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Abstract

Background: This is the fifth in a series of papers reporting Sustainability in Health care by Allocating Resources
Effectively (SHARE) in a local healthcare setting. This paper synthesises the findings from Phase One of the SHARE
Program and presents a model to be implemented and evaluated in Phase Two. Monash Health, a large healthcare
network in Melbourne Australia, sought to establish an organisation-wide systematic evidence-based program for
disinvestment. In the absence of guidance from the literature, the Centre for Clinical Effectiveness, an in-house
‘Evidence Based Practice Support Unit’, was asked to explore concepts and practices related to disinvestment,
consider the implications for a local health service and identify potential settings and methods for decision-making.

Methods: Mixed methods were used to capture the relevant information. These included literature reviews; online
questionnaire, interviews and structured workshops with a range of stakeholders; and consultation with experts in
disinvestment, health economics and health program evaluation. Using the principles of evidence-based change,
the project team worked with health service staff, consumers and external experts to synthesise the findings from
published literature and local research and develop proposals, frameworks and plans.

Results: Multiple influencing factors were extracted from these findings. The implications were both positive and
negative and addressed aspects of the internal and external environments, human factors, empirical decision-
making, and practical applications. These factors were considered in establishment of the new program; decisions
reached through consultation with stakeholders were used to define four program components, their aims and
objectives, relationships between components, principles that underpin the program, implementation and
evaluation plans, and preconditions for success and sustainability. The components were Systems and processes,
Disinvestment projects, Support services, and Program evaluation and research. A model for a systematic approach
to evidence-based resource allocation in a local health service was developed.

Conclusion: A robust evidence-based investigation of the research literature and local knowledge with a range of
stakeholders resulted in rich information with strong consistent messages. 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.
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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
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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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SHARE
Sustainability in Health care by Allocating Resources Effectively
STEP 1 STEP 2 f STEP 3 STEP 4
Identify need for change Develop proposal for change J| Implement change proposal Evaluate outcomes of change
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\Use action research methods: Document, investigate and learn from barriers and enablers encountered in the change process
Fig. 1 Overview of SHARE Program
J

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,
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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
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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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Table 2 Summary of program development
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Objective Method

Stakeholders and/or Experts

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

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

To incorporate feedback from Monash Health leaders

To incorporate feedback from Monash Health staff

To incorporate high level expertise Consultation

To determine communication issues and Consultation

requirements

To enhance compatibility and alignment with state  Consultation

health department objectives and funding strategies

To seek endorsement and support at the
highest levels

Structured workshops on specific issues and
general discussions at routine meetings

Structured workshop
Presentations and discussions with

individuals and groups

Invitation to provide contribution

Presentations and discussions with groups

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

Monash Health Community Advisory Committee

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

All staff via the "All Staff' email list; and staff
interacting with the project team

Health Program Evaluator and Health Economist

Monash Health Public Affairs and Communication
Department

Victorian Department of Human Services Health
Technology Unit

Executive Management Team; and Monash
Health Board

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
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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

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
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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 pro