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Introduction

• Who should be involved in health care decision making?

• Qualitative approach: semi-structured, small group 
discussions.

• Sought to include participants from different backgrounds with 
different experiences.

• On average sessions ran for 1½ - 2 hours.

• Groups were moderated by complementary moderators.
• Discussions were tape-recorded with all tapes transcribed in 

full.
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Introduction

• Initial codes were derived from the literature. These were 
maintained, adapted, added to or collapsed following further 
close readings of the transcripts.

• All major ideas for each group were displayed under thematic 
headings on matrices of the type proposed by Miles and 
Huberman (Quantative Data Analysis, 1984).
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Composition of the discussion groups

Group Category Number of 
Participants

Characteristics

FG 1

General 
Public

7 Postgraduate students and researchers

FG 2 8 Primary and secondary school teachers and 
administrators

FG 3 4 Breast cancer survivors

FG 4 7 Tradesmen and building maintenance workers

FG 5
Health 
Professionals/
Administrators

6 City-based general practitioners

FG 6 4 Rural-based general practitioners

FG 7 11 Hospital-based allied health professionals

FG 8 7 State government health bureaucrats
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Method

Decision making levels:

� Patient level: Who should decide which of two patients should 
receive a heart transplant when both patients cannot be 
treated?

� Program level: Who should decide between a heart health 
program and a breast care program when both cannot be 
funded and resources cannot be split?

� System level: Who should decide about what treatments are 
covered by Medicare and what drugs covered by the PBS 
given there are resource shortages?
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Results: Patient Level Decisions

Approach 1: The Direct Approach

• Strong support across all groups for doctors: ‘the only ones 
qualified to make the decision’ (gen pub group).

• Strong support for more than one person or profession being 
involved at this level: e.g. a multi-disciplinary medical team 
comprising doctors, nurses, allied health workers, social workers, 
and others.

• Consultations with ethicists and health economists suggested.

• Involvement of patients and family suggested and discussed, but 
burdensome for those already in emotionally charged situations.
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Results: Patient Level Decisions

Approach 2: The Indirect Approach

• Decisions based on predetermined ‘criteria’, ‘protocols’ or 
‘guidelines’ established through group processes � unbiased, 
take into account a range of views, relieve medical teams of the
‘burden’ of priority setting decisions.

• Doctors, nurses, allied health professionals, ethicists, 
policymakers, community representatives from different socio-
economic and cultural backgrounds: ‘an ideal mix of 
representatives of the community as well as a broad spectrum of 
health and community service professionals’ (gen pub group).
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Results: Patient Level Decisions

Approach 2: The Indirect Approach

• Popular with health professionals and bureaucrats: ‘these days 
most public organizations need to have some sort of community 
input into decision making otherwise it’s very hard to justify 
decisions’ (rural GP group).
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Results: Program Level Decisions

• Wide support for including the general public: ‘the best 
decision economically may not be what the public want … it 
has to fit in with public expectations as well’ (allied health 
group).

• GPs proposed ‘regional boards’, ‘honorarium groups’, ‘panels 
of eminent expert decision makers’ � include community, 
medical, allied health and government representatives. Must 
be ‘bipartisan’, ‘independent’ and ‘around after the next 
election’.
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Results: Program Level Decisions

• Health bureaucrats emphasized that decisions must be 
evidence-based � health researchers, economists and 
epidemiologists.

• Members of the general public suggested health economists 
and epidemiologists � ‘dispassionate’, not driven by ‘vested 
interests’, have ‘expertise’, ‘knowledge’, ‘statistics’.

• Factual/technical (expertise, knowledge, statistics), 
evaluative/ethical (dispassionate, not driven by vested 
interests).
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Results: Health System Level Decisions

• Wide support for a broad range of groups: medical 
professionals, patients, social workers, health economists, 
members of the public (with a spectrum of ages represented), 
… ‘a voice larger than some man in a suit in Canberra’ … ‘a 
collaborative process’ (gen pub group).

• GPs: panels or boards of eminent expert decision makers,
including community, medical, allied health and government 
representatives.

• Decision making responsibility vs an advisory or policy 
formulation role. 
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Results: Health System Level Decisions

• Citizen groups were concerned about the power that doctors and 
politicians could wield over decision-making processes:

� ‘I think the medical doctors have dominated [system level] 
choices at the expense of the more preventative-type services’
(gen pub group).

� ‘The problem with politicians is that they might make a decision 
that is not objective or unselfish’ (gen pub group).

� One suggested solution: ‘If we acknowledge that clinicians 
have the most power in this situation then maybe their voice 
should be weighted less. And some of the other groups at the 
table who haven’t previously had a strong voice could be 
weighted more’ (allied health group).
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Discussion

• Participants were not asked ‘Should the public be involved in 
priority setting?’ or ‘Should physicians be gatekeepers of medical 
resources?’ but ‘Who should be involved in health care decision 
making?’

www.buseco.monash.edu.au/centres/che/
Business and Economics
Centre for Health Economics

Discussion

• The discussion group methodology:
� allows participants to engage with the task in a way that 

aids comprehension;
� allows them time to consider all of the alternatives carefully, 

and presents them with alternatives they may not have 
thought about;

� affords participants the opportunity to seek clarification of 
the task;

� encourages them to evaluate their own attitudes and 
understandings, and to construct considered views rather 
than report pre-existing preferences; 
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Discussion

• The discussion group methodology:
� encourages people to engage in public reasoning in 

justification of their views, and to reach conclusions that are 
in the interests of everyone, and in this way can enhance 
the legitimacy of decisions;

� promotes social capital and a sense of public ownership 
and responsibility for health systems.
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Discussion

Caveats:

� discussion groups can be expensive;

� the views expressed can’t be interpreted as 
representative;

� members of the public lack knowledge and decision-
making experience;

� some people may not express views they think are 
socially unacceptable;

� discussion groups won’t eliminate disagreement.
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Conclusion: Key Findings

• A clear recognition that priority setting decisions involve ethical 
judgements and are not purely technical.

• Strong support for a wide range of stakeholders having input into 
decision making, including health and non-health professionals, 
and members of the public.

• Support for a collaborative approach at the system level was 
motivated by a concern that Medicare and PBS priority setting 
should not be dominated by politicians and doctors.

• Some support for pre-committed decision making: i.e. the use of 
‘criteria’, ‘protocols’, and ‘guidelines’.
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Conclusion: Key Findings

• Disagreement about whether a panel composed of clinicians,  
economists, community representatives etc. should actually 
make decisions or play only an advisory role.

• Strong support for evidence-based priority setting, requiring input 
from groups with special expertise and knowledge.
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