direction and ‘bottom up’ invitation. 

 General perceptions that  
 financial drivers were stronger than clinical drivers 
 impetus for change was ad hoc, there was no systematic or proactive approach  
 internal bureaucracy and red tape stifled ideas 

 Some committees had a well-documented application process.  Complex and time consuming nature of application processes 

People by-pass the system, usually not deliberate but due to lack of awareness of the process  

 Some applications are driven by pharmaceutical or equipment manufacturers  

Decision criteria  
 Documenting explicit criteria was generally viewed positively.  
 The committees with application forms had some documentation of criteria. 
 Other decision-making groups and individuals had ‘mental checklists’ of criteria they considered. 

 Only one committee (TCPC) and one individual used explicit, documented decision-making criteria.  
 Some committees had no decision-making criteria.  
 Some individual decision-makers strongly rejected documentation of explicit criteria as ‘another 

form of paperwork that will waste clinician’s time’. 

 Most committees considered the Monash Health Strategic Plan, quality, safety, access and equity. 
 All committees considered financial factors. 

Organisational priorities dominated eg  

 ‘Sound practice is not always affordable practice’ 
 ‘The operational aspects of nursing (Key performance indicators that are reported to DHS) come 

first and professional aspects comes second’ 
 There was a perception that there was ‘too much emphasis on financial return for investment’ 

Ascertainment and use of evidence 

Strong knowledge of the literature 

Attendance at conferences 

 Using research evidence and local data in decision-making was considered to be important. 
 All respondents reported using research evidence and data in decision-making to some extent.  
 Most committees sought a broad membership in order to utilise expertise in the consideration of 

research evidence and for decision-making with limited evidence.   
 Four out of ten projects sought research evidence from the literature to inform the project. 

Amount of time needed to search the literature or collect data 

Access to evidence is not easy or coordinated 

Lag time between what universities teach and latest research evidence so new staff are not always 
aware of best practice 

Drug company marketing 

 Only one committee (TCPC) required explicit inclusion of research and local data and considered the 
quality and applicability of this evidence. Only one of the projects appraised the evidence used. 

 The other committees had no process to seek evidence from research. When evidence from 
research and data was used, it was not usually appraised for quality or applicability.  

 Due to difficulty finding uninterrupted blocks of time, slow computers and lack of skills in finding and 
analysing evidence, decision-makers relied on clinical expertise and advice from colleagues. 

 Appropriate local data was frequently reported to be lacking, unavailable and ‘manipulated’. 
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Reminders and prompts to consider disinvestment  
 One application form (TCPC) had an explicit question about what the new technology will replace 

and what can be disinvested. 

 
 “It’s all very well to ask the question but it’s very hard to get a clinician to say they will stop doing 

something”.  

Deliberative process 

Robust and honest conversations 

Autonomous decision-making 

 Decision-makers expressed a desire for a documented standard process. 
 Many respondents noted that the main goal of discussion was to reach decisions by consensus.   

Process not seen as priority for some  

 Some committee members do not attend 
 Meetings too short for proper deliberation  

Some decisions made reactively, ‘on the run’, due to lack of consultation or not following process 

Long lag time between application and decision 

 Lack of standardised process  
 Many of the current processes were perceived to be unclear, ‘ad hoc’ and lacking objectivity 
 Lobbying, both covert ‘behind the scenes’ and overt ‘squeaky wheels’, was perceived to result in 

favourable decisions.  

 Most committees required not only the presence of a quorum to make decisions but also 
attendance of members with relevant knowledge or expertise to the decision at hand. 

 Not all committees had a defined quorum. Of those that did, some made decisions in the absence of 
a quorum and some made decisions even if a meeting was cancelled due to lack of a quorum.  

 Some decisions were made outside committee meetings or by the Chair only. 

Documentation and dissemination  
 One committee (TCPC) published Decision Summaries which were formally distributed to the 

Therapeutics Committee, EMT, DHS, the Applicant, Department Head and Program Head and made 
publicly available on the internet. 

 Most committees recorded minutes; these were considered to be confidential and were not 
published, but were available to appropriate requestors by contacting the committee secretariat  

 All of the individual decision-makers interviewed reported disseminating decisions to people they 
considered appropriate and, when deemed necessary, disseminating decisions organisation-wide.   

 Many respondents reported others disseminating decisions to them.   

Large size, nature and diversity of the organisation increases 

 difficulty in dissemination of information 
 frequency and range of communication methods required 

Not everyone uses email 

Using email too often dilutes the effect 

 The majority of committees did not publish minutes or anything similar.   
 One committee did not keep any records. 
 Although some related committees exchanged minutes there was a lack of formal communication 

across committees.   
 Documentation and dissemination of decisions made by individuals was informal and ad hoc.   
 Not all projects communicated decisions to other staff members or the wider organisation.  Unless 

people were directly involved, some projects appeared not to make project work or associated 
decisions public knowledge.    

 Lack of processes for knowledge transfer, especially across sites.   

Implementation 

Purchasing  
 Robust organisational processes that met annual audit requirements  
 Electronic ordering was controlled through an approval hierarchy with delegation thresholds.  
 It was assumed that the decision to purchase was made with due process before reaching the 

purchasing unit.    

 
 Use of evidence in purchasing decisions was not outlined in the Purchasing Policy Guidelines.  
 Those making the decision of ‘whether to buy’ were responsible for ascertaining evidence of safety, 

effectiveness and cost-effectiveness in the first stage; however there was no system to check that 
this has been done before the second stage. 

 Health Technology Services, the Product Evaluation Committee and working parties set up to 
evaluate large individual capital purchases considered appropriateness of equipment to Monash 
Health, availability of spare parts, life expectancy, servicing requirements, related consumables, 
availability of technical expertise and fit with the DHS Asset Management Framework. They also had 
expertise in contract negotiation. 

Difficulty managing expectations eg ‘once something is approved people want it immediately’ 

 Some were unaware of this process and went directly to the manufacturer. If this was overseas it 
may be difficult or expensive to get parts, there may not be relevant skills for local maintenance and 
it excludes benefits that may already exist with a local manufacturer that could supply the same 
product under better terms and conditions. Re-negotiating contracts, or establishing new ones, 
creates bad feeling and wastes lots of time.  

 Purchasing of clinical consumables within budget allocation is done electronically. Electronic 
authorisation is required for items above individual limits (eg Nurse Unit Manager approval up to 
$10,000, items above this require authorisation). 

 There is little assessment of safety, effectiveness or cost-effectiveness of clinical consumable items. 
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Policy and guidance 
 Monash Health was developing a new Policy and Procedure Framework 
 Broad support for increased standardisation of practice through policies and procedures  
 Development process seen as a communication tool between professional groups and across sites.  

 Lack of structure and standardisation of processes, especially between sites. 

Implementers  

Finding others who have done the same work for support, advice and information 

Establishing Working Parties and Steering Committees for support, endorsement, troubleshooting 

Project leader whose primary role is ‘at the coal face’ 

 Decisions made at program level that involve multiple wards, departments or sites are usually 
implemented by multidisciplinary teams. 

 Some project staff felt isolated and would have liked support from others who had done the same or 
similar work 

 It was not always clear who was responsible for project management  

Lack of/inadequate project management and communication resulted in multiple people 

 making inconsistent changes 
 contacting equipment vendors with requests and ideas for change 

Practice change 

At site level, there is good ‘buy-in’ for change and people are keen to make things work (nursing) 

Allowing wards to nominate themselves for participation in projects  

‘Bottom up’ approach to develop individual implementation plan in each ward 

‘Bottom up’ training to gain staff ‘buy in’ combined with ‘top down’ supportive strategy 

Flexible and adaptable staff 

Lots of preparation including training and communication with all stakeholders    

Use of pre-existing (and pre-tested) tools from other organisations 

Unrealistic project timelines 

Variability in current practice and lack of standardisation increases number of practices to change  

Large size, nature and diversity of the organisation increases complexity of implementation across 
departments with different needs 

Lack of effective implementation pathways 

Things take a long time to implement, to the point that they ‘fall off the agenda’ 

Staffing issues, including leave, mean that a lot of projects are on hold 

Project-specific barriers such as logistical challenges with product being implemented  

 Some committees provide an approval process only and the applicant is responsible for 
implementing the decision. In most cases the applicant has control over the process (eg head of 
department implementing a new procedure) and is motivated to implement the change. 

 Sometimes practice change is required beyond the applicant and their department. Committees do 
not require applicants to have or acquire knowledge and skills in implementation.  

 

 Training and education activities and ‘champions’ were reported as the two key strategies used to 
effect change and encourage sustainability of the intervention.   

 Most projects had a champion and/or Executive sponsor. Project champions were generally the 
head of the relevant department; others included the Chief Executive Officer, Executive Directors 
who were Steering Committee Chairs and ‘Ward Champions’ selected to encourage and promote 
change.  

 Those with champions unanimously considered champions important to the success of the project.   
 Training or education included passive methods using posters and memos, interactive learning on 

new equipment and participatory approaches involving staff in design and implementation.  
 Seven projects involved training for the target group, most of which was done by external providers 

of new equipment.   

 Lack of knowledge and skills in project management, change management and use of information 
technology were exacerbated when interventions were complex and required high levels of training  

 Lack of known, standardised processes for implementation at Monash Health 

 Most considered their project sustainable and believed the change was embedded in the system. 
This was reportedly achieved by involving a variety of staff and ‘bottom-up’ approaches to change. 

 Only two considered sustainability in the design of the project.   

 Half of the projects tailored the implementation plan to anticipated barriers and enablers sourced 
from other health services, literature searches and personal experiences of project staff.   

 Half reported that implementation was conducted as planned. Some noted that it mostly went to 
plan but ‘amendments were made continually to improve the process’.   

 One project had no implementation plan 
 Half of the projects did not consider barriers and enablers 
 

The benefit of the proposed practice change is clear and observable  Lack of baseline data meant that potential adopters were unable to see the benefit or relevance to 
their situation resulting in less ‘buy in’ and poor uptake. 
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Evaluation of outcomes of decisions 

General  

Use of pre-existing (and pre-tested) tools from other organisations eg audit tools 

 Evaluation and monitoring were considered important and had broad support 
 Monitoring of projects after implementation was thought to increase sustainability. 

Quality and Risk Managers are not included at the beginning to help with collection of baseline data 
and evaluation design 

 Lack of baseline data 
 A lack of data was seen to contribute to the current state of ‘little or no process of evaluation’. 
 Limited funds, knowledge and/or skills inhibited both the planning and conduct of evaluation. 

Evaluators  
 CCE was establishing an in-house Evaluation Service at the time of these interviews. 

 
 No specified evaluators with appropriate training or expertise had been utilised by the respondents. 

Requirements for evaluation  
 Monitoring, evaluation and reporting of outcomes was required by DHS sponsored projects and 

TCPC. The Therapeutics Committee requested reports for some decisions. 
 Routine clinical audits and monitoring of adverse events undertaken for hospital accreditation 

purposes provided indirect evaluation of decisions in some situations. 
 Half of the completed projects had been evaluated; all but one project reported achieving its 

planned objectives.   

 
 Monash Health had no requirements for evaluation of outcomes of decisions or projects. 
 Most committees had no planned evaluation of outcomes of decisions or implementation projects. 
 The purpose of reports for TCPC and Therapeutics was questioned by some respondents who noted 

that it may be inconsistent with the knowledge needed for program staff. 
 Only 2 projects planned evaluation as a project component. Some were evaluated post hoc. 

Reinvestment 

Reinvestment or reallocation of resources would be an incentive to disinvestment 

 SHARE Steering Committee keen to establish and support methods for reinvestment/reallocation 
 Flexibility and thinking laterally to include novel methods/indicators such as reducing waiting lists, 

getting patients out of Emergency Department faster, freeing up time in procedural/operating 
suites, freeing up bed days that are used to treat another patient group faster (eg X procedure saved 
Y$/bed days which was used by Z patients). 

Lack of planning for resource reallocation  

Lack of transparency and consultation in reallocation of savings creates disillusionment  

Staff dissatisfaction that savings generated are not reallocated  

 A health economist is required to do this properly, Monash Health had no resources for this 
 ‘We don’t look far enough for downstream effects; we’re too simplistic in assessment of savings’. 
 It was noted that savings made in a project in one area sometimes increased costs in other areas; 

hence reallocation of the savings to the project department would be unfair. 
 Savings of bed days or time in procedural/operating suites were used immediately to treat another 

patient group so were never realised 
 Accounting practices did not enable measurement and/or reallocation of savings in some areas, for 

example changes to one TCP may affect multiple cost centres eg department, ward, ICU, pharmacy. 



 

Section 6 Factors that influenced development of SHARE Program relevant to EDS 

Reproduced from Harris et al [6] with permission. 

Items related to proactive use of evidence in decision-making are highlighted. The other items are retained to provide context.  

Finding Source Decision 
Program 
element 

Potential benefits of disinvestment identified Literature 

Establish a program exploring disinvestment at Monash Health. 
SHARE 
program 

External environment supportive of disinvestment program Literature & DHS documents  

Internal environment supportive of disinvestment program Monash Health Staff  

Capacity for leadership in this area demonstrated Success of new TCP program  

The word ‘disinvestment’ is associated with negative connotations, high risk of 
engendering suspicion and distrust and getting stakeholders offside. 

Literature 

Monash Health Staff 

Proceed carefully, avoid the term ‘disinvestment’ and use positive 
language. 

Principles 

‘Top down’ approach seen as negative. Needs to be balanced with ‘bottom up’ 
strategies and involvement of stakeholders. 

Literature 

Monash Health Staff 

Implement ‘top down’ and ‘bottom up’ strategies, make 
stakeholder engagement a priority, and integrate methods for 
staff to drive change into the new systems and processes. 

Principles 

Preconditions 

A systematic integrated approach would be better than ad hoc decisions, individuals 
‘championing’ causes or projects undertaken in isolation.  

SHARE leaders 

International experts 

Focus on organisation-wide approach to decision-making that 
integrates new and current systems and processes. 

Principles 

Perceived lack of transparency and accountability and suboptimal use of evidence in 
current decision-making processes. Power struggles and hidden agendas perceived to 
influence outcomes.  Monash Health Staff  

Project team  

Ensure the new systems and processes are transparent, 
accountable and evidence-based. 

Introduce explicit criteria for disinvestment decisions. 

Principles 

Lack of transparency and accountability in reallocation of funding released through 
disinvestment would be significant barrier to effective program.   

Lack of consistent terminology, absence of decision-making criteria and no guidance to 
inform an organisational approach.  

Literature 

International experts 
Develop our own frameworks and methods.  Principles 

Disinvestment should not be considered in isolation but alongside other decisions. 
Investment and disinvestment decisions are often linked, disinvestment occurs when 
something new is introduced.   

Monash Health Staff  

SHARE leaders 

Project team  

Do not focus on ‘disinvestment’ or ‘investment’ alone. Consider 
‘resource allocation’. Establish processes along decision-making 
continuum from introduction to removal.  

Principles 

Health service staff perceive management priorities to be focused on saving money. The 
concepts around ‘disinvestment’ accentuate this. 

Literature 

Monash Health Staff  

Focus on ‘effective application of health resources’ to facilitate a 
positive approach. 

Principles 

The program needs a strong positive image that reflects the new focus on ‘effective 
application of health resources’. Being compatible with ‘iCARE’, the familiar acronym for 
Monash Health values would be beneficial. 

Monash Health Staff  

SHARE leaders 

Project team 

Change the name from ‘Disinvestment Project’ to ‘SHARE’ 
(Sustainability in Health care by Allocating Resources Effectively) 

Name 

Six potential opportunities to integrate disinvestment decisions into organisational 
infrastructure, systems and processes were identified. 

Literature 

SHARE leaders 

Investigate methods to implement disinvestment decisions in the 
six settings identified. 

Systems and 
Processes 

Undertaking disinvestment projects was a key element of the original proposal. Waiting 
for investigation of the six settings is too long to delay pilot projects. Some ‘quick wins’ 
would be valuable. 

SHARE leaders  

Monash Health Staff 

Develop methods to identify and prioritise potential target TCPs in 
parallel with the investigation of the six settings. Undertake pilot 
projects to disinvest them. 

Disinvestment 
projects 

Current decisions are made ‘routinely’ or ‘reactively’. Introduction of TCPs is based on 
applications from clinicians or managers and removal of TCPs is based on emerging 
problems or product alerts and recalls. Research literature and local data could be used 
‘proactively’ to drive health service practice. 

Monash Health Staff 

SHARE leaders 

Project team  

Build on current ‘routine/reactive’ processes that are done well.  

Develop new processes to use evidence ‘proactively’ to drive 
decisions and/or priority setting.  

Make these explicit elements of the new program. 

Principles 

Using evidence ‘proactively’ requires time and attention from decision-makers. The 
information provided must be trustworthy, applicable and sufficiently important to 

Monash Health Staff 

SHARE leaders 

Develop methods to identify appropriate high-quality information, 
process and package it for ease of use and deliver it to the 

Systems and 
Processes 
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Finding Source Decision 
Program 
element 

warrant adding to their workload.  relevant decision-makers. 

Decisions for resource allocation are delegated to committees and individuals. There are 
opportunities for improvement in the governance of these processes and to introduce 
routine consideration of ‘disinvestment’. 

Monash Health Staff 

SHARE leaders 

Project team  

Review processes and governance of decision-making by 
committees and the authority delegation schedule 

Systems and 
Processes 

There is no guidance on consumer participation in disinvestment activities. Literature 

Develop methods to capture and utilise consumer perspectives 
and integrate them into the new program. 

Systems and 
Processes 

With a few exceptions, committees and project teams do not routinely involve 
consumers in making or implementing decisions and the organisation does not have a 
framework for engaging consumers.  

Monash Health Staff 

Project team  

The systems and processes for evidence-based decision-making cannot be delivered 
without appropriate and adequate skills and support 

Literature  

Monash Health Staff 

Develop support services that enable capacity-building and 
provide expertise and practical assistance 

Support 
Services 

With a few exceptions, staff do not routinely seek evidence for decisions, are unaware 
of best practice in implementation and do not evaluate outcomes.  

Monash Health Staff 

Project team  
Provide expertise, training and support in accessing and utilising 
evidence in decisions.  

Provide expertise, training and support in implementing and 
evaluating evidence-based change. 

Support 
Services The main barriers to use of evidence and effective implementation are lack of time, 

knowledge, skills and resources. 

Literature  

Monash Health Staff 

Health service projects are not usually well supported. It is common for funding to be 
insufficient, timelines inadequate and staff lacking in knowledge and skills in project 
management, data collection and analysis. 

Monash Health Staff 

Project team  

Influence planning of disinvestment projects to ensure adequate 
resources and appropriate timelines.  

Provide expertise, training and support in project methods and 
administration 

Support 
Services 

Disinvestment projects are generally based on health economic principles  Literature 

Utilise in-house expertise and take an ‘evidence-driven’, rather 
than ‘economics-driven’, approach to investigation of 
disinvestment in the health service context.  

Principles 

Monash Health does not have expertise in health economics and does not intend to 
fund this in the foreseeable future 

Monash Health Leaders 

Safety, effectiveness, local health service utilisation and benchmarking parameters are 
possible alternative considerations for disinvestment. 

SHARE leaders 

Monash Health Staff  

Project team  
Monash Health has high-level expertise in accessing and using research evidence and 
health service data to inform decisions.  

Monash Health does not have the level of expertise in health program evaluation 
required for SHARE and has no expertise in health economics.  

Project team  
Engage consultants in health program evaluation and health 
economics to assist in development and evaluation 

Preconditions 

There is no guidance to inform a systematic organisational approach. Literature Undertake action research to investigate the process of change in 
addition to program and economic evaluations.  

Run a national workshop to learn and share information. 

Disseminate all findings. 

Evaluation 
and Research 

In addition to detailed program and economic evaluation, understanding what 
happened in the process of investigation, what worked, what didn’t work and why is 
required.  

SHARE leaders 

Project team 

This large program will need funds. It is consistent with the disinvestment agenda of the 
Victorian DHS who are sympathetic to a funding application. 

DHS documents 

DHS staff 
Seek funding from the state health department. Preconditions 

To be successful this ambitious proposal will need endorsement, support and strategic 
direction from the highest level and links to those with power and influence in the 
organisation. 

Literature  

SHARE leaders 

Project team reflection 

Increase membership of the Steering Committee to reflect those 
best able to provide the appropriate influence, direction and 
support. 

Preconditions 

All projects should be aligned to the Monash Health Strategic Goals. Program activities 
will be facilitated if integrated into the organisation Business Plan.  

SHARE leaders 

Project team reflection 

Align SHARE with the Monash Health Strategic Goals and include 
program activities in the annual Business Plans 

Principles 
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Section 7 Factors that influenced development, processes, outcomes and revision of EDS  

a. Development  
Influencing factors are presented in the matrix below. Decisions are summarised in the table following. 

Development, implementation and evaluation of the pilot Data, Capacity Building and Project Support Services are reported in 
Paper 7 [7]. Matrix reproduced with permission. 

The findings of the initial review [8-22] are consistent with current literature on evidence-based decision-making [23-29], 
disinvestment and resource allocation [30-40], and information needs of health service decision-makers [16, 41-49]. Recent 
studies have also demonstrated that dissemination of summaries of synthesised evidence [23, 27, 50-52] and evidence products 
with targeted messages [23, 27, 53-55] are effective knowledge translation mechanisms. References regarding the evidence of 
effective strategies have been added to the matrix for completeness. 

Influencing factors EVIDENCE 
SERVICE 

DATA SERVICE 
CAPACITY 
BUILDING 
SERVICE 

PROJECT 
SUPPORT 
SERVICE 

 

Id
en

ti
fy

, c
ap

tu
re

 a
n

d
 p

ro
ce

ss
 

sy
n

th
es

is
ed

 e
vi

d
en

ce
 

Tr
an

sl
at

e 
in

to
 u

se
r 

fr
ie

n
d

ly
 f

o
rm

at
s 

D
is

se
m

in
at

e 
 t

o
 d

ec
is

io
n

-m
ak

er
s 

Id
en

ti
fy

 h
ig

h
 r

is
ks

 a
n

d
  v

ar
ia

ti
o

n
s 

in
 

p
ra

ct
ic

e 

Tr
an

sl
at

e 
 in

to
 u

se
r 

fr
ie

n
d

ly
 

fo
rm

at
s 

D
is

se
m

in
at

e 
 t

o
 d

ec
is

io
n

-m
ak

er
s 

P
ro

vi
d

e 
tr

ai
n

in
g 

in
 a

cc
es

si
n

g 
an

d
 

u
si

n
g 

ev
id

en
ce

 a
n

d
 d

at
a 

P
ro

vi
d

e 
tr

ai
n

in
g 

in
 im

p
le

m
en

ta
ti

o
n

 

&
 e

va
lu

at
io

n
 

M
en

to
r 

an
d

 s
u

p
p

o
rt

 

P
ro

vi
d

e 
ad

vi
ce

 r
eg

ar
d

in
g 

m
et

h
o

d
o

lo
gi

es
 a

n
d

 m
et

h
o

d
s 

A
ss

is
t 

w
it

h
 p

ro
je

ct
  d

ev
el

o
p

m
en

t 
&

 

ad
m

in
is

tr
at

io
n

 

A
ss

is
t 

 w
it

h
 d

at
a 

ca
p

tu
re

,  
  d

at
a 

en
tr

y 
an

d
 a

n
al

ys
is

 

BARRIERS             

Lack of time and opportunity [10, 23, 25, 26, 29, 41, 44, 46-
48, 56-59] 

            

Lack of skills [10, 23, 26, 29, 33, 41, 43, 44, 46-48, 59-63]             

Lack of confidence [29, 42]             

Lack of interest or competing priorities [27, 42, 45, 46, 59]              

Lack of awareness of research and data [10, 23, 27, 29, 60, 
62] 

            

Lack of use of available research and data [27, 34, 60-62]             

Lack of relevant research and data [26, 43, 46-48, 56-58, 60, 
64] particularly for disinvestment [30, 33, 39, 48, 59]  

            

Poor quality of health data [28, 48, 56, 60, 61, 64, 65]                

Unfamiliar or difficult to use formats of research and data 
[10, 29, 48, 59-61, 64]   

            

Lack of policies and interventions for data-informed decision-
making [56, 60, 66]  

            

Difficulty accessing or using online resources [10, 26, 27, 29, 
41, 43, 44, 46-48, 58, 60, 64] 

            

Lack of infrastructure and technical support [21, 25, 29, 56, 
58, 59, 61, 62, 65] 

            

Inadequate resources [21, 25, 26, 46, 56, 58, 66]              

Negative attitudes or resistance to change [23, 25, 29, 59]             

Professional groups with different perspectives of evidence, 
knowledge base and skill set [30] 

            

Lack of triggers to initiate disinvestment discussions [31, 34, 
36, 38]  
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Lack of standardised processes for project delivery, 
responsibilities and accountability [32, 33, 67]  

            

Unrealistic project timelines [32]              

ENABLERS             

Training in use of evidence and data [10, 29, 41, 61, 65, 66]              

Dissemination of research and data [10, 26, 66, 68]             

Clarity, relevance, credibility and reliability of research 
findings [10, 16, 24, 26, 48] 

            

Quality and timely data from health information systems [48, 
60, 61]  

            

Organisational willingness to invest in a knowledge 
translation culture [25, 66, 69] 

            

Infrastructure or policy for accountability in knowledge use 
[25, 66] 

            

Links to researchers or knowledge brokers [25, 26, 48, 69, 70]             

Initiatives to integrate data into routine decision-making 
processes [68]  

            

ADDITIONAL NEEDS              

Capacity-building and provision of expertise and practical 
assistance [10, 28, 35, 37, 40, 60, 62]  

            

New processes to use research and data ‘proactively’ to drive 
decisions [28, 37, 60, 65] 

            

Analysis, synthesis, interpretation and review of data in 
decision-making [60, 61, 65]  

            

Incentives to change [34, 66, 67]             

Support to be tailored to units and professional needs [16, 
60, 69] 

            

Provision of a range of expertise in evaluation methods [65, 
71] 

            

Support from others who had done the same or similar work 
to address feelings of isolation  

            

EVIDENCE-BASED INTERVENTIONS 
            

Dissemination of summaries of systematic review evidence 
[27, 50, 51]  

            

Tailored targeted messages [27, 53-55]  
 

  
 

  
      

Training in critical appraisal [51, 54, 72]               

Interactive workshops [27, 72]             

Multifaceted educational intervention [27, 72]              
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b. Success and sustainability 
Model 1 

SUCCESS: A proposal is more likely to be successful if it meets the following criteria 

Based on sound evidence or expert consensus 

There is evidence of desirable characteristics of evidence products, but no clear evidence of effectiveness for the overall model. 

Presented by credible organisation 

Sources of evidence, such as The Cochrane Library, are considered credible. CCE is considered credible as a knowledge broker. 

Able to be tested and adapted 

A formal pilot will be undertaken, ongoing feedback will be sought, and systems and processes will be refined based on stakeholder feedback. 

Relative advantage is evident 

All stakeholders consulted have responded that they would welcome up-to-date evidence being delivered directly to them. 

Low complexity 

Users only have to register to receive evidence, however they will have to appraise it. Reporting template is as simple as possible. 

Compatible with status quo 

There is no current system for receiving disseminated evidence. Reporting is integrated into the existing monthly reporting schedule. 

Attractive and accessible format 

The email and website formats are attractive and easy to use. The evidence is categorised and readily accessible. 

SUSTAINABILITY: A proposal is more likely to be sustainable if it has appropriate and adequate provision in each category 

Structure 

CCE is an appropriate vehicle to deliver EDS within the organisation. Line management is the appropriate way to report use of evidence, 
change in practice, etc. 

Skills 

CCE team includes systematic reviewers, knowledge brokers and a health librarian. The Monash Health Medical Administration Registrar 
(trainee) with up-to-date clinical knowledge was seconded to ensure correct classification within clinical categories. The decision-makers may 
not have the skills to appraise the evidence appropriately. 

Resources 

Adequate funding was provided from the SHARE Program and by Monash Health allowing secondment of staff to the EDS. 

Commitment 

The organisation has demonstrated commitment through endorsement by the Executive Management Team and the Board and 
representation on the SHARE Steering Committee (3 executive directors, 10 clinical program directors, 4 committee chairs, 5 senior 
managers, legal counsel and 2 consumer representatives). All senior decision-makers consulted expressed their support. 

Leadership 

The Executive Director of Medical Services and Quality, Chair of the Technology/Clinical Practice Committee and Director of CCE are leaders 
of the process. All have credibility within the organisation. 
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Model 2 

SUCCESS: A proposal is more likely to be successful if it meets the following criteria 

Based on sound evidence or expert consensus 

This model addressed the desirable characteristics of evidence products better than Model 1.  

No evidence of effectiveness for the overall model, no evidence that it has been done before. 

Presented by credible organisation 

Sources of evidence, such as The Cochrane Library, are considered credible. CCE is considered credible as a knowledge broker. 

Able to be tested and adapted 

A formal pilot will be undertaken, ongoing feedback will be sought, and systems and processes will be refined based on stakeholder feedback. 

Relative advantage is evident 

Changes between Models 1 and 2 are based on stakeholder feedback and the benefits of the changes are clear. 

Low complexity 

Recipients of Evidence Bulletins only have to check applicability of the evidence and make changes if required. The response form is even 
simpler and has been reduced from seven responses to two. 

Compatible with status quo 

There is no current system for receiving disseminated evidence. Designated decision-makers are responsible for making sure practice in their 
area of authority is up-to-date. 

Attractive and accessible format 

The Evidence Bulletins are attractive, able to be read at a glance, with key information extracted from the publication and summarised. 

SUSTAINABILITY: A proposal is more likely to be sustainable if it has appropriate and adequate provision in each category 

Structure 

Designated decision-makers for the topic under consideration are the appropriate recipients of Evidence Bulletins. 

Program Directors are the appropriate individuals to disseminate the evidence and request a response from the decision-makers who report 
to them. 

The Technology/Clinical Practice Committee (TCPC) is the appropriately authorised group to govern the EDS process. 

CCE is an appropriate vehicle to develop the evidence products. 

Skills 

CCE team have the relevant skills to produce the Evidence Bulletins.  

The TCPC and Program Directors have the relevant knowledge to assess applicability of the evidence and need for change within the 
organisation. 

Resources 

Funding has been provided by Monash Health for the piloting phase, but ongoing funding to enable continuous delivery of the EDS will be 
needed.  

The current level of funding does not enable dissemination of all available evidence; limitation of selected publications to areas of priority 
within the organisation will be required. 

Commitment 

The Chief Executive has made EDS an organisational priority and requires notification of all responses related to evidence of harm. 

Leadership 

The Executive Director of Medical Services and Quality, Chair of the Technology/Clinical Practice Committee and Director of CCE are leaders 
of the process. All have credibility within the organisation. 
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c. Model 1 Pilot 
 

Domain Influencing factors Decisions/Action 

Evidence 
products 

 The quality, currency, content, format and methods of delivery of 
the EDS were all viewed positively 

 These features were retained  

Target 
audience 

 Users were not certain about the purpose of EDS and why specific 
publications were not being disseminated. They were also not using 
the website search function. 

 The EDS explanatory pages were revised and a 
‘Frequently asked questions’ page was 
introduced. 

Knowledge 

brokering 

 

 The EDS process was complex and only one staff member was 
familiar with all the requirements, creating problems when they 
were on leave. 

 An administrator’s manual was developed and 
additional staff were trained to improve 
sustainability of the service. 

 The pilot website had no branding, which did not comply with 
internal standards for Monash Health publications. 

 The Public Affairs and Communications 
Department assisted the EDS team to include 
Monash Health branding  

Processes and 

infrastructure 

  

 

 Executives, Senior Managers and Program Directors required 
information about policy and management decisions which was not 
addressed in the predominantly clinical evidence provided from the 
sources previously identified. 

 The category of ‘Evidence based policy and 
management advice’ was added and criteria to 
identify high quality sources of this information 
were developed (Section 9).  

 The need for users to identify publications that recommended 
ceasing or restricting a TCP for evidence of harm or lack of effect was 
noted. 

 The category of ‘Disinvestment’ was added  

 The initial taxonomy used first level ICD10 headings. This did not 
provide enough detail and half way through the pilot period this was 
changed to the second level. The change to second level headings 
within the limitations of the free software made the process of 
entering data very time intensive and created messy search results 
for users.  

 ICD10 classifications were replaced with MeSH. 

 The category of ‘Professional Group’ was thought to be too broad to 
be of real use, for example ‘Medicine’ was attached to almost every 
piece of evidence, and had considerable overlap with the ‘Specialty’ 
category.   

 ‘Professional Group’ was removed and 
‘Specialty’ was modified slightly to 
accommodate this change 

 The Medical Administration trainee was unable to undertake the 
classification due to other commitments which were given greater 
priority. This was a limitation of the Medical Administration portfolio 
where crises requiring immediate attention occurred frequently. 

 The EDS paid a medical graduate for one hour 
per week to ensure categorisation was correct 
and completed on time. 

 Users reported a preference for shorter emails with fewer entries.  Distribution was changed from fortnightly to 
weekly with fewer entries. 

 Citations in bulletins from EUROSCAN did not point to full text.  EUROSCAN was removed from the list of 
sources of evidence. 

Evaluation plan  The free email software had significant limitations related to analysis 
of available statistics. (Separate email software was needed at the 
start of the pilot as the website software did not have an email 
subscription function but introduced it later so the separate email 
software was no longer needed)  

 The email service with the original provider 
was discontinued and re-established with the 
website provider 
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d. Model 1 Full implementation 
 

Domain Influencing factors Decisions/Action 

Evidence 
products 

 Although they were recent publications, they may not contain any new evidence eg 
update of SRs or HTAs with no changes 

 Although the sources of evidence were appraised for their requirements of rigorous 
methods, this does not guarantee that the publication is valid or has low risk of bias 

 There was a large volume of information, including a large number of publications 
that did not require action 

 The email Alerts did not contain many of the features known to increase use and 
application of disseminated evidence ie no targeted message, no specific request for 
action 

To repackage the evidence to 
highlight key messages, 
demonstrate local relevance and 
implications, and provide 
actionable recommendations.  
 

Target audience  Lack of time to appraise for quality and applicability, check for consistency with 
current documented practice or complete the proposed reporting template 

 Findings were often irrelevant to recipient’s areas of practice, already known to 
them 

 Wasted their time and increased the potential for them to miss findings that 
mattered 

To reduce the burden on busy 
decision-makers by filtering 
publications before dissemination 
to assess quality, applicability, lack 
of or inconsistency with policies 
and procedures, local importance 
and potential for change.  

 Evidence Alerts not always reaching the right decision-makers – self selected To deliver the repackaged evidence 
to a specified authorised decision-
maker responsible for practice in 
the areas addressed in the 
publication. 

Knowledge 
brokering 

 The EDS team had difficulty processing the large number of eligible publications 
within the available resources and proposed that the selection criteria be restricted 
to reduce the volume 

 To limit selection criteria for 
publications to areas of high 
priority within Monash Health. 

Processes and 
infrastructure 

  
 

 

 Lack of governance, particularly a lack of transparency and accountability. EDS 
broadcasts were developed and disseminated rigorously and systematically, but 
were not accessed or used rigorously or systematically. Those responsible for 
decisions within the organisation were required to self-select and take action, but 
there was no process to ensure that the appropriate person with authority in the 
area affected by the evidence had considered the information or made a decision. 
Recipients could choose whether to access, use, or report use of evidence; or not. 

To introduce a governance 
framework for transparency and 
accountability and to ensure that 
the appropriate decision-makers 
are engaged, they address the 
evidence and take action as 
required, and the process is 
documented and reported. 

Local 
considerations 

 Although most publications were relevant to Monash Health because it covered such 
a wide range of clinical areas  they may not be applicable if Monash Health does not 
service a particular population, have expertise in a particular procedure, etc  

 Although there may be high quality strong evidence, practice change may not be 
important or worth the effort of change processes in preference to other needs, or 
action may not be required if Monash Health policies and procedures are already 
consistent with the evidence 

To introduce steps that address 
these local considerations 
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e. Model 2 Pilot  
 

Domain Influencing factors Decisions/Action 

Evidence 
products 

 The critical appraisal findings could be expressed more succinctly 
to increase ease of use by decision-makers 

 The quality appraisal summary table was 
removed and replaced with statements 
regarding the findings and their implications  

Target audience  The authorised decision-makers for the areas addressed by the 
evidence were readily identified 

 This was an enabler 

Knowledge 
brokering 

 The Evidence Bulletin could be improved to make completion 
easier for the EDS administrator 

 Drop-down boxes were introduced into the 
template  

 It was often difficult to interpret authors’ conclusions even after 
reading the whole article 

 Publications were only disseminated when EDS 
team were confident that the findings were valid.  

Processes and 
infrastructure  

 Evidence of benefit could not always be classified as clinical or 
cost effectiveness; for example effective methods to develop or 
implement guidelines.  

 A new category of methodological effectiveness 
was added. 

 There was not enough time to discuss the potential items for 
dissemination at the TCPC meeting 

 A standing item for EDS was introduced to the 
TCPC agenda 

 EDS was promoted as an organisation-wide priority 
 Responses were mandatory, would be audited and reported to 

Chief Executive every month 
 TCPC had the authority to require action  
 All senior managers were supportive 

 These were enablers 

 

f. Model 2 Full implementation 
 

Domain Potential influencing factors Potential Decisions/Action 

Evidence 
products 

 No negative comments were received regarding the Evidence 
Bulletins 

 The format could be replicated in subsequent 
models 

Target audience  The volume of information to each decision-maker was significantly 
reduced 

 Most bulletins were provided for information only, on average 
responses were required only once every few months. 

 All the bulletins decision-makers received were relevant to their 
clinical area 

 Their workloads were reduced to confirming whether change was 
needed, taking action if required, and reporting the outcomes 

 These were enablers 

 Many decision-makers in the target audience were researchers 
familiar with the literature and often contributors to systematic 
reviews or evidence-based guidelines. They were annoyed when 
receiving material they were familiar with. 

 Difficult to know how to address this when 
EDS staff do not know which areas of research 
staff members are active in, and should not 
assume even if they are active that they are 
aware of all the evidence in that area 

Knowledge 

brokering 

 

 Several respondents appeared to be unclear about the purpose of 
the EDS, in particular it was perceived that CCE had undertaken the 
reviews, rather than capturing synthesised evidence as it was 
published by others 

 A flowchart or text summary of the EDS 
process within each bulletin may address this 

  Evidence regarding drugs that were not available locally was 
disseminated 

 Confirmation that drugs or other technologies 
are available would require an extra step in the 
process 

 Many publications had more than one conclusion, eg harm plus 
effect or effect plus lack of evidence.  

 Some complex issues were relevant to multiple decision-makers 

 New methods are needed to address these 
issues. 

Processes and 

infrastructure 

 The governance elements worked smoothly and enabled 
transparency and accountability of the processes 

 The methodological issues were addressed successfully; only valid 
evidence was disseminated in bulletins that highlighted key 
messages, demonstrated potential inconsistency with local practice, 
and clearly stated required actions 

 These were enablers 
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Section 8 Options considered in development of EDS 

Resources Capturing Processing Storage Dissemination Utilisation 

New technologies 
 Horizon Scanning databases 
 HTA databases 
 Clinica Journal 
 Scrip Journal 
Evidence-lacking technologies 
 HTA databases 
 Cochrane 
 TRIP 
 PubMed Clinical Queries 
Benchmarking 
 Annual Reports 
 Internal datasets eg CIM 
 External datasets eg AIHW, 

CHA, WHA, WHO 
 Guidelines 
Alerts and recalls 
 TGA email alerts 
 FDA email alerts 
 MHRA email alerts 
 Scrip Journal 
Health Policy Issues 
 Government communications 
 Organisations (AIHW etc) 
 Conference proceedings 
 Journal articles 
Guidelines 
 SIGN 
 NICE 
 TRIP 
 NGC 
 Medscape WIR 
 Individual hospital’s guidelines 

E newsletters: daily 
 
RSS feeds: fortnightly  
 
Websites 
 Cochrane Library: quarterly 

for new and updated 
reviews 

 Other web accessible 
databases (e.g. TRIP, NGC, 
Q&A services etc): monthly 

 Annual reports (online or 
print) annually or twice 
yearly  

 
Human interaction 
 Note-taking 
 Memory 
 Communication 
 Conference and workshop 

attendance  
 
Clinical Information 
Management 
 As needed. CIM will extract 

information from their 
database and send to 
requestor in a 
report/spreadsheet 

Format  
 How will information be 

presented to various 
groups?  

 Will we develop 
standardised forms? 

 
Classification 
Multiple systems available 
 ICD 10 
 MeSH 
 SNOMED 
 Data dictionaries 
 
Holding 
Will information we capture 
be extracted into a temporary 
holding place (e.g. Endnote) 
until ready for processing? 

Options available to us now 
 Endnote (problems with record 

limits and slowness due to stored 
documents) 

 Individual drive and personal hard 
disks 

 Access database (need IT to create 
and training to use) 

 Shared drive (public) 
 SH intranet  
Options we could invest in 
 Blogging software on SH intranet 

(enable anonymous discussion) 
 RSS Aggregators (newsreaders) 
 BookCat (based on Access, 

modifiable, able to create reports) 
 A document repository system on 

the intranet (could store finished 
reports here, as well as use it as an 
email archive) 

Time in storage 
 Permanent (change in practice, 

evidence reports, etc) 
 Temporary (alerts/recalls) 
 Immediate deletion (weekly email 

roundups  eg eCAB, Medscape etc) 
Legalities 
 Copyright restrictions (documents 

obtained under interlibrary loan 
need to be destroyed after 
intended use etc.) 

 Need to find out SH’s legal record-
keeping responsibilities 

CCE current practices 
 Emails to interested individuals 
 Classes and workshops 
 Conference presentations 
 Journal articles 
 Commissioned reports to internal 

and external client groups  
 Reports on the old CCE website 
 
New practices 
 SH Intranet 
 Newsletters (CE, SH News, Purple 

Peril, Nursing & Midwifery 
(including guidelines) 

 Education (medical and nursing  
learning portals) 

 Health Information Services 
 Protocols and Guideline site 
 CCE webpage 
 Targeted emails (Heads of Depts, 

Committee members, senior 
staff) who can then impart to 
junior staff 

 Internal newsletters 
 Hospital-wide and group emails 
 Print and distribute entire 

documents at committee 
meetings, pass onto interested 
individuals etc 

 Google group discussion list 
(available via email and RSS, 
enables anonymous discussion) 

 Emails to individuals asking what 
emerging trends are happening in 
their field  

CCE current practices 
 Evidence requests 
 Journal clubs 
 Participation on SH 

committees 
 
 
New practices 
 Training programs 
 Support systems 
 Reporting systems 
 Project support processes 
 
External activities 
 Journal articles 
 Conference presentations 
 Lectures / Seminars 
 Promotional activities  
 
 

Abbreviations: AIHW Australian Institute of Health and Welfare; CCE Centre for Clinical Effectiveness; CE Chief Executive; CHA Children’s Hospitals Australia; CIM Clinical Information Management; FDA Food 
and Drug Authority; HTA Health Technology Assessment; ICD 10 International Statistical Classification of Diseases and Related Health Problems Tenth Revision; IT Information Technology; MeSH Medical Subject 
Heading; MHRA Medicines and Healthcare products Regulatory Agency; NGC National Guideline Clearinghouse; NICE National Institute for Health and Care Excellence; RSS Really Simple Syndication, SH 
Southern Health; SIGN Scottish Intercollegiate Guideline Network; SNOMED Systematized Nomenclature of Medicine; TGA Therapeutic Goods Authority; TRIP Turning Research into Practice, WHA Women’s 
Hospitals Australia; WHO World Health Organisation,  

Storage decision: WordPress (wordpress.com) blogging software was chosen because it was easy to set up and maintain; had a professional appearance; included in-built categories, the 

choice to turn off comments, a variety of widgets such as search boxes and category drop-down lists, and the ability to store documents within the blog.
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Section 9 Definitions of evidence products, inclusion criteria and appraisal of publication sources 
Inclusion and appraisal criteria were applied to methods published on the websites of potential sources of high quality 
synthesised evidence. 

Generic criteria 

 Publications are in English or have English summaries of foreign language evidence 

 Evidence must be freely accessible and require no cost to subscribe or register 

 The evidence must be electronically accessible for a period of time (ie stable links) 

 Declarations of conflicts of interest and attributions of authorship must be clear and immediately identifiable 

 Funding sources must be explicit. If funded by commercial entities, editorial independence must be demonstrated 

Systematic Reviews and Health Technology Assessments (HTAs) 

A systematic review synthesises the results from all available studies in a particular area and provides a thorough analysis of the 
results, strengths and weaknesses of the collected studies.  A systematic review addresses a focused, clearly formulated 
question.  It uses systematic and explicit methods to identify, select and critically appraise relevant research and to collect and 
analyse data from the studies that are included in the review.  It may or may not include a meta-analysis which summarises the 
statistical results of included studies.1 

A health technology assessment is an evaluation of the clinical effectiveness, cost effectiveness, and broader impact of drugs, 
medical technologies, and health systems, both on patient health and the health care system.  During the assessment, data from 
research studies and other scientific sources are systematically gathered, analysed and interpreted.  The findings from this 
process are then summarised in reports that translate scientific data into information that is relevant to decision-making.2 

Quality criteria 

 Focused research question(s) 

 Comprehensive search strategy 

 Specified inclusion and exclusion criteria 

 Quality assessment of included information/studies 

 Summary of results of individual studies 

Evidence-Based Guidelines 

Evidence-based guidelines are systematically developed statements that aim to assist practitioner and patient decisions about 
appropriate health care for specific clinical circumstances.  Developed after the systematic retrieval and appraisal of information 
from the literature, evidence-based guidelines usually include strategies for describing the strength of the evidence, and clearly 
separate expert opinion from the best available evidence.3 Evidence-based guidelines have been sourced from sites or 
organisations that have appropriate methods of development.   

Quality criteria 

Sources were assessed against a subset of criteria from the AGREE II instrument.4 

 Systematic methods were used to search for evidence – criterion 7 

 The criteria for selecting the evidence are clearly described – criterion 8 

 The methods used for formulating the recommendations are clearly described – criterion 10 

 There is an explicit link between the recommendations and the supporting evidence – criterion 12 

                                                             

 

1. Centre for Clinical Effectiveness. 2009.  Evidence-Based Answers to Clinical Questions for Busy Clinicians. The Centre for Clinical 
Effectiveness, Southern Health, Melbourne, Australia. http://www.southernhealth.org.au/icms_docs/2145_EBP_workbook.pdf     

2. The Canadian Agency for Drugs and Technologies in Health (CADTH). http://www.cadth.ca/index.php/en/hta/faq      

3. McKinlay E, McLeod D, Dowell T & Howden-Chapman P. 2001.  Clinical Practice Guidelines: A selective literature Review, Report prepared 
by the Wellington School of Medicine for the New Zealand Guidelines Group Inc. 
http://www.nzgg.org.nz/download/files/wsm_literature_review.pdf  

4. AGREE. 2009. Appraisal of Guidelines for Research and Evaluation II. The AGREE Next Steps Consortium. 
http://www.agreetrust.org/?o=1397  

http://www.southernhealth.org.au/icms_docs/2145_EBP_workbook.pdf
http://www.cadth.ca/index.php/en/hta/faq
http://www.nzgg.org.nz/download/files/wsm_literature_review.pdf
http://www.agreetrust.org/?o=1397
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Horizon scanning documents 

Horizon scanning provides short, rapidly completed, ‘state of play’ documents.  These provide current information on 
technologies to alert planners and policy makers of the advent and potential impact in terms of safety and cost, before they are 
introduced into the health system.  In addition to new and emerging technologies, horizon scanning can also provide timely 
information about changes in the delivery and use of existing technologies.5 

Quality criteria 

Sources were assessed against the eight principles of the HONcode (Health on the Net Foundation).6 

 Authoritative 

 Complementarity 

 Privacy 

 Attribution 

 Justifiability 

 Transparency 

 Financial Disclosure 

 Advertising policy 

Alerts and recalls 

An alert is advice regarding a specific situation in which a therapeutic good which, whilst performing to meet all specifications 
and therapeutic indications, might present an unreasonable risk of substantial harm if certain specified precautions in regard to 
its use are not observed.7 

A recall advises the permanent removal of therapeutic goods from supply or use for reasons relating to deficiencies in the 
quality, safety or efficacy of the goods.7 

Alerts and recalls were not appraised but were limited to Australian government publications. 

Evidence-based policy and management advice 

Evidence-based policy and management advice is represented as synthesised research evidence related to governance, financial 
and delivery arrangements in health systems8 as well as policies, programs and interventions at public health decision-making 
levels.9 

Quality criteria 

 Aim of the source is to enable Evidence-Based Decision-Making 

 Original full text article freely available online 

 Classified as ‘strong evidence’ by source of publication 

 

 

                                                             

 

5. Australian and New Zealand Horizon Scanning Network (ANZHSN). 
http://www.horizonscanning.gov.au/internet/horizon/publishing.nsf/Content/process-2#what  

6. HONcode (Health On the Net Foundation)           
http://www.hon.ch/cgi-bin/HONcode/Inscription/site_evaluation.pl?language=en&userCategory=individuals   

7. Therapeutic Goods Administration. Uniform Recall Procedure for Therapeutic Goods. 2004 edition ©. Commonwealth of Australia. 
http://www.tga.gov.au/docs/pdf/urptg.pdf  

8. Health Systems Evidence. 2011. Health Systems Evidence - Evidence to support decision-making – An online repository of synthesized 
research evidence for health system policymakers, managers and stakeholders  
http://www.healthsystemsevidence.org/images/stories/documents/mhf-tool_3_healthsystemsevidence_2010-04-21.pdf  

9. Health Evidence Canada. 2011. http://www.health-evidence.ca/html/AboutUs  

http://www.horizonscanning.gov.au/internet/horizon/publishing.nsf/Content/process-2#what 
http://www.hon.ch/cgi-bin/HONcode/Inscription/site_evaluation.pl?language=en&userCategory=individuals
http://www.tga.gov.au/docs/pdf/urptg.pdf
http://www.healthsystemsevidence.org/images/stories/documents/mhf-tool_3_healthsystemsevidence_2010-04-21.pdf
http://www.health-evidence.ca/html/AboutUs
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Section 10 Sources of synthesised evidence  

Systematic reviews, HTAs and Evidence-based Guidelines 

 Cochrane Library 

 Scottish Intercollegiate Guidelines Network 

 New Zealand Guidelines Group 

 National Institute for Health and Clinical Excellence (NICE) 

 National Institute for Health and Clinical Excellence (NICE) – “Do not Do Database” 

 Australian National Health and Medical Research Council  

 Washington State Health Care Authority HTA Program 

 Australian Medical Services Advisory Committee  

 Institute of Work and Health 

 Health Information and Quality Authority 

 Effective Public Health Practice Project 

 Centre for Clinical Effectiveness 

 Centre for Reviews and Dissemination  

 California Technology Assessment Forum 

 California Health Benefits Review Program 

Horizon Scanning 

 Australia New Zealand Horizon Scanning Network 

 Canadian Agency for Drugs and Technologies in Health Horizon Scanning Service 

 International Network on New and Emerging Health Technologies (EuroScan) 

Alerts and recalls 

 Australian Therapeutics Goods Administration  

 National Prescribing Service  

 Any alerts or recalls distributed through Monash Health internal systems 

Evidence-based policy and management advice 

 Health Systems Evidence (McMaster Health Forum) (Canada) 

 Health Evidence Canada  

 

 

 

Coding  

The titles were coded so the reader could identify the type of publication   

 Systematic reviews and health technology assessments (HTAs) were identified by the prefix SR. 

 Evidence-based guidelines were identified by the prefix GL. 

 Horizon scanning can be identified by the prefix HS. 

 Alerts and recalls can be identified by the prefix AR. 

 Evidence-based policy advice can be identified by the prefix PL. 
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Section 11 Taxonomy  

Categories  

Bibliographic Source, Healthcare setting, Type of technology/practice, Professional group, Specialty, Disease group, 
Age, Gender, Outcomes, Author's Recommendations and Links to original documents. 

Definitions  

Healthcare settings  

‘Settings’ refers to the places where healthcare is undertaken. Sources of individual definitions are cited.  

 Inpatient (Monash Health Acute Care): where the patient requires admission to the hospital; “persons admitted to 
health facilities which provide board and room, for the purpose of observation, care, diagnosis or treatment” 
(Mondofacto Medical Dictionary 2008). 

 Outpatient (Monash Health Continuing Care): where treatment occurs without admission, often on a continuing basis; 
“a patient who is receiving ambulatory care at a hospital or other facility without being admitted to the facility.  
Usually, it does not mean people receiving services from a physician’s office of other program that also does not 
provide inpatient care” (Academy Health 2004). 

 Emergency Department: “a hospital room or area staffed and equipped for the reception and treatment of persons 
with conditions (as illness or trauma) requiring immediate medical care” (Meriam-Webster’s Medical Dictionary, 2010) 

 Organisation-wide: Information catalogued with this subject heading (e.g. hand-washing, staff wellbeing, patient 
information) needs to be addressed by multiple departments.  

 General Practice: A service which provides primary care, generally privately operated; “a term for physicians who care 
for all types of medical problems. Has since been replaced by more extensively trained family practitioners” 
(Mondofacto Medical Dictionary 2008). 

 Community Health Service: provides mixed preventive and primary care; “Community health… has [a] focus on health 
promotion and disease prevention and management is designed to improve the health and wellbeing of local 
residents, as well as take pressure off the acute care health system.” Services are provided locally, to everyone, 
irrespective of income.  http://www.betterhealth.vic.gov.au/bhcv2/bhcarticles.nsf/pages/Community_health_centres?open 

 

Types of technology /practice 

This list was determined by the Technology/Clinical Practice Committee which has the role of approving the 
commissioning and decommissioning of health technologies and clinical practices at Monash Health. Definitions are based 
on National Library of Medicine Medical Subject Headings (MeSH). 

 Pharmaceuticals: Drugs intended for human or veterinary use, presented in their finished dosage form. Included here 
are materials used in the preparation and/or formulation of the finished dosage form. 

 Implantable Devices: Devices which are inserted into an organism, typically beneath the epithelium tissue layer, for 
prosthetic, diagnostic, therapeutic, or experimental purposes. 

 Prostheses: Artificial substitutes for body parts, and materials inserted into tissue for functional, cosmetic, or 
therapeutic purposes.  

 Surgical Procedure: Procedure that either uses open invasive surgery, closed or local surgery, corrects deformities and 
defects, repairs injuries, diagnoses and cures certain diseases, is elective surgery, or is a procedure to reconstruct, 
restore, or improve defective, damaged, or missing structures. 

 Surgical Devices: Nonexpendable and expendable apparatus used during surgical procedures, including surgical 
instruments (devices that are usually hand-held and used in the immediate operative field). 

 Diagnostic Procedures: Methods, procedures, and tests performed to diagnose disease, disordered function, or 
disability.  

 Diagnostic Devices: Instruments or tests used in medical diagnosis / Nonexpendable items used in examination. 

 Medical Procedure: A course of action intended to achieve a result in the care of admitted patients, used by medical 
personnel. 

 Medical Device: Expendable and nonexpendable equipment, supplies, apparatus, and instruments that are used in 
diagnostic, therapeutic, scientific, and experimental procedures. 

 Clinical Procedure: All other procedures or clinical activities  

http://www.betterhealth.vic.gov.au/bhcv2/bhcarticles.nsf/pages/Community_health_centres?open
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Professional Specialties 

This is a modified version of MeSH Health Occupations [H02], originally developed by the National Library of Medicine 
(http://www.nlm.nih.gov/mesh/2010/mesh_browser/MBrowser.html).  

A 
Acupuncture  
Adolescent Medicine 
Adolescent Psychiatry 
Aerospace Medicine 
Allergy and Immunology  
Anaesthesiology 
Andrology 
Animal Nutrition Science 
Audiology 
 

B 
Bariatric Medicine  
Behavioural Medicine  
Biological Psychiatry 
Biomedical Engineering  
 

C 
Cardiology 
Child Nutrition Sciences 
Child Psychiatry 
Chiropractic 
Clinical Medicine  
Colorectal Surgery 
Community Dentistry 
Community Health 
Nursing 
Community Medicine  
Community Psychiatry 
Critical Care Medicine  

D 
Dietetics 
Dental General Practice 
Dental Research 
Dental Technology 
Dermatology 
Disaster Medicine 

E 
Emergency Medicine 
Emergency Nursing 
Endocrinology 
Endodontics 
Epidemiology 
Environmental Health 
Environmental Medicine 
Epidemiology 
Ethnopharmacology 

F 
Family Nursing 
Family Practice 
Forensic Dentistry 
Forensic Medicine 
Forensic Nursing 
Forensic Psychiatry 

G 
Gastroenterology 
Geriatric Dentistry 
Geriatric Nursing 
Geriatric Psychiatry 
Geriatrics 
Gynaecology 

H 
Haematology 
Health Physics 
Health Promotion 
Health Services 
Administration 
Health Services Research 
Herbal Medicine 
Holistic Nursing 
Hospitalists  
Hospital Administration  

I 
Immunology 
Infection Control  
Infectious Disease 
Medicine 
Integrative Medicine 

J, K, L 

M 
Medical Genetics 
Medical Illustration 
Medical Oncology  
Medical Sociology  
Medical Technology 
Midwifery 
Military Dentistry 
Military Medicine 
Military Nursing 
Military Psychiatry 
Mortuary Practice 

N 
Naval Medicine 
Nephrology 
Neonatal Nursing 
Neonatology 
Neurology 
Neuropharmacology 
Neurosurgery 
Nuclear Medicine 
Nursing 
Nursing Research 
Nutritional Sciences 

O 
Obstetrical Nursing  
Obstetrics 
Occupational Dentistry 
Occupational Health 
Nursing 
Occupational Medicine 
Occupational Therapy  
Oncologic Nursing 
Oral Medicine 
Oral Pathology 
Oral Surgery 
Orthodontics 
Orthopaedic Nursing 
Operative Dentistry 
Ophthalmology 
Optometry 
Oral Medicine 
Oral pathology 
Oral surgery 
Organization and 
Administration 
Orthodontics  
Orthoptics 
Orthopaedics 
Osteopathic Medicine  
Otolaryngology 

P 
Paediatrics 
Paediatric Dentistry 
Paediatric Nursing 
Palliative Care 
Paramedicine 
Perinatology 
Perioperative Nursing 
Pathology 
Periodontics 
Pharmaceoepidemiology 
Pharmaceutical 
Technology  
Pharmacogenetics 
Pharmacology 
Pharmacy  
Physical Therapy  
Plastic Surgery 
Podiatry 
Preventive Medicine 
Prosthodontics 
Psychiatric Nursing 
Psychiatry 
Psychology 
Psychopharmacology 
Public Health 
Public Health Dentistry 
Public Health Nursing  
Pulmonary Medicine  

Q 
Quality of Health Care 

R 
Radiation Oncology 
Radiologic Technology 
Radiology 
Regenerative Medicine 
Rehabilitation 
Rehabilitation Nursing 
Reproductive Medicine 
Rheumatology 

S 
School Dentistry 
School Nursing 
Serology 
Sleep Medicine 
Speech Language 
Pathology  
Sports Medicine 
Social Medicine  
Surgery 

T 
Telemedicine 
Thoracic Surgery 
Toxicology 
Transcultural Nursing 
Traumatology 
Tropical Medicine 
 

U 
Urology  
 

V 
Venereology 
Vaccination 
Vascular Surgery 

 

http://www.nlm.nih.gov/mesh/2010/mesh_browser/MBrowser.html
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Acupuncture 

Allied Health 

Biomedical Engineering 

Chiropractic 

Dentistry 

Environmental Health  

Health Services Administration  

Hospital Administration 

Medical Illustration 

Medical Sociology 

Medicine 

Mortuary Practice 

Nursing  

Nutritional Sciences  

Optometry 

Orthoptics 

Pharmaceutical Technology  

Pharmacology  

Pharmacy  

Podiatry  

Serology 

 

Special Interest Groups  

These categories are RSS feeds that have been set up for special interest groups.  

Clinical Risk: Medical Procedure, Clinical Procedure, Organisation-wide, Infection Control, Nursing, Falls. 

Medication Safety: Pharmaceuticals, Pharmaceutical Technology, Pharmacy, Potassium, Insulin, Narcotics (opioid 
analgesics), Chemotherapy, Heparins, Administration errors, Prescribing errors, Dispensing errors, Electronic prescribing. 

Emergency: Emergency Department, Emergency Medicine, Emergency Nursing, Toxicology 

Disinvestment: Not recommended, evidence of harm 
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Section 12 Model 1 Examples of the EDS Website 

PILOT VERSION 
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REVISED VERSION 
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Section 13 Model 1 Example of EDS Email Alert 

 

 

 

 

 



 

36 

 

Section 14 Draft tool for reporting use of evidence with completed examples  

Clinical 
Area 

Reference  Source Evidence 
of 

benefit 

Evidence 
of harm 

or no 
benefit 

Lack of 
evidence  

Applicability Policy or 
procedure on 

this topic? 

Policy or 
procedure 
consistent 

with evidence? 

Quality Change in 
practice 
needed? 

If policy, procedure or local practice is not consistent 
with the evidence: 

 What are the plans to implement change? 
 What are the reasons for not implementing 

change?  

Respiratory 
medicine 

Ward et 
al 

Cochrane     Good 
 Limited 
 Poor 

 Yes  
 No 
 N/A 

 Yes  
 No 
 N/A 

 Good 
 Limited 
 Poor 
 N/A 

 Yes  
 No 
 N/A 

 N/A 

Kimber et 
al 

UK HTA      Good 
 Limited 
 Poor 

 Yes  
 No 
 N/A 

 Yes  
 No 
 N/A 

 Good 
 Limited 
 Poor 
 N/A 

 Yes  
 No 
 N/A 

The new drug will be implemented following an 
education program and introduction of revised local 
guidelines  

Georgiou 
et al 

ASERNIPS     Good 
 Limited 
 Poor 

 Yes  
 No 
 N/A 

 Yes  
 No 
 N/A 

 Good 
 Limited 
 Poor 
 N/A 

 Yes  
 No 
 N/A 

In the absence of good evidence to retain or 
discontinue current practice, no changes will be made.   

      Good 
 Limited 
 Poor 

 Yes  
 No 
 N/A 

 Yes  
 No 
 N/A 

 Good 
 Limited 
 Poor 
 N/A 

 Yes  
 No 
 N/A 

 

      Good 
 Limited 
 Poor 

 Yes  
 No 
 N/A 

 Yes  
 No 
 N/A 

 Good 
 Limited 
 Poor 
 N/A 

 Yes  
 No 
 N/A 

 

      Good 
 Limited 
 Poor 

 Yes  
 No 
 N/A 

 Yes  
 No 
 N/A 

 Good 
 Limited 
 Poor 
 N/A 

 Yes  
 No 
 N/A 

 

      Good 
 Limited 
 Poor 

 Yes  
 No 
 N/A 

 Yes  
 No 
 N/A 

 Good 
 Limited 
 Poor 
 N/A 

 Yes  
 No 
 N/A 

 

      Good 
 Limited 
 Poor 

 Yes  
 No 
 N/A 

 Yes  
 No 
 N/A 

 Good 
 Limited 
 Poor 

 Yes  
 No 
 N/A 
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Section 15 Survey of staff enrolling in the EDS: Baseline data 
All subscribers had been invited to complete a baseline survey regarding their use of evidence when they registered with the 
EDS. The findings were very similar to other surveys in this area [23, 24, 29, 41-43, 45-48, 57, 73-78] , including others at Monash 
Health [7]. Users consulted a range of sources to inform their decision-making and believed that EBDM resulted in the best 
clinical care. 

Almost half (18/41) of the respondents found out about the EDS through the advertisement on the Monash Health Intranet, the 
others found out through the Chief Executive’s Newsletter (8), referrals from colleagues (8), posters in the hospital (4), or other 
means (3). Most (33/45) reported that their role involved decision-making about introducing or changing use of TCPs. 

All respondents ‘sometimes’, ‘often’ or ‘always’ included research evidence in their decision making. The internet, The Cochrane 
Library, and electronic databases were the most commonly used resources. Most respondents spent more than two hours 
searching for, assessing and appraising evidence for their decisions. 

The majority of respondents agreed that Monash Health promoted the use of EBP (35/41) and facilitated employee’s use of 
evidence in making decisions for TCPs (27/40); that EBP results in the best clinical care for their patients (37/40) and new medical 
technology requires rigorous evidence before introduction into clinical practice (37/42); that they have access to research 
findings in the workplace (32/41) and know where to get local Monash Health data for their decisions (23/41). Most (25/42) did 
not believe that EBP is difficult or that EBP takes too much time. 

Q1. How did you hear about the Evidence Dissemination Service 

I saw it in the CEs newsletter 8 

I saw it advertised in the front intranet page 18 

I saw a poster in the hospital 4 

I was referred by a colleague 8 

I work at another health service and a Southern Health employee referred me 0 

Other 3 

Missing Answers 5 

Total 46 

Other, please specify: direct email notification, was a part of the pilot phase, electronic newsletter, Received MMC email 

 

Q2. What is your role at Southern Health? 

Nursing 13 

Allied Health  16 

Medical 7 

Other 10 

Total 46 

If Allied Health or Other, please specify: Physiotherapy 6, Occupational therapy 3, Strategic Planner/Manager SMICS 1, Pharmacy 2, Quality 
1, Social work 1, Clinical psychologist 1, Speech pathology 1, Project Manager 2, Administrative 1, CCE 1 

 

Q3. In which Program do you work? 

Continuing Care 8 

Corporate Office 1 

Medicine Program 7 

Mental Health Program 2 

Support Services 2 

Specialty Program 4 

Strategy, Performance and Planning 1 

Surgery Program 2 

Women’s and Children’s  5 

Other 13 

Missing Answers 1 

Total 46 

If Support Services or Other, please specify: Nursing & Midwifery Education & Strategy, Research/Theatre, SMICS, Critical Care, Imaging 
guided therapy, Care in Context - HARP Program, SACS, General medicine, Capital Projects, Pharmacy, Anaesthesia, Ambulatory and 
Community Care, CCE 
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Q4. At which Southern Health site do you work? 

Kingston 5 

Moorabbin 6 

Clayton 24 

Dandenong 8 

Casey 5 

Cranbourne Integrated Care 2 

Other 5 

Total 46 

Other, please specify: All sites, Pakenham, Yarraman, Middle South CCU, Berwick  

 

Q5. Does your role involve decision-making about introducing or changing use of TCPs? 

Yes 33 

No 12 

Missing Answers 1 

Total 

 

46 

Q6. In your decision-making around TCPs, approximately how often do you include evidence from research? 

Never 0 

Rarely 0 

Sometimes 10 

Often 10 

Always 12 

Missing Answers 14 

Total 

 

46 

Q7. How often do you use the following resources to find information about technologies? 

 Never Rarely Sometimes Often Always Total 

Personal subscription to journals 6 1 9 10 4 30 

Personal Subscriptions to email list services 9 4 8 3 3 27 

Library hard copy journals 3 7 15 2 1 28 

The Cochrane Library 2 2 13 8 3 28 

Other electronic databases of research 0 5 5 10 9 29 

Guideline websites 1 8 12 4 6 31 

Internet 0 1 12 11 7 31 

Other 3 0 4 1 1 9 

Missing Answers Total      14 

Other, please specify: senior clinical staff, trade displays / meetings, conferences, in-service, other hospital guidelines, conferences 

 

Q8. During the last 6 months, what is the average time you spent including information from research in your decision-making? Please 
indicate how long, on average, you spent searching for, accessing and appraising this information? 

 <30 minutes 30-60 minutes 60-90 minutes 90-120 minutes >120 minutes Total 

Searching 4 6 6 1 15 32 

Accessing 5 6 5 2 12 30 

Appraising 3 6 8 1 12 30 

Missing Answers 

 

 

 

 

 

 

     14 
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Q9. Please rate your agreement with the following statements about evidence-based practice (EBP). 

 Strongly Disagree Disagree Agree Strongly Agree Don’t know Total 

Southern Health promotes the use of EBP 0 4 15 20 2 41 

I believe EBP takes too much time 5 20 8 5 3 41 

I know where to get Southern Health data for my decisions 3 14 19 4 1 41 

I believe new medical technology does not require rigorous 
evidence to be introduced into clinical practice 

19 18 1 4 0 42 

I have access to research findings in my workplace 2 7 24 8 0 41 

I believe EBP results in the best clinical care for patients 0 1 17 20 2 40 

Southern Health facilitates employee’s use of evidence in 
decision-making for TCP change 

1 8 24 3 4 40 

I believe EBP is difficult 3 22 12 2 3 42 

I believe that in the absence of research evidence EBP can 
still be applied to decision-making about TCPs 

3 14 14 3 7 41 

Missing Answers 

 

     4 

Q10. Please indicate how frequently  you do the following 

 Never Rarely Sometimes Often Always Total 

I consult a range of information sources 4 0 10 18 8 40 

I include the views of consumers in my decision-making 5 7 9 16 4 41 

I use EBP guidelines or systematic reviews to change clinical 
practice where I work 

4 1 15 20 2 42 

I evaluate outcomes of practice change 2 7 13 15 4 41 

I use evidence (research, clinical expertise, consumer 
preference) to change my clinical practice 

2 0 15 18 7 42 

Missing Answers      4 
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Section 16 Model 1 Pilot implementation and evaluation  

Objective   

To test and refine the features of Model 1 for use by individual decision-makers. 

Characteristics of the pilot intervention  

The scope, components and methods developed initially formed the pilot intervention.  

Pilot activities were undertaken with a pragmatic sample of a range of individual decision-makers including executives, 
clinical program directors and senior managers from the SHARE Steering Committee and Technology/Clinical Practice 
Committee and clinical managers from one large multi-campus department. 

Implementation strategies  

EDS staff met with committee and department representatives to seek agreement in principle and then attended 
meetings to explain the service and obtain agreement from individuals. Personalised emails explaining the project and 
requirements of participants were sent to those who were not present at the meetings. The project team enrolled each of 
the designated staff members, but individuals were required to register to establish their account. An email invitation 
with information about the EDS, an embedded link for registration, and instructions on how to activate the link was sent 
to each participant.  

Evaluation  

Evaluation was conducted six months after implementation and included audit of website statistics, electronic survey of 
individual users, interview with EDS administrator, and reflections of the SHARE Steering Committee and project team. An 
additional survey was sent two months later to explore reasons for non-use of the EDS in the pilot sample. Details of the 
survey and interview questions, responses and project team observations are provided below and key messages are 
summarised.  

Reach 

Of the 73 individual decision-makers enrolled by the EDS team, 26 activated their email subscription and one created an 
RSS subscription. Due to problems determining the validity of email addresses it was difficult to define a denominator for 
this response. Medical staff frequently used personal email addresses and lists of committee members were not kept up-
to-date; some may not have received the invitation and others may have left the organisation.  

Users preferred the email to the website with email ‘views’ growing significantly over the pilot period while the website 
remained steady with relatively fewer ‘views’.   

While not officially in the evaluation period, in the eight months between the formal pilot and implementation of the 
revised EDS, subscription more than doubled to 64 participants with an average number of 100 visits to the site per 
month. The ‘Home’ page was the most frequently visited page of the site with the most recent systematic review being 
the most common destination for users.  

Usefulness: User satisfaction 

There were only eight responses to an online survey sent to individual participants. While this small number limits 
generalisability, the themes were very consistent and most respondents replied positively. Users were ‘mostly’ or 
‘completely’ satisfied with the service. The website was viewed as ‘easy’ or ‘very easy to use’ and the amount of 
information on the website met user’s needs.  Email alerts were read and respondents reported accessing full text at least 
‘sometimes’ and one person ‘always’. One respondent questioned why there were not more publications in their area of 
expertise, suggesting that they misunderstood the nature of the service ie that it captured publications as they were 
published rather than selecting them by topic. 

Usefulness: Service quality 

All respondents rated the information as ‘trustworthy’, ‘current’ and ‘coming from an authoritative source’. One 
respondent was unaware of the classification system, but the others reported that entries had been classified correctly. 
Two respondents suggested improvements, both related to identifying information relevant to users’ specialty areas.   

Use 

Two individuals had used the information in making decisions about clinical practice. No one had used it for purchasing 
clinical consumables or capital equipment; although half thought that they would in the future. 

The executives and senior managers reported that the information in the EDS alerts did not influence their decision-
making because it was predominantly about clinical practice and their decisions were not. They observed that the 
different levels of management within the organisation required different types of information and proposed three levels: 
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1) Department heads and unit managers needed evidence for local policies and protocols related to clinical practice. 2) 
Program directors required evidence that informed their one to two year planning processes and was relevant to 
procedural aspects of the health service such as programs and service delivery as well as individual practitioners. 3) 
Executives and senior managers required information to inform three to five year forward planning that aligned with the 
organisation’s strategic objectives. This resulted in addition of a category for ‘Evidence-based policy and management 
advice’ and development of criteria to identify high quality sources of this information; details in section on Definitions of 
evidence products above. 

Implementation fidelity  

The only modifications to the planned intervention were that some of the sources were not accessed during the pilot 
period. The intervention was implemented as planned. Barriers and enablers were identified and action taken. Almost all 
were related to technical issues in delivering the service.  

Electronic survey of users 

Evaluation Question Method/Source Results 

Reach  

What percentage of decision-making 
staff have subscribed to the EDS? 

 

Audit of web 
statistics 

 

Of the 73 SH staff signed-up by SHARE, 26 (35%) activated their email 
subscription.  

What percentage of ‘unsubscribed’ 
users accessed the information 
through different means? 

Audit of web 
statistics  

Of the 47 staff who did not activate their email subscription, 1 person has an 
RSS subscription. 

Survey of users Of the 8 respondents, 5 had activated email subscriptions, 1 did not use the 
service and 2 have subscribed to RSS updates. 

Are there any patterns across sites, 
professions or programs, and what 
are the gaps? 

Audit of web 
statistics  

4/6 TCPC, 10/20 Therapeutics, 11/47 Diagnostic imaging (DI) 

Gaps: Subscription rates in Therapeutics committee and DI low. 

Survey of users 5/8 Medical, 1 Allied Health, 1 Nursing and 1 Research   

2 TCPC, 2 Therapeutics, 4 DI 

All sites but Cranbourne Integrated Care were represented. All respondents 
spent time working at Clayton campus. 

Gaps: No survey responses from Pharmacy 

Usefulness: Satisfaction  

What percentage of users is satisfied 
with the service? 

Survey of users  

6/7 reported being ‘mostly’ or ‘completely’ satisfied with the service.  One 
person was not at all satisfied with the service. 

What percentage of users read the 
email, accessed and read the 
website? 

Survey of users 6/7 browsed the email, 4 ‘always’, 2 ‘often’. 

4/5 read the email in detail, 1 ‘always’, 2 ‘often’, 1 ‘sometimes’ 

What percentage of users followed 
links and read full-text articles 

Survey of users 5/5 followed links from emails to full-text, 4 ‘sometimes’, 1 ‘always’ 

2/4 ‘sometimes’ followed links from the website to full text. 

What percentage of users found the 
information received useful for 
decision-making? 

Survey of users 2/7 had used the information in decision-making. 

 

What percentage of users rate the 
amount of information as useful in 
decision-making. 

 

Survey of users Amount of information on the website: 5/7 said this met their needs, 1 
commented this question was not applicable, 1 responded ‘very few SRs on 
diagnostic imaging and no categorisation makes perusal inefficient’ 

Amount of information in the email: 6/6 reported this met their needs. 

What percentage of users are 
satisfied with the frequency of email 
alerts/new information? 

Survey of users 5/6 respondents wanted shorter emails more frequently (<30 updates in a 
weekly email) 

Preference for classification of 
entries at the ICD 10AM level 

Survey of users 5/7 respondents preferred more specific levels of ICD 10 headings  

Usefulness: Quality 

To what extent do users consider the 
information received as current or 
trustworthy? Information sources as 
authoritative? 

Survey of users 7/7 rated information as ‘trustworthy’ 

7/7 rated information as ‘current 

7/7 rated sources as ‘coming from an authoritative source’ 

Trend of ‘hits’ to the website over 
time, as compared to subscription 
rates 

Audit of web 
statistics 

 ‘Views’ of emails grew by 600% (this could be affected by referral or by one or 
two people looking at the same thing).   

The average number of ‘views’ to email 641 (range 21-1004) 

Average number of ‘clicks’ on the website is 147/month, however, excluding 
July (set-up bias) , the average is 51 ‘clicks’/month 
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Number of entries classified under 
correct headings 

Survey of users 5/6 reported that classifications were correct, 1 was unaware that entries were 
classified. 

Ease of use Survey of users 4/6 rated website as ‘easy’ or ‘very easy to use’, 2 did not access website. 

Suggestions/comments Survey of users ‘Little of relevance to diagnostic imaging. Most of the links did not work for me 
by opening the article when I clicked on it so could not read’ 

‘Needs to be tailored to the user's specialty and links need to work so that the 
information can actually be accessed. I was aware of SRs to do with diagnostic 
imaging (including one that I wrote!) which never came up in the emailed list. I 
am not sure how the selection process worked.’ 

‘The topics often seem esoteric’ 

Implementation  

To what extent has the service been 
implemented as planned and what 
are the gaps? 

Audit of 
implementation 
plan 

 

Interview with 
administrator 

 

 

There are a number of small things that have not been implemented due to the 
nature of the pilot (eg using the full list of original resources), however, the 
service is fully operational and implemented without any major changes to the 
implementation plan. 

Unplanned modifications 

 Applying narrower ICD 10 headings as a result of user feedback 

 Excluding EUROSCAN from the list of resources 

 Minor changes to taxonomy 

 Changing broadcasts from fortnightly to weekly  

Gaps in implementation 

 Using the whole list of original resources 

 Move the blog to a new domain name 

What are the barriers and enablers 
to implementation? 

Interview with 
administrator 

 

Barriers  

 Length of time to find, classify, upload and check evidence (approx. 3hrs) 

 Slow computer 

 Lack of clarity of Feedburner stats 

 EDS staff use of website skewing data 

Enablers  

 Routine and streamlining process with templates etc 

 Software is easy to learn and use 

 Feedburner allows for timed email updates – means you can upload early 
and publish later  

Use  

What percentage of users have used 
information in decision-making?  

Survey of users 3/7 had used the information in making decisions about ‘clinical practice’.  No 
one had used the information for purchasing clinical consumables or capital 
equipment. 

What percentage of users intend to 
use information in decision-making? 

Survey of users 3/6 thought they would not use it in purchasing clinical consumables or capital 
equipment, 3/6 thought possibly 

4/6 thought they would use it for clinical practice decisions, 2/6 thought 
possibly 

4/6 thought they might possibly use it for other decision-making 

Interview with EDS Administrator  

To what extent has the EDS been implemented as planned? 

There are a number of small things that have not been implemented due to the nature of the pilot, however, the service is fully operational 
and implemented without any major changes to the implementation plan. 

The full list of resources to be checked has not been implemented yet as only a few of the resources were chosen for the pilot. These were 
those that met the quality criteria. This list needs to be revisited. New resources have emerged and will be added to the resource manual. 

Have there been any unplanned modifications along the way and why or why not? 

Second level ICD10 headings introduced half way into pilot. Depending on evaluation results, this will be retained and all entries under the top 
level headings removed. 

Excluded EUROSCAN from the list of resources as it did not meet the quality criteria (sends out notifications without data – duplication of 
effort) 

The taxonomy will always be in development.  This is due to the nature of starting with existing classification systems not designed for this 
purpose.  For example, the category for medicine from MeSH is too broad and lacks some specialisations.  There is also duplication within the 
taxonomy which must be addressed.   

The last month of the pilot was changed to a weekly email due to the amount of new evidence uploaded to the resources we are using over 
our holiday break 
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Is there anything yet to be done that was in the plan? 

The full resource list has yet to be searched. 

Move to a new blog with new domain name. The current EDS is on a personal account. Moving will allow any EDS team member to update it. 

Reviewing original resources for quality. We have got it listed in the EDS as ‘at least annually’. Maybe once every two/three years? 

Did consider how long to keep the posts on the blog.  It’s not meant to be a repository – the email is main feature.  Could remove after 6 
months.  Need to ask users or steering committee. 

What have been the main barriers and enablers to establishing and continuing the EDS? 

Barriers 

Slowness of work computer necessitating work from home one day a week. This has been resolved with a new computer at work.  

Incorporating this new task into work load has taken some time. Establishing a routine and developing a more streamlined process of 
gathering and updating the blog – once a barrier and now an enabler – hopefully.  This has been facilitated by creating a template for 
broadcasts ie, keeping the headings in table format, learning that updates need to be entered in a certain order for SRs to go 1st on the blog.   

Average load time is 3-4 hours. 

Lack of definition from Feedburner re indicators and user statistics has meant that getting easy access to data to report back to the steering 
committee has been confusing and time consuming. 

Enablers 

Feedburner lets you decide what time the emails go out. 

Can publish broadcasts without needing to do anything. 

Setting up the blog was easy – the software is straightforward and easy to learn. 

What can be done to improve the service in the future? 

Creating a smooth workflow, eg. refining templates and routines, making the handbook.  

Creating documents that aid others in updating the EDS when I am away. Training some staff in how to check resources, create and post 
broadcast. Also, training on how to use statistics on Wordpress and Feedburner. This can be done through using the practice blog. 

Moving the existing EDS to a shared CCE Wordpress account (I’ve already set one up and that is where the practice blog is). This will enable 
any staff member to update it. 

What is needed for this to be a sustainable service in the future? 

Staff need to know how to take over if the administrator goes on leave. Because of the nature of the post, human editing is always needed. 
This won’t be a completely automated process. 

Instead of moving it to a new account, SHARE staff could create their own Wordpress account and I can add them to the administrator list for 
the EDS.  We would then keep the current URL.   
I think it might be a good idea to use the Wordpress email subscriber function instead of Feedburner. That way, all the statistics are in one 
place. The downside is that the Wordpress statistics for email subscribers don't show what email posts were most popular - Feedburner does. 
On the other hand, users subscribing through Wordpress can choose how often they want to get emails. 

Setting aside a particular day and time to get evidence and loading it the next day really works. 

If this was to become a state or national project there would need to be increased leadership and budget from another body.  The software 
would need to be upgraded and the use of IT technician might be needed.   

There might need to be some review process for quality assurance of the taxonomy with a clinical review every so often that checked a few 
posts to ensure categorisation was correct.  This would be necessary for new people administrating the service. 

Project team and Steering Committee observations 

 Executives, Senior Managers and Program Directors required information about policy and management decisions which was not 
addressed in the predominantly clinical evidence provided from the sources previously identified. 

 The need for users to identify publications that recommended ceasing or restricting a TCP for evidence of harm or lack of effect was 
noted. 

 The Medical Admin trainee was unable to undertake the classification due to other commitments given greater priority. This was a 
limitation of the Medical Admin portfolio where crises requiring immediate attention occurred frequently.  

 The EDS process was complex and only one staff member was familiar with all the requirements, creating problems when they were on 
leave. 

 The pilot website had no branding which did not meet internal standards for Monash Health publications. 

 Users reported a preference for shorter emails with fewer entries. 

 Users were not certain about the purpose of EDS and why specific publications were not being disseminated. They were also not using the 
website search function. 

 The free email software had significant limitations related to analysis of available statistics. The website software did not have an email 
subscription function at the start of the pilot but introduced it later. 

 The initial taxonomy used first level ICD10 headings. This did not provide enough detail and half way through the pilot period this was 
changed to the second level. The change to second level headings within the limitations of the free software made the process of entering 
data very time intensive and created messy search results for users.  

 The category of ‘Professional Group’ was thought to be too broad to be of real use, for example ‘Medicine’ was attached to almost every 
piece of evidence, and had considerable overlap with the ‘Specialty’ category.   

 Citations in bulletins from EUROSCAN did not point to full text. 
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Follow-up electronic survey to explore non-use of EDS 

1. Have you heard of the Evidence Dissemination Service (EDS) before today?     Yes    5     No    4 

2. If you have heard of the EDS, do you receive email updates or browse the website?    Yes    5     No    0 

3. If you ticked No above, please outline your reasons for not subscribing to email updates or browsing the website  No responses 

4. Please make suggestions for tailoring the service to better meet your needs in the future  

Users 

 Have no issues.  Would love more renal/transplant issues but do find the other issues useful. 

 When email is sent, it is very clear at a glance which units may be interested in article eg. Infectious Disease: Article A... Article B... 

 Very good format.  Maybe a wider range of topics; more on clinical drug trial reports 

 Define source of information eg HS on email alert 

 Unable to do this – I am not a staff member (Consumer representative).  Some staff might like particular areas to be categorised or 
highlighted to enable quick access.  I did not explore the possibilities here. 

Non-users 

 I imagine the EDS would provide links to new sources of evidence, references and summaries of noteworthy publications etc. Perhaps the 
EDS would set up a permanent link on the Clinicians Health Channel or directly on the intranet or send out a regular e-newsletter. 

5. Although you may not have heard of the EDS or may not use it, please comment on how you imagine the EDS could be used to aid 
decision-making within the organisation more broadly. 

Users 

 Have already used information to pass on to head of unit which has been useful in decision-making for a trial we want to do 

 First point of call prior to development of new clinical policy/procedure 

 EDS has enormous potential.  Sorry I can’t be more helpful. 

Non-users 

 Good idea. Needs to be widely known about. Email updates are more likely to be effective than promoting web address.  Specific topic 
updates on a regular basis may be helpful. 

 Don’t know what it is 

 Would be very interested to receive the suggested ?monthly emails 
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Section 17 Model 1 Evaluation of full implementation 

Evaluation was conducted ten months after implementation of Stage 1 and included audit of website statistics, survey of 
individual users, interviews and consultations with stakeholders, and reflections of the SHARE Steering Committee and 
project team.  

The project team identified 46 of the 70 subscribers by their Monash Health email addresses (the others used anonymous 
personal emails) and surveys were sent by internal mail including an addressed return envelope and a chocolate 
incentive. A two week response time was stipulated. 

The user survey had a 52% (24/46) response rate; all health professional groups and all campuses were represented. All 
three committee liaison representatives and two senior individual decision-makers participated in interviews. 

Reach 

Seventy subscribers enrolled during the evaluation period.  

Most (20/24) survey respondents received email broadcasts and the others established personal RSS feeds. Although the 
EDS was set up for users to access information via email or RSS feed, it was encouraging to see the EDS accessed via the 
Monash Health intranet 182 times and 134 full text articles downloaded this way. It was difficult to interpret other 
available data as limitations with the free website software meant that ‘user’ and ‘administrator’ (EDS staff) traffic to the 
site could not be separated. 

The Therapeutics Committee representative was a member of the SHARE team and received the full EDS email 
broadcasts; customised RSS feeds were developed to address the specific needs of the Medication Safety and Clinical Risk 
Committees. 

Usefulness 

Most (21/24) respondents were satisfied with the EDS and found the website, email broadcast or RSS feed met their 
needs ‘fully’ or ‘partially’. The majority (17/19) of respondents found the categories useful and those that did not were 
not aware that this feature was available. Categories were used to quickly identify if the information was relevant to them 
and prevented them from looking at irrelevant information.  

Committee representatives found that the format was “...clear and relevant”, “layout of the bulletins was easy to read”, 
“summary of the findings was very good” and “volume of material is fine”. 

The majority (22/24) of respondents found the content was ‘current’ and ‘trustworthy’, and ‘useful’ or ‘partially useful’. 
Participants responded ‘partially’ or ‘no’ to any of the options because the information provided was not relevant to their 
area of clinical practice. The large volume of material was noted as a barrier to accessing the information contained in 
each broadcast. Six survey respondents provided suggestions for how the service could be improved; all related to making 
the categories more specific to avoid wasting time looking at irrelevant information. 

Responses of committee representatives were mixed. Negative comments reflected the survey responses; “A lot of 
information that wasn’t particularly relevant”, “too clinical” and was “rarely helpful or useful”. Positive findings 

included “…providing the correct kind of information” and “hitting the mark of what you would expect from an 
Evidence Dissemination Service”. 

Use 

Less than half (9/24) of the survey respondents had used information from EDS in decision-making; examples of use 
included confirming current knowledge, ensuring knowledge is up-to-date, informing formulary decisions, passing 
information on to colleagues and using information in research. Only one respondent had used it for purchasing clinical 
consumables, none for purchasing clinical equipment, and nine for clinical practice change. However they were optimistic 
about the possibility of future use for purchasing clinical consumables or equipment, clinical practice change and other 
resource allocation decisions. The main reasons for not using the EDS information in decision-making were lack of time to 
read full articles and lack of relevance to the clinical setting.  

Committee representatives reported that no information provided by the EDS was discussed at meetings held during the 
evaluation period. Further tailoring of customised RSS feeds was suggested by committees as a way to increase use, for 
example the Medication Safety Committee requested publications that demonstrated evidence of harm, evidence of 
reduction in risk of harm, and evidence regarding use of an effective alternative to a medication in current use. They were 
not interested in publications reporting lack of effect or insufficient evidence.     

Two senior decision-makers responsible for organisation-wide portfolios were consulted regarding the draft reporting tool 
prior to implementation of stage 2. They were in agreement that the volume of work required to access the publication to 
identify whether it was relevant; then appraise it for quality, local applicability and consistency with existing policies and 
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procedures; take appropriate action and report using the proposed tool was too onerous and it was unlikely that model 
would be achievable.  

Implementation fidelity  

There was one major modification to the planned intervention. Following evaluation of stage 1, it was clear that this 
model would not meet the objectives and stage 2 was not undertaken.  

All the proposed implementation activities for the participating committees were completed as planned and there were 
only minor changes to the plan for organisation-wide roll-out. Time constraints prevented the project team delivering 
demonstrations of the EDS in Monash Health public places and icons were not placed on all computers.   

The barriers and enablers identified in the evaluation are discussed as factors influencing the processes and outcomes 
below and in Section 7d. 

Participants  

Individuals (survey): Forty-six paper based surveys were sent and 24 were returned. 

Survey participant’s role  

 Total 

Medical  4 

Nursing 5 

Allied Health 9 

Pharmacy 2 

Other 4 

Total Participants 24 
 

 

The four participants that selected ‘Other’ came from the 
Quality Unit, Corporate Office and Research Nursing, and 
one described their role as a project officer. 

A large proportion of respondents were Allied Health staff.  
Due to the small numbers of overall respondents this may 
not be representative of the EDS user population. 

 

Survey participant’s site 

 Total 

Kingston 2 

Moorabbin 4 

Clayton 15 

Dandenong 6 

Casey 2 

Cranbourne Integrated Care 1 

Other 1 

Total Participants 24 
 

 

The majority of survey participants were located at Clayton. 

Six participants listed multiple Southern Health sites 

Survey participant’s method of receipt of information from EDS   

 Total 

As an email (full bulletin) 20 

As an RSS feed (selected topics delivered to inbox or browser) 4 

Total Participants 24 
 

The majority (83%) of participants received information 
from EDS as a full email bulletin. 

 

Groups (interviews): The EDS engaged with three decision-making committees (Medication Safety, Clinical Risk and 
Therapeutics Committees). One committee representatives participated in a face to face interview, one an email 
interview, and one provided feedback directly as they were also a member of the EDS team. 

Reach 

The EDS attracted 70 active subscribers during the evaluation period. 

The statistics generated by Wordpress.com suggested that users accessed EDS via the Intranet 182 times. The most 
clicked links included the resource page (19 clicks), the CCE internet homepage (18 clicks) and the CCE email query link (11 
clicks).  A total of 134 full text articles were accessed via the EDS website. 

Access to the EDS website was variable over the 10 months of activity. Although the EDS was set up for users to access 
information via an email or RSS feed it is encouraging to see that users were still visiting the site. The reasons for the 
peaks and troughs in access are unclear. A potential explanation for the high peak in the first month may be due to access 
by the project team to sort through initial teething problems, or extra interest by new users which was not sustained. 
Limitations with the software meant that we could not separate ‘users’ from ‘the administrator’ (CCE staff). 

All three committees participated. 
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Usefulness 

Satisfaction 

Survey participants were asked to rate their overall satisfaction with the EDS. The majority (21/24) of participants were 
either ‘partially’ or ‘very satisfied’ with the EDS overall  

Content 

Survey participants were asked whether the amount of information provided by the EDS met their needs; 8/24 found the 
website content useful, 12/24 found the email alert useful and 2/24 found the RSS feed content useful. The main message 
from the participant’s feedback reflects that there was a significant amount of non-specific information being sent to 
users. This results in a time-consuming activity for participants who trawl through each piece of evidence.   

 Survey participant’s responses to amount of information provided by EDS meeting their needs 

  Yes Partially No N/A Missing  Total 

Website 8 3 0 6 7 24 

Email (full bulletin) 12 5 2 0 5 24 

RSS feed (delivered to inbox or browser) 2 3 0 12 7 24 

Participants who answered ‘partial’ or ‘no’ provided the following feedback: 

 “Probably too much irrelevant stuff (I am not sure whether I selected the correct options when I subscribed)” 

 “The amount of emails I receive is quite large and trawling through them is time consuming.  I don't have much time to 
attend to articles” 

 “Would be good to group into medical, nursing, allied health specific info if relevant” 

 “A lot of irrelevant information - not much specific topical info” 

 “Very little information provided for medication safety that was relevant, however this may be a reflection of the lack 
of evidence for medication safety related topics” 

 “It isn't specific like the BMJ Evidence email service. I do not want to know about articles that are not relevant to my 
practice” 

 “So much unfiltered and irrelevant” 

Committee representatives were asked about usefulness of the content of EDS alerts. The responses were: 

 “A lot of information that wasn’t particularly relevant...I just don’t need RCTs but other published articles are also 
helpful”.  

 “Too clinical” and was “rarely helpful or useful” 

 “Providing the correct kind of information” and was “hitting the mark of what you would expect from an evidence 
dissemination service”. 

Format 

The EDS categorises information by healthcare setting, type of technology, professional specialty and special interest 
groups. 17/19 respondents found the EDS categories useful. Participants found that the categories helped them to quickly 
realise if the information was relevant to them and prevented them from looking at irrelevant information. The reason 
they did not find the categorisation of evidence useful is because they did not notice the feature.  

Survey participant’s responses to usefulness of EDS categories  

 Yes No Missing  Total 

Usefulness of EDS categories 17 2 5 24 

The following explanations were provided for participants finding the categories useful: 

 “Although would prefer more specific ones” 

 “It helps me quickly realise what info is useful to me” 

 “Allows quick browsing” 

 “Generic covered most areas” 

 “Useful so you don't have to sort through irrelevant information” 

 “I focus more on the topic presented, not the category” 

 “But would like more around current policy environment such as food and nutrition interventions, medicare locals” 
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The following explanations were provided for participants not finding the categories useful: 

 “Probably would be useful - wasn't aware of this feature” 

 “I have never noticed the grouping before” 

 “Need to be more specific” 

Committee representatives were also asked to respond to the format of the EDS alerts.  The responses were: 

 “The layout of the alerts was easy to read and OK” but “the abbreviations were a bit confusing eg SR”.  

 “The summary of findings was very good” and the “volume of material...fine”.  

 “The format is clear and relevant”. 

Quality 

The majority (22/24) of respondents found the information provided by EDS to be current, trustworthy and useful or 
partially useful. Participants who responded ‘partially’ or ‘no’ to any one of the options agreed that the information 
provided was not relevant to their practice.  

 “Too much irrelevant information” 

 “A lot of the information I receive is of little or no use to my practice. Although some items are quite interesting” 

 “It isn't specific like the BMJ Evidence email service. I do not want to know about articles that are not relevant to my 
practice.” 

Survey participant’s responses to consideration of current, trustworthy and useful  

 Yes Partially No Missing Data Total 

Current 22 1 0 1 24 

Trustworthy 22 1 0 1 24 

Useful 11 11 1 1 24 

Recommended improvements 

Six of the 24 survey respondents provided the following suggestions for how the service could be improved: 

 “As discussed, further alerts about current health policy environment or health interventions” 

 “More categories to be able to focus in on relevant information” 

 “Provision of services related to a specific area eg can you please provide relevant research/evidence related 
to...would be most helpful” 

 “Make it clearer with regards to allied health related content” 

 “Categories more specific - although realised I should check the website which I will do” 

 “It might just be me - need to refine the subscription to make things more relevant” 

Program Use 

Accessing EDS content  

The majority of survey respondents ‘always’, ‘often’ or ‘sometimes’ browsed email alerts or RSS feeds for interesting 
items (22/23) and followed links to full-text for items of interest (17/20).  A considerable proportion of survey participants 
did not know they could browse the EDS website for interesting items (11/24), follow links to full-text for items of interest 
from the website (9/24) or search the website by categories (11/24).   

Survey participant’s use of the email alerts and RSS feeds 

 Always Often Sometimes Never Missing  Total 

I browse email alerts or RSS feeds for interesting items 6 9 7 1 1 24 

I follow links to full-text for items of interest  1 4 12 3 4 24 

Survey participant’s use of the website 

 Yes No, I didn’t want to No, I didn’t know I could Missing  Total 

I browse the website for interesting items 5 5 11 3 24 

I follow links to full-text for items of interest  10 2 9 3 24 

I search the website by categories 2 7 11 4 24 
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The three committee representatives looked at the EDS alerts they received and screened them for relevance to their 
respective committees. 

Use of EDS in decision-making 

Less than half (9/24) of the participants had used EDS to guide decision-making; these included formulary decisions, to 
confirm ideas about certain interventions or to update clinical knowledge.  

The main reasons participants had not used EDS to guide decision-making (15/24) was because they had not had time to 
read the full articles or there had not yet been any relevant information to their clinical setting. 

Survey participant’s use of information received from EDS in decision-making 

  Yes No Missing Data Total 

Use in decision-making 9 15 0 24 

 

The following comments were provided by participants regarding how they used EDS in decision-making: 

 “Confirm ideas/interventions” 

 “Formulary decisions” 

 “Only by passing info to medical staff” 

 “I ensure my clinical knowledge is up to date and look for further or stronger evidence in key areas” 

 “Have used info to add to other research” 

The following comments were provided by participants regarding why they did not use EDS in decision-making: 

 “Often don't have time to explore further” 

 “I often don't have time to read the full articles but if I did it would affect decision-making” 

 “Not as yet, I have only been a recent subscriber” 

 “I haven't been able to obtain any relevant information to assist decision-making yet” 

 “Nothing has been appropriate for me in decision-making but I have seen info which would be useful to others” 

Committee representatives reported that no information from the EDS had been discussed and acted upon at meetings.   

The Medication Safety Committee representative noticed that the evidence in the alerts was rarely helpful or useful for 
their committee. They found the evidence was too clinical for their area of interest and did not match their committee’s 
areas of concern. For this reason no information was presented to the committee. 

The Clinical Risk Committee representative noticed that there was a lot of information that was not particularly relevant 
however they were happy to screen and choose areas that were of interest to the committee. This representative had 
had problems receiving customised alerts and therefore found it difficult to find any relevant information to pass on.  

The Therapeutics Committee did not discuss any material at their meeting because the representative and chair of the 
committee decided that no information was relevant.  

Use in decision-making for resource allocation 

Only one respondent had used EDS to inform decision-making for purchasing clinical consumables, no one reported using 
it for purchasing clinical equipment, however 9 had done so for clinical practice change. One participant commented that 
their non-use was related to the fact that their area of practice was not represented often and that there was a lot of 
medical and drug information that did not apply to them.  

Survey participant’s use of EDS in decision-making for resource allocation 

 Yes No Missing Data Total 

Purchasing clinical consumables 1 22 1 24 

Purchasing clinical equipment 0 23 1 24 

Clinical practice change 9 15 0 24 

Other 0 12 12 24 

 

Half (12/24) of respondents felt they would possibly or definitely use EDS to inform decision-making for purchasing clinical 
consumables and for purchasing clinical equipment. The majority (22/24) said they would use EDS to guide decision-
making for clinical practice change in the future. Reasons given for future use or non-use included the following:  
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 “I am not involved in clinical practice” 

 “Not for me but maybe for others” 

 “Would always pass on relevant info to relevant medical staff” 

 “Possibly clinical practice change if I have time to read and evaluate the evidence” 

 “I don't have control over any budget/purchasing” 

 “Depends on the information available” 

Survey participant’s future use of EDS in decision-making for resource allocation in the future 

 Yes Possibly No Missing Data Total 

Purchasing clinical consumables 2 10 11 1 24 

Purchasing clinical equipment 0 12 11 1 24 

Clinical practice change 5 17 2 0 24 

Other 1 5 3 15 24 

 

It was interesting to note that, of the participants who had answered ‘no’ (22/24) to using the EDS in decision-making for 
‘purchasing clinical consumables’, 11/22 said they would, or possibly would, use it in the future. Participants who 
answered ‘no’ (23/24) to using the EDS in decision-making for ‘purchasing clinical equipment’, 12/23 said they would 
possibly use it in the future. Participants who answered ‘no’ (15/24) to using the EDS in decision-making for ‘clinical 
practice change’, 13/15 said they would, or possibly would, use it in the future. 

Implementation 

Implementation activities were undertaken for two separate target audiences, all Monash Health staff and the targeted 
committees. The EDS Manager was responsible for coordinating implementation activities and other EDS project 
members were responsible for providing technical support to users. 

The majority (4/6) of the activities for implementation across the organisation were undertaken as planned. 
Advertisements were included online and in print and were promoted on the Monash Health Intranet and specific staff 
portals. Due to time restraints the project team were unable to undertake demonstrations of the EDS for specific groups 
or in Southern Health public places. 

Methods and success achieved for organisation-wide implementation  

Proposal Achieved Outcome 

Place ad in CE’s newsletter  One ad was placed when the EDS disseminated its first alert. 

Adverts disseminated in the form of flyers via Email, 
eBoards, Notice boards 

 Flyers were placed across all campuses in public areas as well as within 
departments. 

Demonstrations of EDS (public place or for specific groups eg 
registrar meetings) 

x Time restrictions meant that this activity was not undertaken. 

Launch newly modified and updated website across the SH 
intranet site (also include message about brief survey) 

 A logo and brief description was posted on the front page of the 
Southern Health intranet as well as permanently placed in the side bar. 

Investigate the possibility of putting an icon on all SH 
computers 

x More appropriate locations were identified compared to all Southern 
Health computers, therefore this activity was not undertaken. 

Investigate the possibility of adding ‘hotlinks to specific user 
sites, such as Pharmacy website, Medical Staff Portal, Allied 
Health Staff Portal, Library website, CCE website 

 Links to the EDS were included on the Emergency, Pharmacy and 
Allied Health portals.  Because the EDS was only for internal 
dissemination it was not included on the CCE website. 

 

All activities for implementation with the target committees were undertaken. The EDS Manager met with the three 
committee representatives and discussed all elements of the EDS with them. Further work could have been undertaken to 
identify potential barriers and enablers to using the EDS with the committee representatives. 
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Methods and success achieved for committee implementation 

Proposal Achieved Outcome 

Liaise with committee contacts and identify barriers and enablers to using EDS   Undertaken 

Establish best communication processes for committee representatives  Undertaken 

Discuss the details about EDS with committee representatives  Undertaken 

Discuss possible strategies for using EDS in committee meetings  The EDS became a standing item on all agendas 
of committee’s engaged to use EDS. 

Establish most appropriate time to introduce EDS to committees  Undertaken 

 

Project team and Steering Committee observations 

Relevance of material 

 Main message from participant’s feedback was that a significant amount of irrelevant information was being sent to users. 

 The time to develop and disseminate this service should be considered especially if the information is not relevant to 
recipients. 

 One user has suggested they like the information delivered by BMJ Evidence Updates because the information is relevant to 
their specialty.  Although this is a different resource to EDS, we should consider relevance of information as a priority. 

Use of EDS 

 Users were not always clear about use of EDS 

 Almost all chose email and received everything then complained about the volume they received. They could have RSS 
feeds on their areas of interest 

 Demonstrations for how to use the EDS should be considered in the next phase of development. 

 Particular attention should be made to demonstrate to users how to receive RSS feeds. 

 The EDS team should investigate other platforms to run the EDS.  At the moment only one specialty area or the full alert can 
be selected for users to receive information.  Users would like to be able to select more than one specialty to ensure emails 
are specific to their areas of interest and Wordpress.com does not allow this function. 

Resource use – time and skills 

 Participants: Too much, too busy, not all relevant, things they knew already, not new evidence or SR finding lack of 
evidence, not important, etc 

 KB team: too many publications, can’t process all available 

 If we had followed our plan of getting department heads to do all the follow up re local policies and protocols etc this would 
have been very time consuming, particularly for evidence that was not very important, and which may already be 
documented practice for the organisation.  

 We proposed that decision-makers appraise the information, check for policies and protocols, and report. Decision-makers 
don’t want any additional work, we know they don’t have the time and skills to appraise – we could do that for them 

Not achieving aims 

 Systematically disseminated but not systematically used 

 Not integrated into other decision-making processes – we tried with monthly reporting but too onerous 

 Not accountable or transparent  

 Those who did receive it were not always the appropriate decision-makers 

 Can’t be sure practice is evidence-based 

 Individuals may or may not have changed practice or their own practice may have been consistent so they didn’t need to 
change. SHARE was about a systemic approach, integrating new decision-making systems and processes into existing 
infrastructure for organisational impact. We needed a process that addressed organisational practice not individual 
practice. Needed to integrate it into existing processes for determining organisational practice.  

 We had determined designated groups and individuals who made decisions regarding resource allocation for TCPs in 
previous project, targeting to them would be better use of resources and more likely to achieve aims 

 We are not following the evidence regarding desirable characteristics of evidence products, we don’t have targeted 
messages 
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Section 18 Systematic Review Appraisal  

Assessment criteria (for CCE use only) 
Quality assessment 
category* 

Study Validity Criteria Outcome Assessment criteria 

(A) Conflicts of interest Is it clear that there were no conflicts of interest in the writing or funding of 
this review? 

Yes; No; Not reported  = yes 
 = no 
? = not reported 

(B) Appropriate study 
design 

Does the review have a clearly focused question? Yes; Partial; No  = 2 ‘yes’; 
 = 1 ‘yes’ or 2 ‘partials’ 
 = 2 ‘no’ or 1 partial + 1 ‘no’ 

Is a systematic review the appropriate method to answer the question? Yes; Partial; No 

(C) Study selection Does the review have specified inclusion/exclusion criteria? Yes; Partial; No  = 3 ‘yes’ 
 = ‘yes’ for search strategy + any other 
answer 
 = 3 ‘no’ or ‘no’ for search strategy + any 
other answer 

If there were specified inclusion/ exclusion criteria, were these appropriate? Yes; Partial; No; N/A 

Does the review document a comprehensive search strategy? Yes; Partial; No; Not reported 

(D) Allocation and 
blinding 

Were reviewers blind to authors, institutions and affiliation? Yes; Partial; No; Not reported = yes 
 = partial 
 = no 
? = not reported 

(E) Data collection Were 2 or more independent reviewers used for: application of inclusion 
criteria? 

Yes; Partial; No; Not reported  = 3 ‘yes’ 
 = any 1 or 2 ‘yes’ + any other answer 
 = all ‘no’ 
? = 3 ‘not reported’ 

Were 2 or more independent reviewers used for: extraction of data? Yes; Partial; No; Not reported 

Were 2 or more independent reviewers used for: appraisal of study quality? Yes; Partial; No; Not reported 

(F) Attributable to 
intervention 

Were the strengths and limitations of included studies and potential impact 
on the results discussed? 

Yes; Partial; No; Not reported  = 2 ‘yes’ 
 = 2 ‘partial’ or 1 ‘yes + any other answer 
 = 2 ‘no’ 
? = 2 ‘not reported’ 

Was the validity of included trials appraised using appropriate criteria? Yes; Partial; No; Not reported 

(G) Appropriate analysis Is there a summary of the results of individual studies? Yes; Partial; No  = 3 ‘yes’ or 1 ‘yes’ for summary + 2 
‘N/A’ 
 = 1 ‘no’ for any criteria + any other 
answer 
 = 3 ‘no’ or 1 ‘no’ for summary + 2 ‘N/A’ 

If meta-analysis were conducted, was it reasonable to do so? Yes; Partial; No; N/A 

If meta-analysis were conducted, was it done appropriately? Yes; Partial; No; Not reported; 
N/A 

 Other   

  What is the overall risk of bias?  Low; Moderate; High; Insufficient information 
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Model 2 (Pilot) 

Tick boxes were used in pilot. The details below are an example of information contained in an Evidence Bulletin 

Quality of evidence  

Study Disease area Quality assessment* 

  Conflicts of interest Appropriate study design Participant selection Allocation and blinding Data collection Attributable to intervention Appropriate analysis 

Smith et al 2009 Diabetes ?       

*Quality assessment:  criterion met,   criterion partially met,   criterion not met,? unclear from the information provided 

Application of evidence 

 Use with confidence: Low Risk of Bias (All of the quality criteria have been fulfilled or where criteria have not been fulfilled 
it is very unlikely the conclusions of the study would be affected) 

 Use with consideration of limitations: Moderate Risk of Bias (Some of the criteria have been fulfilled and those criteria that 
have not been fulfilled may affect the conclusions of the study) 

 Use with caution: High Risk of Bias (Few or no criteria fulfilled or the conclusions of the study are likely or very likely to be 
affected) or Insufficient information (not enough information provided to be able to determine risk of bias) 

Consistency with Southern Health documented practice 

 Southern Health policies or procedures appear to be consistent with the evidence 

 Southern Health policies or procedures do not appear to be consistent with the evidence 

 No Southern Health policies or procedures on this topic were identified 

 
 

Model 2 (Full implementation) 
Drop-down boxes were added to the template so that only findings applicable to this publication are reported. The text incorporates the implications of bias in application of the evidence. 

Quality of evidence  

Quality of this Systematic Review or Health Technology Assessment 

CCE staff have appraised the methods used in this publication and found the risk of bias to be LOW. This means that you can use the findings of the review with confidence as all of the 
quality criteria have been fulfilled or where criteria have not been fulfilled it is very unlikely the conclusions of the study would be affected. 

Quality of the evidence contained in this Systematic Review or Health Technology Assessment 

The review authors have appraised the available evidence and found it to be Level I Evidence (a systematic review of Level II studies) of high quality. 

 

Consistency with Southern Health documented practice 

Southern Health policies or procedures appear to be consistent with the evidence 
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Section 19 Model 2 Evidence Bulletin template 

 

This bulletin is part of a process to ensure that Southern Health practice is consistent with current evidence.  Your response is 
required by the date below.  You can find more information about this process on the TCPC website. 

The publication below indicates evidence of Choose an item.10 related to        

Responses related to evidence of Choose an item.11 are required within Choose an item. 12 

Please complete and return this bulletin to  by Click here to enter a date.  

Bibliographic Source 

<LINK> 

Author’s Conclusion 

 

Applicability to Southern Health 

Patient / Population  

N  

Setting  

Intervention  

Comparison  

Outcomes  

Inclusion Criteria  

Exclusion Criteria  

Quality of Evidence  

Quality of this Systematic Review or Health Technology Assessment 

CCE staff have appraised the methods used in this publication and found the risk of bias to be Choose an item.13 This means that you 
can use the findings of the review with Choose an item.14  

Quality of the evidence contained in this Systematic Review or Health Technology Assessment 

The review authors have appraised the available evidence and found it to consist of Choose an item.15  The available evidence 
included in the review is of Choose an item.16 

                                                             

 
10 Harm, Clinical Effectiveness, Cost Effectiveness, Technical Effectiveness, Lack of Effect 

11 Harm, Clinical Effectiveness, Cost Effectiveness, Technical Effectiveness, Lack of Effect 

12 1 month, 3 months, 6 months 

13 Low, Moderate, High 

14 …confidence as all of the quality criteria have been fulfilled or where criteria have not been fulfilled it is very unlikely the conclusions of the study would be 
affected. 

    …consideration of limitations as some of the criteria have been fulfilled and those criteria that have not been fulfilled may affect the conclusions of the study. 

    … caution as few or no criteria fulfilled or the conclusions of the study are likely or very likely to be affected. 

15 Level I Evidence (a systematic review of level II studies) 

    Level II Evidence (a randomised controlled trial) 

    Level III-1 Evidence (a pseudo-randomised controlled trial) 

    Level III-2 Evidence (a comparative study with concurrent controls; non-randomised experimental trial, cohort study, case-control study, interrupted time 
series with a control group) 

    Level III-3 Evidence (a comparative study without concurrent controls; historical control study, two or more single arm studies, interrupted time series without 
a parallel control group) 

    Level IV Evidence (a case series with either post-test or pre-test/post-test outcomes) 

    

Technology/Clinical Practice Committee 

Evidence Bulletin 

http://www.southernhealth.org.au/icms_docs/6747_Evidence_Dissemination_Service.pdf
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Consistency with Southern Health documented practice 

Choose an item. 17 

 

 

Response 

 Click once on the shaded box to select the appropriate response 

 Click once on the shaded rectangle to provide a typed comment 

Practice at Southern Health (please select one response only, tick the box and provide relevant details) 

 Not applicable at Southern Health eg the patient group is not treated at Southern Health (please explain) 

       

 Practice is consistent with the evidence (please add comments if relevant) 

       

 Practice is not consistent with the evidence for a good reason (please explain) 

       

 Practice was not consistent with the evidence, remedial action has been undertaken and completed (please explain) 

       

 Practice is not consistent with the evidence and remedial action has been commenced/planned (please explain) 

       

Communication 

Should this information be disseminated more widely? If so, to whom? 

       

Other comments 

       

 

 

Feedback 

This is a pilot of new processes being implemented by the Technology Clinical Practice Committee and the Centre for Clinical 
Effectiveness Evidence Dissemination Service. 

We would appreciate any comments regarding what works, what doesn’t work and how we can improve the process. 

      

 

Name:       

Position:       Date:       

 

Thank you 

                                                                                                                                                                                                                            

 
16 Low quality, Moderate quality, High quality, Variable quality  
17 Southern Health policies or procedures appear to be consistent with the evidence 

    Southern Health policies or procedures do not appear to be consistent with the evidence 

    No Southern Health policies or procedures on this topic were identified 
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Section 20 Model 2 Example of an Evidence Bulletin 

 

This bulletin is part of a process to ensure that Southern Health practice is consistent with current evidence.  Your response is 
required by the date below.  You can find more information about this process on the TCPC website. 

The publication below indicates evidence of Potential HARM (due to significant adverse events/side effects but lack of 
evidence of effectiveness) related to Tricyclic antidepressants for autism spectrum disorders (ASD) in children and adolescents. 

Responses related to evidence of Potential HARM are required within ONE month.  

Please complete and return this bulletin to  by 11 June 2012  

Bibliographic Source 

Hurwitz R, Blackmore R, Hazell P, Williams K, Woolfenden S. Tricyclic antidepressants for autism spectrum disorders (ASD) in 
children and adolescents. Cochrane Database of Systematic Reviews 2012, Issue 3. Art. No.: CD008372. 
DOI:10.1002/14651858.CD008372.pub2. http://onlinelibrary.wiley.com/doi/10.1002/14651858.CD008372.pub2/pdf 

Author’s Conclusion 

Clinicians considering the use of TCAs need to be aware of the limited and conflicting evidence of effect and the side effect 
profile when discussing this treatment option with people who have ASD and their carers. Further research is required before 
TCAs can be recommended for treatment of individuals with ASD. 

Applicability to Southern Health 

Patient / 
Population 

Inclusion was limited to children and adolescents (birth to 18 years of age) with a diagnosis of an autism spectrum 
disorder (ASD), using a standardised diagnostic instrument (for example, ADOS, ADI-R, DISCO, CARS) or using established 
diagnostic criteria as defined by DSM-IV or ICD-10, that is Pervasive Developmental Disorder, excluding Rett Syndrome 
and Childhood Disintegrative Disorder. 

N 3 studies – number of participants unclear 

Setting Outpatient setting 

Intervention Any oral tricyclic antidepressants, regardless of dosage used, duration of use or frequency of administration. 

Tricyclic antidepressants include amitriptyline (amitriptyline hydrochloride), amoxapine, clomipramine (clomipramine 
hydrochloride), dothiepin (dosulepin hydrochloride or dothiepin hydrochloride), doxepin, imipramine (imipramine 
hydrochloride), iofepramine, nortriptyline, trimipramine, desipramine, florpiramine, dibenzepin, iprindole, protriptyline 
and modified tricyclic antidepressants such as tianeptine. 

Comparison Placebo 

Outcomes Primary outcomes 

• Core symptoms of autism, for example, impairments in communication, reciprocal social interaction and behavioural 
problems, such as repetitive behaviours and rituals, obsessional behaviour and stereotypy. 

• Non-core symptoms, including challenging behaviours, sleep disturbance and aggression. 

• Comorbidities, including depression and anxiety. 

• Adverse effects. 

Secondary outcomes 

• Parental, child or family quality of life. 

• Parental or family stress. 

We planned to examine short-term (up to three months), medium term (three to 12months) and long-term (greater than 
12 months) outcomes if the data were available. 

We used the primary and secondary outcomes to populate the ’Summary of findings’ tables. 

Types of measures: 

1. Standardised diagnostic assessment instruments (Childhood Autism Rating Scale, Autism Diagnostic Interview- Revised, 
Autism Diagnostic Observation Schedule, Diagnostic Interview for Social and Communication Disorders). 

2. Standardised communication assessments. 

3. Quality of life questionnaires. 

4. Rating scales of emotions and behaviour, including depression, anxiety, aggression, obsessive-compulsive behaviour 
and social reciprocity. 

5. Global Clinical Impression Rating Scales. 

6. Other Health Outcome Rating Scale. 

Inclusion Criteria Randomised controlled trials (RCTs). 

Exclusion Criteria - 

    

Technology/Clinical Practice Committee 

Evidence Bulletin_164 

http://www.southernhealth.org.au/icms_docs/6747_Evidence_Dissemination_Service.pdf
http://onlinelibrary.wiley.com/doi/10.1002/14651858.CD008372.pub2/pdf
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Quality of Evidence  

Quality of this Systematic Review or Health Technology Assessment 

CCE staff appraised the methods used in this publication and found the risk of bias to be LOW. This means that you can use the 
findings of the review with confidence as all of the quality criteria have been fulfilled or where criteria have not been fulfilled it 
is very unlikely the conclusions of the study would be affected.  

Quality of the evidence contained in this Systematic Review or Health Technology Assessment 

The review authors appraised the available evidence and found it to consist of Level II Evidence (one or more randomised 
controlled trials).  The available evidence included in the review is of variable quality. 

Consistency with Southern Health documented practice 

No Southern Health policies or procedures on this topic were identified. 

Response 

 Click once on the shaded box to select the appropriate response 

 Click once on the shaded rectangle to provide a typed comment 

Practice at Southern Health (please select one response only, tick the box and provide relevant details) 

 Not applicable at Southern Health eg the patient group is not treated at Southern Health (please explain) 

       

 Practice is consistent with the evidence (please add comments if relevant) 

       

 Practice is not consistent with the evidence for a good reason (please explain) 

       

 Practice was not consistent with the evidence, remedial action has been undertaken and completed (please explain) 

       

 Practice is not consistent with the evidence and remedial action has been commenced/planned (please explain) 

       

Communication 

Should this information be disseminated more widely? If so, to whom? 

       

Other comments 

       

 

 

Feedback 

This is a pilot of new processes being implemented by the Technology Clinical Practice Committee and the Centre for Clinical 
Effectiveness Evidence Dissemination Service. 

We would appreciate any comments regarding what works, what doesn’t work and how we can improve the process. 

      

 

Name:       

Position:       Date:       

 

Thank you 

 



 

58 

 

Section 21 Model 2 Report to Executive Management Team 

 

Bulletins SENT from December 2011 to June 2012 
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Evidence of potential HARM 17 18     2   8 1 2 1 4   6  2 

Evidence of CLINICAL EFFECTIVENESS 31 33      1  8 2 8 4 10   18  8 

Evidence of COST EFFECTIVENESS^ 1 1    1              

Evidence of LACK OF EFFECT^ 3 3          1  2  1    

Total publications requiring a response 52 55    1 2 1  16 3 11 5 16  1 24  10 

Evidence of CLINICAL EFFECTIVENESS – for information only* 15 19                 19 

Evidence of OTHER EFFECTIVENESS – for information only* 1                  1 

Lack of evidence – for information only 107 163             4 1 32  126 

Total publications 175 237    1 2 1  16 3 11 5 16 4 2 56  156 

 

*For the April 2012 EDS bulletins the TCPC decided only to request responses for evidence of harm, cost effectiveness and evidence of lack of effect.  Clinical effectiveness, other effectiveness and lack of 
evidence were provided for information only. 

^Responses for these bulletins are due by the end of August 2012.

    
Technology/Clinical Practice Committee  

Evidence Dissemination Service Report for EMT 
July 2012 
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All responses RECEIVED (December 2011 to June 2012) 
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Responses due by the end of June 2012 from 48 Bulletins 52     2 1  16 4 10 5 14  

Responses received 43     2 1  14 2 10 0 14  

Responses overdue 9     0 0  2 2 0 5 0  

 Consistent with the evidence  32     1 1  11 2 8  9  

 Not applicable at Southern Health 7              

 Neuromodulators for pain management in 
rheumatoid arthritis (Potential Harm). 

        1     The options mentioned in the conclusion are not available on our PBS, so 
useless for our patients 

 Botulinum toxin for the treatment of strabismus 
(Potential Harm). 

          1   Botulinum toxin injection is not practised at Southern Health 
Ophthalmology Department 

 Eslicarbazepine acetate add-on for drug-resistant 
partial epilepsy (Clinical Effectiveness). 

          1   The drug is not in use in Australia and it does not appear in the TGA 
database.  It is not helpful to examine data relating to drugs/devices not 
available in this country. 

 Gonadotropin-releasing hormone agonist versus HCG 
for oocyte triggering in antagonist assisted 
reproductive technology cycles (Potential Harm). 

            1 IVF not undertaken at Southern Health. 

 Interventions for pregnant women with 
hyperglycaemia not meeting gestational diabetes and 
type 2 diabetes diagnostic criteria (Clinical 
Effectiveness). 

Respondent reported this as ‘Not applicable’, however CCE 
would categorise this response as ‘Not consistent with the 
evidence, remedial action commenced’. 

            1 The diagnosis and management of GDM and hyperglycaemia not meeting 
GDM guidelines is currently under national and local review. The 
Pregnancy Diabetes service at Southern Health has already initiated 
changes to current practice to conform to (new) ADIPS 
recommendations. The service is also completing on-going research to 
guide future practice. 

 Cabergoline for preventing ovarian hyperstimulation 
syndrome (Clinical Effectiveness). 

            1 Southern Health does not do IVF. 

 Milnacipran for neuropathic pain and fibromyalgia in 
adults (Potential Harm). 

     1        Not applicable to Pain Medicine Unit - agent not used at all 
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 Not consistent with the evidence for a good reason 3              

 Naftidrofuryl for dementia (Clinical Effectiveness).         1     Drug not available in Australia 

 Cognitive stimulation to improve cognitive 
functioning in people with dementia (Clinical 
Effectiveness). 

        1     

To my knowledge, specific interventions for patients with dementia while 
ideal and what we aspire to is very limited in the subacute inpatient 
setting (e.g. GEM) due to lack of resources and time. 

 Short and long term effects of tibolone in 
postmenopausal women (Potential Harm). 

            1 
Most menopausal women use combined HRT.  Select groups need 
tibolone due to low libido or abnormal bleeding on HRT. 

 Not consistent with the evidence, remedial action has 
been undertaken and completed 

             
 

 Not consistent with the evidence and remedial action 
has been commenced/planned 

1   
 

         
 

 Perineal techniques during the second stage of 
labour for reducing perineal trauma. (Clinical 
Effectiveness). 

   

 

        1 

This Cochrane Review will be looked at by the Maternity Guideline 
Development Group and existing practices reviewed 
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Section 22 Model 2 Pilot implementation and evaluation 

Pilot objective  

To test and refine the features of Model 2. 

Characteristics of the pilot intervention  

The scope, components and methods described formed the pilot intervention. Pilot activities were undertaken with a 
pragmatic sample of publications containing evidence of harm. A catalogue of disinvestment opportunities had been 
compiled to identify pilot disinvestment projects for investigation in the SHARE Program [79]. Publications with high 
quality evidence indicating harm published in the previous two years were selected. 

Pilot implementation   

The implementation strategies focused on integrating the new processes into existing Monash Health infrastructure and 
communicating with stakeholders. 

The procedure for the new EDS processes was documented and a routine item for discussion of EDS matters was included 
in the TCPC agenda.  

The Director of CCE/SHARE Director made presentations to the Executive Management Team, Medical and Nursing 
Executive groups, and met with clinical directors of all medical programs, allied health, pharmacy, pathology, diagnostic 
imaging and procurement. The Chair of the TCPC delivered a presentation to the Monash Health Board. All senior 
managers expressed their support for the proposed governance structure. A letter outlining the new process was sent to 
stakeholders by the Executive Director of Medical Services and Quality and a flyer was circulated to the ‘All Staff’ email list 
by the Chair of the TCPC.  

Pilot evaluation  

The stakeholders listed above were asked to provide feedback regarding the new processes, and templates for feedback 
were included at the end of the Evidence Bulletins.  

An audit of responses was undertaken two months after dissemination of the pilot bulletins. 

Reach 

Six evidence bulletins indicating harm were forwarded by Program Directors to the relevant decision-makers (Medicine 
Program 3, Women’s and Children’s Program 1, Specialty Program 1, Critical Care Program 1). 

Four out of six responses from decision-makers were received by the due date (one month after receipt). The others were 
received after reminders were sent. The average time to respond was 28 days. 

Bulletins were received and returned by the appropriate decision-makers. 

Usefulness 

No feedback was received regarding ‘what worked, what didn’t work and how we can improve the new process’; one 

person said “Thanks” on the feedback sheet. 
Use 

Five responses indicated that practice was consistent with the evidence, the sixth reported that the practice was not 
undertaken at Monash Health. No action was required in these cases. 

One respondent indicated that the evidence should be communicated to other programs and it was forwarded 
accordingly. 

Implementation fidelity 

There were no modifications to the planned intervention and it was implemented as planned.  
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Section 23 Model 2 Implementation flyer    
 

Ensuring Southern Health practice is up-to-date 

The Technology/Clinical Practice Committee (TCPC) is introducing a new process to ensure that practice at Southern 
Health is consistent with current evidence. 

 

 

 

 

 

 

 

 

 

The Centre for Clinical Effectiveness (CCE) had developed an Evidence Dissemination Service to capture high quality 
evidence as it is published. The TCPC will disseminate this to the relevant decision-makers who will be asked to 
consult with colleagues and report back on any action required to align current Southern Health practice with the 
most up-to-date evidence. 

The process has been developed to minimise your time and effort.  

 Only synthesised information such as systematic reviews, health technology assessments and evidence based 
guidelines will be provided. You will not receive trials or other primary studies, editorials or opinion pieces.   

 The synthesised evidence is retrieved from high quality sources and will be appraised by CCE staff so that you 
can be confident the information is trustworthy. 

 CCE staff will compare the evidence with current policies and procedures. If Southern Health documentation is 
consistent with the evidence, you will be informed but no response is required. 

 A response will only be required if there are no policies and procedures on this topic or if the current policies 
and procedures are inconsistent with the latest evidence. 

 Action will only be required if current practice is inconsistent with up-to-date high quality evidence that is 
relevant and applicable to Southern Health. 

 Responses will be required within an appropriate time frame. These have been determined to prioritise action 
to areas of greatest risk to patients, staff or the organisation. Where there is 

 evidence of harm, a response will be required in 1 month 

 evidence of benefit, a response will be required in 3 months 

 evidence of a more cost-effective alternative, a response will be required in 3 months 

 evidence of lack of effect, a response will be required in 6 months 

 lack of evidence, the publication will be provided for information only, no response required  

The new process will be implemented as a pilot. Your input and suggestions to improve the methods and materials 
is welcome and encouraged. Please direct your feedback and any questions to:   

A/Prof Claire Harris, Centre for Clinical Effectiveness  

Yours sincerely 
A/Prof Richard King 
Chair, Southern Health Technology/Clinical Practice Committee 

    

Technology/Clinical Practice Committee 

Capture evidence summaries as they are published 

Screen for quality and applicability to Southern Health 

Compare current practice with up-to-date evidence 

Confirm that current practice is 
consistent with evidence 

 

Take action to ensure practice is 
consistent with evidence 

 



 

 

Section 24 Model 2 Evaluation of full implementation  

The EDS was discontinued prior to implementation of the planned evaluation activities, however data were collected for the 
first seven-month period and audited to meet reporting requirements.   

Reach 

During this period, 175 publications were collected and all categories were represented. The majority (n=107, 61%) found a 
lack of evidence or insufficient evidence to draw conclusions, followed by clinical effectiveness (n=46, 26%), harm (n=17, 1%), 
lack of effect (n=3), cost-effectiveness and methodological effectiveness (n=1 each). 

Fifty-two bulletins required a response, however three contained information pertaining to two executive or program 
portfolios, making the total number of responses required 55. The remaining 123 publications were disseminated to 182 
recipients for information only. 

Of the 55 requiring responses, the Medicine Program and Women’s and Children’s Program received the most (n=16, 29% 
each), followed by Specialty (n=11, 20%), Surgery (n=5, 9%), Mental Health (n=3), Critical Care (n=2) and Emergency and 
Ambulatory Care and Other (n=1 each). A collation of 56 relevant bulletins was provided to Pharmacy, four to Diagnostic 
Imaging, two to Pathology and 156 to other programs and departments for their information. 

Fifty-one of the 55 responses were due at the time of data collection, 4 were due in the following month. Forty-three had 
been received, 9 were overdue and 3 were pending. 

Dissemination to the correct recipients was not formally assessed, however responses indicated that bulletins were received 
by the appropriate decision-makers. 

Six of the 43 respondents recommended that the bulletin be forwarded to others including five internal departments, the 
Divisions of General Practice, health professionals across the organisation, and one did not specify the distribution.  

Usefulness 

Respondents reported that local practice was consistent with the evidence (n=32, 74%), the evidence was not applicable at 
Monash Health (n=6), local practice was not consistent with the evidence for a good reason (n=3), and changes to make 
practice consistent with the evidence had been commenced or was planned (n=2).   

Evidence was not applicable to the Monash Health setting because the practices were not undertaken (n=4) or the specified 
drugs were unavailable in Australia (n=2).  The three reasons for local practice being inconsistent with the evidence for a 
good reason also included a drug which was unavailable in Australia, plus a lack of resources and time to implement the 
proposed interventions, and undertaking the practice but restricting it to a specific patient group who were unable to receive 
the alternative treatment.  

Many respondents included comments and feedback in the free text sections of the bulletins. Five offered positive 
comments, welcoming future bulletins. Although respondents were not specifically asked to comment on usefulness, many 

suggested it was not “useful”, “helpful” or “valuable” to consider evidence that they were already aware of, that was 
consistent with current practice, or that addressed drugs that were not locally available. 

Use  

The 43 respondents had clearly read and understood the bulletins, and had used the bulletins to assess whether current 
practice was consistent with the evidence.  

Given that the aim of the EDS was to use evidence proactively to drive decisions, ‘use’ in this context could be interpreted as 
leading to practice change. Two decision-makers noted that local practice was not consistent with the evidence. One 

department had already “initiated changes to current practice to conform to the recommendations”, and the other had 
tasked their guideline development group to address the inconsistency.  

Bulletins could also be ‘used’ to confirm that current practice does not need to be changed, but the ‘usefulness’, cost-
effectiveness and impact of resource use in achieving this was questioned in respondent’s feedback and project team and 
committee reflections.  

Resources 

Delivery of the EDS was undertaken by the EDS Administration Officer (approximately two days per week to capture and 
process publications and develop bulletins, three days per month to prepare reports and documents for TCPC meetings and 
attend the meetings), the CCE Director (approximately one half day per week to review processes and bulletins, one day per 
month to prepare for and attend the TCPC meetings), the TCPC Chair (approximately half day per month to consult with EDS 
staff and review publications for local applicability), and the TCPC members (approximately 30 minutes per month discussing 
EDS issues). 



 

 

Implementation fidelity  

There were two major modifications to the planned intervention, both were due to resource limitations. Three months after 
implementation, the scope was revised to focus only on evidence in areas of high priority to the organisation. Including 
evidence of harm was essential for patient safety, and adding evidence of cost-effectiveness and lack of effect would 
complement current Monash Health initiatives ascertaining examples of more cost-effective alternatives and identifying 
organisational waste in clinical and corporate practices. Only publications with evidence in these three areas would be 
appraised prior to dissemination and would require a response. Evidence of clinical effectiveness, methodological 
effectiveness and lack of evidence were provided for information only. Three months later, the EDS was suspended 
altogether due to limited capacity within CCE.  

There were no changes to the implementation plan and barriers and enablers are discussed with factors influencing 
processes and outcomes below. 

Project team and committee reflections 

Pros 

• Systematic  
• Transparent, Accountable, Evidence-based 
• Not just for ‘disinvestment’, applies to all practices 
• Focuses on important changes 
• Does not burden clinicians and managers with process 
• Does not require clinicians and managers to have skills 
• Does not require health economist 

Cons 

• Sustainability – resources a problem 
• How much activity can the organisation sustain?  
• ‘Top down’  

• Buy in/ownership 
• When should stakeholders be involved 

 First couple of rounds  just sending things out, minimal effort in responses 

 Fourth round – aware of additional things 

 More than one conclusion – sometimes harm plus effect, sometimes effect plus lack of evidence, etc. Need to 
develop new way of capturing this and need more than one response – how to collect this? 

 More complex issues arising eg three reviews on wound management. Review of policies and procedures shows us 
we don’t have enough information to know whether evidence is consistent. Could initiate a project rather than just 
asking for a response eg we look at other reviews on wound care, look at our local data re relevant patient 
groups/care/types of dressings/costs/etc. In these cases more than one person is responsible for decision – perhaps 
need a project rather than response to a single Evidence Bulletin to sort these out 

 While our policies and procedures might not be absent or inconsistent with current evidence, they may not have 
enough information. Eg blood transfusion in oncology patients at end of life. We have appropriate guidance re blood 
transfusions generically and in oncology patients, but nothing specifically about end of life. How do we use the EDS 
process to address this? 

 These complex considerations require high level methodological and clinical knowledge beyond the skills of EDS 
project officer. Need more senior evidence staff and clinical involvement.  

 The authors’ conclusions are not good enough. Conclusions in systematic reviews often not straightforward, often 
can’t work out what the outcomes were or what type of evidence eg harm etc. Only sent bulletins when we were 
confident that we understood the authors’ conclusions or recommendations.  

 We have only included level and quality of evidence in our summaries, but now it is clear that use of the information 
by clinicians requires information regarding statistical and clinical significance, therefore need to add this. Should also 
qualify our evidence classification eg evidence of effectiveness but of uncertain clinical significance 

 This is academic hospital, respondents correctly point out that they are involved in writing national guidelines and 
don’t want EDS to waste their time reviewing said guidelines. But how does EDS know who knows/doesn’t know?  

 



 

 

Decision-maker’s responses 

Positive comments 

 Thanks 
 Good idea (n=2) 
 This department would welcome receiving any future results of related CCE literature searches. 
 This Cochrane Review will be looked at by the Guideline Development Group and existing practices reviewed 

Drug not available in Australia 

 The options mentioned in the conclusion are not available on our PBS, so useless for our patients. 
 Why are you reviewing a drug that is not available in Australia? 
 The drug is not in use in Australia and it does not appear in the TGA database.  It is not helpful to examine data relating to 

drugs/devices not available in this country 

Confusion over aim and/or impression that CCE undertook the review being disseminated 

 This department would welcome receiving any future results of related CCE literature searches. 
 It is unclear what this process is trying to achieve.  At present it is increasing my workload - but has not changed the 

practices of the unit. 
 It would be worthwhile discussing the scope of proposed clinical effectiveness projects prior to undertaking the review so 

that this work can be better tailored to meet the needs of clinicians and others working in the field. 
 Would be interested to see the rate of dependence related to this practice, as this is the issue seen by the time patients on 

this drug get to our unit. 
 The conclusions are well known amongst specialists in this area. The exercise has not been helpful. There is no value in 

broad dissemination of results / guidelines etc. 
 This type of review process needs to target populations more relevant to the hospital setting. 
 What is the process to determine topics and priorities? 

Academic health service, respondents familiar with evidence and/or involved in reviews and guideline development 

 This has been the practice here for over 15 years. I'm not sure this process is an effective use of people's time. Most 
disciplines would be well aware of developments within their own discipline, even if the rest of the hospital is not. 
Especially in academically focussed units like my own, members of the team are involved in writing systematic reviews and 
national guidelines on topics like this. 

 I was involved in Australian section of this literature review project - small part of a bigger review.   
 Clinicians will usually have already seen the papers upon which the recommendations are based, or may even be 

undertaking primary research in the field themselves - and may be able to make valuable contributions to the planning of 
these projects.   

 The diagnosis and management of this condition not meeting guidelines is currently under national and local review. Our 
department has already initiated changes to current practice to conform to (new) recommendations. The service is also 
completing on-going research to guide future practice.  

 The conclusions are well known amongst specialists in this area. The exercise has not been helpful.  
 Prophylactic antibiotic should not be used. That is why it is not in our protocol. 

Evidence not applicable or not of high quality 

 The ‘evidence’ was obtained from two very small trials that showed some treated patients had relatively minor adverse 
events.  More importantly, in regard to potential adverse events that are subject to investigator interpretation, the authors 
state “Lack of blinding in one trial out of the two in total that reported on adverse events may result in biased results”. 
Furthermore, in regard to biochemical results, that in theory should be less subject to bias, they state “Accordingly, the 
result of our meta-analysis for this outcome is not a robust result”. I conclude that this review does not help to decide 
whether this treatment is useful or harmful in these patients. Don’t send low quality reviews for comment 

 Good idea – but this issue has little clinical relevance. 
 The Cochrane review should not be used as a source of information.  The report on this review is not quite correct. For a 

meta-analysis based on a small number of subjects and trials and with some trials being open labelled, the findings can be 
unreliable. 

 This is a primary care issue and few children presenting here have this as a sole problem. For the few patients - especially 
young we use guidelines that recommend not using these therapies. This type of review process needs to target 
populations more relevant to the hospital setting. 

Need for additional information in bulletin 

 This report to the clinicians should provide details such as the number of subjects with placebo control or open label trials. 
Further the person writing the report should look at the setting of the trials, provide details on the type of antibiotic, the 
change in the frequency of antibiotic resistance and the cost to the hospitals. 

 



 

 

Section 25 Protocol to address evidence findings involving multiple decision-makers  
This protocol was a work in progress at the time the EDS was suspended. 

 

This bulletin is part of a process to ensure that Southern Health practice is consistent with current evidence.  Your response is 
required by the date below.  You can find more information about this process on the TCPC website. 

The publication below indicates evidence of CLINICAL EFFECTIVENESS related to Blunt versus sharp suture needles for preventing 
percutaneous exposure incidents in surgical staff.  

Responses related to evidence of CLINICAL EFFECTIVENESS are required within THREE months.  

Please complete and return this bulletin to by 1 June 2012  

Bibliographic Source 

Parantainen A, Verbeek JH, Lavoie MC, Pahwa M. Blunt versus sharp suture needles for preventing percutaneous exposure incidents 
in surgical staff. Cochrane Database of Systematic Reviews 2011, Issue 11. Art. No.: CD009170. DOI: 
10.1002/14651858.CD009170.pub2. http://onlinelibrary.wiley.com/doi/10.1002/14651858.CD009170.pub2/pdf 

Author’s Conclusion 

There is high quality evidence that the use of blunt needles appreciably reduces the risk of exposure to blood and bodily fluids for 
surgeons and their assistants over a range of operations. It is unlikely that future research will change this conclusion. 

Applicability to Southern Health 

Patient / Population Persons working in the operation theatre that are exposed to the risk of percutaneous injuries with suture needles. 

N 2961 participating surgeons 

Setting UK, US, Germany, Italy, Ireland, Netherlands. Four studies focused on abdominal closure, two on vaginal repair and two on 
hip replacement. 

Intervention Blunted suture needles (we defined blunt needles as suture needles that have a rounded blunt point and that are circular 
in diameter and that can be either curved or straight)  

Comparison Sharp needles (sharp needles are suture needles that have a tapered point and that can be either circular in diameter or 
square with cutting edges and that can be either curved or straight). 

Outcomes Primary  

Exposure of healthcare workers to contaminated blood or bodily fluids was our primary outcome measure. Exposure can 
be observed either as self-reported needle stick injury or glove perforations. 

Secondary 

We included satisfaction with, or ease of use of, the needles. 

Inclusion Criteria Randomised clinical trials (RCTs) and cluster-randomised trials (c-RCTs). 

 “Persons working in the operation theatre” 

“Blunt suture needles (rounded blunt point that are circular in diameter and that can be either curved or straight) 
compared to sharp suture needles (tapered point, can be circular in diameter or square with cutting edges and can be 
curved or straight)” 

Exclusion Criteria Intervention was a needle handling device and not a blunt needle, study not randomised or controlled. 

Quality of Evidence  

Quality of this Systematic Review or Health Technology Assessment 

CCE staff appraised the methods used in this publication and found the risk of bias to be LOW. This means that you can use the 
findings of the review with confidence as all of the quality criteria have been fulfilled or where criteria have not been fulfilled it is 
very unlikely the conclusions of the study would be affected.  

Quality of the evidence contained in this Systematic Review or Health Technology Assessment 

The review authors appraised the available evidence and found it to consist of Level II Evidence (one or more randomised 
controlled trials).  The available evidence included in the review is of high quality. 

Consistency with Southern Health documented practice 

No Southern Health policies or procedures on this topic were identified. 

 

 

    

Technology/Clinical Practice Committee 

Evidence Bulletin_100 

http://www.southernhealth.org.au/icms_docs/6747_Evidence_Dissemination_Service.pdf
http://onlinelibrary.wiley.com/doi/10.1002/14651858.CD009170.pub2/pdf


 

 

Additional analysis prior to dissemination 

Priority setting 

1.  Is this a priority for Southern Health? 

  

Scope 

2. Who needs to be consulted (patients, clinicians, others) and where are they? 

Directors (medical and nursing) of Operating Suite, Surgery, Specialty, Women’s & Children’s, and Procurement, and Chair of 
Operating Suite Product Evaluation Committee. 

3.  Are there other parameters that need to be considered (setting, condition, professional groups, others)? 

 

Problem 

4. What is the problem? 

The systematic review recommends the use of blunt needles to reduce the rate of exposure to blood and bodily fluids for surgeons 
and their assistants over a range of operations. Southern Health use both blunt and sharp suture needles. 

5. Is it a real problem or perceived problem? 

 

6. Is there a gap (not being done at all) or mismatch (need to change current practice)? 

 

Size/extent 

7. How can it be measured (routinely collected data or collect our own data)? 

 

8. How big is the problem at Southern Health? 

 

Ethical considerations 

9. Do any ethical issues arise regarding the dissemination of this bulletin? 

 

Solutions 

10.  What does the literature identified in EDS say? 

 

11. What are the options available? Pros? Cons? 

 

Additional Questions 

What is the rate of stick injuries at Southern Health?   

Are they comparable to the Systematic Review?  

Is there a cost difference between using blunt compared with sharp suture needles? 

Do some procedures require a sharp versus blunt needle? 

What is the proportion of Southern Health surgeons using blunt versus sharp needles?  



 

 

Study: Parantainen, A., Verbeek, J.H., Lavoie, M.C., Pahwa, M. (2011). Blunt versus sharp suture needles for preventing percutaneous exposure incidents in surgical staff. Cochrane Database of 
Systematic Reviews. 11, Art. No.: CD009170. 

Description of study: Systematic review of RCTs 

Patient/population Persons working in the operation theatre that are exposed to the risk of percutaneous injuries. 

N 10 studies, n= Surgeons 2961 (total gloves unclear) 

Setting  UK, US, Netherlands, Italy and Germany.  Four studies focused on abdominal closure, two on vaginal repair and two on hip replacement 

Intervention/indication 

& 

Comparison/control 

  

Reference Intervention Comparison 

Ablett 1998 (195 pairs of gloves) Suturing with blunt tipped needles 

104 surgeons-operations 

Suturing with sharp needles 

91 surgeons-operations 

Hartley 1996 (85 pairs of gloves) Suture needles with blunted end 

46 surgeon-operations 

Conventional sharp pointed needles 

39 surgeon-operations 

Meyer 1996 (400 gloves) Blunt needles  

98 surgeon-operations 

Sharp needles  

102 surgeon-operations 

Mingoli 1996 (1560 gloves) Blunt Needles 

300 surgeon-operations 

Sharp needles 

300 surgeon-operations 

Nordkam 2005 (406 pairs of gloves) Blunt-tapered needles 

200 surgeon-operations 

Sharp needles 

100 surgeon-operations 

Rice 1996 Taper pointed suture needles 

34 surgeon-operations (# of gloves not reported) 

Standard pointed needles 

34 surgeon-operations (128 gloves) 

Sullivan 2009 Blunt needles 

204 surgeon-operations 

Sharp needles 

204 surgeon-operations 

Thomas 1995 Blunt tipped needles 

Assumed  40 surgeon-operations 

Sharp tipped needles 

Assumed  40 surgeon-operations 

Wilson 2008 Blunt Needles 

217 surgeon-operations (All gloves collected) 

Sharp needles 

221 surgeon-operations (All gloves collected) 

Wright 1993 Blunt taper point suture needles 

38 surgeon-operations 

Standard cutting needles 

31 surgeon-operations 

Outcomes Primary: 

Exposure of healthcare workers to contaminated blood or bodily fluids. Exposure could be self reported needle stick injury or glove perforations. 

Secondary: 

Satisfaction with or ease of use of the needles 

Inclusion Criteria “RCTs and Cluster-RCTs” 

“Persons working in the operation theatre” 

“Blunt suture needles (rounded blunt point that are circular in diameter and that can be either curved or straight) compared to sharp suture needles (tapered 
point, can be circular in diameter or square with cutting edges and can be curved or straight)” 

Exclusion Criteria Intervention was a needle handling device and not a blunt needle, study not randomised or controlled. 



 

 

SR/HTA Objective 

To determine the effectiveness of blunt needles compared to sharp needles for preventing percutaneous incidents among surgical staff. 

Study Validity 

Is it clear that there were no conflicts of interest in the writing or 
funding of this review?  

Yes The authors report that there were no conflicts of interest associated with this review. 

 

Does the review have a clearly- focused question? Yes  

Is a systematic review the appropriate method to answer the 
question? 

Yes  

Does the review have specified inclusion/exclusion criteria? Yes 

 

See above 

 

If there were specified inclusion/ exclusion criteria, were these 
appropriate? 

Yes  

Does the review document a comprehensive search strategy?  Yes 

 

See appendix 1.  

Were reviewers blind to authors, institutions and affiliations? Not reported  

Were 2 or more independent reviewers used for: 

1. application of inclusion criteria to assess eligibility of studies? 

Yes 

 

“two authors working independently screened the identified titles and abstracts of the references that 
resulted from the search strategy for potential studies.” 

2. extraction of data from study reports? Yes As above 

3. appraisal of study quality? Yes See potential biases in the review process pg15 

Were the strengths and limitations of included studies and 
potential impact on the results discussed? 

Yes See page 10 ‘Risk of bias in included studies’ 

Was the validity of included trials appraised using appropriate 
criteria? 

Yes It is unclear if more than one assessor appraised the validity of the included trials. 

Studies were appraised based on random sequence generation, allocation concealment, blinding of 
participants and personnel, blinding of outcome assessment, incomplete outcome data, selective 
reporting and other bias. 

Is there a summary of the results of individual studies?  Partial 

 

Summary of main results provided but not for individual studies. 

If meta-analyses were conducted, was it reasonable to do so?  Yes  

If meta-analyses were conducted, was it done appropriately? Yes 

 

 

Other  

What is the overall risk of bias? Low  

  

Low - All of the criteria have been fulfilled or where criteria have not been fulfilled it is very unlikely the 
conclusions of the study would be affected. 

Results 

Cochrane Summary of Findings Table 



 

 

 

 



 

 

 
Outcome: number of glove perforations 

“Ten trials including 2961 surgeon-operations compared the effect of blunt versus sharp needles on glove perforations and found a significant reduction of glove perforations, with a relative risk of 
glove perforations of 0.46 (95% confidence interval 0.38 to 0.54).” 

Outcome: percutaneous injuries 

“Five studies reported the number of percutaneous injuries but in one study there were no injuries in the intervention and control groups.  We could combine four studies in a meta-analysis.  The 
use of blunt needles decreased the risk of a needle stick injury by 69% (RR 0.31, 95% CI 0.14 to 0.68).” 

Outcome: surgeon satisfaction and needle performance 

“Data on needle performance could only be extracted from Nordkam (2005) and Meyer (1996).  Nordkam (2005) showed that surgeons found the sharp needles 20% easier to use, on a VAS scale 
from 0 to 100, but Meyer (1996) reported that the blunt needles were easier to use even though, clearly more force was needed.” 

“Rice (1996) reported that surgeons had no difficulties with the use of the blunt needles.  In Sullivan (2009), 92% of the surgeons reported that the blunt needles were acceptable but they were 
less satisfied with their use.  Wilson (2008) reported that surgeons found the blunt needles significantly more difficult to use.  In Wright (1993) the surgeons found the blunt needles slightly more 
difficult to use but they had minimal effect on their technique.” 

Author’s Conclusions 

“Implications for practice: There is high quality evidence that the use of blunt suture needles appreciably reduces the risk of exposure to blood and bodily fluids for surgeons and their assistants 
over a range of operations.” 

“Implications for research:  There is high quality evidence that the use of blunt needles is beneficial and it is unlikely that future research will change this conclusion.” 

Out Comments/Summary 

The overall risk of bias in this systematic review is low. 

The authors suggest that the use of blunt suture needles appreciably reduces the risk of exposure to blood and bodily fluids for surgeons and their assistants over a range of operations.  This is a 
justified conclusion based on the statistical significance of the reduction of 54% of the risk of glove perforations and 69% reduction in the risk of needle stick injuries when using blunt needles. 

The Systematic review was well carried out with no conflicts of interest reported.   



 

 

Response 

 Click once on the shaded box to select the appropriate response 

 Click once on the shaded rectangle to provide a typed comment 

Practice at Southern Health (please select one response only, tick the box and provide relevant details) 

 Not applicable at Southern Health eg the patient group is not treated at Southern Health (please explain) 

       

 Practice is consistent with the evidence (please add comments if relevant) 

       

 Practice is not consistent with the evidence for a good reason (please explain) 

       

 Practice was not consistent with the evidence, remedial action has been undertaken and completed (please explain) 

       

 Practice is not consistent with the evidence and remedial action has been commenced/planned (please explain) 

       

Communication 

Should this information be disseminated more widely? If so, to whom? 

       

Other comments 

       

 

 

Feedback 

This is a pilot of new processes being implemented by the Technology Clinical Practice Committee and the Centre for Clinical 
Effectiveness Evidence Dissemination Service. 

We would appreciate any comments regarding what works, what doesn’t work and how we can improve the process. 

      

 

Name:       

Position:       Date:       

 

Thank you 
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Appendix 6. Paper 9 Additional file 

  



Sustainability in Health care by Allocating Resources Effectively (SHARE) 9: Conceptualising disinvestment 
in the local healthcare setting 

 

Additional File: Methods  

 

Papers 9 and 10 of the SHARE series present the findings of a review of the disinvestment literature, combined with 
findings from the SHARE Program, discussed from the perspective of the local healthcare setting.  

The papers are presented as Debate rather than Research papers but, since the arguments are based on the findings of a 
literature review, readers need to have confidence that the process was rigorous and as comprehensive as possible.  

Although undertaken systematically, this was not a systematic review. It is impossible to be absolutely comprehensive in 
ascertaining all the relevant literature on disinvestment for two main reasons.  

 There is no general agreement about use of the term ‘disinvestment’, it is used to convey multiple concepts and there 
are many other terms used to convey the same range of concepts.  

 The aims, activities and outcomes of disinvestment initiatives are replicated in research and practice in other 
healthcare paradigms and published in various bodies of literature. 

Extensive searches were undertaken to ensure as much as possible that the discussion correctly reflects the literature. 

Search strategy 

General search 

This search was undertaken at the commencement of the PhD (mid 2013) and was repeated half way through (mid 2015) and 
prior to completion of the final drafts of the two review papers (early 2016).  

Sources: The initial search was conducted in medical databases (Ovid Medline, Ovid EMBASE, All EBM Reviews, The Cochrane 
Library) and the internet (via the Google search engine). Repeat searches were conducted in PubMed, The Cochrane Library 
and the internet via Google. 

Search in PubMed: (((disinvest* OR decommission* OR defund* OR de-implement* OR de-adopt* OR "resource release" OR 
"resource allocation" OR reallocat* OR reinvest* OR "health technology reassessment")) AND ( "1995/01/01"[PDat] : 
"3000/12/31"[PDat] ) AND Humans[Mesh] AND English[lang]) Sort by: PublicationDate Filters: Publication date from 
1995/01/01; Humans; English 

Searches were adapted to suite the relevant databases. 

Supplementary searches 

Additional material was obtained from the following sources. 

1. Health Technology Assessment International (HTAi) Disinvestment Special Interest Group regular email bulletins containing 
searches for disinvestment literature by Leigh-Ann Topfer, University of Alberta Health Technology and Policy Unit librarian. 

Search in PubMed: ((unnecessary procedures[mh]) OR (disinvest*[tiab]) OR ("low value"[ti]) OR ("choosing wisely"[tiab])) 
OR (((health care rationing[mh]) OR (cost control[mh]) OR (health priorities/ec) OR (resource allocation[mh]) OR 
(technology assessment, biomedical[mh]) OR (biomedical technology/ec) OR (budgets[mh]) OR (investments[mh]) OR 
(delivery of health care/ec) OR (cost-benefit analysis[mh]) OR (diffusion of innovation[mh]) OR (formularies as topic[mh]) 
OR (reimbursement mechanisms[mh]) OR (comparative effectiveness research[mh]) OR (decision making[mh]) OR (decision 
making, organizational[mh]) OR (priority setting[ti]) OR (coverage[ti]) OR (technology[ti]) OR (technologies[ti]) OR ("cost 
containment"[ti]) OR (rationing[ti]) OR (decision*[ti]) OR (reimburs*[ti]) OR (pmba[ti]) OR ("program budgeting" OR 
"programme budgeting") OR ("marginal analysis")) AND ((("de-adopt*") OR (deadopt*) OR (delist*[tiab]) OR ("de-
list*"[tiab]) OR (ineffective[ti]) OR (redeploy*[ti]) OR (divest*[ti]) OR (obsolete[ti]) OR (obsolescen*[ti]) OR (abandon*[ti]) 
OR (decommission*[ti]) OR ("de-implement*") OR (deimplement*) OR ("phase out"[ti]) OR ("phasing out"[ti]) OR 
(reinvest[ti]) OR (reinvesting[ti]) OR (reinvestment[ti]) OR (discard*[ti]) OR (reassess*[ti]) OR (reallocat*[ti]) OR (disuse[ti]) 
OR (unnecessary[ti])) OR (defund*))) 

2. Table of Contents of the International Journal of Technology Assessment in Health Care in regular email bulletins 

3. Reference lists of relevant publications  

Targeted searches 

The need for additional searches was identified when it became apparent that  

 there was no agreed definition for the term ‘disinvestment’, that it was used to convey multiple concepts, and that there 
were many other terms conveying the same range of concepts  

 the aims, activities and outcomes of disinvestment initiatives were replicated in research and practice in other healthcare 
paradigms and published in various bodies of literature 



Targeted searches were undertaken in the following situations to capture publications which would not have been identified 
using the specified disinvestment-related search terms but which were relevant to points under discussion in the reviews.  

1. To further explore concepts within the identified themes. Some examples include definitions for health technologies; 
‘optimisation’; ‘Choosing Wisely’; rationale for disinvestment; examples of theories, frameworks and models for 
disinvestment, resource allocation, prioritisation, etc; individual challenges specific to disinvestment; principles for 
disinvestment; methods and tools; barriers and enablers. 

2. To capture information related to removal, reduction or restriction of health technologies and clinical practices that had 
not been labelled with a disinvestment-related term; such as publications in the EBP or quality and safety literature. 

3. To ensure that no publications had been missed prior to making statements such as ‘we were unable to find….’ 

Inclusion criteria  

English language publications including guidelines, reviews, research studies, case studies, debate or discussion papers, 
technical reports or policy documents that addressed disinvestment were included. 

Data extraction and analysis 

No critical appraisal was undertaken as only a small proportion of included publications were research studies. 

After the first search was conducted, full text versions of relevant papers were obtained.   

Thematic analysis was undertaken from the perspective of the local healthcare setting [1]. 

 Familiarising with data: papers were read and notes taken.  

 Generating initial codes: relevant features of the data were systematically coded and collated.  

 Searching for themes: codes were collated into potential themes.  

 Reviewing themes: themes were reviewed against the entire data set and a thematic map was developed.  

 Defining and naming themes: the specifics of each theme and their place in the overall story were defined  

All papers were re-read and any additional information related to the final themes that had been missed in the first reading 
was extracted. 

Further information related to the final themes was extracted from additional publications subsequently identified by repeats 
of the general search and the supplementary and targeted searches. 

Synthesis 

The emergent themes could be categorised into two higher level themes, conceptualisation and operationalisation of 
disinvestment, which were used as the basis for two debate papers. The emergent themes were allocated between the two 
papers. 

Information from the literature is considered from the perspective of the local healthcare setting and summarised narratively 
within each theme. This is combined with a narrative summary of findings from the SHARE Program relevant to the theme. 

 

 

1. Vaismoradi M, Turunen H, Bondas T. Content analysis and thematic analysis: Implications for conducting a qualitative 
descriptive study. Nursing & health sciences. 2013;15(3):398-405. doi:10.1111/nhs.12048. 
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Sustainability in Health care by Allocating Resources Effectively (SHARE) 10: Operationalising disinvestment in a 
conceptual framework for resource allocation 

Additional File: Principles for resource allocation 

 

Contents 
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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, 39-
41]; 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, 43-
46].  

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] 

Timeframes 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]  

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] 

Equity 

                                  

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] 

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]  

Influence  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] 

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, 96-
98, 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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PHASE ONE (SHARE Papers 2-5) 

Based on the UK Medical Research Council framework for complex interventions [1], Phase One involved specifying the 
context, understanding the problem and defining the components of an optimal intervention. The findings are presented 
and discussed in the context of the current literature. 

Specifying the context  

Several factors influenced early decisions regarding the scope and direction of the program. 

The search for models, methods, theoretical guidance or practical advice for an organisation-wide approach to 
disinvestment was fruitless; however a range of issues to consider in development of a local program was identified 
(Table 1) [2].  

Table 1. Issues to consider in development of an organisational program for disinvestment 

Reproduced with permission from SHARE Paper 2 [2]  

Topic Issues  

Organisational and 
management 

 How can a systematic evidence-based approach to disinvestment be implemented in a healthcare organisation?  
 How can disinvestment decisions be integrated into established Strategic and Business Plans 
 Which is the better approach – ‘top down’, ‘bottom up’ or both? 
 How to engage and get ‘buy-in’ from clinicians, consumers and other stakeholders? 
 What are the relevant organisational change mechanisms? 
 What does leadership for disinvestment involve?  

Decision-makers  Who has the authority, and the will, to make and act upon decisions about disinvestment?  
 Who are the appropriate decision-makers? 
 Existing decision-making bodies or specially convened groups 
 Composition: policy-makers, managers, clinicians, consumers, technical experts, others 
 In-house or external 

 How does the relevant information get to them? 
 What other agendas do they bring to the decision-making table?  
 Who has the time, relevant skills and adequate resources to identify, implement and evaluate the required 

practice changes? 

Decision-making  Are all viewpoints equal? 
 What criteria should be applied to disinvestment decisions and prioritisation? 
 What is the nature and source of information required? 
 How do decision-makers become aware of the need to disinvest certain practices? 
 How are policies and guidance documents used by local decision-makers to allocate resources?  

Assumptions  Are generally held assumptions true? For example 
 ‘Clinicians are reluctant to disinvest’ 
 ‘Disinvestment is not optimal unless an active intervention is in place’ 

Skills and resources  What expertise and training is required to make, communicate, implement and evaluate decisions? 
 What resources are required to source expertise, source information, ‘backfill’ health service staff when 

participating, and support decision-making, implementation and evaluation processes? 

Professional and 
cultural 

 What impact will professional boundaries and ‘turf’ issues have on disinvestment activities? 
 What are the rights and responsibilities of stakeholders? 
 Different stakeholder views of what is meant by ‘little or no health benefit’ 
 What is the effect of culture on disinvestment? (authoritative versus consultative, transparent versus hidden) 
 What are the motives and incentives for disinvestment?  

Financial and 
commercial 

 What funding is required for disinvestment initiatives and where can it be found? 
 How can the difficulties inherent in the complex funding arrangements within health services be overcome? 
 How can savings be measured? 
 How can savings be reinvested? 

Values and ethics  How can transparency of process be ensured? 
 What is a ‘fair and reasonable’ process? 
 What are the access, equity and legal considerations? 
 What is the best way to deal with conflict of interest with commercial entities? 

Research and 
evaluation 

 What effect will the limited evidence base for some practices have on the process? 
 How can the lack of tested methods for implementation and evaluation be addressed?  

 

There was a lack of common terminology regarding definitions and concepts related to disinvestment. The only consistent 
message from the literature, confirmed by local stakeholders at the time and reiterated in more recent publications, was 
that the term ‘disinvestment’ had strong negative connotations and was likely to be a barrier to successful disinvestment-
related change [3-8]. It was agreed that the term would be avoided. 

It is common for local healthcare facilities to make decisions within organisation-wide frameworks such as development 
and authorisation of policies and procedures, capital expenditure and clinical purchasing, introduction of new 
technologies and clinical practices (TCPs) and models of care, and delivery of programs and services. However many 
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published examples of disinvestment initiatives report individual standalone projects where the target has been identified 
in an isolated process; all conducted independently of existing decision-making and project infrastructure. While this 
approach can potentially be successful, it can also contribute to lack of coordination, duplication, inconsistent messages 
and change fatigue within an organisation [9]. Making decisions to disinvest in separate processes to those for investment 
decisions was also thought to be artificial and possibly counterproductive [2]. Monash Health chose to take an integrated, 
organisation-wide approach; using existing systems and processes to identify disinvestment opportunities or, when 
required, incorporating new methods into the existing infrastructure. Disinvestment would be considered alongside 
investment in the context of all resource allocation decisions. The aim was to facilitate systematic identification of 
disinvestment opportunities, encourage consideration of disinvestment in routine decision-making and ensure the 
processes were transparent and accountable. This approach has been reiterated in more recent publications which 
propose that disinvestment activities are more likely to be successful if decisions are made at the local level, integrated 
into everyday decision-making and central to local planning [10-13].  

Much of the previous research on disinvestment had been driven by health economic principles. Monash Health did not 
have in-house capability in health economics, but did have high level expertise in accessing and utilising evidence from 
published research and local data. It was decided that the program would be driven from an evidence-based, rather than 
economics-based, perspective.  

Hence the ‘Disinvestment Project’ became the ‘Sustainability in Health care by Allocating Resources Effectively’ (SHARE) 
Program, an organisation-wide, systematic, integrated, transparent, evidence-based approach to disinvestment in the 
context of resource allocation. 

Preliminary research found that Monash Health did not have any decision-making settings where ‘disinvestment’ was 
explicitly considered; therefore new systems and processes were needed. Since no guidance was available, a conceptual 
framework of potential mechanisms to introduce disinvestment decisions into health service infrastructure was 
developed based on the knowledge and experience of local stakeholders [2]. Three potential mechanisms for a systematic 
approach to disinvestment decisions were identified: 1) Explicit consideration of potential disinvestment in routine 
decision-making such as purchasing and procurement and guideline and protocol development, 2) Proactive decision-
making about disinvestment driven by available evidence from published research and local data, and 3) Specific exercises 
in priority setting and system redesign (Figure 1). 

Figure 1. Framework for potential mechanisms to integrate disinvestment into health service systems and processes 

Reproduced with permission from SHARE Paper 2 [2]  

 

Understanding the problem 

In order to introduce the proposed organisation-wide program, knowledge of existing decision-making systems and 
processes for investment and disinvestment was required.  

While there was a broad understanding of where resource allocation decisions were made at Monash Health, detailed 
knowledge of who made them and how they were made, implemented and evaluated was lacking, and this information 
was also unavailable in the literature [14]. Detailed responses to surveys, interviews and workshops from a wide range of 
participants enabled identification of, and development of classifications for, decision-makers, decision-making settings, 
and type and scope of decisions (Table 2).  
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Table 2. Decision-makers and scope and types of decisions for resource allocation 

Reproduced with permission from SHARE Paper 3 [14] 

DECISION-MAKERS 

Clinicians  

Health practitioners delivering patient care.  

Authorised individuals 

Authorised individuals include Board Members, Executive Directors, Directors and Managers at all levels within the organisation. They are 
designated by their role in the organisation, for example ‘Director of Pharmacy’, rather than as a named individual ‘John Smith’.  

Authorised groups 

Authorised groups can be classified into those with 

 ongoing roles and responsibilities for decisions such as the Board, Executive Management Team, Standing Committees, Approved 
Purchasing Units and Profession-specific groups such as the Nursing Executive.  

 a specific, often time-limited, purpose such as a project Steering Committee, a Procurement Evaluation Committee to purchase a large 
piece of equipment and special initiatives like the High Cost Drugs Working Party of the Therapeutics Equivalence Program. 

SCOPE OF DECISIONS 

Clinicians make decisions for individual patients within the limits of parameters outlined in their position description, relevant professional 
standards and any local credentialing requirements. 

Authorised individuals and groups make decisions on behalf of the organisation which impact on all patients, all staff or identified subgroups. 

Individuals are authorised to make decisions on behalf of the organisation within a range of specified parameters outlined in their position 
description or the Authority Delegation Schedule. 

Committees and other groups are authorised to make decisions on behalf of the organisation as stipulated in their Terms of Reference. 

Examples of the parameters decision-makers are authorised to work within include, but are not limited to, location (eg South East sites), 
professional group (eg occupational therapists), specialty area (eg stomal therapy), patient group (eg children), nature of purchase or resource 
use (eg surgical equipment and consumables) and cost limit (eg up to $10,000). 

TYPES OF DECISIONS 

Clinical  

 Clinical decisions arise in the encounter between a health practitioner and an individual patient or client. Their purpose is to assess, treat 
and/or plan ongoing management of a health issue. 

Strategic, operational or professional 

 Strategic decisions point the organisation in the direction it wants to go; they are captured in strategic goals and policies which reflect a 
particular position, priority or plan the organisation wishes to communicate to staff, patients and other stakeholders. Strategic planning is 
usually undertaken at organisation-level driven by the Board, Executive and Senior Managers but can also be undertaken at any level.  

 Operational decisions make the strategic goals happen; they enable day-to-day operations and are undertaken by managers at all levels.  

 Professional decisions address standards and methods of practice and are made by senior staff in the discipline to which they are relevant. 

Routine, reactive or proactive 

 Routine decisions are made on a regular basis; examples include annual budget setting processes, monthly committee meetings and 
reviews of guidelines or protocols at specified intervals after their introduction. 

 Reactive decisions are made in response to situations as they arise; for example new legislation, product alerts and recalls, critical incidents 
and applications for new drugs to be included in the formulary.    

 Proactive decisions are driven by information that was actively sought for this purpose such as accessing newly published research evidence 
to compare against current practice or interrogating local data to ascertain practices with high costs or high rates of adverse events. 

Conditional or unconditional 

 Conditional decisions specify requirements to be met before or after their implementation; for example availability of funding, clinical 
indications (eg disease/condition, severity, patient group), authorised practitioners (eg specific training, named individuals), monitoring of 
outcomes (eg patient outcomes, adverse events, costs), location (eg ICU, Hospital in the Home), time limitation (eg until 2 year review). 

 Unconditional decisions have no requirements. 

Allocating funds or non-monetary resources 

 Allocating funds involves spending money or putting it aside to purchase specified items later.  

 Allocating non-monetary resources can include rostering staff time; specifying health professional groups; providing clinic or operating 
room time; and developing protocols that direct use of clinical interventions, equipment, drugs, diagnostic tests and referral mechanisms. 

Whether to buy or what, where and how to buy 

 ‘Whether to buy’ is a decision about what is required, for example a new drug to improve patient outcomes, a new scanner to reduce 
waiting time, consumables for a piece of equipment in current use. These decisions are undertaken by authorised individuals and some of 
the authorised groups such as the Technology/Clinical Practice Committee, Therapeutics Committee, Falls Prevention Committee, etc. 

 ‘What, where and how to buy’ is a decision about how the requirement is met and considers product and manufacturer reliability, 
availability of parts and tools, service and maintenance contracts, IT requirements for hardware and software, price negotiations, etc. 
These decisions are undertaken by the Approved Purchasing Units and groups established for specific purchases. 

Purchase of budgeted or unbudgeted items  

 Decisions to purchase budgeted items are made by the relevant authorised individual, usually the budget holder or their line manager 
depending on the purchase price and the designated cost limits of their respective approval levels (eg <$10,000, <$50,000). 

 Decisions to purchase unbudgeted items can only be approved by specified committees and Executive Directors 
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This investigation found that most decisions to introduce or remove TCPs were usually made ‘reactively’ in response to 
internal applications or external notifications, and highlighted the opportunity to drive decisions ‘proactively’ using 
information that was specifically ascertained to identify potential for improvement.  

Several of these early findings were combined in a draft framework, which was refined to include subsequent decisions, 
and used to seek endorsement from the Monash Health Board and apply for funding from the state health department 
(Figure 2).  

Figure 2. Draft frameworks for SHARE Program  

Reproduced with permission from SHARE Paper 5 [3]  

Initial draft 

 

Revised draft 

 

In addition to the specific activities of making, implementing and evaluating decisions, health service staff noted several 
other components in the process of resource allocation. Eight components were identified: Governance, Administration, 
Stakeholder engagement, Resources, Decision-making, Implementation, Evaluation and, where appropriate, 
Reinvestment of savings [14]. The detailed responses enabled elements of structure and practice for each component to 
be defined and a framework capturing the relationships between them to be produced (Figure 3 and Table 3). Strengths, 
weaknesses, barriers and enablers to the resource allocation process were identified, as well as examples of criteria used 
by different decision-making groups, the types and sources of data used in evaluation, and differences in the decision-
making processes and information needs of medical, nursing, allied health and management/support groups (Tables 4-7).  

The term ‘disinvestment’ was generally unfamiliar to local decision-makers; but the concept was readily understood and 
projects involving removal, reduction or restriction of current practices or reallocation of resources were easily identified 
[14]. At Monash Health, these activities were initiated by quality and safety issues, evidence-based practice (EBP), or a 
need to find resource savings, and not by a primary aim ‘to disinvest’ [14].  
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Figure 3. Framework for the resource allocation process in a local health service 

Reproduced with permission from SHARE Paper 3 [14] 

 

 

Table 3. Structure and practice elements of components of the resource allocation process 
Reproduced with permission from SHARE Paper 3 [14] 

COMPONENTS STRUCTURE (Who, What) PRACTICE (How) 

1. Governance  Overseers 
 Policies for decision-making 
 Transparency and accountability in all structures  
 Requirements for addressing conflict of interest* 
 Requirements for monitoring, evaluation and 

improvement of systems and processes 
 Requirements for reporting  

 Oversight 
 Procedures, guidelines, protocols for decision-making 
 Transparency and accountability in all practices  
 Methods of addressing conflict of interest  
 Methods of monitoring, evaluation and improvement 

of systems and processes 
 Methods of reporting  

2. Administration  Administrators  
 Requirements for administration  
 Relationships and coordination 
 Communication 

 Methods of administration, coordination, 
communication and collaboration 

3. Stakeholder 
engagement 

 Clinicians, Managers, Consumers, Technical experts, 
Funders, other relevant parties 

 Requirements for stakeholder engagement  

 Methods of identification, recruitment and 
engagement  

4. Resources  Funding sources 
 Allocation of staff 
 Access to experts or ways to gain expertise 
 Information sources 
 Requirements for resources 

 Provision of appropriate and adequate funding, time, 
skills/training, information 

 Utilisation of resources 

5. Decision-making  Decision-makers 

 Clinicians 

 Authorised individuals 

 Authorised groups 
 Scope of decisions 
 Type of decisions 
 Requirements for decision-making  

 Methods of decision-making 

 Identification of need/application 

 Decision criteria  

 Ascertainment and use of evidence 

 Reminders and prompts to consider disinvestment 

 Deliberative process 

 Documentation and dissemination 

6. Implementation   Purchasers 
 Requirements for purchasing 

 Methods of purchasing 

 Policy and guidance developers 
 Requirements for policies and guidance documents  

 Methods of policy and guidance development 

 Implementers 
 Requirements for implementation 

 Methods of project management  
 Methods of change management 

7. Evaluation   Evaluators 
 Requirements for evaluation 
 Type and source of data collected 

 Methods of evaluation  

8. (Reinvestment)  Requirements for reinvestment/reallocation  Methods of reinvestment/reallocation 

*Requirement is used in the sense of performance stipulated in accordance with policies, regulations, standards or similar rules or obligations 
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Table 4. Strengths, weaknesses, barriers and enablers in decision-making for resource allocation  
Reproduced with permission from SHARE Paper 3 [14] 

Factors identified in response to a specific question about barriers and enablers are noted in italics  

STRENGTHS/ENABLERS WEAKNESSES/BARRIERS 

External environment 

General  

 Good relationships with external agencies such as Australian Council of Healthcare Standards, 
Victorian Department of Human Services (DHS) 

 Projects initiated by external organisations such as Australian Quality Council, NSW Therapeutics 
Advisory Group and Clinical Excellence Commission 

 

 

 Legislation, regulations, national and international standards, and professional standards must be 
followed. This provides clarity and certainty for some decisions. 

 Some decision-makers are unaware of mandatory requirements. 

International  

 International bodies and national agencies of other countries provide evidence-based 
recommendations for use of health technologies, clinical practices, models of care, etc. 

 Systematic reviews and Health Technology Assessments are also available. 

 Decision-makers are frequently unaware of these resources.  

 Due to lack of time, knowledge and skills decision-makers do not actively seek these resources when 
making decisions and do not differentiate between high and low quality resources.  

 Cost-effectiveness data is often based on modelling which is perceived not to reflect reality 

National  

 The Medical Services Advisory Committee and Pharmaceutical Benefits Advisory Committee provide 
evidence-based recommendations for use of medical and surgical procedures and drugs. 

 

 Not all medical and surgical procedures and drugs are covered by these processes. 

 Nursing and allied health practices, models of care and clinical consumables are not covered. 

State  

 Guidance for introduction of new health technologies and clinical practices (TCPs) is provided by 
DHS.  This includes reporting requirements.  

 Monash Health has developed tools to implement these processes. DHS has recommended these 
tools to other health services. 

 Monash Health Decision Summaries are published on the health service website. 

 DHS requirements and processes are cumbersome 

 There is no sharing of information or decisions. Individual health services duplicate the process of 
finding and appraising relevant evidence, developing business cases, etc.  

 DHS declined to coordinate sharing of information through a central database or website. 

 The Victorian Policy Advisory Committee on Technology (VPACT) has an annual funding round for 
introduction of new high cost TCPs 

 There is no long term state-wide strategic planning for equipment purchases 

 Lack of coordination of equipment use and procurement at state level and no communication 
between health networks.   

 Some guidance for purchasing is provided through the Victorian Government Purchasing Guidelines, 
Medical Equipment Asset Management Framework (MEAMF), Targeted Equipment Replacement 
Program (TERP) and Health Purchasing Victoria (HPV).  

 HPV is responsible for bulk purchasing of pharmaceuticals, clinical equipment and consumables to 
streamline ordering and reduce costs. If the item required is in the HPV catalogue the specified brand 
must be purchased from the designated suppliers at the cost and conditions noted.   

 The processes are transparent and accountability is clear.   

 HPV catalogue only covers 30% of Monash Health consumables  

 Inclusion of items in the HPV catalogue is not always based on a rigorous evidence-based process 

 Safer, more effective or more cost-effective alternatives may not be included in the catalogue 

 HPV does not cover large items so MEAMF and TERP have no benefits from bulk purchasing and 
hospitals have to negotiate their own arrangements with suppliers 

 Decision-makers do not know which of these multiple systems are relevant to a particular situation 

 Terminology differs between systems and they are difficult to navigate 

 The Victorian Aids and Equipment Program is administered by Monash Health on behalf of the DHS. 
The application process is standardised based on tight explicit criteria for transparency and 
accountability.  

 This is a ‘last resort’ process after other sources of funding have been exhausted. Clinicians waste 
valuable time writing funding applications for multiple programs which could be integrated and 
allocated centrally. 

 The Department of Treasury is interested in supporting disinvestment initiatives but requires details 
of savings. If savings or reinvestments can be quantified the department may provide more funding. 

 It is hard to measure the savings 

 The savings are rarely realised because they are absorbed and used to treat more patients 
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Monash Health environment: General 
 Enthusiastic and dedicated staff 
 Staff commitment to quality improvement  
 Organisational support  
 Support from the Executive Management Team 
 Support from Directors of Nursing 
 Involvement of people who are outside of, or uninterested in, the politics of the organisation 

 High staff turnover in the organisation, particularly agency nurses and junior staff, increases 
difficulty in communication and implementation 

 High staff turnover in projects diminishes organisational knowledge and expertise and increases 
training requirements 

 Organisational culture is difficult to change 
 Organisational politics 
 Incident reporting software (Riskman) is flawed, does not cover all requirements and does not enable 

valid aggregation of data related to consumer information 

 Strategic planning provides an opportunity for integrating disinvestment decisions into organisational 
practices. Monash Health had transparent strategic and business planning processes 

 Lack of strategic planning for large equipment purchases 

 The Board, Executive Management Team (EMT) and Senior Managers have expressed ‘patient-
centred care’ as a priority. 

 Considerable pressures on the health service to reduce costs. 
 Perceived distinction between ‘what the hospital is concerned about (finances, organisational 

capacity and risk management) and what the clinician is concerned about (patients)’. 

Monash Health environment: Governance 
Oversight 
 Overall accountability sat with the Monash Health Board. The Board and EMT determined the 

decision-making structures within the organisation. 
 The Quality Unit maintained an organisational chart of committees related to quality and safety.  
 The Board Secretary also had a list of some committees   

 
 No central resource for oversight, coordination or provision of information about committee 

processes 
 No complete list of committees operating at an organisation-wide level 
 No lists of committees operating within programs or sites 

Policies and procedures 
 Robust policies and guidelines for purchasing 
 Relevant Terms of Reference for committees 

 
 

 Nature and scope of decisions was stipulated in the Purchasing Policy, Purchasing Policy Guidelines 
and Authority Delegation Schedule to prevent gaps, overlap and ambiguity. 

 Confusion about ‘who does what’  
 Duplication of some committee and project activities  

 In addition to policies and guidelines there were supporting documents such as application forms, 
business case templates, requisition forms and checklists governing activities related to resource 
allocation such as purchasing and procurement and development of clinical guidance documents.  

 Too much paperwork and existing paperwork is confusing and ambiguous  
 Some documents were not well organised, not easily accessible, multiple versions were available and 

some required considerable skills and resources to complete 
 Emphasis on ‘business’ aspects and less consideration of evidence of safety, effectiveness and cost-

effectiveness in many of these documents 

Transparency and accountability 
 Transparency and accountability in decision-making was highly valued by respondents 
 Improved transparency and accountability at Monash Health was desired by most respondents 

 Lack of transparency in all aspects  
 Lack of transparency and accountability in decision-making reduces confidence 
 Inadequate transparency and accountability was one of the strongest messages from respondents 

 Clear documented lines of accountability and reporting requirements in some areas  
 Individuals and members of committees at the top of their respective decision-making hierarchies 

reported that they had clear understanding of how the processes should work, who is accountable, 
who makes the decision, etc and knew the difference between recommendations, decisions and 
authorisation.  

 Many of these respondents also reported that all decision-makers have the same understanding as 
they do. 

 Many individual and group decision-makers lower down the respective hierarchies admitted they 
were unsure of the processes. Others who said they were sure gave answers that were inconsistent 
with each other. Some reported ambiguities and inconsistencies in the systems and processes. 

 Confusion between the concepts of ‘decision’ and ‘recommendation’ which may lead to uncertainty 
in accountability. Some committees saw their role as ‘recommending’ a course of action with the 
‘decision’ being made by a higher level committee.  In contrast, the higher level committees saw 
their role as one of guidance and support in response to robust investigation of decision options 
which they expected to occur at the lower level ‘decision-making’ committees.   

 Individual decision-makers did not always know who to report a decision to and whether formal 
authorisation was required. 
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Conflict of interest 
 Conflict of Interest required as a standing item on the agendas of relevant committees. Ten of 13 

committees interviewed had a process for conflict of interest for committee members, and two of 
the four committees with an application process had a similar procedure for applicants.   

 
 Only one committee, the Technology/Clinical Practice Committee (TCPC), considered the effect of 

conflict of interest in the provision of evidence used in decision-making   

Monitoring, evaluation and improvement of systems and processes 
 Quality improvement of systems and processes was supported by respondents 
 Only one committee (TCPC) had an ongoing process of monitoring, evaluation and improvement of 

its systems and processes, however some committees had undergone a single evaluation/review and 
some were developing or planning to develop quality improvement processes. 

 
 No formal requirements for quality improvement of decision-making at Monash Health 
 At the program level it was noted that ‘since there was no formal decision-making process there was 

no process of review’. 

 Committees that authorise or support decisions made by other committees expected that a rigorous 
process of decision-making and prioritisation had occurred 

 No system to check or regulate this  

Reporting 
 Quality Unit chart of committees related to quality and safety included lines of reporting  
 Most committees had reporting requirements included in their Terms of Reference 

 The structure and process of reporting varied with site, department/unit and health professional 
group making the decisions across and between sites, programs, units, etc difficult 

 No systematic or documented process for reporting of projects 

Monash Health environment: Administration 
Relationships, coordination, collaboration and communication 
 Knowing who to go to for information  
 Knowing who to go to for support  
 Networks within the organisation, particularly nursing  
 Quality and Risk Managers are good at sharing information across the organisation 
 Good communication at site level (nursing) 
 Robust and regular communication  

 Lack of knowledge and awareness about  
 decision-making systems and processes and where to go to find out about them 
 information sources and tools and where to go to find them 

 Lack of information regarding how the system works and what processes need to be followed 
 Lack of central resource/identified role to provide information about committees 
 Lack of organisational processes for knowledge transfer 
 Lack of coordination and collaboration between decision-making individuals and groups 
 Lack of communication about decisions between programs, departments and other stakeholders  
 Lack of communication about impending decisions and projects to enable stakeholder input 

 Quality Unit chart of committees included relationships (but only for reporting purposes).  
 Some committees recognised the overlap in their work and the potential to work together. These 

were in two groups, those considering introduction of new TCPs and those involved in purchasing. 
 People who were members of more than one committee often provided the links between them. 
 There were many examples of cross-unit/department consultation and collaboration for policy and 

protocol development and implementation. 
 Four projects were linked to others with similar aims  

 Lack of awareness of other committees within Monash Health  
 Other than reporting, there were no documented relationships between committees  
 Other than the committees considering new TCPs, there were no formal processes of referral for 

issues that might affect, or should be addressed by, other committees  
 Decision-making ‘in isolation’ was noted to be a problem in multiple settings. ‘Fragmentation’ and a 

‘silo mentality’ were used in relation to decisions made without consideration of the areas they will 
impact upon or consultation with relevant stakeholders.    

 No systematic processes to link projects across the organisation 

Monash Health environment: Stakeholder engagement 
 Involvement of broad range of stakeholders from multiple sites and a range of health professional 

disciplines 
 Reported benefits of broad stakeholder involvement in decision-making included improved decision-

making, more effective dissemination of decisions and informing and encouraging others about the 
need to consult with the groups represented 

 Lack of consultation with clinicians in decisions made by managers  
 Lack of consideration of impact of change on others when making decisions or planning projects  
 Lack of consideration of downstream or lateral impacts eg ‘cost saving measures in one area can 

result in increased costs in another area’ 
 Limited input from the Quality and the Education Units  

 Many respondents supported increased consumer participation and were planning to act upon this  Only one committee (TCPC) included consumer representation in decision-making. 
 Several respondents thought that consumer representation on their committees would be 

inappropriate or that consumers had insufficient technical understanding to participate.   
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Monash Health environment: Resources 
Funding and staff time 
 Provision of extra staff 
 Availability of extra funds enhanced implementation and evaluation, eg introduction of the National 

Inpatients Medication Chart had external funding specifically for implementation and evaluation 
 Some clinical pathways involve no additional costs 

 Lack of/inadequate funding resulted in  
 lack of/inadequate administration 
 lack of/inadequate evaluation and research 
 compromised building cost estimates, hindering capacity to house/operate equipment properly 

 Funding for new equipment frequently did not include funding for training staff to use it or the 
consumables required. 

 Lack of information about available funding 
 Staff dissatisfaction with the expectation of their superiors that they will do more work within 

existing resources  
 Insufficient allocation of staff time impairs 
 research and preparation for decisions 
 implementation and evaluation of decisions 
 project delivery 
 training 

 Lack of/inadequate coordination of current resources 

 Some committees had a Secretariat comprised of 1-2 officers from named roles within the 
organisation. These positions were allocated sufficient time to complete the required tasks. 

 Some projects were provided with adequate resources for implementation and evaluation 
 Some wards had additional staffing for education support and clinical nurse support.  These were 

invaluable resources for practice change, protocol development and implementation. 
 Some projects had external funding from DHS, universities, etc for staff or infrastructure costs 

 Some committees used the Personal Assistant of the committee Chair in an administrative role. If a 
new Chair did not have a personal assistant there would be no resources to support the committee. 

 Some respondents found it difficult to separate the role of the committee from the role of their 
department. Committee work significantly increased their overall workload, particularly 
administrative matters, and it was not always clear if these duties were part of, or additional to, their 
normal duties and what they could cut back in order to accommodate committee obligations. 

 Many projects were to be carried out ‘within existing resources’. Respondents noted that they either 
did unpaid overtime or aspects of the project were not undertaken. 

Expertise and Training 
 

 Lack of/inadequate skills in  
 use of information technology 
 finding and appraising evidence from research and data 
 project management  
 change management 

 Staff in the Centre for Clinical Effectiveness (CCE) and Clinical Information Management (CIM) were 
available to decision-makers to provide expertise in research evidence and local data respectively. 

 CCE ran training programs in finding and using evidence, implementation and evaluation 
 Six of 10 projects had training for project staff in change management, leadership or IT skills.   

 CCE’s funding for training was redirected due to budget cuts so it was unable to provide free in-house 
programs (however many staff attended the fee-paying courses CCE provided) 

 Lack of understanding of information systems and project management in senior decision-makers 
was reported and training for committee members was suggested 

 Most projects used a staff member from the department involved to deliver the project; most of 
these did not have project skills or expertise. 

 Education and training is not well provided for part-time and night staff 

Information 
 Provision of extra computers 

 Lack of computers and/or access to computers, particularly for nurses  
 Difficulties using intranet to find organisational data 

 CCE and CIM were available to provide information to decision-makers 
 Monash Health libraries provided access to health databases and electronic journals, as well as 

advice in searching the health literature 

 Lack of research evidence and local data to inform decisions 
 Many decision-makers chose not to use these sources of information 
 Priority was given to senior decision-makers and high level decisions; sometimes decisions at lower 

levels could not be provided with information due to limited resources 
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Decision-makers 
 Broad committee membership  
 Dedication of committee members 
 Depth and range of experience of committee members 
 Proactive clinicians who think about improving and moving forward 
 High level of skill within medical staff acting as leaders in their specialties 

 Clinical autonomy  
 High workload in running a committee with lack of administrative staff 
 Difficulty taking off ‘clinician hat’ and replacing it with ‘manager or decision-maker hat’ 

 Committee membership included a range of relevant stakeholders (except consumers) invited to 
participate because of their role in the organisation or their knowledge and skills in relevant areas. 

 Some clinicians feel that if they are experts in a particular area they should not have to justify 
operational decisions 

Potential adopters 
 Having the appropriate profession engaging others in change process, for example nurses should be 

implementing projects with nurses, not pharmacists. 
 Resistance to change  
 Staff cynicism about the importance of changes and relevance to them 
 Some clinicians insist on autonomy in their areas of expertise 

Decision-making process 

Identification of need/application 
 Decisions were instigated by ‘top down’ direction and ‘bottom up’ invitation. 

 General perceptions that  
 financial drivers were stronger than clinical drivers 
 impetus for change was ad hoc, there was no systematic or proactive approach  
 internal bureaucracy and red tape stifled ideas 

 Some committees had a well-documented application process.   Complex and time consuming nature of application processes 
 People by-pass the system, usually not deliberate but due to lack of awareness of the process  
 Some applications are driven by pharmaceutical or equipment manufacturers  

Decision criteria  
 Documenting explicit criteria was generally viewed positively.  
 The committees with application forms had some documentation of criteria. 
 Other decision-making groups and individuals had ‘mental checklists’ of criteria they considered. 

 Only one committee (TCPC) and one individual used explicit, documented decision-making criteria.  
 Some committees had no decision-making criteria.  
 Some individual decision-makers strongly rejected documentation of explicit criteria as ‘another form 

of paperwork that will waste clinician’s time’. 

 Most committees considered the Monash Health Strategic Plan, quality, safety, access and equity. 
 All committees considered financial factors. 

 Organisational priorities dominated eg  
 ‘Sound practice is not always affordable practice’ 
 ‘The operational aspects of nursing (Key performance indicators that are reported to DHS) come 

first and professional aspects comes second’ 
 There was a perception that there was ‘too much emphasis on financial return for investment’ 

Ascertainment and use of evidence 
 Strong knowledge of the literature 
 Attendance at conferences 
 Using research evidence and local data in decision making was considered to be important. 
 All respondents reported using research evidence and data in decision-making to some extent.  
 Most committees sought a broad membership in order to utilise expertise in the consideration of 

research evidence and for decision-making with limited evidence.   
 Four out of ten projects sought research evidence from the literature to inform the project. 

 Amount of time needed to search the literature or collect data 
 Access to evidence is not easy or coordinated 
 Lag time between what universities teach and latest research evidence so new staff are not always 

aware of best practice 
 Drug company marketing 
 Only one committee (TCPC) required explicit inclusion of research and local data and considered the 

quality and applicability of this evidence. Only one of the projects appraised the evidence used. 
 The other committees had no process to seek evidence from research. When evidence from research 

and data was used it was not usually appraised for quality or applicability.  
 Due to difficulty finding uninterrupted blocks of time, slow computers and lack of skills in finding and 

analysing evidence, decision-makers relied on clinical expertise and advice from colleagues. 
 Appropriate local data was frequently reported to be lacking, unavailable and ‘manipulated’. 
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Reminders and prompts to consider disinvestment  
 One application form (TCPC) had an explicit question about what the new technology will replace 

and what can be disinvested. 

 
 ‘It’s all very well to ask the question but it’s very hard to get a clinician to say they will stop doing 

something’.  

Deliberative process 
 Robust and honest conversations 
 Autonomous decision-making 
 Decision-makers expressed a desire for a documented standard process. 
 Many respondents noted that the main goal of discussion was to reach decisions by consensus.   

 Process not seen as priority for some  
 Some committee members do not attend 
 Meetings too short for proper deliberation  

 Some decisions made reactively, ‘on the run’, due to lack of consultation or not following process 
 Long lag time between application and decision 
 Lack of standardised process  
 Many of the current processes were perceived to be unclear, ‘ad hoc’ and lacking objectivity 
 Lobbying, both covert ‘behind the scenes’ and overt ‘squeaky wheels’, was perceived to result in 

favourable decisions.  

 Most committees required not only the presence of a quorum to make decisions but also attendance 
of members with relevant knowledge or expertise to the decision at hand 

 Not all committees had a defined quorum. Of those that did, some made decisions in the absence of 
a quorum and some made decisions even if a meeting was cancelled due to lack of a quorum  

 Some decisions were made outside committee meetings or by the Chair only 

Documentation and dissemination  
 One committee (TCPC) published Decision Summaries which were formally distributed to the 

Therapeutics Committee, EMT, DHS, the Applicant, Department Head and Program Head and made 
publicly available on the internet. 

 Most committees recorded minutes; these were considered to be confidential and were not 
published, but were available to appropriate requestors by contacting the committee secretariat  

 All of the individual decision-makers interviewed reported disseminating decisions to people they 
considered appropriate and, when deemed necessary, disseminating decisions organisation-wide.   

 Many respondents reported others disseminating decisions to them.   

 Large size, nature and diversity of the organisation increases 
 difficulty in dissemination of information 
 frequency and range of communication methods required 

 Not everyone uses email 
 Using email too often dilutes the effect 
 The majority of committees did not publish minutes or anything similar.   
 One committee did not keep any records. 
 Although some related committees exchanged minutes there was a lack of formal communication 

across committees.   
 Documentation and dissemination of decisions made by individuals was informal and ad hoc.   
 Not all projects communicated decisions to other staff members or the wider organisation.  Unless 

people were directly involved, some projects appeared not to make project work or associated 
decisions public knowledge.    

 Lack of processes for knowledge transfer, especially across sites.   

Implementation 

Purchasing  
 Robust organisational processes that met annual audit requirements  
 Electronic ordering was controlled through an approval hierarchy with delegation thresholds.  
 It was assumed that the decision to purchase was made with due process before reaching the 

purchasing unit.    

 
 Use of evidence in purchasing decisions was not outlined in the Purchasing Policy Guidelines.  
 Those making the decision of ‘whether to buy’ were responsible for ascertaining evidence of safety, 

effectiveness and cost-effectiveness in the first stage; however there was no system to check that 
this has been done before the second stage. 

 Health Technology Services, the Product Evaluation Committee and working parties set up to 
evaluate large individual capital purchases considered appropriateness of equipment to Monash 
Health, availability of spare parts, life expectancy, servicing requirements, related consumables, 
availability of technical expertise and fit with the DHS Asset Management Framework. They also had 
expertise in contract negotiation. 

 Difficulty managing expectations eg ‘once something is approved people want it immediately’ 
 Some were unaware of this process and went directly to the manufacturer. If this was overseas it 

may be difficult or expensive to get parts, there may not be relevant skills for local maintenance and 
it excludes benefits that may already exist with a local manufacturer that could supply the same 
product under better terms and conditions. Re-negotiating contracts, or establishing new ones, 
creates bad feeling and wastes lots of time.  

 Purchasing of clinical consumables within budget allocation is done electronically. Electronic 
authorisation is required for items above individual limits (eg Nurse Unit Manager approval up to 
$10,000, items above this require authorisation) 

 There is little assessment of safety, effectiveness or cost-effectiveness of clinical consumable items 
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Policy and guidance 
 Monash Health was developing a new Policy and Procedure Framework 
 Broad support for increased standardisation of practice through policies and procedures  
 Development process seen as a communication tool between professional groups and across sites  

 Lack of structure and standardisation of processes, especially between sites 

Implementers  
 Finding others who have done the same work for support, advice and information 
 Establishing Working Parties and Steering Committees for support, endorsement, troubleshooting 
 Project leader whose primary role is ‘at the coal face’ 
 Decisions made at program level that involve multiple wards, departments or sites are usually 

implemented by multidisciplinary teams 

 Some project staff felt isolated and would have liked support from others who had done the same or 
similar work 

 It was not always clear who was responsible for project management  
 Lack of/inadequate project management and communication resulted in multiple people 
 making inconsistent changes 
 contacting equipment vendors with requests and ideas for change 

Practice change 
 At site level there is good ‘buy-in’ for change and people are keen to make things work (nursing) 
 Allowing wards to nominate themselves for participation in projects  
 ‘Bottom up’ approach to develop individual implementation plan in each ward 
 ‘Bottom up’ training to gain staff ‘buy in’ combined with ‘top down’ supportive strategy 
 Flexible and adaptable staff 
 Lots of preparation including training and communication with all stakeholders    
 Use of pre-existing (and pre-tested) tools from other organisations 

 Unrealistic project timelines 
 Variability in current practice and lack of standardisation increases number of practices to change  
 Large size, nature and diversity of the organisation increases complexity of implementation across 

departments with different needs 
 Lack of effective implementation pathways 
 Things take a long time to implement, to the point that they ‘fall off the agenda’ 
 Staffing issues, including leave, mean that a lot of projects are on hold 
 Project-specific barriers such as logistical challenges with product being implemented  

 Some committees provide an approval process only and the applicant is responsible for 
implementing the decision. In most cases the applicant has control over the process (eg head of 
department implementing a new procedure) and is motivated to implement the change 

 Sometimes practice change is required beyond the applicant and their department. Committees do 
not require applicants to have or acquire knowledge and skills in implementation.  

 

 Training and education activities and ‘champions’ were reported as the two key strategies used to 
effect change and encourage sustainability of the intervention.   

 Most projects had a champion and/or Executive sponsor. Project champions were generally the head 
of the relevant department; others included the Chief Executive Officer, Executive Directors who 
were Steering Committee Chairs and ‘Ward Champions’ selected to encourage and promote change.  

 Those with champions unanimously considered champions important to the success of the project.   
 Training or education included passive methods using posters and memos, interactive learning on 

new equipment and participatory approaches involving staff in design and implementation.  
 Seven projects involved training for the target group, most of which was done by external providers 

of new equipment.   

 Lack of knowledge and skills in project management, change management and use of information 
technology were exacerbated when interventions were complex and required high levels of training  

 Lack of known, standardised processes for implementation at Monash Health 

 Most considered their project sustainable and believed the change was embedded in the system. This 
was reportedly achieved by involving a variety of staff and ‘bottom-up’ approaches to change. 

 Only two considered sustainability in the design of the project.   

 Half of the projects tailored the implementation plan to anticipated barriers and enablers sourced 
from other health services, literature searches and personal experiences of project staff.   

 Half reported that implementation was conducted as planned. Some noted that it mostly went to 
plan but ‘amendments were made continually to improve the process’.   

 One project had no implementation plan 
 Half of the projects did not consider barriers and enablers 
 

 The benefit of the proposed practice change is clear and observable  Lack of baseline data meant that potential adopters were unable to see the benefit or relevance to 
their situation resulting in less ‘buy in’ and poor uptake. 
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Evaluation of outcomes of decisions 

General  
 Use of pre-existing (and pre-tested) tools from other organisations eg audit tools 
 Evaluation and monitoring were considered important and had broad support 
 Monitoring of projects after implementation was thought to increase sustainability 

 Quality and Risk Managers are not included at the beginning to help with collection of baseline data 
and evaluation design 

 Lack of baseline data 
 A lack of data was seen to contribute to the current state of ‘little or no process of evaluation’. 
 Limited funds, knowledge and/or skills inhibited both the planning and conduct of evaluation. 

Evaluators  
 CCE was establishing an in-house Evaluation Service at the time of these interviews. 

 
 No specified evaluators with appropriate training or expertise had been utilised by the respondents 

Requirements for evaluation  
 Monitoring, evaluation and reporting of outcomes was required by DHS sponsored projects and 

TCPC. The Therapeutics Committee requested reports for some decisions. 
 Routine clinical audits and monitoring of adverse events undertaken for hospital accreditation 

purposes provided indirect evaluation of decisions in some situations. 
 Half of the completed projects had been evaluated; all but one project reported achieving its planned 

objectives.   

 
 Monash Health had no requirements for evaluation of outcomes of decisions or projects. 
 Most committees had no planned evaluation of outcomes of decisions or implementation projects. 
 The purpose of reports for TCPC and Therapeutics was questioned by some respondents who noted 

that it may be inconsistent with the knowledge needed for program staff. 
 Only 2 projects planned evaluation as a project component. Some were evaluated post hoc. 

Reinvestment 

 Reinvestment or reallocation of resources would be an incentive to disinvestment 
 SHARE Steering Committee keen to establish and support methods for reinvestment/reallocation 
 Flexibility and thinking laterally to include novel methods/indicators such as reducing waiting lists, 

getting patients out of Emergency Department faster, freeing up time in procedural/operating suites, 
freeing up bed days that are used to treat another patient group faster (eg X procedure saved y$/bed 
days which was used by z patients). 

 Lack of planning for resource reallocation  
 Lack of transparency and consultation in reallocation of savings creates disillusionment  
 Staff dissatisfaction that savings generated are not reallocated  
 A health economist is required to do this properly, Monash Health had no resources for this 
 ‘We don’t look far enough for downstream effects; we’re too simplistic in assessment of savings’. 
 It was noted that savings made in a project in one area sometimes increased costs in other areas; 

hence reallocation of the savings to the project department would be unfair. 
 Savings of bed days or time in procedural/operating suites were used immediately to treat another 

patient group so were never realised 
 Accounting practices did not enable measurement and/or reallocation of savings in some areas, for 

example changes to one TCP may affect multiple cost centres eg department, ward, ICU, pharmacy 
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Table 5. Examples of criteria for resource allocation decisions 
Reproduced with permission from SHARE Paper 3 [14] 

WHETHER TO BUY WHAT, WHERE AND HOW TO BUY 

Organisation-wide 
Committee 

Program Committee Department Individual decision-
makers 

Approved Purchasing 
Units 

Organisation-wide 
Committee 

Department 

Introduction of new health 
technologies and clinical 
practices 

Purchase of capital 
equipment 

Purchase of capital 
equipment 

Determination of clinical 
practices and purchase of 
clinical equipment 

General purchasing   Purchase of clinical 
consumables 

Purchase of  
pharmaceuticals  

Explicit criteria required 
for decision-making 

Criteria ‘usually’ 
considered 

A weighted ranking is used 
for prioritisation 

Theoretical ‘ideal’ criteria 
developed in workshop 
(different to criteria used 
in current practice) 

Criteria ‘usually’ 
considered 

Criteria ‘usually’ 
considered 

Criteria ‘usually’ 
considered 

Criteria ‘usually’ 
considered 

 Conflict of interest 
(Applicant and 
Committee members) 

 Evidence of safety, 
effectiveness and cost-
effectiveness (quality of 
evidence, size of effect 
and applicability 
addressed) 

 Cost 

 Clinical feasibility 
(resource implications, 
training, credentialing 
and competency 
assurance addressed) 

 Access and equity  

 Legal and ethical 
implications 

 Suitable patient 
information brochure 

 Equipment serviceability 
and impact 

 Clinical risk 

 Occupational Health and 
Safety risk 

 Accreditation and 
regulatory requirements 

 Strategic importance to 
Monash Health 

 Savings in operational 
cost and/or ability to 
generate funds 

 Improved access 

 

 Workload management  

 Clinical evidence  

 Patient benefit  

 Need  

 Prioritisation of patient 
groups  

 Waiting list  

 Benchmarking 

 Replacement for 
obsolescence 

 Staff capacity  

 Allocated budget  

 Ongoing costs 

 Funding opportunities 

 Financial benefit to 
health service 

 Multi-use of expensive 
capital 

 State-wide planning and 
coordination  

 Impact on other areas 

 Quality and 
safety/clinical risk 

 Reducing complications 

 Ease of use  

 Staff capacity 

 Cost/cost effectiveness 

 Consumer demand 

 Delivery time of 
machines 

 Brand changes 
(implications for spare 
parts, training, etc) 

 Training needs of staff 
and consumers 

 Quality of care 

All APU purchase decisions 
are made with 
commercial/financial 
consideration including  

 Price 

 Cost-effectiveness 

 Improved supply chain 
efficiencies 

Other factors considered  

 Clinical need 

 Legal issues including 
Health Purchasing 
Victoria contract 
requirements   

 

 

 Price 

 Australian standards and 
regulations for quality 
and safety  

 Infection control/ 
Occupational Health and 
Safety standards 

 Serviceability 

 Business administration 
such as supply chain and 
logistics 

 Meets organisation’s 
clinical emphasis and 
infrastructure 
requirements 

 Clinical acceptability and 
effectiveness  

 Labelling 

 Quality 

 Price 

 Pharmaceutical Benefit 
Scheme status 

 Acceptance  
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Table 6. Examples of types and sources of evaluation data used by committees  
Reproduced with permission from SHARE Paper 3 [14] 

Process (implementation) and Impact (practice change) 

 Progress Reports for new TCPs including number of patients treated, number waiting, new referrals (6 monthly) 

 Medication safety audits (twice yearly) 

 Continual Review Evaluation through Australian Council of Healthcare Standards Guide (dates in Nursing Strategic Plan) 

 Established surveillance mechanisms of transfusion practices (ongoing)   

 Audits of transfusion practice (random, on behalf of Department of Human Services) 

 Incident reports (as they arise, documented in Riskman software) 

Practitioner outcomes 

 Survey/interview data including user satisfaction and comments (after project implementation) 

 Clinical practice audits (quarterly) 

 Incident reports (as they arise, documented in Riskman software) 

Patient outcomes 

 Progress Reports for new TCPs including patient outcomes and adverse events (6 monthly) 

 Reports of adverse events related to new TCPs (at the time of occurrence)  

 Infection Control surveillance mechanisms (ongoing) 

 Incident reports (as they arise, documented in Riskman software) 

Economic outcomes 

 Clinical Information Management databases of routinely-collected data used to assess 

 Cost of falls and falls-related injuries (as required) 

 Cost of increased length of stay (as required) 

 Costs of products (as required) 

 Costs of procedures (as required) 

System outcomes 

 Applications for new TCPs including anticipated implications of new TCP on other areas such as intensive care or pharmacy  

 Reports of 2 year review after introduction of new TCP including actual implications of new TCP on other areas  

 

Table 7. Differences in decision-making between health professional groups 

Decision-making processes (Reproduced with permission from SHARE Paper 3 [14]) 

There were notable differences in the decision-making practices of the doctors and nurses interviewed. 

There were more levels of accountability and pathways for operational and clinical support and oversight of nursing decisions compared to 
medical decisions. Nursing staff reported a hierarchy of decision-making and reporting within the program, the site and the organisation. In the 
clinical program selected, the Medical Program Director gave the medical department heads sole accountability for their decisions as he 
considered they were the most senior experts in their specialty areas.   

Nurses reported making more decisions about changing policies and procedures and fewer decisions regarding large equipment purchases; 
doctors reported the reverse.  

For the individual decision-makers, there was a general feeling among medical interviewees that decisions were made in the best possible way 
without the use of consistent, explicit, documented criteria and that efforts within the organisation to introduce this encountered resistance. 
Conversely, some nursing staff welcomed the use of documented criteria for the potential benefits of increasing transparency, standardising 
practice, decreasing the unintended consequences of some decisions and reducing adverse events.    

While research evidence and local data were valued in decision-making for both groups, nursing staff reported the use of local data more often 
than medical staff.  Medical staff noted the use of research evidence in guiding decisions more often than nurses, and also commented on the 
shortage of research evidence in many of their specialty areas. 

Information needs (Reproduced with permission from SHARE Paper 7 [15]) 

The surveys found that medical staff used systematic reviews and original research, and accessed health databases and the Cochrane Library, 
more often than nurses. They also had higher levels of confidence for all aspects of finding, appraising and using evidence in decisions. Allied 
health staff came somewhere between the two for most findings. These findings are consistent with others [16, 17], but also in contrast to the 
review by Younger (2010) who found no significant differences [18]. 

When selecting a preferred format for education in searching for, accessing and appraising evidence medical staff preferred self-paced online 
tutorials, nurses interactive workshops (eg ½ to 1 day), allied health staff short courses (eg 2-3 days) and the management/support staff had 
equal preference for lecture series (eg 1 hour per week for 10 weeks) and interactive workshops. The preferred formats for education in 
implementation of change were slightly different with medical staff still choosing self-paced online tutorials but nursing, allied health and other 
staff all preferring interactive workshops. 
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Consumer engagement was acknowledged as integral to the proposed program; however there was a lack of guidance 
about systematic approaches to identify, capture and incorporate consumer perspectives into resource allocation 
decision-making, implementation and evaluation [19]. Several consistent messages for consumer engagement relevant to 
this context emerged from the literature and local research. Two concepts were identified by the consumer participants 
but were not found in the literature: sources of information regarding consumer values and perspectives in publications 
and locally-collected data and methods to use them in health service decision-making and the need for mechanisms 
within health services to receive and act upon consumer-initiated contributions. A model bringing these elements 
together was developed to integrate consumer values and preferences into organisation-wide decision-making for 
resource allocation. Definitions of the terms used in the model were included. (Figure 4 and Tables 8-11) [19].  

 

Figure 4. Model for integrating consumer values and preferences into the resource allocation process  

Reproduced with permission from SHARE Paper 4 [19] 
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Table 8. Examples of consumer-related activities generating proactive decisions to drive change 

Reproduced with permission from SHARE Paper 4 [19]  

Research   Regularly scanning published research evidence such as reviews by the Cochrane Consumer and Communication Group or 
publications from relevant consumer agencies for applicability to the local context and comparing the findings with current 
practice to determine whether there is a need for change 

Data  Actively exploring local sources of routinely-collected data such as complaints registers or patient satisfaction surveys for 
trends or emerging themes that identify opportunities for improvement 

Engagement  (Communication) Establishing mechanisms to encourage, accept and act upon consumer-initiated feedback 

(Consultation) Seeking regular consumer feedback to initiate change in targeted areas, for example: 

 Topics that are important to patients such as pain management and early discharge 

 Topics that are important to the health service such as cost containment of high volume or high cost procedures where 
consumer priorities may inform selection of suitable alternatives 

 Big problems for patients and health services such as falls and medical mishaps 

 Patients with high usage of health services such as those on renal dialysis 

 Patients interacting with areas of the health service undergoing frequent or significant change 

 Patients with cultural, ethnic or language differences that require additional resources 

 

 

Table 9. Examples of routinely-collected consumer data  

Reproduced with permission from SHARE Paper 4 [19] 

SATISFACTION SURVEYS 

Victorian Patient Satisfaction Monitor (VPSM) is a state-wide survey that selects respondents at random; users are sent a unique ID to 
complete the survey by invitation only.  

The Victorian Healthcare Experience Survey (VHES) is a state-wide survey that allows a wide range of people to provide feedback on their 
experiences and features specialised questionnaires for adult and child inpatients and emergency department attendees, including parents/ 
guardians, and maternity clients. Surveys are distributed in the month following the admission or attendance. People may respond either 
online or on paper with a freepost return. Surveys are available in English and a range of community languages. 

COMPLAINTS, COMPLIMENTS, COMMENTS 

Monash Health 

Complaints, compliments and comments can be made by completing an online form, mailing a printable version of the form, or in person 
by phone. Complaints are dealt with by the Consumer Liaison Officer on each campus. Details are kept by the Quality Unit. 

The Office of the Health Services Commissioner (OHSC) 

Complainants can also correspond directly with the OHSC.  

The OHSC’s role is to receive, investigate and resolve complaints from users of health services, to support healthcare services in providing 
quality healthcare and to assist them in resolving complaints. The legislation also requires that information gained from complaints be used 
to improve the standards of healthcare and prevent breaches of these standards. 

This information was the subject of the first study of its kind in Australia in 2014 leading to recommendations for change. The report is 
available at http://docs.health.vic.gov.au/docs/doc/Study-of-people-lodging-a-complaint-with-the-Victorian-Health-Services-Commissioner  

OTHER  

Individual health services and state health departments conduct service reviews, audits and other studies that include patient and 
consumer information 

http://docs.health.vic.gov.au/docs/doc/Study-of-people-lodging-a-complaint-with-the-Victorian-Health-Services-Commissioner
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Table 10. Examples of publications with consumer information 

Reproduced with permission from SHARE Paper 4 [19] 

CONSUMER HEALTH JOURNALS 

Health Voices – Journal of the Consumers Health Forum of Australia is published two times a year to promote debate on health care issues 
affecting all Australians and of interest to health consumers, government and industry. https://www.chf.org.au/health-voices.php  

The Australian Health Consumer was the official journal of the Consumers Health Forum of Australia from 2001 to 2007. It provided a 
consumer-focused appraisal of the current and ongoing major health issues of the day in the state, national and international health sector. 
https://www.chf.org.au/australian-health-consumer.php  

The Patient: Patient-Centered Outcomes Research is the only journal that aims exclusively to examine the needs, values and role of the 
patient in an increasingly complex healthcare landscape in which funding and decision-making require ever-greater awareness of the 
patient’s perspective. The journal deals with the full range of patient-centered studies, reviews and commentary ranging through 
techniques such as conjoint analysis, patient reported outcomes, studies on compliance and satisfaction through to patient-directed health 
plans and patient literacy. http://www.springer.com/adis/journal/40271 

Patient Intelligence is an international, peer reviewed, open access journal that characterizes and measures the central role of patient 
behavior and intention in optimizing healthcare management in all areas of disease and complaint types. An improved understanding of 
patient intelligence coupled with predictive analysis helps an organization contribute more effectively to achieving better outcomes. The 
journal is characterized by the rapid reporting of reviews, original research, methodologies, analytics, modeling, clinical studies and patient 
surveys across all disease areas. Specific topics covered in the journal include: Patient and healthcare literacy, Patient information and 
healthcare professional communication/interaction, Patient behavior, attitude and trends, Behavior management programs, Quantitative 
and qualitative research, Data collection systems Business performance management, Benchmarking, assessment and reporting systems, 

Patient preference, satisfaction, convenience, acceptability and adherence, Patient involvement in the design and development of new 
treatments and management protocols to optimize   outcomes, Decision support systems incorporating patient intelligence. 

http://www.dovepress.com/aims-and-scope-patient-intelligence-d203-j90  

Patient Preference and Adherence is an international, peer reviewed, open access journal that focuses on the growing importance of 
patient preference and adherence throughout the therapeutic continuum. The journal is characterized by the rapid reporting of reviews, 
original research, modeling and clinical studies across all therapeutic areas. Patient satisfaction, acceptability, quality of life, compliance, 
persistence and their role in developing new therapeutic modalities and compounds to optimize clinical outcomes for existing disease states 
are major areas of interest for the journal. http://www.dovepress.com/aims-and-scope-patient-preference-and-adherence-d16-j20  

Patient Related Outcome Measures is an international, peer-reviewed, open access journal focusing on treatment outcomes specifically 
relevant to patients. All aspects of patient care are addressed within the journal and practitioners from all disciplines are invited to submit 
their work as well as healthcare researchers and patient support groups. Areas covered will include: Quality of life scores, Patient 
satisfaction audits, Treatment outcomes that focus on the patient, Research into improving patient outcomes, Hypotheses of interventions 
to improve outcomes, Short communications that illustrate improved outcomes, Case reports or series that show an improved patient 
experience, Patient journey descriptions or research.  

http://www.dovepress.com/aims-and-scope-patient-related-outcome-measures-d188-j84  

CONSUMER HEALTH ORGANISATION NEWSLETTERS 

Consumers Shaping Health is a bi-monthly newsletter published by the Consumers Forum of Australia (CHF) for members, consumer 
representatives and stakeholders in health. It promotes current advocacy work of CHF in its three priority areas: safety and quality in health 
care; health care for people with chronic conditions; and safe and appropriate use of medicines. 

https://www.chf.org.au/consumers-shaping-health.php 

COCHRANE CONSUMERS AND COMMUNICATION REVIEW GROUP 

The Cochrane Consumers and Communication Review Group is part of the international Cochrane Collaboration. The Group coordinates the 
preparation and publication of systematic reviews of interventions which affect the way people interact with healthcare professionals, 
services and researchers. These reviews are published in The Cochrane Library. http://cccrg.cochrane.org/welcome  

QUALITY OF CARE REPORTS 

All Victorian health services are required to publish an annual Quality of Care Report each financial year. The primary audience includes 
consumers, carers and the health service community. Health services should consult with consumers, carers and community members 
and/or their Community Advisory Committee about the specific content. Minimum requirements include: 

 Consumer, carer and community participation 

 Quality and safety reporting at least four key measures annually (from preventing and controlling healthcare associated infections, 
medication safety, preventing falls and harm from falls, preventing and managing pressure injuries, clinical indicators for dental services, 
safe use of blood and blood products) 

 A review of their local clinical governance policy against the Victorian clinical governance policy framework  

 A report of the health service’s response to needs of consumers, families or carers and the community across the continuum of care.  

 Examples or stories that show how these initiatives work in practice.  

OTHER  

Consumer driven healthcare is designed to help health care organizations respond effectively to the shift in market power, become 
consumer-centric, and position themselves to become market leaders in the new consumer-driven market.  

http://go.galegroup.com.ezproxy.lib.monash.edu.au/ps/i.do?action=interpret&v=2.1&u=monash&it=JIourl&issn=1542-
0914&p=AONE&sw=w&authCount=1  

 

 

https://www.chf.org.au/health-voices.php
https://www.chf.org.au/australian-health-consumer.php
http://www.springer.com/adis/journal/40271
http://www.dovepress.com/aims-and-scope-patient-intelligence-d203-j90
http://www.dovepress.com/aims-and-scope-patient-preference-and-adherence-d16-j20
http://www.dovepress.com/aims-and-scope-patient-related-outcome-measures-d188-j84
https://www.chf.org.au/consumers-shaping-health.php
http://cccrg.cochrane.org/welcome
http://go.galegroup.com.ezproxy.lib.monash.edu.au/ps/i.do?action=interpret&v=2.1&u=monash&it=JIourl&issn=1542-0914&p=AONE&sw=w&authCount=1
http://go.galegroup.com.ezproxy.lib.monash.edu.au/ps/i.do?action=interpret&v=2.1&u=monash&it=JIourl&issn=1542-0914&p=AONE&sw=w&authCount=1
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Table 11.   Definitions of consumer-related terms 

Reproduced with permission from SHARE Paper 4 [19] 

Health consumers Patients, potential patients, current and previous users of health services; parents, guardians or carers of patients; 
organisations representing consumers’ interests; members of the public who are targets of health promotion 
programs (adapted from ACSQHC [20], CHF [21]) 

Consumer  
representatives 

Members of a committee, steering group, working party, panel or similar decision-making group who voices the 
consumer perspective and takes part in the process on behalf of consumers (adapted from CHF [21]) 

Community  Group of people sharing a common interest including cultural, social, political, health and economic interests and/or 
a geographic association (adapted from CHF [21]) 

Consumer  
engagement 

Inclusion of consumers and/or community members in a continuum of activities from passive behaviours such as 
receiving information, through more active participation, to shared decision-making with equal power. These 
activities include, but are not limited to, provision of information, consultation, development, participation, 
collaboration and empowerment (adapted from Sarrami-Foroushani et al [22], O’Mara-Eves et al [23])  

Communication Consumers and/or community members are engaged through imparting or exchanging information. Information can 
be verbal, written or provided by other methods. Communication can go both ways between consumers and/or 
community members and health service staff 

Consultation  Consumers and/or community members are engaged through requests to provide their views, preferences, 
comments and suggestions to inform the decision-making process, but the consumers and/or community members 
may not be engaged in subsequent decision-making or action (adapted from PICS [24], CHF [21]) 

Participation Consumers and/or community members are engaged through meaningful involvement in decision-making processes 
for health policy and planning, healthcare management and service delivery, care and treatment, and the wellbeing 
of themselves and the community (adapted from Victorian Department of Human Services[25], CHF [21]) 

Consumer evidence Consumer opinions, perspectives and preferences found in publications and data sources 

Routine decisions Decisions made on a recurring basis or scheduled via a timetable eg annual budget setting processes, six-monthly 
practice audits, monthly Therapeutics Committee meetings, reviews of protocols at specified intervals after their 
introduction, etc [14]. 

Reactive decisions Decisions made in response to situations as they arise eg new legislation, product alerts and recalls, applications for 
new drugs to be included in the formulary, critical incidents, emerging problems, etc [14]. 

Proactive decisions Decisions driven by information that was actively sought for this purpose eg accessing newly published synthesised 
research evidence such as Cochrane reviews to compare against current practice, interrogating routinely-collected 
datasets to ascertain practices with high costs or high rates of adverse events, etc [14]. 

ACSQHC Australian Council on Safety and Quality in Health Care, CHF Consumer Health Forum, PICS Paediatric Integrated Cancer Service 

 

Defining the components  

Information from the published literature and local research was synthesised to identify the most sustainable, effective 
and appropriate approach to disinvestment at Monash Health [3]. Multiple factors for consideration in establishment of 
the new program were extracted (Table 12). These findings led to definition of the program elements: four components, 
their aims and objectives, relationships between the components, principles that underpin the program and preconditions 
for success and sustainability. The principles were agreed upon, the preconditions were established, and implementation 
and evaluation plans were developed. These findings were incorporated a model for sustainable healthcare through 

allocation of sustainability in health care by allocating resources effectively (SHARE) in the local healthcare setting 
(Figure 5) [3].  

The initial SHARE proposal had two aims, to develop systems and processes for decision-making and to undertake 
disinvestment projects. The systems and processes would lead to identification of target TCPs to be disinvested in 
individual projects. This sequential process is represented by an arrow from Aim 1 to Aim 2.  

Based on information from the literature and stakeholder feedback it was clear that these two aims would not be 
successful without provision of expertise and support to facilitate decision-making (systems and processes) and 
implementation of change (projects). These needs are represented by arrows from Aim 3 to Aims 1 and 2.  

Detailed program evaluation and research to measure and understand the change process were considered to be a vital 
fourth component and would be applied to the other three components. The double headed arrows between Aim 4 and 
Aims 1, 2 and 3 indicate that evaluation and research inform further development of the components which in turn would 
be evaluated and researched. The Principles and Preconditions sit above and below the four aims indicating that they 
apply to the whole program.
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Table 12. Factors that influenced decisions for SHARE program development 

Reproduced with permission from SHARE Paper 5 [3] 

Finding Source Decision 
Program 
element 

Potential benefits of disinvestment identified Literature 

Establish a program exploring disinvestment at Monash Health. 
SHARE 

program 

External environment supportive of disinvestment program Literature & DHS docs  

Internal environment supportive of disinvestment program Monash Health Staff  

Capacity for leadership in this area demonstrated New TCP program  

The word ‘disinvestment’ is associated with negative connotations, high risk of engendering suspicion 
and distrust and getting stakeholders offside. 

Literature 

Monash Health Staff 

Proceed carefully, avoid the term ‘disinvestment’ and use positive 
language. 

Principles 

‘Top down’ approach seen as negative. Needs to be balanced with ‘bottom up’ strategies and 
involvement of stakeholders. 

Literature 

Monash Health Staff 

Implement ‘top down’ and ‘bottom up’ strategies, make 
stakeholder engagement a priority, integrate methods for staff to 
drive change into the new systems and processes. 

Principles 

Preconditions 

A systematic integrated approach would be better than ad hoc decisions, individuals ‘championing’ 
causes or projects undertaken in isolation.  

SHARE leaders 

International experts 

Focus on organisation-wide approach to decision-making that 
integrates new and current systems and processes. 

Principles 

Perceived lack of transparency and accountability and suboptimal use of evidence in current decision-
making processes. Power struggles and hidden agendas perceived to influence outcomes.  Monash Health Staff  

Project team  

Ensure the new systems and processes are transparent, 
accountable and evidence-based. 

Introduce explicit criteria for disinvestment decisions. 

Principles 
Lack of transparency and accountability in reallocation of funding released through disinvestment 
would be significant barrier to effective program.   

Lack of consistent terminology, absence of decision-making criteria and no guidance to inform an 
organisational approach.  

Literature 

International experts 
Develop our own frameworks and methods.  Principles 

Disinvestment should not be considered in isolation but alongside other decisions. Investment and 
disinvestment decisions are often linked, disinvestment occurs when something new is introduced.   

Monash Health Staff  

SHARE leaders 

Project team  

Do not focus on ‘disinvestment’ or ‘investment’ alone. Consider 
‘resource allocation’. Establish processes along decision-making 
continuum from introduction to removal.  

Principles 

Health service staff perceive management priorities to be focused on saving money. The concepts 
around ‘disinvestment’ accentuate this. 

Literature 

Monash Health Staff  

Focus on ‘effective application of health resources’ to facilitate a 
positive approach. 

Principles 

The program needs a strong positive image that reflects the new focus on ‘effective application of 
health resources’. Being compatible with ‘iCARE’, the familiar acronym for Monash Health values would 
be beneficial. 

Monash Health Staff  

SHARE leaders 

Project team 

Change name from ‘Disinvestment Project’ to ‘SHARE’ 
(Sustainability in Health care by Allocating Resources Effectively) 

Name 

Six potential opportunities to integrate disinvestment decisions into organisational infrastructure, 
systems and processes were identified. 

Literature 

SHARE leaders 

Investigate methods to implement disinvestment decisions in the 
six settings identified. 

Systems and 
Processes 

Undertaking disinvestment projects was a key element of the original proposal. Waiting for 
investigation of the six settings is too long to delay pilot projects. Some ‘quick wins’ would be valuable. 

SHARE leaders  

Monash Health Staff 

Develop methods to identify and prioritise potential target TCPs in 
parallel with the investigation of the six settings. Undertake pilot 
projects to disinvest them. 

Disinvestment 
projects 

Current decisions are made ‘routinely’ or ‘reactively’. Introduction of TCPs is based on applications from 
clinicians or managers and removal of TCPs is based on emerging problems or product alerts and recalls. 
Research literature and local data could be used ‘proactively’ to drive health service practice. 

Monash Health Staff 

SHARE leaders 

Project team  

Build on current ‘routine/reactive’ processes that are done well.  

Develop new processes to use evidence ‘proactively’ to drive 
decisions and/or priority setting.  

Make these explicit elements of the new program. 

Principles 

Using evidence ‘proactively’ requires time and attention from decision-makers. The information Monash Health Staff Develop methods to identify appropriate high-quality information, Systems and 
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Finding Source Decision 
Program 
element 

provided must be trustworthy, applicable and sufficiently important to warrant adding to their 
workload.  

SHARE leaders process and package it for ease of use and deliver it to the relevant 
decision-makers. 

Processes 

Decisions for resource allocation are delegated to committees and individuals. There are opportunities 
for improvement in the governance of these processes and to introduce routine consideration of 
‘disinvestment’. 

Monash Health Staff 

SHARE leaders 

Project team  

Review processes and governance of decision-making by 
committees and the authority delegation schedule 

Systems and 
Processes 

There is no guidance on consumer participation in disinvestment activities. Literature 
Develop methods to capture and utilise consumer perspectives 
and integrate them into the new program. 

Systems and 
Processes 

With a few exceptions, committees and project teams do not routinely involve consumers in making or 
implementing decisions and the organisation does not have a framework for engaging consumers.  

Monash Health Staff 

Project team  

The systems and processes for evidence-based decision-making cannot be delivered without 
appropriate and adequate skills and support 

Literature  

Monash Health Staff 

Develop support services that enable capacity-building and provide 
expertise and practical assistance 

Support 
Services 

With a few exceptions, staff do not routinely seek evidence for decisions, are unaware of best practice 
in implementation and do not evaluate outcomes.  

Monash Health Staff 

Project team  
Provide expertise, training and support in accessing and utilising 
evidence in decisions.  

Provide expertise, training and support in implementing and 
evaluating evidence-based change. 

Support 
Services The main barriers to use of evidence and effective implementation are lack of time, knowledge, skills 

and resources. 

Literature  

Monash Health Staff 

Health service projects are not usually well supported. It is common for funding to be insufficient, 
timelines inadequate and staff lacking in knowledge and skills in project management, data collection 
and analysis. 

Monash Health Staff 

Project team  

Influence planning of disinvestment projects to ensure adequate 
resources and appropriate timelines.  

Provide expertise, training and support in project methods and 
administration 

Support 
Services 

Disinvestment projects are generally based on health economic principles  Literature 

Utilise in-house expertise and take an ‘evidence-driven’, rather 
than ‘economics-driven’, approach to investigation of 
disinvestment in the health service context.  

Principles 

Monash Health does not have expertise in health economics and does not intend to fund this in the 
foreseeable future 

Monash Health 
Leaders 

Safety, effectiveness, local health service utilisation and benchmarking parameters are possible 
alternative considerations for disinvestment. 

SHARE leaders 

Monash Health Staff  

Project team  
Monash Health has high-level expertise in accessing and using research evidence and health service data 
to inform decisions.  

Monash Health does not have the level of expertise in health program evaluation required for SHARE 
and has no expertise in health economics.  

Project team  
Engage consultants in health program evaluation and health 
economics to assist in development and evaluation 

Preconditions 

There is no guidance to inform a systematic organisational approach. Literature Undertake action research to investigate the process of change in 
addition to program and economic evaluations.  

Run a national workshop to learn and share information. 

Disseminate all findings. 

Evaluation 
and Research In addition to detailed program and economic evaluation, understanding what happened in the process 

of investigation, what worked, what didn’t work and why is required.  

SHARE leaders 

Project team 

This large program will need funds. It is consistent with the disinvestment agenda of the Victorian DHS 
who are sympathetic to a funding application. 

DHS documents 

DHS staff 
Seek funding from the state health department. Preconditions 

To be successful this ambitious proposal will need endorsement, support and strategic direction from 
the highest level and links to those with power and influence in the organisation. 

Literature  

SHARE leaders 

Project team  

Increase membership of the Steering Committee to reflect those 
best able to provide the appropriate influence, direction and 
support. 

Preconditions 

All projects should be aligned to the Monash Health Strategic Goals. Program activities will be facilitated 
if integrated into the organisation Business Plan.  

SHARE leaders 

Project team  

Align SHARE with the Monash Health Strategic Goals and include 
program activities in the annual Business Plans 

Principles 

Abbreviations DHS: Victorian Department of Human Services, TCP: Technology or clinical practice, iCARE: Integrity, Compassion, Accountability, Respect, Excellence



 

24 

  

Figure 5. Model for exploring sustainability in health care by allocating resources effectively in the local setting 

Reproduced with permission from SHARE Paper 5 [3] 

 



 

25 

  

PHASE TWO (SHARE Papers 6-8) 

Phase Two of the framework for complex interventions [1] involves a series of exploratory trials assessing acceptability 
and feasibility of the components and identifying methodological issues for implementation and evaluation. The aims 
identified in Figure 5 were investigated in Phase Two. The nature of the innovations and methods to deliver them would 
be explored, those thought to be feasible would be piloted and those found to be sustainable, effective and appropriate 
would be established as ongoing processes. 

Funding was reduced in the final year of the program resulting in limitation of some implementation and evaluation 
activities due to the shortened timelines. 

A summary of the activities in Aims 1 and 2 is provided in Figure 6. 

Aim 1. Systems and processes  

The focus of Aim 1 was to explore the six decision-making mechanisms with potential to systematically identify 
opportunities for disinvestment proposed in Figure 1 [2]. 

Aim 1.1 Purchasing and procurement 

Health services have well-established infrastructure for spending money such as purchasing of drugs and clinical 
consumables and capital procurement for building and equipment. Incorporating prompts, triggers and mandatory 
requirements to consider disinvestment into these existing systems and processes might be achieved quickly and, once 
established, delivered with no additional costs [2].  

Only one prompt to consider disinvestment was identified in the wide range of decision-making contexts investigated at 
Monash Health [26]. The SHARE activities resulted in some positive outcomes related to introduction of new TCPs, but no 
changes regarding identification of opportunities for disinvestment were implemented [27]. This was due to local barriers; 
in particular that the relevant processes were outside the control of the SHARE team.  

The current literature includes discussion about smart, innovative and evidence-based purchasing [28, 29], and the need 
to consider economic evaluations in purchasing decisions [30], but we were unable to find mention of purchasing or 
procurement processes being used to identify local disinvestment opportunities.  

Aim 1.2 Guideline and protocol development 

In addition to processes that allocate funding, health services also have systematic mechanisms for allocating non-
monetary resources such as local guidelines and protocols that determine use of drugs and equipment, diagnostic tests, 
surgical procedures, clinic capacity, etc [2]. There are potential opportunities for disinvestment in all of these activities 
which could be initiated through prompts, triggers and mandatory requirements in document development, authorisation 
processes, implementation strategies and evaluation activities.  

CCE staff members were simultaneously developing a new Policy and Procedure Framework for Monash Health and 
included a prompt in the instructions to document developers to consider whether any current practices could be 
discontinued [31]. CCE handed the new framework over to the department with oversight of organisational documents 
for implementation and ongoing governance. The disinvestment prompts, along with other instructions, were removed by 
the implementers with the intention of making the process less onerous for document developers [27].  

While many authors refer to the potential to use guidelines for implementation of disinvestment recommendations [13, 
32-35] none propose local guideline and protocol development as a method to identify disinvestment opportunities.  

Aim 1.3 Proactive use of published research  

There is a growing body of evidence about practices that are harmful, of little or no benefit, or where a more effective or 
cost-effective alternative is available. Searches for evidence-based disinvestment opportunities could be undertaken and 
the findings delivered directly to decision-makers [2]. Once potential disinvestment opportunities are identified from 
research, local data could be used to assess the burden of disease, volume of use, likely outcomes and potential cost of 
change. If an issue only affects a few patients or practitioners, or the burden of disease and hence potential impact are 
small, particularly in comparison with other issues, resources for change may be better employed elsewhere.  

The SHARE team developed a catalogue of 184 potential disinvestment targets from known sources of high quality 
synthesised evidence [36-40] and evidence-based publications focused on disinvestment [41, 42]. Use of the catalogue to 
identify disinvestment projects is discussion in Aim 2 below [27]. A broader approach to proactive use of research 
evidence was piloted as an Evidence Dissemination Service which is discussed in Aim 3 [43].  
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Figure 6. Overview of activities for SHARE Aims 1 and 2  

Reproduced with permission from SHARE Paper 6 [27]  
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The concept of a catalogue of disinvestment opportunities has been discussed widely in the literature under the more 
recently coined term ‘low value’ lists [44]. Unfortunately, not all the lists are as trustworthy as the high-quality sources 
noted above. Some are based on expert opinion only, some from a combination of evidence and expert opinion, and 
some do not specify methods or provide an explicit definition of ‘low value’ [45].  

Aim 1.4 Proactive use of local data 

Hospitals and other health facilities routinely collect large amounts of data. Monash Health decision-makers often used 
local data reactively to understand problems or develop solutions, but they did not use it proactively to review current 
practice, seek opportunities for improvement or drive priority setting [14]. Three approaches to targeted analysis of 
routinely-collected data to discover opportunities for disinvestment were proposed [2]: to identify areas where 
disinvestment might have the greatest impact, to investigate variations in practice, and to explore less commonly used 
data sources such as complaints registers or patient satisfaction surveys. In the same way that local data could be used to 
substantiate a decision to disinvest arising from research evidence, research evidence would inform a decision arising 
from local data by identifying best practice in the relevant area and confirming whether change is needed and what the 
appropriate alternatives are [2].  

The first two approaches were to be explored within the Data Service discussed in Aim 3 below [15]. The third approach 
was to be considered in a consumer engagement framework, however limitations of incident reporting software and 
consumer information available from other sources prevented exploration at the time [19].  

There is a large body of literature on examination of practice variation [46]. Two recent studies have used practice 
variation in national and regional settings specifically to identify ineffective practices and consider the potential to do so 
at local health service level [47, 48]. They also note that procedures with high variability are often not on the ‘low value’ 
lists, indicating additional possibilities to identify disinvestment opportunities from this approach [48]. While local data is 
potentially valuable in identifying and substantiating need for change, problems with validity, reliability, 
comprehensiveness and degree of sensitivity to disinvestment requirements remain significant barriers [8, 13, 48-51].   

Aim 1.5 Economic approaches to priority setting  

Priority setting exercises use economic principles to weigh up options for investment and disinvestment and select 
preferred alternatives using pre-determined criteria [2].  

Four methods met the criteria of economic analysis applicable at the local health service level; however all had limitations 
in their ability to identify disinvestment opportunities in this context [27]. Program Budgeting and Marginal Analysis 
(PBMA) is the most widely used method, the process is well-tested and guidance is available [52, 53]. The lack of in-house 
health economics capability was the key factor in the decision that priority setting exercises were not feasible at Monash 
Health [27]. 

Although decision-makers acknowledge the usefulness of PBMA, it remains quite difficult to achieve in practice [49, 50, 
54]. The major limitations for all priority setting approaches are lack of standardisation in cost-accounting, lack of 
sufficient high quality data to inform decision-making, and lack of time and skills to undertake the process and implement 
the decisions [10, 49-51, 53-55]. 

Aim 1.6 System redesign 

System redesign describes a range of methods and tools to review whole systems of care. It is a familiar process in health 
services, it offers a well-accepted context to introduce practice change, and it could be integrated into a systematic 
organisation-wide approach to disinvestment [2].  

No examples of system redesign that specifically related to resource allocation decisions for TCPs were identified from the 
literature or by Monash Health respondents with expertise in this area [27]. However, some of the objectives of system 
redesign are consistent with principles of disinvestment such as better use of existing resources, maximising value and 
eliminating waste, increasing efficiency and reducing duplication of services [56-58]. The SHARE Steering Committee 
decided that system redesign methods would not be used to identify opportunities for disinvestment, but may be useful 
in implementing decisions to disinvest.  

The potential for system redesign in implementing disinvestment has been confirmed in more recent literature [5, 10, 12] 
and also suggested as a method to quantify disinvestment [5].  
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Aim 2. Disinvestment projects   

Investigation of pilot disinvestment projects was proposed to understand the processes involved, assess the resources 
required, provide practical guidance for future projects and, if successful, be used as positive examples to promote 
subsequent disinvestment activities. Findings of these SHARE activities are in Paper 6 [27] and summarised below. 
Detailed discussion of methods and tools for identification; prioritisation and decision-making; project development, 
implementation and evaluation of disinvestment projects is available in Paper 10 [45]. 

Aim 2.1 Identification of disinvestment opportunities 

Given that it would take some time to identify disinvestment opportunities from the six potential mechanisms to be 
investigated in Aim 1, a supplementary method was required to find suitable TCPs for immediate implementation in pilot 
projects in Aim 2. An ‘Expression of Interest’ (EOI) process where health service staff nominated their own projects was 
introduced to achieve this [27]. In addition to these seven methods, a range of other potential systematic methods to 
identify disinvestment opportunities were proposed informally during the SHARE Program but not investigated (Table 13) 
[27]. 

Although an evidence-based catalogue of disinvestment opportunities had been developed for this purpose, an ad hoc 
process whereby SHARE Steering Committee members submitted disinvestment proposals at meetings dominated the 
decision-making process and the catalogue was not used [27]. An algorithm for identifying disinvestment projects from 
the catalogue was developed (Figure 7), however the planned development of transparent criteria to be used in its 

application was not undertaken [27]. Two EOIs and 17 ad hoc proposals were investigated as potential pilot disinvestment 
projects [27]. The nature of the proposed change and reason for nomination are summarised in Table 14.  

Three published frameworks for disinvestment also propose using applications from stakeholders in the identification 
process [59-61]; however the effectiveness of this approach has not been established [45, 48]. Identifying disinvestment 
opportunities through local proposals has been referred to as “soft intelligence” [48] and found by others to be 
unsustainable [48, 62].  

Aim 2.2 Prioritisation and decision-making 

The literature review found guidelines and systematic reviews for prioritisation of new and existing TCPs [63-68] and 
consultation identified state health department requirements. Since there were no decision-making settings where 
disinvestment was explicitly considered at Monash Health, the SHARE team adapted the available guidance into a tool 
that could apply to both investment and disinvestment, with a plan to pilot it in the annual capital expenditure funding 
round. The tool was not tested; the capital expenditure process was cancelled in the following two years as Monash 
Health had no spare capital [27].  

Prioritisation tools primarily focus on characteristics intrinsic to the TCP. However the SHARE experience identified that 
additional criteria may influence whether a TCP is selected to be the focus of a practice change initiative; for example 
likelihood of success or sustainability, availability of external funds, or value of the evaluation to other processes (Tables 
15 and 16). The EOI stipulated that the project must be based on high-quality evidence, be endorsed by Program and 
Department Heads, have appropriate resources allocated to undertake the project, have a documented clinical pathway 

and clear measurable outcomes, and each TCP proposed through the ad hoc process had one or more promising 
attributes [27]. However no explicit criteria were established for the decision-making committee to prioritise or make final 
decisions regarding pilot projects.  

Decisions were pragmatic, based on likelihood of ‘quick wins’ and unspecified factors related to the proposed TCP. 
Prioritisation did occur, but the reasoning was not transparent. Of the 19 proposed TCPs, four were not investigated as 
the Steering Committee directed the SHARE team to disregard them in favour of subsequent proposals which were 
thought to have greater potential; two had incomplete investigations for the same reason; nine were rejected for a range 
of issues; and four were accepted as pilot projects (Table 14). Two of the four successful applications were from the EOI 
process and the other two had external funding from the Victorian Policy Advisory Committee on Technology (VPACT). 
The funding was to implement a new technology; however each had an element of disinvestment as both new TCPs were 
replacing a clearly identified TCP in current use.  

Subsequently, lists of criteria for consideration in prioritisation and decision-making have been published for 
disinvestment [69, 70], resource allocation [71, 72] and general decision-making [73], and software applications are now 
available to facilitate prioritisation processes [53, 74].  
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Table 13. Additional systematic methods to identify disinvestment opportunities in a local health service 

Reproduced with permission from SHARE Paper 6 Harris et al [27]  

 Consider disinvestment explicitly in long term planning exercises 

 Discuss principles of disinvestment and examples of successful projects at department/unit meetings, educational events, etc 

 Assign member of decision-making committees to look for disinvestment opportunities in their 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  

 Introduce thinking about disinvestment into quality improvement training programs 

 
Figure 7. Algorithm for identifying disinvestment projects from an evidence-based catalogue of potential TCPs  

Reproduced with permission from SHARE Paper 6 [27]  

 



 

30 

  

Table 14. Disinvestment projects proposed in the SHARE Program 

Reproduced with permission from SHARE Paper 6 [27]  

Potential projects and reason for nomination Source Result of investigation  

1. Reduce use of therapeutic intervention due to concerns about 
safety and effectiveness 

Committee 
member 

Rejected: Lack of clarity regarding explicit problem, 
patient groups, etc 

2. Reduce use of therapeutic intervention as thought to have no 
benefit over less expensive alternative 

Committee 
member 

Rejected: Preference to wait until large RCT underway at 
the time provided conclusive evidence 

3. Reduce ordering of ‘routine’ diagnostic tests in specific setting 
as thought to be unnecessary and result in increased costs to 
hospital and/or patient, and increase risk of adverse events 

Committee 
member 

Rejected: Specific setting already planned to be 
investigated by others in organisational review but 
timing was unspecified  

4. Reduce ordering of ‘routine’ diagnostic tests in specific setting 
as thought to be unnecessary and result in increased costs to 
hospital and/or patient, and increase risk of adverse events 

Committee 
member 

Not investigated: Further clarification of problem 
postponed in favour of subsequent proposals 

5. Reduce ordering of diagnostic tests in specific setting due to 
lack of evidence of benefit and concern about validity, 
reliability and performance of equipment 

Committee 
member 

Not investigated: Further clarification of problem 
postponed in favour of subsequent proposals 

6. Reduce ordering of diagnostic tests in specific setting as 
thought to be of little diagnostic value 

Committee 
member 

Not investigated: Further clarification of problem 
postponed in favour of subsequent proposals 

7. Replace therapeutic intervention in specific patient group with 
one considered to be safer, more effective and more cost-
effective and funded by state health department 

VPACT 
project 

Accepted then became Unavailable: Clinicians not 
convinced by evidence and elected to undertake RCT 

8. Replace therapeutic intervention in specific patient group with 
one considered to be safer, more effective and more cost-
effective and funded by state health department 

VPACT 
project 

Accepted: Project undertaken with SHARE support but 
evaluation incomplete due to loss of funding 

9. Reduce use of therapeutic intervention in specific patient group 
due to concerns about patient safety, not recommended in 
clinical guidelines used elsewhere 

Committee 
member 

Decision postponed: While proposer confirmed 
evidence Rejected: When discovered that project had 
commenced 

10. Restrict use of therapeutic intervention in specific patient 
group as local practice thought to be inconsistent with recently 
published national guidelines 

Expression 
of interest  

Accepted then Withdrawn: Clinicians not convinced by 
evidence, local practice found not to be inconsistent  

11. Reduce ordering of diagnostic tests considered to be 
inappropriate in certain unspecified situations 

Expression 
of interest  

Accepted then Rejected: Inopportune timing due to 
external accreditation process and introduction of new 
computer database and electronic ordering system 

12. Cease use of therapeutic intervention in specific patient group 
due to published debate questioning effectiveness 

Committee 
member 

Rejected: Evidence not relevant to patient population 

13. Replace diagnostic test in specific patient group for one 
thought to be more appropriate 

Committee 
member 

Investigation not completed: Directed by Steering 
Committee to pursue Therapeutic Equivalence projects  

14. Reduce admission of specific patient group as thought to be 
unnecessary in many cases 

Committee 
member 

Investigation not completed: Directed by steering 
committee to pursue Therapeutic Equivalence projects  

15. Replace drug with lower cost but equally effective alternative in 
appropriate cases as project being undertaken anyway and it 
would be good way to learn about the change process 

Therapeutic 
Equivalence 
project 

Rejected: Project was already underway 

16. Replace drug with lower cost but equally effective alternative in 
appropriate cases as project being undertaken anyway and it 
would be good way to learn about the change process 

Therapeutic 
Equivalence 
project 

Rejected: Project was already underway 

17. Replace equipment with alternative thought to be cost-saving 
due to reduction in adverse events and would improve patient 
outcomes in  specific patient group 

Project 
champion 

Not investigated: Project identified too late to be 
completed within SHARE timelines 

18. Reduce ordering of ‘routine’ diagnostic tests in specific patient 
group as thought to have no evidence of benefit 

Committee 
member 

Rejected: Department could not provide backfill to 
replace project champion who would undertake project 

19. Reduce use of therapeutic intervention as thought to have no 
evidence of benefit 

Committee 
member 

Rejected: Evidence for change unclear 
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Table 15. Examples of criteria for selection of disinvestment projects considered in the SHARE Program 

Reproduced with permission from SHARE Paper 6 [27]  

Criteria in the SHARE Expression of Interest application 

 The project must aim to remove, restrict or replace a technology or clinical practice 
 There must be high-quality evidence for the proposed change (as indicated by existing systematic review or body of evidence from peer 

reviewed articles) 
 Department and Program heads endorse the proposed change 
 Department or Program agrees to provide EFT/project leader to implement the proposed change 
 The current clinical pathway is documented or a commitment is given to document this pathway before the project begins 
 There are clear, measurable outcomes and ability to collect baseline and comparison data 

Criteria that may increase the likelihood of project success or sustainability  

 Project leaders who have the power to make change happen in their area of responsibility such as Unit Managers or Department Heads 
 Project champions who are respected and trusted by the potential adopters 
 Interested, engaged clinicians working in the topic area 
 Available funding 
 Projects that propose reallocation of resource savings 

Criteria that may be useful for selection of pilot or demonstration projects in disinvestment 

 Projects that are already planned for another reason that also contain an element of disinvestment 
 Projects to introduce a new TCP where disinvestment of an existing practice can be made a focus of the project  
 Opportunity for a ‘quick win’ 

Criteria that may increase the usefulness of a pilot or demonstration projects in disinvestment 

 Projects that are required to collect detailed data, for example reporting requirements of external funders 
 Projects with robust data at baseline  

Table 16. Factors for success, sustainability and suitability for disinvestment in the SHARE pilot project 

Reproduced with permission from SHARE Paper 6 [27]  

SUCCESS 
A proposal is more likely to be successful if 

it meets the following criteria 

SUSTAINABILITY 
A proposal is more likely to be 

sustainable if it has appropriate and 
adequate provision in each category 

SUITABILITY FOR DISINVESTMENT 
Factors in the pilot project considered likely to be 
favourable for a disinvestment project at Monash 

Health 

Based on sound evidence or expert 
consensus 
 Systematic review of multiple RCTs; 

surgeons, nurses and allied health staff 
in agreement with findings 

Presented by credible organisation 
 Review undertaken by the Australian 

Safety and Efficiency Register of New 
Interventional Procedures – Surgical 
(Royal Australasian College of Surgeons) 

Able to be tested and adapted 
 There was limited opportunity to test 

and adapt as the VPACT funding 
required complete roll out 

Relative advantage is evident 
 Clear evidence of multiple improved 

patient and health service outcomes; 
increased safety and effectiveness, 
reduced costs  

Low complexity 
 The new technology is easy to use 
Compatible with status quo 
 Referrers use the same referral process 

but divide patients into those eligible for 
the new procedure and those who 
should still undergo the old procedure 

 The new service was provided at a 
different campus and patients and staff 
had to adapt 

 There is some impact on other 
departments that also have to adapt 

Attractive and accessible format 
 The new procedure is attractive to 

patients as it replaces surgery with an 
outpatient/bedside procedure 

Structure 
 The new procedure is carried out 

within existing nursing and allied 
health structures with appropriate 
governance and supports 

Skills 
 Nursing and allied health staff were 

upskilled in the new procedure; 
changes in scope of practice were 
documented and approved 

 Clinical project team leaders attended 
training and welcomed support and 
direction in project management, 
implementation and evaluation  

Resources 
 Funding was provided for staffing, 

equipment and consumables 
 Final funding was less than the 

amount approved in the application 
process leaving the project short of 
one machine and associated 
consumables 

 Assistance from the Capacity Building 
and Project Support Services was 
provided 

Commitment 
 The project had organisational 

commitment from the 
Technology/Clinical Practice 
Committee, and program and 
departmental commitment from 
clinical leaders and managers 

Leadership 
 The clinical project team 

demonstrated effective leadership 
 

 The current practice to be replaced and the 
new practice to be implemented were clear 
and patient eligibility was determined 

 The proposal for change was clear with clear 
objectives  

 Department and Program heads endorsed the 
change 

 External funding was available 
 The clinical pathway and referral process 

were documented 
 Detailed data collection and reporting was a 

requirement of the external funding 
 Baseline data had been collected and 

supporting data on patient group, burden of 
disease and impact of the new technology 
was available 

 There was strong local ownership and clinical 
champions 

 ‘Win-win’ scenario for adopters where 
nursing and allied health staff were keen to 
take on new procedural skills and surgeons 
were happy to relinquish these cases to make 
operating theatre time available for other 
patients 

 Surgeons were allowed to keep the theatre 
time released by the changes and reduce their 
own waiting lists (rather than reallocation to 
other surgical specialties or closing theatres 
to realise savings) 

 Potential ‘quick win’ scenario for a 
disinvestment demonstration project as the 
proposal was already fully developed, funding 
had been approved, and deadlines were in 
place. 

 
KEY:  Positive factors    Negative factors 
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Table 17. Factors influencing the SHARE process of selecting disinvestment projects 

Based on the framework for evaluation and explication Figure 12.3 below. 

Reproduced with permission from SHARE Paper 6 [27]  

POSITIVE NEGATIVE 
External environment 
 The SHARE program was adequately funded (until the final phase of the program) 
 Two proposals that received state health department funding and endorsement were 

considered favourably. 
 Two proposals were triggered by new national guidelines, one by an editorial in the Medical 

Journal of Australia, and others by journal articles, email bulletins, attendance at conferences 
and proposers awareness of practice elsewhere. 

 
 The state health department withdrew funding for the final phase of the SHARE program resulting in 

reduction of the proposed evaluation activities. 
 One project was rejected due to difficulties implementing change during the national accreditation 

process for this department’s services. 

Organisational environment (Monash Health) 
 Monash Health encourages and supports innovation 
 High level expertise was available from CCE and Clinical Information Management 

 
 Waiting for responses to email correspondence and requests for appointments to meet with key 

personnel; time lags due to annual and long service leave and decisions by committees that only meet 
monthly delayed the processes of identification, prioritisation, decision-making and project 
development. Delays in deciding that unsuitable projects would not go ahead prevented other 
potentially suitable projects from being investigated.  

 The proposer of one project was unaware of an existing organisational review into the problem. 
 Delays related to introduction of a new computer database and electronic ordering system contributed 

to one project being rejected. 

 Identification process  
 The ‘bottom up’ Expression of Interest process was the only systematic approach used, 

resulting in two projects being received and accepted (but both later rejected). 

 
 The ‘top down’ evidence-based catalogue of disinvestment opportunities was not utilised in identifying 

potential projects.  
 The ‘ad hoc’ process of nominations and decision-making dominated 
 Most proposals were made by ‘outsiders’ who not involved in the nominated clinical pathway. Only two 

proposals were made by the potential adopters, although one subsequently withdrew their application.  

Prioritisation and decision-making process 
 All discussions were held within meetings and documented in the minutes; there were no 

attempts to be covert or follow hidden agendas.  
 Conflict of interest was addressed as a routine agenda item. 
 All clinical programs, health professional disciplines, consumers and technical experts in 

evidence, data, legal, ethics, finance, purchasing, biomedical engineering and information 
technology were represented in decision-making. 

 
 There were no explicit processes for risk assessment, deliberation or appeal. It was not always clear 

how decisions had been made. 
 The SHARE Steering Committee did not have authority to direct change. Proposals were put to 

department heads who declined to follow them up (based on reasoned arguments that they should not 
to go ahead). 

Rationale and motivation 
 Safety and effectiveness were the primary reasons for nominating TCPs for disinvestment, cost-

savings were a secondary benefit 

 

Proposal for change 
 Six proposals were submitted based on guidelines, systematic reviews or health technology 

assessments; the four accepted projects were in this group.  
 Four proposals had supporting data, two regarding unnecessary diagnostic imaging tests and 

the two VPACT projects. 
 The two VPACT projects presented defined objectives. 
 One project had a clear reinvestment plan which allowed operating theatre time previously 

used by patients now undergoing the new non-surgical procedure to be used by other patients 

 
 In 13 proposals, the nominator did not provide supporting evidence.  
 Many of the proposals did not clearly define the TCP, patient population group, circumstances of 

restriction, etc. This is difficult to quantify as clarification may have been forthcoming but the proposals 
were not investigated further 
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on the waiting lists, this was the implemented pilot project. 

Potential adopters  
 Three nominations were made by the potential adopters; one was the pilot project accepted 

and implemented, one was accepted as a pilot project but was subsequently withdrawn by the 
applicants and the other was nominated too late to be included in the SHARE timeframe 

 
 Decisions regarding eight proposals were declined by heads of the departments responsible for the 

proposed TCP. Reasons included lack of clarity of the problem, lack of supporting evidence, or the 
evidence was not relevant to local patient groups.  

 In two of the accepted projects, the key adopters reversed their decisions about the supporting 
evidence and withdrew. 

Potential patients 
 

 
 Two proposals were rejected when it became clear that the evidence did not apply to the Monash 

Health population. 

Implementation and evaluation plans and resources 
 The CCE/SHARE support staff had appropriate expertise and knowledge of methods and tools 

for implementation and evaluation. 
 The CCE team provided access to research literature and liaised on behalf of the clinical project 

teams with the Clinical Information Management (CIM) unit who were happy to provide access 
to data and assistance with analysis. 

 All implementation activities within the control of the SHARE project team were completed 
 Detailed evaluation plans were developed in consultation with an external health program 

evaluator and health economist 
 One proposal had assistance of a research fellow to undertake the project work (but this did 

not go ahead for other reasons).  
 The clinical project leads of two accepted projects attended workshops in evidence-based 

change, implementation and evaluation 

 
 Lack of evaluation funding precluded understanding of the barriers that prevented implementation of 

the planned systematic evidence-based processes 
 Lack of evaluation funding limited evaluation activities in the last year of the program 
 One project was rejected by the department head because they could not provide backfill for the 

clinical duties of the project leader. 
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Table 18. Factors influencing the SHARE pilot disinvestment project 

Based on the framework for evaluation and explication Figure 12.3 below. 

Reproduced with permission from SHARE Paper 6 [27]  

POSITIVE NEGATIVE 
External environment 
 The project funders had significant impact on the project  

 Political support for new technology  
 The other health services in the consortium also had significant impact 

 Collaboration with some of the other health services in writing pathway and documents and 
developing database and implementation strategies was helpful 

 Manufacturer’s information was useful 
 Manufacturer’s technical representative was helpful 

 
 The project funders had significant impact on the project  

 Monash Health informed that they had to lead a consortium of health services in implementing 
the new technology, adding complexity to the original application 

 Lack of consultation in choice of partner health services 

 Requirements for data collection and reporting changed during the project 
 The other health services in the consortium also had significant impact 

 Slow and difficult to coordinate when working with other health services 

 Lack of accountability in some of the other health services 

 Lack of ‘buy-in’ from other health services through the entire process 

Organisational environment (Monash Health) 
 Monash Health’s reputation as a leader will facilitate new technology support 
 Monash Health encourages innovation 
 Support from Centre for Clinical Effectiveness (CCE) 
 Support from Clinical Program Directors 
 Support from Finance Department and having someone who can translate the finance jargon 
 Clinical Resource Nurse monthly meetings 
 Nursing/Allied Health collaboration 
 Although staff leave and secondments are difficult there can also be an advantage of working with 

replacement staff who become familiar with the project 

 
 Organisational processes appear to be changing regularly 
 Lack of clarity around organisational structures and processes eg who to go to for what, when etc 
 Lack of communication eg machine delivered to a corridor on a Friday afternoon and left unsecured 

over the weekend. A component was lost and a new component had to be purchased. 
 Relevant patient group and clinical expertise in this area located at site A and new machine is at site 

B. Patients usually scheduled for surgery at A will have to transfer to B.  
 Sites have different cultures and processes and patients and staff will have to adapt  
 Impact on other departments eg Sterilisation department has to learn new procedure 
 Staff secondments and/or leave  

 Identification process (VPACT application process for introduction of new TCP) 
 Proposed by potential adopters (nursing/allied health and surgeons) 
 Support from CCE to provide supporting evidence 
 Support from Clinical Information Management to provide supporting data 

 
 Application form is really long and a lot of work  
 Lack of awareness of the workload prior to commencing work on application 

Prioritisation and decision-making process (SHARE process to determine disinvestment project) 
 VPACT funding and endorsement 
 Clinical project team keen to access CCE expertise and support for project delivery 

 

Rationale and motivation 
 To reduce harm, improve patient outcomes, improve service efficiency, save money 

 
 Emphasis on financial/economic outcomes 

Proposal for change 
 There is good evidence to support the new technology 
 Data on patient group, burden of disease, impact of new technology provided in detail 
 New technology does not cause long lasting/irreversible damage 
 Easy to use 
 Proposal for change is clear 
 Relative advantage is clear: improved outcomes for both patients and health service 
 Endorsed by clinical leaders, good local engagement, clinical champions 
 Surgeons allowed to keep the theatre time and reduce their own waiting lists (rather than 

reallocating to other surgical specialties or closing theatres to realise savings) 

 
 Longer time to set up than other treatment options 
 Lots of protective clothing which can be uncomfortable 
 Mentally and physically tiring 
 The whole process of change including administration, training, support, etc is a lot of work 
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Potential adopters (Nursing and Allied Health staff to undertake new procedure, surgeons to reduce old procedure, junior medical staff to refer patients appropriately 
 Most surgeons happy to relinquish old procedure to allow them to undertake other procedures 
 Surgeons involved in VPACT application have become an authority on the new technology 
 Senior clinical staff read up on new technology as they don’t want to lose face 
 Registrars (referrers) are supportive of/have an interest in new technologies 
 General interest among staff 
 Nursing/Allied Health team look professional, able to build credibility and trust with patients 

 One group of surgeons less likely to refer patients for new procedure, do not appreciate role of 
podiatrist in patient care, lack of understanding of treatment options  

 Some surgeons/medical staff have issues with territorialism and ego 

Potential patients 
 Patients with chronic conditions are more open to trying new treatments 

 
 This group of patients are less likely to be comfortable travelling to different hospitals 
 Lack of English language can be a problem 

Implementation plan 
 Small training workshops with medical teams 
 Support from CCE    
 Support from Clinical Program Directors 
 Maintenance of a booking system 
 Quarterly meetings with all participating health services 

 
 Should have performed barriers and enablers analysis earlier in process 
 Involvement of other hospitals with staff who are not dedicated/committed (eg disputes among 

doctors from another site) 
 Having to repeat training every 3-6 months due to staff rotations 
 Attrition of podiatrists and Clinical Nurse Consultants as they are often young women who leave or 

work part-time to have or care for children 
 Keeping the team motivated is hard 
 VPACT did not meet costs stipulated in application; fewer machines, limited consumables, etc 
 Lack of dedicated treatment room increases time for preparation and cleaning. Clinical time is small 

in comparison to set up/clean up time. Inadequate ventilation (aerosols are created with 
treatments) 

Evaluation plan 
 Support from CCE in development of evaluation plan 
 Having a person in charge of data entry 

 
 ‘Shifting the goal posts’ by VPACT regarding data collection and reporting  

Implementation and evaluation resources 
 Other clinical staff voluntarily take up extra workload (both barrier and enabler) 
 Support from CCE in design of a database, assistance with data entry and reporting    
 Support from SHARE health economist in development of cost-comparison plan 
 Monash Health ‘Scope of practice’ processes and documents were helpful 

  
 Inadequate funding for clinical staff to implement and evaluate change process 
 Other clinical staff voluntarily take up extra workload (both barrier and enabler) 
 Time needed to write up new scope of practice documents  

 

 

 



 

36 

  

Aim 2.3 Development, implementation and evaluation of disinvestment projects 

No published guidance regarding development, implementation or evaluation of disinvestment projects in the local health 
service context was identified [2, 4]; however Monash Health staff provided details of strengths, weaknesses, barriers and 
enablers in these processes (Table 4) [14] and needs for assistance to undertake projects [15]. Implementation and 
evaluation methods were planned for the SHARE disinvestment pilot projects, however only one reached the 
implementation stage and evaluation was limited due to the reduction of funding in the final year [27]. 

The overview of the literature includes a discussion of available methods and tools for disinvestment projects [45]. 

Influencing factors 

Factors influencing the SHARE process for identification, prioritisation and decision-making, implementation and 
evaluation of potential projects and those influencing the pilot project selected are outlined in Tables 17 and 18. 

Aim 3. Support services  

Although Monash Health staff identified evidence from research and local data as key elements of decision-making, local 
research confirmed the findings of other studies that evidence from research and local data is not used systematically or 
proactively to drive decisions; that health service personnel usually lack the time, knowledge, skills and resources to 
access and identify the information they require and appraise it for quality and relevance; that clinicians charged with 
undertaking projects commonly do not know how to implement and evaluate change or manage projects effectively; and 
that projects are generally under-resourced [3, 14, 16, 26, 75-80]. Respondents were aware of their limitations and those 
of their colleagues in undertaking projects and they welcomed advice and support [15]. Four support services were 
proposed to address these barriers in Aim 3 (Figure 5). Details of these investigations are reported in Papers 7 and 8 [15, 
43] and an overview and summaries of factors that influenced development, processes and outcomes of the support 
services are found in Figure 8 and Tables 19 and 20. 

The effectiveness of evidence products and capacity building strategies to address the need for education, training, 
support and assistance from experts to enable EBP is well documented [2, 14, 16, 26, 75-78] and in-house ‘resource 
centres’ have been proposed as a solution [10, 59, 81-83] but, other than capacity building for research [84], we were 
unable to find any examples that had been evaluated. 

Figure 8. Overview of investigation of the SHARE Support Services 

Reproduced with permission from SHARE Paper 7 [15]  
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Table 19.   Factors that influenced decisions in development of the SHARE support services 

Reproduced with permission from SHARE Paper 7 [15] 
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BARRIERS             

Lack of time and opportunity [16, 18, 76, 77, 80, 85-93]             

Lack of skills [10, 16, 18, 49, 54, 77, 78, 80, 86-88, 90, 92-95]             

Lack of confidence [16, 96]             

Lack of interest or competing priorities [75, 87, 93, 96, 97]              

Lack of awareness of research and data [10, 16, 75, 78, 80, 90]             

Lack of use of available research and data [10, 50, 75, 78, 95]             

Lack of relevant research and data [77, 78, 85, 87-89, 91, 92, 
94, 98] particularly for disinvestment [30, 49, 62, 92, 93]  

            

Poor quality of health data [78, 85, 92, 95, 98-100]                

Unfamiliar or difficult to use formats of research and data [16, 
78, 90, 92, 93, 95, 98]   

            

Lack of policies and interventions for data-informed decision-
making [78, 85, 101]  

            

Difficulty accessing or using online resources [16, 18, 75, 77, 78, 
86-88, 90-92, 94, 98] 

            

Lack of infrastructure and technical support [10, 16, 76, 85, 91, 
93, 95, 99, 102] 

            

Inadequate resources [76, 77, 85, 87, 91, 101, 102]              

Negative attitudes or resistance to change [16, 76, 80, 93]             

Professional groups with different perspectives of evidence, 
knowledge base and skill set [62] 

            

Lack of triggers to initiate disinvestment discussions [5, 50, 82, 
103]  

            

Lack of standardised processes for project delivery, 
responsibilities and accountability [49, 53, 104]  

            

Unrealistic project timelines [104]              

ENABLERS             

Training in use of evidence and data [16, 86, 90, 95, 99, 101]              

Dissemination of research and data [77, 90, 101, 105]             
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Clarity, relevance, credibility and reliability of research findings 
[77, 90, 92, 106, 107] 

            

Quality and timely data from health information systems [78, 
92, 95]  

            

Organisational willingness to invest in a knowledge translation 
culture [76, 101, 108] 

            

Infrastructure or policy for accountability in knowledge use [76, 
101] 

            

Links to researchers or knowledge brokers [76, 77, 92, 108, 
109] 

            

Initiatives to integrate data into routine decision-making 
processes [105]  

            

ADDITIONAL NEEDS              

Capacity-building and provision of expertise and practical 
assistance [8, 10, 59, 78, 83, 90, 100]  

            

New processes to use research and data ‘proactively’ to drive 
decisions [59, 78, 99, 100] 

            

Analysis, synthesis, interpretation and review of data in 
decision-making [78, 95, 99]  

            

Incentives to change [50, 53, 101]             

Support to be tailored to units and professional needs [78, 107, 
108] 

            

Provision of a range of expertise in evaluation methods [84, 99]             

Support from others who had done the same or similar work to 
address feelings of isolation  

            

EVIDENCE-BASED INTERVENTIONS 
            

Dissemination of summaries of systematic review evidence [75, 
110, 111]  

            

Tailored targeted messages [75, 112-114]  
 

  
 

  
      

Training in critical appraisal [111, 113, 115]               

Interactive workshops [75, 115]             

Multifaceted educational intervention [75, 115]              
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Table 20.   Factors that influenced processes and outcomes of the SHARE support services 

Reproduced with permission from SHARE Paper 7 [15] 

CHARACTERISTICS OF THE DETERMINANTS OF EFFECTIVENESS* ES# DS CBS PSS 

External 
environment 

Political Disinvestment was a priority topic for Department of Treasury which encouraged Department of Human Services to investigate it further     

Financial 
Department of Human Services funding for SHARE enabled all the activities     

Withdrawal of funding in final year of program prevented implementation of some interventions and many of the evaluation activities     

Organisation 

 

Financial 
Monash Health funding for SHARE also enabled all the activities     

Monash Health funding for ES continued after Department of Human Services funding withdrawn      

Leadership Support and endorsement was provided at senior levels (Board, Executive Management Team, Clinical Program Directors)      

Processes 
Monash Health had multiple databases, housed with different custodians, with a range of methods of access; there was no coordination     

Evidence Service was implemented in a governance framework requiring mandatory responses from decision-makers     

Culture Organisational (ES) and departmental (CBS) culture was supportive of evidence-based practice     

Potential 
adopters 

Attitudes 

Most target users viewed the proposals positively      

Target users acknowledged their limitations, were enthusiastic about training and support and were willing to take advice and direction     

Committees declined support in accessing and using data     

Support Pharmacy staff had support from management to attend training     

Leadership Pharmacy staff, pharmacy-related committee members and SHARE pilot project teams demonstrated leadership by their participation     

Innovation 

Evidence 
Developed from research and local data identifying barriers, enablers and expressed needs for content and format     

Good supporting evidence of effectiveness of chosen interventions     

Engagement and 
champions 

Centre for Clinical Effectiveness has ownership of the project and authority to implement change     

Centre for Clinical Effectiveness does not have ownership of the project and authority to implement change     

Compatibility 
with status quo 

Within Centre for Clinical Effectiveness skill sets and priorities      

Not within Centre for Clinical Effectiveness skill sets and priorities     

Proposal is not deliverable in original format (multiple often inaccessible datasets, lack of local capacity and capability)     

Trialability 
All services were implemented in pilot mode and participants were informed that their feedback would be used to refine the processes     

Implementing with small groups resulted in lack of critical mass for ongoing support services     

Implementation 
strategy 

Tailored to 
barriers and 
enablers 

Barrier and enabler analysis focused on development of the innovation and not on development of implementation strategies     

Tailored to needs of individual projects and project teams     

Knowledge and 
skills  

Centre for Clinical Effectiveness team had skills in implementation of change       

Health economist and health program evaluator engaged as consultants to the project team     

Resources 
Adequate resources initially     

Inadequate resources after Department of Human Services funding withdrawn     

* Not all factors from the taxonomy are listed, only those that influenced the pilot projects. 

Some factors only influenced some of the support services.  

# ES = Evidence Service, DS = Data Service, CBS = Capacity Building Service, PPS = Project Support Service 

 = Positive influence,   = Negative influence 
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Aim 3.1 Evidence Dissemination Service 

The Evidence Dissemination Service (EDS) was conceived as a method of identifying disinvestment opportunities by 
delivering recently published, high quality, synthesised evidence directly to decision-makers [43]. But it became clear 
during development that this could be a way to ensure that all practice at Monash Health was consistent with current 
evidence. Two models were implemented (Figure 9).  

Figure 9. Development, implementation and evaluation of an in-house Evidence Dissemination Service 

Based on UK Medical Research council framework for evaluation of complex interventions (three phases) [1] and the SEAchange 
model for sustainable, appropriate and effective evidence-based change (four steps) [116].  

Reproduced with permission from SHARE Paper 8 [43] 

 

Model 1 involved identification, capture, classification and storage of eligible publications; repackaging into user-friendly 
formats; and dissemination to decision-makers. ‘Evidence Alerts’ were sent weekly by email or RSS feed and publications 
were stored in a searchable website. Alerts contained citations which were hyperlinked to abstracts which were 
hyperlinked to full text. This was undertaken by the EDS team, knowledge brokers from CCE. Decision-makers were 
required to subscribe to receive the Alerts, appraise the evidence for quality and local applicability, take appropriate 
action, and report the decisions and actions within their routine monthly reporting structure using a template developed 
for this purpose.  

This model could not achieve its aims. The main factor was lack of governance; there was no process to ensure that the 
appropriate person with authority in the area affected by the evidence had considered the information, made a decision 
or taken any action. The second factor was lack of time to undertake the steps required; this was reported by both the 
EDS team and the decision-makers. In addition, many publications were already known to recipients, not relevant to their 
area of practice, not applicable at Monash Health, consistent with current practice, not important enough to instigate 
change or reported lack of evidence; hence required no action. This resulted in time wasted by both the EDS team and the 
decision-makers. 

Model 2 addressed these issues by adding a governance element to ensure the evidence was reviewed and acted upon by 
the appropriate decision-makers, by limiting selection of publications to areas of high priority to reduce the workload of 
the EDS team, and by reallocating most of the decision-maker’s activities to either the EDS team or the new governing 
body to reduce the workload of busy clinicians and managers (Figure 10). The Technology/Clinical Practice Committee 
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(TCPC) already had the authority to require responses from organisational decision-makers and impose changes in 
practice related to introduction of new TCPs and was deemed an appropriate body to undertake governance of TCPs in 
current use.  

Figure 10. Comparison of stakeholder roles in two models for an in-house Evidence Dissemination Service 

Reproduced with permission from SHARE Paper 8 [43] 

 

In the final version of Model 2, processing of publications was limited to those demonstrating evidence of harm, lack of 
effect and availability of a cost-effective alternative which were priorities of Monash Health at the time. The findings of 
these studies were compared with current documented practice in local policies and procedures. If there was no local 
documentation, or it was inconsistent with the evidence, the publication was appraised for quality and forwarded to the 
TCPC to assess local applicability and identify the relevant organisational decision-maker, usually a department head or 
committee chair. The EDS team then developed an ‘Evidence Bulletin’ which included information extracted from the 
publication, the quality appraisal findings and a reporting template (Figure 11). Bulletins were sent to the relevant 
Executive or Program Director who forwarded them to the authorised decision-maker within their portfolio with a request 
to confirm whether current practice was consistent with the evidence, and if not, what measures were being taken to 
address this, or an explanation of why change was not required. The Chief Executive determined that this was an 
organisational priority; when there was evidence of harm, responses to the TCPC were required within one month and 
were reported to the Chief Executive the following month. Responses to other Evidence Bulletins were required in three 
or six months. Publications containing evidence of effectiveness or lack of evidence were not processed and were 
disseminated for information only, no response was required.  

While this was successful in aligning local practice with current evidence, it was a very resource-intensive process and CCE 
had insufficient staff capacity to maintain it while meeting other commitments. The EDS was suspended in the last few 
months of the SHARE Program, however it has subsequently been reinstated and is focused on the ‘Choosing Wisely’ 
literature [117]. 
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Figure 11. Example of an Evidence Bulletin  

Reproduced with permission from SHARE Paper 8 [43] 

 
This bulletin is part of a process to ensure that Southern Health practice is consistent with current evidence.  Your response is 
required by the date below.  You can find more information about this process on the TCPC website. 

The publication below indicates evidence of Potential HARM (due to significant adverse events/side effects but lack of 
evidence of effectiveness) related to Tricyclic antidepressants for autism spectrum disorders (ASD) in children and adolescents. 

Responses related to evidence of Potential HARM are required within ONE month.  

Please complete and return this bulletin to by 11 June 2012  

Bibliographic Source 

Hurwitz R, Blackmore R, Hazell P, Williams K, Woolfenden S. Tricyclic antidepressants for autism spectrum disorders (ASD) in 
children and adolescents. Cochrane Database of Systematic Reviews 2012, Issue 3. Art. No.: CD008372. 
DOI:10.1002/14651858.CD008372.pub2. http://onlinelibrary.wiley.com/doi/10.1002/14651858.CD008372.pub2/pdf 

Author’s Conclusion 

Clinicians considering the use of TCAs need to be aware of the limited and conflicting evidence of effect and the side effect 
profile when discussing this treatment option with people who have ASD and their carers. Further research is required before 
TCAs can be recommended for treatment of individuals with ASD. 

Applicability to Southern Health 

Patient / 
Population 

Inclusion was limited to children and adolescents (birth to 18 years of age) with a diagnosis of an autism spectrum 
disorder (ASD), using a standardised diagnostic instrument (for example, ADOS, ADI-R, DISCO, CARS) or using established 
diagnostic criteria as defined by DSM-IV or ICD-10, that is Pervasive Developmental Disorder, excluding Rett Syndrome 
and Childhood Disintegrative Disorder. 

N 3 studies – number of participants unclear 

Setting Outpatient setting 

Intervention Any oral tricyclic antidepressants, regardless of dosage used, duration of use or frequency of administration. 

Tricyclic antidepressants include amitriptyline (amitriptyline hydrochloride), amoxapine, clomipramine (clomipramine 
hydrochloride), dothiepin (dosulepin hydrochloride or dothiepin hydrochloride), doxepin, imipramine (imipramine 
hydrochloride), iofepramine, nortriptyline, trimipramine, desipramine, florpiramine, dibenzepin, iprindole, protriptyline 
and modified tricyclic antidepressants such as tianeptine. 

Comparison Placebo 

Outcomes Primary outcomes 

• Core symptoms of autism, for example, impairments in communication, reciprocal social interaction and behavioural 
problems, such as repetitive behaviours and rituals, obsessional behaviour and stereotypy. 

• Non-core symptoms, including challenging behaviours, sleep disturbance and aggression. 

• Comorbidities, including depression and anxiety. 

• Adverse effects. 

Secondary outcomes 

• Parental, child or family quality of life. 

• Parental or family stress. 

We planned to examine short-term (up to three months), medium term (three to 12months) and long-term (greater than 
12 months) outcomes if the data were available. 

We used the primary and secondary outcomes to populate the ’Summary of findings’ tables. 

Types of measures: 

1. Standardised diagnostic assessment instruments (Childhood Autism Rating Scale, Autism Diagnostic Interview- Revised, 
Autism Diagnostic Observation Schedule, Diagnostic Interview for Social and Communication Disorders). 

2. Standardised communication assessments. 

3. Quality of life questionnaires. 

4. Rating scales of emotions and behaviour, including depression, anxiety, aggression, obsessive-compulsive behaviour 
and social reciprocity. 

5. Global Clinical Impression Rating Scales. 

6. Other Health Outcome Rating Scale. 

Inclusion Criteria Randomised controlled trials (RCTs). 

Exclusion Criteria  

    
Technology/Clinical Practice Committee 

Evidence Bulletin_164 

http://www.monashhealth.org/page/TCPC
http://onlinelibrary.wiley.com/doi/10.1002/14651858.CD008372.pub2/pdf
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Quality of Evidence  

Quality of this Systematic Review or Health Technology Assessment 

CCE staff appraised the methods used in this publication and found the risk of bias to be LOW. This means that you can use the 
findings of the review with confidence as all of the quality criteria have been fulfilled or where criteria have not been fulfilled it 
is very unlikely the conclusions of the study would be affected.  

Quality of the evidence contained in this Systematic Review or Health Technology Assessment 

The review authors appraised the available evidence and found it to consist of Level II Evidence (one or more randomised 
controlled trials).  The available evidence included in the review is of variable quality. 

Consistency with Southern Health documented practice 

No Southern Health policies or procedures on this topic were identified. 

Response 

 Click once on the shaded box to select the appropriate response 

 Click once on the shaded rectangle to provide a typed comment 

Practice at Southern Health (please select one response only, tick the box and provide relevant details) 

 Not applicable at Southern Health eg the patient group is not treated at Southern Health (please explain) 

       

 Practice is consistent with the evidence (please add comments if relevant) 

       

 Practice is not consistent with the evidence for a good reason (please explain) 

       

 Practice was not consistent with the evidence, remedial action has been undertaken and completed (please explain) 

       

 Practice is not consistent with the evidence and remedial action has been commenced/planned (please explain) 

       

Communication 

Should this information be disseminated more widely? If so, to whom? 

       

Other comments 

       

 

 

Feedback 

This is a pilot of new processes being implemented by the Technology Clinical Practice Committee and the Centre for Clinical 
Effectiveness Evidence Dissemination Service. 

We would appreciate any comments regarding what works, what doesn’t work and how we can improve the process. 

      

 

Name:       

Position:       Date:       

 

Thank you 

 



  

44 

  

This study provides the details of a systematic process for recently published, high quality, synthesised evidence to be 
“captured from outside, circulated internally, adapted, reframed, implemented, and routinized in a service organization” 
[117]. To our knowledge, this is the only report of development, implementation and evaluation of an in-house EDS 
implemented in a governance framework within a local healthcare setting. 

Existing evidence services deliver bulletins on selected topics to individual subscribers [118-120]. Types of evidence 
products have also been defined [121]. There are many similarities between these examples and the SHARE EDS, however 
there are several key differences between the models explored here and those trialled by others.  

The main distinctions are related to the in-house systematic approach to using evidence proactively to ensure 
organisational practice is consistent with current evidence. 

Many studies have explored the characteristics and use of publications as evidence products [90, 107, 121-130]. In 
addition to content and format of the products, others have noted the need to target individual decision-makers [121, 
123, 126] who are authorised to implement change [16, 51, 54, 77, 91, 131, 132] with timely [75, 133] and locally relevant 
information [90, 107, 121]; actively deliver the evidence directly to decision-makers [126, 133]; create an organisational 
culture supportive of EBDM [121, 126]; make use of existing formal infrastructure [16, 102, 133, 134] in a governance 
framework to provide legitimacy and engagement [135] particularly in the case of disinvestment where a governance 
committee is thought to “make contentious decisions more palatable and defensible” [10, 53, 136, 137]; and clearly 
identify requirements for accountability [91, 124, 127, 135] including mandated responses [138] and use of reporting 
tools [135].  

The EDS Model 2 may be the first to integrate all of these. It builds on earlier findings by focusing on new organisation-
wide systems and processes embedded in existing infrastructure, such as CCE, TCPC, authorised decision-makers, and 
reporting networks, in which to disseminate evidence within a governance framework. 

The Evidence Bulletins had elements of each of the defined categories [121] – summaries, overviews and policy briefs – 
but they also had critical differences with other disseminated evidence products (Table 21). 

Table 21. Unique characteristics of the SHARE EDS 

 The nature of the evidence, such as evidence of harm, clinical or cost-effectiveness, lack of effect, or lack of evidence, was defined for 
each publication and used to determine the next steps for knowledge brokers and decision-makers.   

 Each article was critically appraised for quality and an appraisal summary and its implications was provided for the reader; low quality 
reviews were not disseminated. 

 Local implications were considered. 

₋ Publications were only disseminated if they were inconsistent with organisational policies and protocols or there was no relevant 
local guidance on this topic. 

₋ Applicability was assessed by senior managers prior to dissemination and PICO characteristics were extracted and summarised to 
enable the authorised decision-maker to confirm local applicability.  

 Specific time-critical actions were required of the recipients; for example in the case of evidence of harm, decision-makers had to 
determine whether practice change was required, develop a plan for action, and respond with the details within one month.  

 The governance elements ensured transparency through clear systems and processes and accountability through reporting 
requirements. The EDS was given high priority by the Chief Executive who instigated the mandatory responses and implementation was 
integrated into the organisational Business Plan. 

 

Aim 3.2 Data Service 

The Data Service was initiated to complement the EDS by delivering local data to decision-makers. The aims were 1) to 
interrogate routinely-collected data to identify potential disinvestment opportunities and communicate this information 
to appropriate decision-makers; 2) to respond to requests from decision-makers to assess local data related to potential 
disinvestment opportunities that had been identified from the research literature; and 3) to provide training, advice and 
support in accessing and utilising local data to the Capacity Building and Project Support Services [15]. Investigation of 
routinely-collected data would include:  

 patterns of current practice to identify areas where disinvestment might have the greatest impact such as high 
volume; high cost; high rates of mortality, adverse events, readmission, reoperation; and long length of stay.  

 variations in practice that might indicate overuse or inappropriate practices, for example between sites, departments 
and individuals at Monash Health; between Monash Health and similar health services; or over time.  

Four models of a Data Service were explored, but none were implemented due to local factors such as limited staff 
capacity and problems with local data access and coordination [15]. As a result, proactive use of health service data was 
not employed to identify disinvestment targets for pilot projects.  
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Aim 3.3 Capacity Building Service 

The aim of this service was to train and support staff to use research evidence and data in decision-making and then 
implement and evaluate these decisions in successful projects [15]. The proposed activities included (Table 22): 

 education and upskilling programs in critical appraisal, data interpretation, change management, implementation and 
evaluation through teaching modules, online resources and masterclasses. 

 support programs such as problem solving workshops, clinical fellowships and mentoring programs. 

The Pharmacy Department and four medication-related committees (Therapeutics, Medication Safety, Adverse Drug 
Reaction and High Cost Drugs) were chosen to pilot the Capacity Building Service based on their roles in decisions for 
purchase and/or use of pharmaceuticals and their interest in disinvestment. Staff involved in the SHARE disinvestment 
projects were also invited to participate [27]. 

Evaluation immediately after workshops showed participants’ knowledge and confidence improved in all aspects of the 
evidence-based change process and the concepts of EBP, implementation and evaluation. There were further 
improvements after three months, however there were only a small number of responses. Participants reported high 
rates of satisfaction and noted that the workshops met or exceeded their expectations [15]. 

Due to the reduced funding in the final year of the SHARE Program, the service was not expanded beyond the target 
audience of the pilot and the online resources, fellowships and mentoring program were not established. 

Aim 3.4 Project Support Service 

Health service staff report that they do not have the necessary skills and frequently have insufficient time and resources 
to deliver projects effectively [15]. The Project Support Service was established to investigate the nature and amount of 
guidance and support required to meet the needs of the SHARE disinvestment project teams [27].  

Four SHARE disinvestment projects were commenced. It was anticipated that methodological advice and support would 
be delivered in a range activities related to project planning, governance and administration; implementation and 
evaluation and practical assistance provided for data capture, entry and analysis (Table 23). One of the clinical project 
teams required support in all of these areas. The other three were still in the decision-making and development phase 
and needed assistance in searching the literature, appraising evidence, analysing local data, determining the nature and 
scope of the problem, clarifying the intervention and assessing feasibility and risk before they were ready to proceed. 
These projects were subsequently withdrawn based on the outcomes of this process. 

Each of the four clinical project teams acknowledged their lack of skills and experience in using evidence in decision-
making, project management, implementation and evaluation. They were appreciative that support was available and 
were willing to accept guidance. 

Due to the reduced funding, the fourth project had not completed implementation when the SHARE Program ceased. 
Although evaluation of project outcomes could not be undertaken as planned, the clinical project team provided feedback 
on the Project Support Service. Expertise of CCE staff, practical support in development of the evaluation plan and design 
of a Microsoft Access database, and assistance with data entry and reporting were noted as positive factors.   
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Table 22. Activities of the Capacity Building Service  

Reproduced with permission from SHARE Paper 7 [15] 

Training workshops 

Interactive workshops to improve knowledge and skills 

 Evidence-based change process (½ day) 

 To understand the steps in developing, implementing and evaluating a change process 

 To apply the principles of evidence based practice to each step 

 To outline methods of collecting the information required to develop, implement and evaluate your project using this 
framework 

 To learn and share practical hints and tips for successful evidence-based change 

 Evidence-based practice (4 x ½ day) 

 To understand PICO elements and develop a searchable question 

 To learn the best research design to answer specific questions 

 To learn methods for searching health databases and undertake your own searches 

 To understand the role of chance, bias and confounding  

 To learn methods for critical appraisal and undertake appraisal exercises 

 Introduction to implementation (½ day) 

 To understand the principles of evidence-based implementation 

 To learn methods for identifying barriers and enablers and developing implementation strategies 

 To learn and share practical hints and tips for successful evidence-based implementation 

 To design an implementation plan for your project 

 Introduction to evaluation (½ day) 

 To understand evaluation: What? Why? When? 

 To understand evaluation frameworks and plans and data collection methods and sources 

 To consider the role of ethics in evaluation 

 To understand Program Logic Models 

 Using evidence in decision-making (1½ hours) (planned but not delivered) 

 To consider the deliberation process and the role of decision-making criteria 

 To discuss the principles of evidence-based decision-making (EBDM) 

 To understand the implications of research design, level of evidence, quality, applicability, lack of evidence 

 To apply the learnings in worked examples 

 To be introduced to resources and services that support EBDM 

Problem solving/support sessions 

Rotating 4 weekly series of open workshops to provide ongoing support to workshop participants undertaking projects.  

 Week 1: Finding and appraising evidence and interpreting results 

 Week 2: Planning and implementing projects  

 Week 3: Evaluating programs and projects 

 Week 4: Developing guidelines and protocols 

Online resources/teaching (to be sourced or developed) 

 Electronic workbook 

 PowerPoint presentation/s 

 Self-assessment quizzes   
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Table 23. Activities of the Project Support Service 

Reproduced with permission from SHARE Paper 7 [15] 

Stage of Project Activities Proposed 

SHARE 
projects 

1 2 3 4 

Decision-making 
and project 
development 

Searching literature      

Appraisal of evidence      

Analysis of local data      

Determination of nature and scope of problem      

Clarification of the intervention      

Analysis of feasibility and risk      

Project planning Confirmation and documentation of scope, objectives, background, etc      

Identification of needs of clinical project team      

Identification of stakeholders      

Project 
management 

Confirmation and documentation of governance processes      

Establishment of management and administration systems and processes      

Implementation 
planning 

Capture and analysis of barriers and enablers      

Identification of strategies to address barriers and enablers      

Development of implementation plan (including communication plan)      

Liaison with committees/departments for authorisation of practice change      

Liaison with committees/departments for authorisation of documentation      

Evaluation 
planning 

Development of evaluation framework and plan      

Development of costing/economic evaluation plan      

Identification of relevant tools      

Development of 
data collection 
systems 

Liaison with Health Information Management to determine codes       

Liaison with Clinical Information Management to access patient data      

Liaison with data analysts, statistician, health economist, other experts      

Development of data collection tools       

Development of electronic database (eg Access or Excel)      

Training project workers in use of database programs      

Evaluation Assistance with data entry      

Assistance with data cleaning      

Assistance with data analysis      

Reporting Development of reporting schedule      

Assistance with reporting      
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Aim 4. Program evaluation and research  

Aim 4 addresses the lack of information about factors influencing resource allocation, processes for implementing 
disinvestment decisions, and perspectives and experiences of healthcare staff undertaking disinvestment. 

Although each of the first three aims included evaluation in their pilot and implementation phases, a fourth aim was 
specified to highlight the importance of evaluation, research and dissemination in capturing and understanding what 
happened and sharing this with others interested in developing similar models.  

Aim 4.1 Evaluation and explication 

An evaluation framework and plan was developed for the overall SHARE Program and included evaluation domains, 
audience, scope, evaluation questions, outcomes hierarchy, sources of data, methods of collection and analysis, reporting 
and timelines [139]. More detailed evaluation plans were developed for individual projects.  

Due to the size and complexity of the SHARE Program, its interconnectedness with other Monash Health activities, and 
the inability to separate out factors that influenced economic outcomes, an economic evaluation of the overall program 
was not possible. Economic evaluations were planned for the disinvestment pilot projects and support services, but were 
not undertaken due to the reduction in funding in the final year of the program.   

Factors that influenced development, processes and outcomes of individual projects were identified using an existing 
framework and taxonomy for evaluation and explication of evidence-based innovations [140] which was adapted for use 
in the SHARE Program (Figure 12) [141].  

Figure 12. Four adaptations of a framework for evaluation and explication  

These adaptations are based on an existing framework for evaluation of implementation of an evidence-based innovation [140] 

1. SHARE Program  

Reproduced with permission from SHARE Paper 1 [141].  

A taxonomy for this framework is also available in Paper 1. 
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2. Investigation of organisational decision-making  

Reproduced with permission from SHARE Paper 3 [14] 

 

 

3. Investigation of disinvestment process  

Reproduced with permission from SHARE Paper 6 [27] 

A taxonomy for this framework is also available in Paper 6. 
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4. Investigation of an in-house Evidence Dissemination Service  

Reproduced with permission from SHARE Paper 8 [43] 

A taxonomy for this framework is also available in Paper 8. 

 

Aim 4.2 Action research 

Action research was undertaken based on the “researcher as facilitator for change” model defined by Meyer: 
researchers working explicitly with and for people rather than undertaking research on them [142, 143]. In this capacity, 
CCE staff were both the SHARE project team and the action researchers. An agenda item for ‘Learnings’ was scheduled at 
the beginning of every team meeting. Participants were invited to consider anything that had affected the project since 
the last meeting using the framework ‘what worked, what didn’t, why and how it could be improved’ [116]. Each issue, its 
effect on the project, and potential changes that would build on positive outcomes or remove or minimise future 
problems were discussed. The learnings and actions were documented; actions were assigned, given timeframes and 
followed up to ensure completion. Project team observations and reflections were used for ongoing improvements to the 
program components, implementation and evaluation processes, and explication of the influencing factors. These 
methods worked well. 

Aim 4.3 National workshop 

The first Australian national workshop on disinvestment was conducted to share knowledge and develop links for future 
collaboration. More than 70 participants attended from Australia and New Zealand representing national and state 
government departments, health services and providers, academic and research groups, professional associations and 
consumers. Disinvestment was considered from three perspectives: health policy researchers, health economists and 
health service decision-makers. All findings and presentation materials were published [144, 145].  

Aim 4.4 Dissemination 

To address some of the gaps in knowledge and contribute to the understanding of systematic approaches to 
disinvestment and resource allocation in the local healthcare context, the SHARE Program activities are presented in this 
thematic series. 
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PHASE THREE (SHARE Papers 9 & 10) 

To achieve this aim of addressing some of the gaps in knowledge and understanding of disinvestment at the local level, a 
review of the current literature incorporating the SHARE findings was undertaken. This is presented as two papers; the 
contents of both reviews are listed in Table 24. Paper 9 considers the conceptual elements of disinvestment across four 
themes that have specific relevance to disinvestment in local healthcare services and proposes a new definition and two 
potential approaches to disinvestment [146]. Paper 10 presents the literature from an operational perspective in the 
context of a new framework for disinvestment as a component of resource allocation in the local setting [45].  

Some of the findings from the reviews have been integrated into the discussions above; some additional findings 
particularly relevant to the SHARE Program are summarised briefly below. 

Table 24. Contents of the literature overviews  

Reproduced with permission from SHARE Paper 9 [146] 

Conceptual overview (Paper 9) Operational overview (Paper 10) 

 Terminology and concepts 

 Health technologies 

 Disinvestment 

 Resource allocation 

 Optimising health care 

 Reinvestment 

 Motivation and purpose 

 Impetus for disinvestment  

 Rationale for disinvestment  

 Relationships with other health paradigms 

 Evidence based health care 

 Quality improvement  

 System redesign 

 Health economic approaches 

 Challenges 

 New approach to disinvestment 

 Existing theories, frameworks and models 

 New framework  

 Audience 

 Application 

 Definitions 

 Concepts 

 Components 

 Principles of decision-making 

 Settings  

 Decision-making infrastructure 

 Specific initiatives 

 Individual decision-makers 

 Prompts and triggers 

 Steps in the disinvestment process 

 Methods and tools  

 Barriers and enablers 

 

Terminology and concepts  

There are multiple definitions for the terms ‘disinvestment’ and ‘health technology’, a lack of common understanding of 
the reasons or objectives that underpin the concepts, and disparity in use of the terms between the research and practice 
settings (Tables 25 and 26). This creates difficulties in the interpretation of disinvestment, application of research findings, 
and establishment of a systematic approach in the local healthcare setting.  

In the absence of common terminology, there is one notably consistent message: that the word ‘disinvestment’ has 
negative connotations and is likely to be a barrier to successful implementation of disinvestment-related change. To 
reduce undesirable effects, other terms have been intentionally introduced to replace ‘disinvestment’ (Table 27) and 
other concepts have been proposed as alternative, potentially more successful, approaches. For example, ‘resource 
allocation’ and ‘optimisation of healthcare’ draw the focus away from cost-cutting and redirect it towards effective use of 
limited resources to maximise health gain.
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Table 25. Examples of definitions for disinvestment 
Reproduced with permission from SHARE Paper 9 [146] 

Definition Measure Decision criteria Position   Action 

Disinvestment is an explicit process of taking resources from one service in order to use them for other purposes that are 
believed to be of better value [35]   

Any 
Less value than available 
alternative 

Relative  Reallocation  

Disinvesting in health interventions that offer no or low health gain (eg are unproven, outdated or cost ineffective) 
provides an opportunity to invest in alternative proven and cost effective health interventions [147] 

Effectiveness, Currency 
or Cost-effectiveness  

Unproven, outdated or 
cost-ineffective 

Absolute  Reallocation 

Disinvestment is the process of reducing or ceasing health technologies and clinical practices that provide less favourable 
outcomes than known alternatives [4] 

Any 
Less favorable outcome 
than available alternative 

Relative  
Removal or 
Reduction  

Disinvestment relates to the withdrawing (partially or completely) of health care practices, procedures, technologies and 
pharmaceuticals that are deemed to deliver no or low health gain and are thus not efficient or appropriate health 
resources allocations [82] 

Effectiveness No or low health gain Absolute  
Removal, 
Reduction or 
Restriction 

Disinvestment can take a number of forms in a healthcare setting…and includes full withdrawal or decommissioning, 
retraction, restriction and substitution [12]  Any Unspecified Unspecified 

Removal, 
Restriction or 
Replacement 

Disinvestment refers to processes by which a health system or service removes technologies, without necessarily replacing 
them [33] 

Any Unspecified Unspecified Removal 

Disinvestment relates to the withdrawal of funding from a provider organisation and the subsequent stopping of the 
service [104] Any Unspecified Unspecified 

Defunding 
(resulting in 
Removal) 

Disinvestment includes the withdrawal or reduction of relatively ineffective healthcare, as well as full withdrawal or 
rationing of equally worthy alternatives due to resource constraints [10] 

 Effectiveness  

 Affordability  

 Relatively ineffective 

 Unspecified 

 Relative   

 Absolute 

Removal,Reduction 
or Restriction 

Disinvestment: the displacement of non–cost-effective technologies for resource reinvestment or reallocation [137] Cost-effectiveness Non–cost-effective Absolute Reallocation 

Disinvestment involves the development & application of epidemiological, economic, ethical & policy appraisals of existing 
health care interventions that are cost-ineffective or inappropriately applied within health care, leading to displacement of 
these practices to make way for resource re-allocation towards practices and programs offering greater benefit [148] 

 Cost-effectiveness  

 Appropriate use 

 Cost-ineffective 

 Inappropriate use 
Absolute 

Removal and 
Reallocation 

 

Table 26. Examples of use of the term ‘health technologies’ 
Reproduced with permission from SHARE Paper 9 [146] 

Scope Definition or use 

Definition encompasses all elements across the spectrum of 
healthcare delivery 

“drugs, diagnostic tests, including indicators and reagents, devices, equipment and supplies, medical and surgical procedures, support 
systems, and organizational and managerial systems used across the spectrum of health care”  

Definition based on a selection of elements from the 
extensive list above 

“drugs, devices, procedures and screening” , “drugs, devices and procedures”, “pharmaceuticals, devices, diagnostic tests and interventional 
procedures” 

No definition, but wording suggests that health technologies 
are separate from other elements 

“health care practices, procedures, technologies and pharmaceuticals”, “health technology, drug or intervention”, “health technologies, 
practices, and procedures” 

No definition, but wording suggests  that health technologies  
are products and devices 

“purchasing health technologies”, “maintenance and repair”, “sunk costs and capital infrastructure”, “manufacturers and industry 
stakeholders”, “technology lifecycle”  
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Table 27. Examples of alternatives for the term ‘disinvestment’ 
Reproduced with permission from SHARE Paper 9 [146] 

Scope Alternative terms 

Used interchangeably with disinvestment decommission, remove ineffective services, resource release, defund, ration   

Introduced to capture an aspect of 
disinvestment   

health technology reassessment, de-implementation 

Proposed to capture the process of 
disinvestment better 

displacement, reallocation, reinvestment 

Used to avoid the word disinvestment prioritisation, reappraisal, reprioritisation, optimisation, substitutional  reinvestment,  evidence-
based reassessment, value for money, therapeutic equivalence, allocative reinvestment, 
reducing waste, bending the cost curve, contract variation, contract management, service 
redesign 

 

Motivation and purpose 

While definitions and terminology related to disinvestment are common in the literature, the reasons underpinning 
specific disinvestment activities are not widely discussed although they are likely to affect all aspects of the process from 
identification and prioritisation through to implementation and evaluation. 

Many of the multiple definitions include or imply a reason for disinvestment which can be summarised in seven main 
themes. An eighth option, ‘for any reason’, is added for completeness (Table 28 and Figure 13). There is considerable 
overlap between some themes but others appear to be mutually exclusive. There are many more reasons for removing, 
reducing or restricting use of TCPs from the perspective of a local healthcare service than those captured in the definitions 
for disinvestment (Table 29).  

Understanding the reason for disinvestment is crucial to project planning. If the objective is to reinvest, the savings need 
to be measured and explicit decisions about redeployment of the funds are required. However if the purpose is to reduce 
patient harm or improve health outcomes, the evaluation parameters will be patient measures and there may no savings 
to reinvest and possibly increased costs to find. The barriers and enablers to implementation and evaluation of these two 
scenarios are likely to be quite different. 

Table 28. Examples of reasons for disinvestment from the literature 

Reproduced with permission from SHARE Paper 9 [146] 

Objective Scope 

Any reason 
This is the broadest sense of disinvestment and refers to cessation or limitation of something that was previously in 
practice. It could apply to services, programs, use of equipment or clinical interventions. Words used interchangeably 
with disinvestment in this context are decommissioning, de-implementation, removal, replacement, restriction 

To optimise 
health care 

This is also a broad concept. It incorporates investment, disinvestment and reinvestment. The focus is on effective 
allocation of resources to achieve maximum benefit and combines the concepts of safety, effectiveness, cost-
effectiveness and eliminating waste. The approach of ‘optimal targeting’ is also captured here. 

To optimise 
resource use 

A similarly broad concept to optimising health care with considerable overlap of intentions. The difference is in the 
emphasis on economic outcomes rather than other aspects of health care. This is the objective of Program Budgeting 
Marginal Analysis (PBMA) and other prioritisation activities. 

To improve 
patient outcomes 

This relates to removal of harmful or ineffective practices which result in adverse outcomes for patients and/or 
replacement with more effective alternatives. The focus is safety and effectiveness but the terms ‘low value’ and ‘of 
little or no health gain‘ are also used in this context. There is potential to increase costs rather than save money. 

To reduce  waste 
This could also be thought of as improvement in health service outcomes. From the perspective of disinvestment this 
primarily addresses inappropriate use of diagnostic tests and therapeutic interventions and failure of care coordination.   

To get value for 
money 

This is based on consideration of cost-effectiveness and/or risk-benefit analysis. It may be defined by specifying 
acceptable cost/QALY ratios or based on local values.   

To release 
resources 

This can have two elements: to save money in times of financial constraint or to redirect funds to a preferred 
alternative. Terms used in this context are cost saving, rationing, priority setting, reinvestment and reallocation. Priority 
setting exercises may also have this as an objective to use disinvestment to enable investment. 

To withdraw 
funding 

The focus of this concept is on the process of disinvestment rather than the reason for doing it. Disinvestment defined 
in this way refers to the act of withdrawing funding from a provider organisation which results in cessation of a service. 
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Figure 13. Relationships between reasons for disinvestment 

Reproduced with permission from SHARE Paper 9 [146] 

 

Table 29. Potential reasons for disinvestment in the local healthcare setting 

Reproduced with permission from SHARE Paper 9 [146] 

Financial  
 To save money to meet budget cuts 

 To find money to spend on something else 

 To prioritise where money is spent 

 To redistribute within or between budgets 

 To support investment in new technologies 

 To support continued investment 

 To get value for money 

Patient care 

 To improve patient health outcomes 

 To reduce patient harm 

 To target populations or indications for best results 

 To improve patient flow and reduce waiting times 

 To improve patient satisfaction or reduce inconvenience 

 To improve patient access and equity of service provision 

 To reduce unnecessary tests or treatment 

Organisational 
 To meet strategic goals and priorities 

 To ensure sustainability 

 To increase productivity 

 To work within organisational capacity 

 To work within staff capability 

 To rationalise services eg only provide orthopaedics at hospital A 
and oncology at hospital B 

 To enable system redesign 

 To reduce health service utilisation 

 To reduce risk to staff, finances or reputation 

 To reduce waste 

 To address specific problems 

Health technology, clinical practice or service 
 To keep equipment up-to-date 

 To remove obsolete or superseded technology 

 To remove or restrict TCPs that are harmful 

 To remove or restrict TCPs that have little or no value 

 To replace TCPs with alternatives of greater benefit 

 To remove services that are not performing as intended 

 To remove services that are not meeting the needs of the target 
population 

Economic 

 To maximise benefits from resource use 

 To improve efficiency 

 To maintain quality without extra expenditure 

 To remove TCPs with unacceptable cost per QALY 

External  
 To address political priorities 

 To meet legislative, regulatory or accreditation requirements and 
professional standards  

 To meet national recommendations 

 To address legal and ethical issues 

 To be sensitive to the environment 

Evidence Based Practice 
 To ensure practice is consistent with current evidence 

 To actively identify evidence of harm or lack of effect and remove 
relevant TCPs 

 To update evidence-based guidelines and protocols 

Social judgement 
 To ensure public funds are spent wisely 

 To reduce public funding on discretionary services eg some 
cosmetic procedures 
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Relationship with other healthcare improvement paradigms 

Disinvestment is frequently portrayed as if it is a new paradigm for health improvement. It has been described as an 
‘emerging field’; disinvestment approaches, processes and initiatives are discussed; ‘research agendas’ are considered; 
and the need for mechanisms, frameworks, methods and tools are widely acknowledged. Although there are existing 
health improvement paradigms that address disinvestment-type activities, these are not routinely promoted in 
implementation and evaluation of disinvestment. For example, EBP, quality improvement and system redesign all have 
mature frameworks with validated methods that are widely-used and well-accepted in local health services. It is not clear 
why there is a need for new methods specific to disinvestment in preference to building on existing familiar processes. 

Challenges 

The nature of disinvestment brings some particular challenges to achieving change. These include a sense of loss 
experienced by patients and health professionals; challenges to the clinical expertise of providers; need for more 
convincing evidence before change is accepted; possibility of benefit of the TCP in some cases; heterogeneity of outcomes 
that suggest benefits to some groups but not others; lack of data and formal methods for quantifying savings and 
benefits; lack of standardised methods for decision-making; lack of transparency in disinvestment processes; nomination 
of disinvestment targets by ‘outsiders’ who are not directly involved in use of the TCP; lack of clarity and rationale and 
insufficient information to support disinvestment proposals; and conflicting roles of local decision-makers who wear many 
‘hats’ as advocates for their patients, their department, the health service and the wider population. 

Redefining disinvestment  

There is little evidence of active and successful implementation of specific ‘disinvestment initiatives’ in the local 
healthcare setting and specifically seeking out targets when the expressed aim is ‘to disinvest’ has not been effective. Yet 
successful removal, restriction and replacement of technologies, clinical practices, programs and services are 
commonplace at the health service level. These changes are not called disinvestment and the impetus for change is not 
‘to disinvest’ but to meet more constructive aims such as to improve patient safety, implement evidence-based practices, 
address changing population needs or redirect resources to more pressing priorities. This suggests that the construct of 
‘disinvestment’ may be problematic in the local healthcare setting. After more than a decade of limited success, it may be 
time to consider new ways of approaching disinvestment. To stimulate research and debate, we put forward two options 
that address some of the issues identified [146]. 

The first proposed that if the concept of ‘disinvestment’ is to remain as a specific aim and activity, it must be clarified and 
consolidated from three perspectives: 1) Terminology, to achieve a common understanding of disinvestment between 
researchers and decision-makers and improve communication in disinvestment initiatives; 2) Research, to define and 
agree upon theoretical underpinnings, scope and methodologies; and 3) Application, to define and agree upon 
frameworks, models, methods and tools.   

The second proposed that the concept of disinvestment is 1) simplified so that it is not a specific aim or activity, but is the 
outcome of a resource allocation decision, and 2) assimilated within familiar health improvement paradigms to build on 
existing knowledge and expertise in the health workforce.  

In the second option, the term ‘disinvestment’ would be used in the broadest sense, effectively the opposite of 
investment, as ‘removal, reduction or restriction of any aspect of the health system for any reason’. This can be applied to 
products, devices and equipment; clinical practices and procedures; health services and programs; information 
technology and corporate systems. Unlike most of the research definitions for disinvestment, this version is not 
constrained by a specified purpose (eg withdrawing practices of low value), defined criteria (eg effectiveness or cost-
effectiveness) or anticipated outcome (eg reallocation of resources) which do not address cessation or limitation of TCPs 
for other purposes, based on other criteria, for different outcomes, which are likely to arise in local health services [146]. 

In contrast, we propose that ‘health technologies’ is defined in the narrowest sense, as products, devices and equipment 
(eg prostheses, implantable devices, vaccines, pharmaceuticals, surgical instruments and diagnostic tools) which reflects 
common use by health service staff and consumers but excludes clinical practices, health programs and services, support 
systems, information technologies, and managerial systems which are included in research definitions [45].  

Theories, frameworks and models 

There is little discussion of the role of theory or theoretical approaches to disinvestment in the literature, however 15 
frameworks and models related to disinvestment, resource allocation and priority setting were identified; eight of them 
from the SHARE Program (Table 30). These are mostly conceptual and untested. They include projects to identify and 
disinvest individual TCPs, programs for sector-wide investment and disinvestment, evaluation, and stakeholder 
engagement; but none consider a systematic, integrated, transparent, evidence-based, organisation-wide approach to 
disinvestment at the local level.
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Table 30.   Examples of frameworks and models related to disinvestment 
Reproduced with permission from SHARE Paper 10 [45] 

Framework/Model Setting Aims Method of development Components 

Projects to identify and disinvest individual TCPs 

Framework of 
potential settings 
and methods for 
disinvestment [2] 

Organisation-
wide program 
in local health 
service network  

To identify potential 
settings and methods for 
disinvestment decision-
making within local 
health service systems 
and processes 

Literature review; survey of external 
experts, interviews and workshops with 
local stakeholders 

Three organisational contexts that provide potential opportunities to introduce disinvestment 
decisions into health service systems and processes are presented in order of complexity, time to 
achieve outcomes and resources required: 1. Explicit consideration of potential disinvestment in 
routine decision-making for purchasing and procurement and development of guidelines and 
protocols, 2. Proactive decision-making about disinvestment driven by available evidence from 
published research and local data, 3. Specific exercises in priority setting and system redesign. 

Algorithm for 
selecting a 
disinvestment 
project from a 
catalogue of 
potential 
opportunities [27]  

Organisation-
wide program 
in local health 
service network  

To facilitate decision-
making for identification 
of potential and selection 
of actual disinvestment 
projects 

Literature reviews; surveys, interviews and 
workshops with local stakeholders; 
document analysis; consultation with 
experts; taxonomy development  

Five steps in selection process: 1. Assess highest risk, 2. Assess importance and potential, 3. Assess 
quality and strength of evidence, 4. Assess extent of problem, 5. Assess implications of change. 

Three key decision-making steps between Steps 2 and 3, 3 and 4, and after 5.  

After selection: Notify decision; Implement; Evaluate; Report 

Each step includes the activities, who will undertake them, and the decision options 

Model for an 
Evidence 
Dissemination 
Service [43]   

Organisation-
wide program 
in local health 
service network 

To facilitate use of 
recently published 
synthesised evidence in 
organisational decision-
making 

Literature reviews; surveys, interviews and 
workshops with local stakeholders; 
document analysis; consultation with 
experts; taxonomy development 

Methods and tools to identify sources of high quality synthesised evidence; automate methods of 
capture; classify, collate and store materials in useful categories; prioritise based on user and 
health service needs; repackage into suitable formats based on user needs; identify relevant 
individuals or groups to receive information; disseminate to the appropriate target groups, and 
report use of evidence 

Guideline for Not 
Funding Health 
Technologies 
(GuNFT) [60] 

Two versions 
are provided, 
one for 
application at 
national and 
regional level 
and the other 
at local level. 

To facilitate 
establishment of a 
transparent, systematic 
and explicit process for 
assessing the potential 
for disinvestment in 
certain health 
technologies or in some 
of their indications 

Literature review; face-to-face meeting, 
teleconference and emails using Nominal 
Group Technique with ten experts 
representing health care delivery, 
administration, technology assessment 
and consumers to draft the guideline; 
validation by two external experts in HTA; 
wide circulation for comment and 
approval 

Seven phases: 1. Identification through applications; 2. Validation of applications; 3. Prioritisation 
(if necessary); 4. Assessment; 5. Decision making; 6. Development of an action plan; 7. Diffusion of 
the decision, the reasons why it has been taken and the action plan. Applications are submitted by 
health care professionals; validation, prioritisation and assessment of the applications are 
undertaken by a HTA agency or the health service Technology Assessment Committee; and the 
decision, development of the action plan and diffusion is undertaken by the health service or 
regional health authority management team or other multidisciplinary body. Tools are available. 

Disinvestment 
framework to guide 
resource allocation 
decisions in health 
service delivery [59]  

Health service 
delivery 
organisations 

To aid disinvestment 
activity in the local 
setting. 

Thematic analysis of systematic review and 
a scoping review of the public sector and 
business literatures. Draft framework 
critiqued by Decision Maker Advisory 
Committee (Chief Financial Officers from 
Canadian health services) and External 
Reference Group (international academics) 
before being finalised. 

Seven steps: 1. Determine objectives and scope; 2. Identify strategic priorities; 3. Identify options 
and risk; 4. Rank options; 5. Develop implementation plan; 6. Conduct disinvestment; 7. Assess 
outcomes and processes. Oversight Committee (senior managers and clinical leaders) is responsible 
for the majority of the process components including making final decisions; independent 
Assessment Committee (managers, clinicians, other staff and public representatives) defines the 
criteria, weights and scale used to assess disinvestment options, Support Committee (researchers 
and financial personnel) assists in the assessment of disinvestment options in the form of evidence, 
financial analysis and evaluative measures. 
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Programs for sector-wide investment and disinvestment 

Framework of 
components in the 
resource allocation 
process [14]  

Organisation-
wide program 
in local health 
service network 

To represent 
components in the 
process of resource 
allocation and the 
relationships between 
them  

Interviews and workshops with 
stakeholders, thematic analysis of 
responses, document analysis, use of 
existing frameworks to synthesise findings 

Eight components: Governance, Administration, Stakeholder engagement, Resources Decision-
Making, Implementation, Evaluation, and, when appropriate, Reinvestment. 

Details of elements of structure and practice within each component are provided.  Structure is 
described as ‘who’ and ‘what’ and includes people, systems, policies, requirements, 
relationships and coordination. Practice addresses ‘how’ through processes, procedures, rules, 
methods, criteria and customs. 

Model for 
Sustainability in 
Health care by 
Allocating 
Resources 
Effectively (SHARE) 
[3] 

Organisation-
wide program 
in local health 
service network 

To develop, implement 
and evaluate 
organisation-wide 
systematic, transparent, 
accountable and 
evidence-based decision-
making systems and 
processes  

Three literature reviews; online survey, 
interviews and structured workshops with 
stakeholders; consultation with experts in 
disinvestment, health economics and 
health program evaluation; drafted in 
consultation with staff, consumers and 
external experts; assessed against 
framework for success and sustainability  

Four components, each with multiple elements: 1. Systems and processes; 2. Disinvestment 
projects; 3. Support services; 4. Program evaluation and research 

The model outlines each component and the relationships between them, their aims and 
activities as well as the underlying principles and the preconditions required for success and 
sustainability. There is also detailed discussion of the antecedents, barriers and enablers. 

New Zealand 
National Health 
Committee 
Workplan [61]  

National 
government 
decision-
making 

To provide the Minister 
of Health with 
recommendations for 
use and funding of health 
technologies 

Not documented The program addresses which technologies should be publicly funded, to what level and where 
technology should be provided and how new technology should be introduced and old 
technology removed. 

Six phases: 1. Identification, 2. Prioritisation, 3. Analyse and Assess, 4. Recommend, 5. 
Implement, 6. Evaluate. 

Health technology 
reassessment and 
decommissioning 
framework/model 
[137] 

National or 
provincial 
government 
decision-
making 

To create a model for 
assessing the health 
technology life cycle to 
identify and delist 
obsolete technologies 

Focused narrative literature review and 
input from experts. 

Two components: 1. Health technology life cycle and reassessment, 2. Reassessment and 
Decommissioning Model, with Oversight Committee, Triggers, and Possible Outcomes. 

Second component includes triggers and processes, structure (oversight committee), decisions 
and outcomes 

Program evaluation  

Framework for 
evaluation of 
priority setting 
[149] 

National, 
regional and 
individual 
healthcare 
facilities  

To develop a framework 
for the evaluation of 
priority setting practice 
at macro and meso levels  

Literature review and thematic analysis Two evaluation domains: 1. Consequentialist outcomes: Efficiency, Equity, Stakeholder 
satisfaction, Stakeholder understanding, Shifted (reallocation of resources), Implementation of 
decisions, 2. Proceduralist conditions: Stakeholder engagement, Empowerment, Transparency, 
Revisions, Use of evidence, Enforcement, Community values 

 

SHARE Program 
Evaluation 
Framework and 
Plan [3] 

Organisation-
wide program 
in local health 
service network 

To assess the 
effectiveness of the 
SHARE program, 
implementation fidelity 
and factors for successful 
change 

 

Drafts prepared by project team in 
consultation with Consultant in Health 
Program Evaluation to meet the 
information needs of key stakeholders and 
the internal capacity of staff conducting 
the project; revised and finalised in 
consultation with key stakeholders 

Seven evaluation domains: 1. Improved patient care, 2. Improved resource allocation for health 
technologies and clinical practices, 3. Improved decision-making, 4. Improved staff capacity in 
use of evidence and data in decision-making and implementation of practice change, 5. Barriers 
and enablers, 6. Implementation fidelity, 7. Sustainability and spread. Includes an outcomes 
hierarchy based on the SHARE program components and a research program based on a 
theoretical framework for implementation of an evidence-based innovation. 
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Framework for 
evaluation and 
explication of the 
processes and 
outcomes of a 
disinvestment 
project [27]  

Organisation-
wide program 
in local health 
service network 

To adapt a framework 
and taxonomy for 
evaluation of evidence-
based innovations to 
enable evaluation and 
explication of 
disinvestment projects 

Literature review, surveys and interviews 
with stakeholders 

Three components: 1. Determinants of effectiveness (characteristics of external environment, 
organisation, proposal for change, rationale and motivation, potential adopters, potential 
patients, identification process, prioritisation and decision-making process, implementation 
plan, implementation resources); 2. Process of change (delivery of implementation strategy and 
stages of change); 3. Outcomes (process and impact for patient, practitioner, systems, 
economic, reinvestment, sustainability and spread).  

Taxonomy containing details within each component is provided. 

Integrative 
framework for 
measuring overuse 
[150] 

Relevant 
settings within 
health care 
systems 

To assess the impact of 
efforts to reduce low-
value care. 

Not documented Provides list of measurement tools linked to specific project/program goals and discusses 
advantages and disadvantages of each approach 

Stakeholder engagement 

SHARE model for 
incorporating 
consumer views 
into decisions for 
resource allocation 
[19] 

Organisation-
wide program 
in local health 
service network 

To involve consumers in 
organisation-wide 
decision-making, capture 
their perspectives and 
incorporate them into 
decisions for resource 
allocation. 

Literature review, individual and group 
interviews with Consumer Working Group 
and health service staff, workshop with 
Community Advisory Committee, drafting 
and revision with consumer participation. 

Four components: 1. Principles, 2. Scope, 3. Preconditions, 4. Activities 

Activities include Consumer engagement (communication, consultation and participation) and 
use of Consumer evidence (consumer perspectives found in publications and data sources). 
Details of activities are reported in the context of the components of the resource allocation 
process noted above  

New Zealand 
National Health 
Committee 
Workplan [61] 

National 
government 
decision-
making 

To seek advice and 
engage with the health 
sector 

Not documented Tiered approach to engage with and seek advice from clinicians via colleges and specialty 
societies; providers such as District Health Boards, NGOs and private facilities via Health Sector 
Forum; international Health Technology Assessment agencies; Universities and Research 
Institutes, international and domestic manufacturers. 

 

 



  

59 

  

 

New framework for an organisation-wide approach to disinvestment in the local healthcare setting  

While there is no overarching framework for disinvestment in this context, there are clear and consistent messages in the 
literature which are used as the basis for a new framework for operationalising disinvestment (Figure 14). The details of 
each of the framework components are clearly articulated in the literature and many are derived from extensive work 
with stakeholder groups including decision-makers, policy-makers, health service staff, patients and members of the 
public. 

The framework is proposed as an organisation-wide application, embedded within existing systems and processes, which 
can be responsive to local needs and priorities, and employed in policy, management or clinical contexts. 

It brings together the definitions, concepts, principles, decision-making settings, potential prompts and triggers to 
consider disinvestment, and steps in the disinvestment process found in the literature. It also seeks to remove barriers 
when it is possible to do so through establishment of new or adjustment of existing operational mechanisms.  

Definitions for essential terms and key concepts underpinning the framework have been made explicit to address the lack 
of consistent terminology. To avoid the negative connotations of the term ‘disinvestment’ and the problems inherent in 
considering disinvestment in isolation, the proposed framework is based on ‘resource allocation’ to address the spectrum 
of decision-making from investment to disinvestment. 

The framework is composed of three interconnected and interdependent components: 1) a program for organisation-
wide decision-making, 2) projects to implement decisions and evaluate outcomes, and 3) research to understand and 
improve the program and project activities. The program consists of principles for decision-making and settings that 
provide opportunities to introduce systematic prompts and triggers to initiate disinvestment. The projects follow the steps 
in the disinvestment process. Each component has a number of elements which are outlined in detail in Paper 10 and 
summarised in Tables 31-35. 

Potential methods and tools are presented and discussed in Paper 10, however the framework does not stipulate project 
design or conduct; allowing application of any theories, methods or tools at each step. Barriers are discussed and 
examples illustrating constituent elements are provided (Table 36).  

Key findings and recommendations 

The key findings and recommendations from the overall SHARE Program are summarised in Table 37.
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Figure 14. Framework for an organisation-wide approach to disinvestment in the local healthcare setting 

Reproduced with permission from SHARE Paper 10 [45] 
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Table 31. Definitions underpinning the framework for an organisation-wide approach to disinvestment 
Reproduced with permission from SHARE Paper 10 [45] 

Health technologies Health products, devices and equipment used to deliver health care (eg prostheses, implantable devices, vaccines, 
pharmaceuticals, surgical instruments, telehealth, interactive IT and diagnostic tools). This is a narrow definition 
reflecting the common use by health care decision-makers and consumers. Clinical practices, support systems, or 
organisational and managerial systems are NOT considered to be health technologies in this context. 

Health technologies 
and clinical practices 
(TCPs) 

Therapeutic, preventative and diagnostic procedures (eg use of products, devices and equipment PLUS medical, 
surgical, nursing, allied health and population health interventions). This is a pragmatic term to reflect the scope of 
most resource allocation decisions in the local healthcare context. 

Health programs and 
services  

Agencies, facilities, institutions and the components within them that deliver health care, rehabilitation or population 
health practices such as health promotion and education. 

Disinvestment Removal, reduction or restriction of any aspect of the health system for any reason. Removal indicates complete 
cessation, reduction is a decrease in current volume or delivery sites, and restriction is narrowing of current 
indications or eligible populations. This is a broad definition, in essence the conceptual opposite of investment. This 
could apply equally to products, devices and equipment; clinical practices and procedures; health services and 
programs; information technology and corporate systems. 

Principles Fundamental qualities or elements that represent what is desirable or essential in a system. 

Criteria Standards against which alternatives can be judged in decision-making. 

Routine decisions Decisions made on a recurring basis or scheduled via a timetable eg annual budget setting processes, six-monthly 
practice audits, monthly Therapeutics Committee meetings, reviews of protocols at specified intervals after their 
introduction, etc. 

Reactive decisions Decisions made in response to situations as they arise eg new legislation, product alerts and recalls, applications for 
new drugs to be included in the formulary, critical incidents, emerging problems, etc.    

Proactive decisions Decisions driven by information that was actively sought for the purpose of healthcare improvement eg accessing 
newly published synthesised research evidence such as Cochrane reviews or Health Technology Assessments to 
compare against current practice, interrogating routinely-collected datasets to ascertain practices with high costs or 
high rates of adverse events, etc. 

Prompt An informal reminder or encouragement for thought or action. 

Trigger A formal mechanism that initiates or activates a reaction, process or chain of events. 

Diffusion Passive processes by which an innovation is communicated over time among members of a social system; usually 
unplanned, informal, untargeted, uncontrolled, decentralised, and largely horizontal or mediated by peers. 

Dissemination Active processes to spread knowledge or research eg publications, presentations and other deliberate strategies; 
planned, formal, often targeted, controlled or centralised, and likely to occur more through vertical hierarchies.  

Maintenance  Active processes to sustain recently implemented change after project support is removed; to integrate the change 
into organisational systems, processes and practices; and to attain long-term viability of the change. 

Methods and tools Approaches, instruments or other resources that identify ‘what’ tasks are needed at each step and/or ‘how’ to 
undertake them. This is a pragmatic inclusive definition developed for use in this overview to assist health service staff 
in disinvestment. This broad definition allows frameworks and models to be included if they meet these criteria. 
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Table 32.   Concepts underpinning the framework for an organisation-wide approach to disinvestment 
Reproduced with permission from SHARE Paper 10 [45] 

Concept Implication for framework 

Use of the term disinvestment as a driver or justification for change is associated with negative 
connotations such as focusing on cost cutting, engendering suspicion and distrust, and getting 
stakeholders offside.  

Do not use ‘disinvestment’ as 
the basis for the framework or 
the aim of change initiatives 

Conducting disinvestment activities independently of existing systems and processes does not represent 
the reality of health service decision-making. It may be counterproductive: lacking incentives for change 
and introducing disincentives. Disinvestment should not be considered as an isolated activity, but 
integrated within existing systems and processes in the context of all resource allocation decisions, 
covering the spectrum from investment to disinvestment. 

Implement disinvestment 
activities in the context of 
‘resource allocation’ 

Removal or restriction of practices that are harmful or of little or no value; replacement of inferior 
practices with more effective or cost-effective alternatives; and reduction of organisational waste, 
systematic error and inappropriate use of TCPs all arise from good policy, management and clinical 
decisions. If these are based on evidence from research, local data and/or stakeholder views there are 
sound positive drivers for action. There is no need for the concept of disinvestment to be introduced as a 
reason for change. Focus on the positive reasons 

driving removal, reduction or 
restriction of current practices 

 

Use existing systems, 
processes, expertise, methods 
and tools whenever possible 

It has been proposed that disinvestment activities are more likely to be successful if decisions are 
transparent, integrated into everyday decision-making and central to local planning rather than ad hoc 
decisions, individuals ‘championing’ causes or standalone projects 

Disinvestment driven from a positive perspective focusing on optimisation of health care through 
allocation or reallocation of finite resources for maximum effectiveness and efficiency is more likely to be 
successful. 

Existing healthcare improvement paradigms such as Knowledge Translation, Evidence Based Practice, 
Quality Improvement, System Redesign and Health Economics offer theories, frameworks, methods and 
tools for decision-making, implementation and evaluation that can be applied to disinvestment. 
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Table 33.   Principles for a program of decision-making for resource allocation 
Reproduced with permission from SHARE Paper 10 [45] 

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. [49, 50, 151] 

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. 
[144, 152] 

Timeframes 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. [3, 10, 49, 
53, 59, 147, 153-155]  

ETHICS 

Justice Maximise outcomes; direct resources for the greatest utility or benefit for the most people, the ‘greatest good for the greatest number’. [51, 136, 156-161] 

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). [44, 51, 53, 69, 71, 72, 104, 159-
165] 

Equity 

                                  

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. [26, 49, 52, 62, 71, 104, 149, 158-162, 164-168] 

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). [26, 52, 69, 159, 162-164, 169]  

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. [104, 153, 162] 

Honesty  Be truthful. Do not lie or hide things. [153, 164] 

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. [156] 

Patient autonomy Empower and encourage patients to make informed decisions about their treatment. Safeguard patient choice and informed consent. [156, 159, 170] 

Privacy Ensure patient confidentiality at all times. [156] 

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. [5, 7-11, 13, 14, 44, 48, 49, 51, 53, 62, 69, 71, 81, 103, 147, 149, 153, 155, 158, 162-165, 167, 170-172] 

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. [11, 14, 49, 53, 54, 103, 104, 158, 163] 

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. [26, 51, 53, 54]   

Enforcement Implement mechanisms to ensure firstly that all principles are adhered to and secondly that decisions are enacted as planned. [51, 53, 135, 149, 159, 160, 163, 172-174] 

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. [3, 10, 13, 26, 53, 59, 62, 104, 153] 

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. [26, 171, 175] 
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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. [3, 5, 13, 49, 53, 
59, 70, 151, 163, 176, 177] 

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. [3, 8, 11, 49, 53, 54, 59, 100, 104, 133, 147, 162, 171, 178] 

Alignment Align decision-making systems and processes with the institutional mandate, priorities, strategic goals and objectives. Integrate operational aspects within relevant business plans. [3, 11, 
49, 59, 62, 147, 155, 177, 179] 

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. [26, 62, 147, 149, 161, 163, 167, 171, 175] 

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. 
[11, 26, 153, 161, 180] 

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. [10, 11, 26, 49, 51, 53, 70, 71, 
104, 147, 158-160, 163] 

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. [3, 5, 8, 
10, 11, 29, 33, 50, 51, 59, 62, 70, 71, 81, 104, 133, 149, 153, 155, 157, 159, 163, 164, 167, 177, 179, 181-185] 

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. [158, 162-164, 177, 180] 

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.  

[7, 69, 71, 104, 158, 160, 162-164, 171, 186]  

Appeals process Establish formal mechanisms, transparent rules and requirements, to review, revise or appeal decisions. Correct errors and address disagreements constructively. [104, 149, 158, 160, 161, 
164, 167, 171]  

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.  

[8, 19, 62, 69, 147, 153, 155, 158, 161, 171, 177, 180]  

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.   
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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 [149]. 

RESOURCES 

Funding Provide adequate funding to underpin the systems and processes to make, implement and evaluate decisions. [14, 62, 147, 155, 163, 167, 177, 179, 187] 

Time Allow all relevant stakeholders to take sufficient time for participation. [48, 50, 53-55, 153, 188] 

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. [3, 8, 10, 12, 30, 49, 50, 54, 59, 60, 82, 83, 147, 155, 163, 177, 179, 185] 

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. [26, 30, 49, 53, 54, 62, 153, 163, 167, 171] 

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. [3, 8, 
10, 12, 30, 49, 50, 54, 59, 60, 82, 83, 147, 163, 185] 

PRECONDITIONS 

Leadership  Appoint and train established and emerging leaders with strengths in negotiation and conciliation, political and cultural awareness and sensitivity. [3, 8, 10, 49, 53, 54, 60-62, 153, 155, 171, 
176, 177, 179, 180] 

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. [3, 8, 10, 49, 53, 54, 60-62, 153, 171, 176, 180]  

Influence  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. [3, 26, 149, 155, 177, 179, 
188-191] 

Support  Provide support to those involved by endorsing and promoting decisions, trouble-shooting and problem solving, addressing personal and professional needs, etc. [3, 6, 8, 26, 54, 62, 69, 82, 
103, 151, 153, 155, 157, 170, 173, 177, 180, 192-196] 

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. [3, 54, 62, 136, 
179, 180] 

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. [10, 52, 62, 104, 151, 163, 171] 

RESEARCH 

Consider the role of and opportunities for research in new systems and processes; theories, frameworks and models; methods and tools. 
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Table 34.   Examples of activities and settings for disinvestment within decision-making infrastructure 
Reproduced with permission from SHARE Paper 10 [45] 

Activity  Example   Routine Reactive Proactive 
Priority 
Setting 

Meeting external 
requirements 

 Addressing legislative, regulatory and accreditation requirements, national and professional standards, etc     

 Responding to product alerts and recalls     

Setting budgets   Determining sources of income and items of expenditure      

Spending money  

 Introducing new items to funding lists. Examples include, but are not limited to, national health schemes, insurance benefits 
schedules, institutional lists of permitted TCPs, formularies. 

    

 Commissioning health services and programs     

 Procuring capital works, plant and equipment     

 Purchasing clinical consumables      

 Assessing grant and funding applications     

Allocating non-monetary 
resources 

 Allocating people, time, access to facilities, etc     

 Developing guidance documents, promotional information or educational materials that indirectly allocate resources. 
Examples include, but are not limited to, peak body recommendations, clinical guidelines, protocols, standard operating 
procedures, decision support systems, posters, presentations. 

    

Making strategic and 
operational decisions 

 Developing goals and strategies for Strategic Plans     

 Developing outcomes measures and targets for Business Plans      

Using evidence to initiate 
and/or inform decisions 

 Updating existing evidence, undertaking Health Technology Reassessment, etc      

 Accessing and utilising research evidence, population health data, local health service data, consumer and staff feedback      

Evaluating outcomes of 
previous decisions and 
projects 

 Monitoring, evaluating and reporting of all newly introduced TCPs to see if they perform as expected, post marketing 
surveillance 

    

 Monitoring, evaluating and reporting of purposive or random samples of decisions     

 Monitoring, evaluating and reporting of purposive or random samples of projects     
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Table 35.   Examples of systematic prompts and triggers to initiate disinvestment decisions 
Reproduced with permission from SHARE Paper 10 [45] 

Approve introduction or continuation of TCPs for limited time only and require review of desired outcomes, costs, etc before re-approval is granted at end of time period 

Approve new guidelines and protocols for limited time only and require review of evidence, costs, etc and appropriate revision before re-approval is granted at end of time period 

Include steps that consider disinvestment of existing practices in manuals for guideline and protocol development 

Include steps that consider disinvestment of existing practices in checklists for a range of organisational decisions 

Add consideration of disinvestment to templates for meeting agendas where appropriate 

Mandate consideration of disinvestment in procurement processes: include in requistion documents and require sign off by relevant body overseeing disinvestment at appropriate level  

Systematically ascertain evidence from research, data or stakeholder feedback, send directly to decision-makers and seek and/or require response 

Incorporate flags and/or question use of low value TCPs in clinical decision support systems   

Build questions about potential disinvestment into business case templates and application forms for grants, changes to formulary, introduction of new TCPs, etc 

Introduce requirements for consideration of disinvestment into documents governing scope of decisions such as position descriptions and committee Terms of Reference 

Add prompts to consider disinvestment to data reports, scorecards, dashboards, etc 

Add prompts to consider disinvestment in project management templates and training programs for project management, change management, quality improvement processes, etc  

Build disinvestment into strategic planning processes 

Build disinvestment KPIs into business plans or performance plans 

Consider ‘one for one’ swaps where a new TCP can only be introduced if an old one is removed 
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Table 36.   Examples of potential barriers to disinvestment  
Reproduced with permission from SHARE Paper 10 [45] 

Common to all aspects of disinvestment 
 Lack of common terminology, theories, tested frameworks and 

models, proven methods and tools 
 The word ‘disinvestment’ generates negativity and mistrust  
 Divergent understanding of the concept of disinvestment between 

researchers and health service decision-makers 
 Lack of guidance and/or successful examples to follow 
 Lack of resources particularly time, funds and skills  
 Lack of any of the elements of the framework 
 Resistance to change 

Identification of disinvestment opportunities   
 Health Technology Reassessment (HTR) not conducted routinely 
 Public and private funding focused on HTA rather than HTR  
 Insufficient ‘unequivocal’ evidence to disinvest 
 Lack of mechanisms to identify disinvestment targets 
 Difficulties in producing, accessing & interpreting economic data  
 Willingness to use lower quality evidence to maintain status quo 

Implementation   
 Inadequate project timelines 
 Lack of funding for implementation  
 Lack of skills in project management  
 Lack of skills in change management  
 Loss of patient choice 
 Loss of perceived entitlement to treatment 
 Loss of clinical autonomy 
 Clinician reluctance to remove practices they perceive as integral 

to their professional practice and identity 
 Loss of perceived benefit of intervention being removed 
 Perceived criticism of practice and/or practitioners 
 Perception that management priority is only to save money 
 Lack of incentives, presence of disincentives 
 Lack of data to substantiate need 
 Gains from disinvestment less readily measured and may not 

happen, but losses from disinvestment are immediate 
 Complexity of practice change if disinvestment limited to certain 

groups or for certain indications 
 Lack of coordination between projects resulting in gaps and 

duplication 
 Stakeholder fatigue and disillusionment with constant change 

Prioritisation and decision-making  
 Lack of knowledge of available tools 
 Unfamiliarity with economic evaluations 
 Disagreement with assumptions in economic evaluations  
 Difficulties estimating marginal costs 
 Reluctance to disinvest if there are sunk costs in existing 

technology and supporting capital infrastructure  
 Reluctance to expend effort in disinvestment if benefits not clear 
 Gains from disinvestment are less readily measured and may not 

happen but losses from disinvestment are immediate 
 Strength of vested interests and lobby groups 
 Lack of negotiating skills making it difficult to resist opposition 
 Conflicting priorities between decision-makers 
 Conflicting priorities between local, regional and national levels 
 Reluctance to disinvest due to heterogeneity of outcomes and/or 

if there is potential for benefit in some subgroups or individuals 
 Controversy associated with removal of an effective TCP in favour 

of a more cost-effective alternative and/or where there is lack of 
evidence of effect but general perception that it works 

 Sensitivity of disinvestment target eg children, cancer, end of life 
 Lack of decision-making processes 
 Lack of integration with other decision-making processes 
 Requirement for prospective data collection or further research to 

provide enough information for decision 
 Difficulty making choices and reallocating resources across and 

between programs. Easier when done within programs but this 
has limited effectiveness. 

 Difficulty making choices between competing sectors or 
paradigms eg cure versus prevention, acute versus community 
care, drug therapy versus counselling 

 Decision-makers not held in sufficiently high regard for decisions 
to be respected and enforced 

 Perceived influence of power imbalances and hidden agendas  
 Political challenges 

Establishment and delivery of program  
 Lack of communication between agencies 
 Autonomy of agencies resulting in multiple different systems  
 Wastage of resources by duplication of effort, particularly in HTA 
 Lack of resources to support policy mechanisms 
 Lack of appropriate data collection systems 
 Cost of appropriate data collection systems 
 Lack of political, clinical, or administrative will to achieve change 
 Difficulty establishing systems and processes to assess choices and 

reallocate resources across and between programs. Easier when 
done within programs but this has limited effectiveness. 

 Difficulty establishing systems and processes between competing 
sectors or paradigms eg cure versus prevention, acute versus 
community care, drug therapy versus counselling 

 Lack of coordination and integration of systems and processes 
 Short-termism in government policy 
 Conflicting priorities – at individual levels, and/or between levels 
 System inertia 
 Longstanding structures, institutional practices and organisational 

relationships 
 Poor understanding of organisational practices and relationships 
 Lack of established triggers to initiate disinvestment discussions  
 Scarcity of strategic plans that include disinvestment  
 Lack of incentives, presence of disincentives 
 Fee for service models reward quantity not quality 

Monitoring and evaluation   
 Routinely-collected data not valid or reliable, often out-of-date 
 Routinely-collected data not precise or specific enough  
 Cost of obtaining appropriate data 
 Lack of post-market surveillance 
 Lack of methods to quantify savings 
 Distrust of reasons for monitoring and evaluation 

Reinvestment    
 Lack of methods for reallocating resources released 
 Lack of examples of successful reinvestment 
 Some cost savings may not be realised eg length of stay reduced 

but beds immediately filled with other patients of greater acuity 

Research   
 Assumptions that current practice is effective 
 Ethical objections to randomising patients to control groups 
 Resistance to enrolling patients in trials due to belief in 

intervention 
 Difficulty getting funding to research existing practices 

Stakeholder engagement  
 Lack of stakeholder commitment 
 Stakeholder inertia 
 Difficulty identifying and engaging multiple diverse stakeholders 
 Resistance to, or lack of understanding of consumer participation 
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Table 37. Key messages and recommendations 
Reproduced with permission from SHARE Paper 11 [197]  

Disinvestment in general Source* 

Understanding of systems, processes and influencing factors at the local health service level are important for successful disinvestment. A 

Single definitions for disinvestment and health technologies, are needed with agreement between researchers, policy makers and health service decision-makers [45, 146]. We propose the following 
definitions. 

 Disinvestment is removal, reduction or restriction of any aspect of the health system for any reason. Removal indicates complete cessation, reduction is a decrease in current volume or delivery 
sites, and restriction is narrowing of current indications or eligible populations. This is a broad definition, in essence the conceptual opposite of investment. It is an outcome of, rather than a reason 
for, a resource allocation decision. It is not burdened with the explanations and caveats of current research definitions. This could apply equally to products, devices and equipment; clinical 
practices and procedures; health services and programs; information technology and corporate systems.  

 Health technologies are products, devices and equipment used to deliver health care (eg prostheses, implantable devices, vaccines, pharmaceuticals, surgical instruments, telehealth, interactive IT 
and diagnostic tools). This is a narrow definition which reflects the common use by decision-makers and consumers in the local health care setting. Clinical practices, support systems, and 
organisational and managerial systems are not considered to be health technologies in this context. 

 Health technologies and clinical practices (TCPs) are therapeutic, diagnostic and preventative interventions (eg use of products, devices and equipment PLUS medical, surgical, nursing, allied health 
and population health activities). This is a pragmatic definition that reflects the scope of most resource allocation decisions related to delivery of health care in the local setting. 

 Health programs and services are agencies, facilities, institutions and the components within them that deliver acute health care, rehabilitation or population health practices such as health 
promotion and education. 

C 

Avoid the term ‘disinvestment’, it is viewed negatively and perceived as ‘cost-cutting’. [2, 3, 45, 146] A 

Do not to aim ‘to disinvest’ [27, 146] 

 TCPs, services and programs that harm patients, diminish health outcomes, impair health care delivery, increase costs unnecessarily or result in organisational waste should be removed, reduced or 
restricted to address these adverse outcomes. 

 If there are opportunities to replace TCPs, services and programs that are safe, effective and cost-effective with others that offer greater advantage no explanation is needed other than the 
expected benefit.  

 If budgets are cut or funding is required for high priority activities it is worth remembering that health service staff place a high value on transparency and are disillusioned by attempts to disguise 
cost reduction methods. 

A 

Do not develop ‘disinvestment’ as a health improvement strategy or research domain [27, 146].  

Expand existing healthcare improvement paradigms and research domains (eg EBP, health technology assessment, guideline development, implementation science, knowledge translation, quality 
improvement, system redesign, health economics, etc) to address the need for theories, frameworks, methods and tools for [2, 3, 14, 15, 27, 43, 45, 146]: 

 systematic and proactive identification of harmful, ineffective and inefficient TCPs, services and programs 

 implementation of interventions to remove, reduce or restrict TCPs, services and programs 

 evaluation of the process, impact and outcomes of these changes 

 measurement of savings if possible 

 reallocation of resources if appropriate 

A 

The principles for a rigorous, evidence-based approach to decision-making for disinvestment in the context of all resource allocation decisions are incorporated into the Framework for an organisation-
wide approach to disinvestment in the local healthcare setting (Figure 5) 

A 
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Disinvestment in the local health service setting  

Decisions to proceed with a project to implement change are often made without consideration of research evidence and local data and are not well-defined in terms of the intervention, practitioner 
group, patient population, indications, etc.  

Clinicians are frequently asked to undertake projects in their area of clinical expertise but they lack knowledge and skills in project management, implementation and evaluation. 

Clinicians are usually required to conduct a project in addition to their normal duties but without additional time or resources. 

Health service staff are well aware of their limitations and those of their colleagues in undertaking projects and they welcome advice and support. 

There are many decision-making settings and processes within health services 

There are many components in the research allocation process in addition to decision-making that need to be addressed 

Insufficient resources and skills in decision-making, implementation and evaluation 

Staff need support 

A 

Decision-making for resource allocation at the local level is not homogenous. Contrary to some assumptions in previous studies, there are multiple layers of decision-making with different actors, criteria, 
systems and processes. [14] 

D 

There is a need for proactive methods to access and utilise high quality synthesised evidence in the research literature, routinely-collected local health service data and sources of consumer information to 
identify and drive disinvestment initiatives [2, 19, 45] 

A 

Introduce a framework for an organisation-wide approach to disinvestment underpinned by evidence-based principles [45]  A 

Focus on optimising health care and using resource effectively rather than cost-cutting A 

Implement systematic, transparent, evidence-based methods that integrate with, or build upon, existing decision-making systems and processes to identify TCPs that should be removed, reduced or 
restricted. [2, 45] 

D 

Consider settings for decisions about both monetary (eg capital procurement and clinical purchasing) and non-monetary (eg development and authorisation of guidelines and protocols that stipulate use of 
drugs or equipment, recommend diagnostic tests, specify referral mechanisms etc) resources as opportunities to identify TCPs that should be removed, reduced or restricted. [2, 3, 27, 45] 

D 

If seeking opportunities to save money by removing, reducing or restricting TCPs, use a systematic transparent process rather than ad hoc nominations from individuals. [27, 146] A 

Ensure that proposals are fully developed before making decisions to proceed including consideration of research evidence and local data to determine the nature and scope of the problem and the most 
effective solution; clarification of the intervention and scope of the project in terms of practitioner group, patient population, indications, etc; and assessment of feasibility, risk and cost of implementation 
and evaluation.[15] 

D 

Integrate activities to remove, reduce or restrict TCPs within the language and methods and tools of familiar health service improvement paradigms such as EBP, quality improvement and system redesign 
rather than the construct of ‘disinvestment’.[14, 45, 146] 

A 

Include appropriate stakeholder consultation in making, implementing and evaluating decisions to disinvest. [19, 45] A 

Develop mechanisms to receive and act upon consumer or community-initiated feedback on resource allocation decisions. [19] D 

*Key  

A Based on findings from literature reviews, and local and/or expert respondents, and outcomes of SHARE investigations 

B Based on findings from literature reviews, and local and/or expert respondents (SHARE investigations incomplete due to local barriers or reduced timelines) 

C Based on findings from literature reviews alone [45, 146] (not investigated in SHARE projects) 

D Based on findings of SHARE investigations alone (not found in other literature) 
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