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Abstract

Background: The variance of attitudes among stakeholders of health resource allocation has rarely been reported because health
officials play a dominant role in most countries with implicit rationing.

Objectives: The aim of this descriptive study is to explore the priority-setting value in local health resource allocation in the province
of Chongqing, China.

Methods: To test the local health rationing values in Chongqing, a survey was conducted on attitudes through a self-administered
Likert scale questionnaire. The data were collected from February 1, 2013 to August 30, 2016. Attitudes among respondents (174
health officials and 480 health workers) were analyzed and compared through convenience sampling with the help of the local
health bureau by using IBM SPSS Statistics 21.0.

Results: The mean values of officials’ self-perception and health workers’ assessment were opposite, with a coherent and opti-
mistic perception from officials (most mean values > 4) versus a varied and pessimistic evaluation among health workers (most
mean values < 3). Officials ranked highly on the severity of the disease, the fair distribution of resources, and public satisfaction,
while health workers gave all the items of the questionnaires below 3 points. Officials ranked deemed the procedural process fair
and officials depended more on themselves and public hospitals for health rationing, while the health workers prefer media and
scholars. Value-based preferences for priority setting between the two groups were quite different.

Conclusions: The study concludes that local health rationing in Chongqing is a matter of political and value preference rather than
an evidence-based decision. Officials were not willing to share their rationing power, and the lower evaluation of health workers

than officials’ assessment may result from insufficient participation.
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1. Background

Values such as social community value and prefer-
ences influence action mechanism to occur in health sys-
tems. Health systems have developed over time as the
result of evolving values embedded in public policy, his-
tory, and culture (1). In health systems, politics and pub-
lic health ethics intrinsically intersect. Political pressures
and priorities often impose ethical challenges that public
health practitioners negotiate in their daily work (2). Most
formal approaches to priority setting have been used by
health authorities but not always successfully (3). From
an empirical level, Fisher concluded that most managers
do not use the rational model of decision making while
dealing with values (4). Values from different stakehold-
ers are important (5). Thus an informal approach to ex-
amining officials’ values and preferences requires a thor-

ough assessment of the value-based system to understand
government-led rationing. However, the dichotomy of the
attitudes of decision-makers’ prediction and public pref-
erence can also be found in some countries’ health system,
such as public preference on the allocation of health funds
(6).

According to Baltussen, governments in developing
countries should not try to provide everything for every-
one (7). Instead, the priority setting may be a suitable al-
ternative. Priority setting is a value-laden and political pro-
cess. A strategy to improve priority setting should include
improving the legitimacy and capacity of institutions that
set priorities (8). While considering the capacity of offi-
cials with decision-making powers in those institutions, of-
ficials’ attitudes toward rationing atan individual level are
often difficult to distinguish. Studies regarding officials’
priority choices with regard to public health investment
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and the factors that influence the rationing decision are
rare.

Chonggqing, a municipality in Southwest China, is the
national reform pilot province for the urban-rural coordi-
nation development experiment. Itis located at the conflu-
ence of the Yangtze and Jialing Rivers and is near the Three
Gorges Dam, which has allowed the city to carry a large mi-
grant population. With its mountainous landscape and in-
land location, alarge poor population lives in this area. The
present study conducted surveys in Chongqing, examined
the value-based choice and preference of two groups (gov-
ernment officials and health workers), and compared their
differences.

The study compared Chinese values and preferences
in local healthcare rationing, considering the decisive role
of the government in China’s healthcare decision-making
process, by analyzing health officials’ rationing prefer-
ences compared with those of health workers. An attitude
test can investigate officials’ values in implicit rationing
that they may not realize themselves. Local health offi-
cials play a key role in health rationing decision making,
whereas health workers are in the frontline of implement-
ing health policies and can truly participate in the local ra-
tioning policy making.

2. Objectives

This study focused on attitudes toward health resource
allocation in the Chinese context, which has rarely been
studied before. It compared the differences in attitudes
among stakeholders in the local health priority setting,
which might explain the reasons for variance. It also
demonstrated the conflicts of interest in prioritizing local
health resources. In addition, the study can help develop
satisfying decision-making processes in local implicit ra-
tioning in China and similar countries.

3. Methods

3.1. Participants and Data Collection

From February 2013 to August 2016, an attitude test
for exploring the priority setting values in local resource
allocation was conducted in Chongqing, China. A total
of 654 study samples were selected through convenience
sampling with the help of the local health governmentand
the Chongqing health information center. The sample in-
cluded 174 officials from the health bureau who work at the
local Health and Family Planning Commission (HFPC), 89
of which come from the provincial HFPC and 85 officials
from the county-level HFPC. A total of 480 health workers

were non-decision-makers, most of which were from medi-
cal service suppliers or worked in public hospitals, the Cen-
ter for Disease Prevention and Control, the Health Inspec-
tion Center, insurance and drug companies, and universi-
ties. These respondents were familiar with health policies
and were willing to participate in the study.

3.2. Content of the Questionnaire

A self-administered 5-point Likert scale questionnaire
was used in this study, which included four parts, namely,
basic demographic information, attitudes with regard
to health investment priorities (16 items), implicit pri-
ority decision criteria (14 items), and factors influenc-
ing rationing (18 items). Health investment priorities
were selected from the status quo and the new trend
of investments such as developing private hospitals and
high-technology facilities. Decision-making criteria were
framed by interviewing experienced officials and by re-
viewing selected literature. The influencing factors focus
on three perspectives: the preferences of participants, the
fairness of the procedure, and the values behind prioritiza-
tion. Respondents were asked to rank their answers from 1
to 5 for each item, with 1as the lowest and 5 as the highest.

To ensure the quality of the questionnaire, the subjec-
tive test method was used to revise the questionnaire. Five
civil servants, three professors, and seven local health of-
ficials were asked to make amendments to the question-
naire, which guaranteed good content validity. In the pi-
lot survey, 40 master students in public health (MPH) who
were experienced in health-related work were invited to
test the validity. The Cronbach’s alpha coefficients of the
pre-survey were 0.835, 0.784, and 0.717 in priority items, de-
cision criteria, and attitude test of influencing factors, re-
spectively.

The questionnaire design was adjusted in time accord-
ing to relevant reliability and validity values in the pilot
survey. In the succeeding 654 samples in the investigation,
the coefficients were good (Table 1).

3.3. Statistical Analyses

All data were entered and checked in Microsoft Excel
twice. Statistical analysis was carried out using SPSS 21.0.
The numerical variables were described as mean =+ stan-
dard deviation (SD) based on the results of the normal dis-
tribution test. The reliability of the three testing parts
such as priority investment, criteria, and influencing fac-
tors were evaluated using Cronbach’s alpha. The value of
each item was to test the consistency of officials’ percep-
tion and health workers’ assessment.

In the preface of the questionnaire, respondents were
told that they could quit at any stage if they did not want
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Table 1. Reliability of questionnaire (Cronbach’s Alpha)

Priority Investment Priority Criteria Influencing Factors N
Officials 0.85 0.85 0.70 174
Health workers 0.93 0.92 0.85 480
Total 0.95 0.95 0.91 654

to answer the questions. In addition, I assured them of the
anonymity and protection of individual data.

4. Results

4.1. Demographic Information

A total of 174 health officials and 480 health system
employees (e.g., health officers, medical directors, sani-
tarians, nurses, and educators) participated in the study.
Nearly half of respondents were 30 to 39 years old. 52.9%
of respondents were female, 73% worked at the operational
level in the administration, and 81.8% of respondents pro-
vided medical services or public health services (Table 2).

4.2. Priority Investment

The question in this part was “which of the follow-
ing items would you prefer within the limited health re-
source?” Ascore of “1” means the least valuable investment
program, whereas “5” refers to the most worthwhile invest-
ment program (Table 3).

Officials’ top three preferences were health insurance
(the mean value was 4.71), essential drugs (4.47), and food
and drug administration (4.19). The least support was for
private hospitals (2.79), new technology (3.40), and tra-
ditional Chinese medicine (3.43). However, health work-
ers expected more investments only on private hospitals
(3.07), whereas the rest of the items received low support (<
2.7), especially food and drug administration (1.79), essen-
tial drugs (1.72), and health insurance (1.63). The SD values
of health workers’ attitudes (> 1 point) were larger than
that of officials’ variance.

4.3. The Priority-Setting Criteria

The question raised in this part was, “in healthcare ra-
tioning, which of the following criteria is important?” For
health workers, the question was changed to “how do you
perceive officials’ choice of criteria and its influence on
health rationing?” A score of “1” means the leastimportant,
and “5” means the most important (Table 4).

Officials’ top three concerns were the severity of the
disease (4.60), fair distribution of resources (4.38), and
public satisfaction (4.34). However, officials paid less at-
tention to technical tools for rationing, such as evidence-
based policy (3.62). Health workers chose performance
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evaluation (2.86) as the top concern and following the pre-
vious year’s budget (2.54) as the second.

4.4. Influencing Factors

Government-led or bottom-up pattern?

This part asked participants to choose which factor is
better for rationing (“5” indicates “strongly agree” and “1”
indicates “does not agree at all”). Attitudes toward power
perception varied between the two groups (Table 5).

The other question was “is the process of rationing
fair?” To test the perception of the studied population
about the fairness of the rationing process, four con-
ditions of Accountability for Reasonableness Framework
(A4R) were used. In fact, A4R is a predominant model pro-
posed by Daniels and Sabin (2002) to evaluate procedu-
ral justice in priority setting. The framework’s four con-
ditions are publicity, relevance, revision/appeals, and en-
forcement (9, 10). A4R was used for examining public in-
volvement, which is weak in China, where the government
plays the dominant role and health workers cannot truly
participate in local healthcare rationing (Table 6). “5” indi-
cates “strongly agree” and “1” indicates “does not agree at
all”.

Officials thought the process was fair (all related mean
values were above 4), and public participation was per-
ceived to have the leastimportance. However, health work-
ers ranked it conversely, evaluating that the government-
led rationing process was unfair (mean value < 2).

4.5. Value-Based Preferences for Priority Setting

Values in priority setting as influencing factors varied
between officials and health workers. A score of “5” means
“strongly agree,” whereas “1” means “does not agree at all”
(Table 7).

Officials’ opinions revealed that public needs (4.7)
were the most important influencing factors in priority
setting. It is followed by pro-poor rationing (4.49) and fo-
cus on health workers’ health (4.38). Officials chose path
dependence and obedience to leaders’ policies. Given that
the issue of efficiency or fairness is a priority, officials pre-
ferred value for money (3.87) more than a fair allocation of
resources (2.44). In contrast, the public ranked fair alloca-
tion first.
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Table 2. Demographic Analysis of the Survey Sample in Chongqing (N = 654)

Health Officials, No. (%)

Health Workers (Health-Related Jobs), No. (%)  Total, No. (%)

Age,y
20-29 51(29.3) 185 (38.5) 236 (36.09)
30-39 86(49.4) 180 (37.5) 266 (40.67)
40-49 24 (13.8) 97(20.2) 121(18.5)
50-59 12(6.9) 18(3.8) 30 (4.59)
60-69 1(0.6) 0(0) 1(0.15)
Gender
Male 82(47.1) 191(39.8) 273 (41.74)
Female 92(52.9) 289 (60.2) 381(58.26)
Administrative level
High 4(23) 25(5.2) 29 (4.43)
Middle 43(24.7) 158 (32.9) 201(30.73)
Operational 127(73) 297(61.9) 424 (64.83)
Working area
Administration 110 (63.2) 105 (21.9) 215 (32.87)
Clinical related 35(20.1) 87(18.1) 122 (18.65)
Disease prevention and control 20 (11.5) 59(12.3) 79 (12.08)
Maternal and child health 6(3.4) 9(1.9) 15(2.29)
Health supervision 3(17) 28(5.8) 31(4.74)
Pharmaceutical companies 49 (10.2) 49 (7.5)
Health insurance 24(5) 24 (3.67)
Well-educated respondents who are interested in the study 119 (24.8) 19 (18.2)
Total 174 (100) 480 (100) 654 (100)

5. Discussion

The mean values of the two studied groups were in con-
trast to each other. Officials ranked almost all items higher
than health workers did, and they possessed positive and
coherent attitudes toward current healthcare rationing.
In contrast, health workers exhibited aversion against the
current rationing, and the SD value of choices by health
workers was larger than that of officials. The study showed
that local health rationing practice is a matter of political
and value preference rather than an evidence-based and
technical choice. Officials preferred equity and account-
ability, fair procedure, and putting health workers’ needs
first, but they were not willing to share the power in mak-
ing decisions on the distribution of resources.

In line with other research findings, local health deci-
sion making is not evidence-based, and the criteria of pub-
lic health resource allocation, programmatic mandates,
funding restrictions, local stakeholders, and workforce ca-
pacity appear to be more important than other factors,

suchasresearch evidence and perceived community needs
(11). According to a similar study, economic analyses and
needs assessments were used in setting priorities by less
than 50% of local health officers in the US. Health workers’
expectations were influential, but direct public input had
alow impact on the allocation decisions (12).

In the priority criteria area, the severity of the dis-
ease, fair distribution, local financial burden, public satis-
faction, social values, and management experience trump
cost-effective and evidence-based policy-making in offi-
cials’ attitudes. This finding is similar to another study
demonstrating that the equality of healthcare seems more
vital than cost-utility principles (13). My resultisalsoin line
with the other study result that equity, justice, and solidar-
ity are the ethical basis of health priority setting, and med-
ical needs and cost-effectiveness are also determined in de-
cision making (14). The allocation of decision-making re-
lies on the interaction of elements in situations that influ-
ence the individual’s rational choice (15). Different prefer-
ences in rationing criteria may mean that health workers

Health Scope. 2019; 8(4):e91737.
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Table 3. Preferred Choice of Public Investment Priorities (N = 654)

Officials’ Preference (N =174) Health Workers’ Preference (N = 480)
Priority Area by Public Investment
Mean =+ SD Rank Mean + SD Rank

Medical insurance 471+ 0.58 1 1.63 +1.09 16
Essential drugs 447+ 071 2 173 £ 112 15
Food and drug administration 419 £ 0.87 3 179 £ 112 14
Urban and rural medical assistance 4.08 + 0.78 4 2.05 £ 1.06 12
Maternal and child health care 4.06 £ 0.81 5 2.06 £ 111 1
Infectious diseases 4.04 £ 0.80 6 195 +1.05 13
Elderly care 4.03+0.73 7 215 £1.04 10
Chronic disease 3.99 +0.85 8 225+110 8
Health education and promotion 3.87+ 0.82 9 226 £1.17 6
Health IT 3.79 & 0.89 10 225+ 112 7
Standardization of primary health 3.79 + 0.82 1 217 +1.06 9
care

Cutting-edge technology 3.45 £1.03 12 2.60 £118 2
Mental illness 3.43 1+ 0.90 13 2.48 £114 5
Traditional Chinese medicine 3.43+0.90 14 252 %110 3
Access to appropriate technology 3.40 £ 0.92 15 2.49 £1.07 4
Private hospitals 2.79 £ 1.00 16 3.07 £ 119 1

Table 4. Attitudes Toward Priority-Setting Criteria (N = 654)
Official’s Choice Health Workers’ Perception

Priority-Setting Criteria

Mean+SD MeanRank Mean+SD  MeanRank

Severity of disease

Public satisfaction

Fair distribution

Burden of disease

Sustainable development of resources
Access to high-quality health resources
Integration of health systems, such as GP transfer
Local affordable finances

Social values

Management experience of decision maker
Maximum cost effectiveness
Evidence-based health decision making
according to previous year’s allocation

Performance evaluation

4.60 + 0.62 1 172 £ 112 14
438+ 0.73 2 2.03 115 9
434+ 0.70 3 1.95 £ 1.10 1
4.29 + 0.67 4 1.89 +1.06 13
4214+ 0.79 5 196 +1.07 10
4.06 £ 0.85 6 1.95 £ 112 12
3.92+0.79 7 211+ 1.06 8
3.89 + 0.88 8 2.28 +1.09 6
3.81+ 0.79 9 2.25 £1.06 7
3.70 £+ 0.94 10 237 %110 4
3.66 £ 0.88 1 2.48 +1.22 3
3.62 - 0.89 12 235+ 1.05 5
334 1+ 0.88 13 2.54 110 2

311+ 117 14 2.86 +1.22 1

disliked the criteria to bolster the promotion of the official ~ tice was debated. The attitudes toward the fairness of the
or simply for easy control. The financial burden of disease, =~ procedure were opposite, and the public believed that it

social values, and management experience were more im-  is an unfair process according to the A4R framework. This
portant than cost-effectiveness and evidence-based policy-  study showed that health workers trust scholars and the
making in the eyes of officials. In addition, procedural jus- media more than hospital officials and the government.

Health Scope. 2019; 8(4):e91737.
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Table 5. Power from Different Stakeholders that Influence the Process of Rationing

Officials’ View, Mean Health Workers’

+SD View, Mean =+ SD

Government-led 434+ 0.94 2.02 119
Strong health 4.031+0.84 1.88 + 0.96
provider

Develop private 3.83 110 214 £115
hospital

Public health literacy 324 £125 3.54 £126
Media 2.86 £1.25 335£132
Scholar 275 +£123 3274129

Table 6. Attitudes Toward the Fairness of Procedures in Priority Setting

Officials’ View, Mean Health Workers’ View,

+sD Mean =+ SD
Publicly informed 4.48 +0.77 1.65 £1.08
Revision or appeals 4.44 £ 0.66 170 £ 1.01
Relevance 433+ 078 179 +1.07
Public participation 4.06 1+ 0.85 190 £1.05

Health workers are in favor of more power, but officials are
averse to media or academic research. Furthermore, some
officials expressed their dissatisfaction with media’s pro-
patient stand as they are pro-public hospitals and doctors.

The reasons for the differences in the attitudes of the
two studied groups can be attributed to the following rea-
sons. Officials shared similar political ideals, which in-
fluence their rationing preference due to peer pressure
within the bureaucracy. To follow the image of a respon-
sible public servant, officials’ perception of their ideal im-
age supports a more optimistic attitude in a fair priority
setting. In contrast, negative attitudes and low satisfaction
emerged in the assessment of health workers. First, low
participation may diminish health workers’ trust when
the decision-making process is not transparent and inclu-
sive. The opacity of decision-making processes is one of
the obstacles (16, 17). Some studies also list nine evaluation
criteria of public involvement in health resource alloca-
tion decision making, such as fair process and adequate op-
portunity for participation (18). In my study, health work-
ers expressed disappointment in healthcare rationing and
its justification. The large SD value obtained from health
workers’ choice showed that health workers’ point of view
was often fragile and hard to determine. Furthermore, the
study showed that health workers are unsatisfied with the
current health rationing. The perception of people was dif-
ferent in terms of being in the center of rationing power
or not. Health workers’ dissatisfaction, in turn, played a
deviant role in rationing. Health workers may have more

complaints than the general public as they are executors
in daily work without real bargaining power in health ra-
tioning decision making. High expectations of officials
and dissatisfaction from health workers may enlarge the
gap of mistrust.

The study has some limitations. The convenient sam-
pling may seem biased, but as the topic is highly specific
and cannot be answered by the general public, the tar-
geted population may be the better representatives. Fur-
thermore, as the topic of priority setting is more advanced
than the old pattern of following upper government or-
ders without the priority setting process, respondents’ ex-
pectation or assessment may be limited by the lack of ex-
perience or personal prejudice. Thus, more interviews are
needed to explore the complexities of practice and to find
out how to make a satisfactory local health rationing.

5.1. Conclusions

In Chonggqing, officials’ value preferences influence
the local rationing more than any other stakeholders. In
this study, two sides of rationing attitudes coexisted. Offi-
cials believed they were positive and put the public first.
However, health workers believed the opposite. Officials
ranked highly on the procedural factors but did not ac-
cept the participation of health workers. They trusted
other officials rather than outside stakeholders. The low-
grade and unsatisfying responses from health workers
may originate from the insufficient involvement in ra-
tioning. The divergence of attitudes should be a priority
for local health policy-makers because unsatisfied health
workers may challenge the justification of policies and the
sustainability of local officials’ rationing. Suggestions for
local policymakers can be summarized in three ways. First,
we should make the health rationing decision-making pro-
cess transparent and open to the public. Second, from offi-
cials’ perspective, evidence-based health decision-making
is insufficient and should be improved. Third, communi-
cating with the publicis important to improve public satis-
faction and make health rationing accountable for public
interests.

Footnotes

Conflict of Interests: No conflict of interest exists in the
submission of this manuscript.

Funding/Support: This research is funded by Chongqing
Social Science Planning Project (2018PY59), SWUPL Univer-
sity Scientific Research Projects (2018XZQN-42), Chongqing
Education Commission Teaching Reform Project (183151),
China Social Science Fund (2013CZX082).

Health Scope. 2019; 8(4):e91737.


http://jhealthscope.com

WeiY

Table 7. Attitudes Toward the Influencing Factors in Value-Based Priority Setting

Officials’ View, Mean + SD Health Workers’ View (Perception of the Official’s Value Orientation
Choice), Mean + SD
Considering public needs 4.70 £ 0.61 1.60 +1.02 Public accountability
Pro-poor rationing 4.49 £ 0.69 175 £ 1.04 Equity
Extra resource for public health first 438 £0.77 1.81£1.01 Efficiency
Path dependence 4.02 £ 0.97 1.84 +1.03 Bureaucratic accountability
Obedience to leader’s policies 3.93 £+ 0.94 221+ 11 Bureaucratic accountability
Public policy focusing on health equality 3914115 2224120 Equity
Cost-effectiveness 3.87 £ 118 212 +118 Efficiency
Ideal fair allocation 2.44 +1.43 2.88 £1.46 Equity
References 2002;2(1):14. doi: 10.1186/1472-6963-2-14. [PubMed: 12126482]. [PubMed

1.

Xu X, Yang ], Thakur V, Roberts A, Barbara DJ. Population variation
of apple scab (Venturia inaequalis) isolates from Asia and Europe.
Plant Dis. 2008;92(2):247-52. doi: 10.1094/PDIS-92-2-0247. [PubMed:
30769384].

Gollust SE,Baum NM, Jacobson PD. Politics and public health ethics in
practice: Right and left meet right and wrong. J Public Health Manag
Pract. 2008;14(4):340-7. doi: 10.1097/01.PHH.0000324561.42039.47.
[PubMed: 18552644].

Mitton C, Patten S, Waldner H, Donaldson C. Priority setting in health
authorities: A novel approach to a historical activity. Soc Sci Med.
2003;57(9):1653-63. doi: 10.1016/s0277-9536(02)00549-x. [PubMed:
12948574].

Fischer C. Resource allocation in the public sector: Values, priorities and
markets in the management of public services. New York: Routledge;
1998. p. P26-30.

Jansen MP, Helderman J]K, Boer B, Baltussen R. Fair processes
for priority setting: Putting theory into practice comment on
"expanded HTA: Enhancing fairness and legitimacy". Int | Health
Policy Manag. 2017;6(1):43-7. doi: 10.15171/ijjhpm.2016.85. [PubMed:
28005541]. [PubMed Central: PMC5193505].

Kaplan G, Baron-Epel O. Decision-makers’ acquaintance with the pub-
lic's priorities in health services. Isr | Health Policy Res. 2016;5:32.
doi: 10.1186/s13584-016-0081-8. [PubMed: 27358725]. [PubMed Central:
PMC4926295].

Baltussen R. Priority setting of public spending in developing coun-
tries: Do not try to do everything for everybody. Health Policy.
2006;78(2-3):149-56. doi: 10.1016[j.healthpol.2005.10.006. [PubMed:
16303204].

Kapiriri L, Norheim OF, Martin DK. Priority setting at the micro-,
meso- and macro-levels in Canada, Norway and Uganda. Health Pol-
icy. 2007;82(1):78-94. doi: 10.1016/j.healthpol.2006.09.001. [PubMed:
17034898].

Gibson ]L, Martin DK, Singer PA. Priority setting for new technolo-
gies in medicine: A transdisciplinary study. BMC Health Serv Res.

Health Scope. 2019; 8(4):e91737.

10.

11

12.

15.

18.

. Ahlert M, Schwettmann L. Allocating health care resources:

Central: PMC119858].

Daniels N, Sabin JE. Accountability for reasonableness. In: Daniels
N, Sabin JE, editors. Setting limits fairly: Can we learn to share medi-
cal resources? Oxford: Oxford University Press; 2002. p. 43-65. doi:
10.1093/acprof:0s0/9780195149364.003.0004.

Bekemeier B, Chen AL, Kawakyu N, Yang Y. Local public health re-
source allocation: Limited choices and strategic decisions. Am J Prev
Med. 2013;45(6):769-75. doi: 10.1016/j.amepre.2013.08.009. [PubMed:

24237921].
Baum NM, DesRoches C, Campbell EG, Goold SD. Resource alloca-

tion in public health practice: A national survey of local public
health officials. J Public Health Manag Pract. 2011;17(3):265-74. doi:
10.1097/PHH.0b013e318207599c¢. [PubMed: 21464688].

A
questionnaire experiment on the predictive success of rules. Int |
Equity Health. 2017;16(1):112. doi: 10.1186/s12939-017-0611-1. [PubMed:
28651546]. [PubMed Central: PMC5485565].

. Wild C. Ethics of resource allocation: Instruments for rational deci-

sion making in support of a sustainable health care. Poiesis Praxis.
2005;3(4):296-309. doi: 10.1007/s10202-005-0008-X.

Baghbanian A, Torkfar G, Baghbanian Y. Decision-making in Aus-
tralia’s Healthcare System and insights from complex adaptive sys-
tems theory. ] Health Scope. 2012;1(1):29-38. doi: 10.5812/jhs.4623.

. Tenbensel T. Interpreting public input into priority-setting: The

role of mediating institutions. Health Policy. 2002;62(2):173-94. doi:
10.1016/s0168-8510(02)00017-9. [PubMed: 12354411].

. Kabir MJ, Abolhallaje M, Bastani P, Keshavarzi A. Necessary require-

ments for implementation of financial reform in the Iranian Health
Sector. Health Scope. 2017;6(3). e14184. doi: 10.5812/jhealthscope.14148.
Rosenberg-Yunger ZRS, Bayoumi AM. Evaluation criteria of patient
and public involvement in resource allocation decisions: A lit-
erature review and qualitative study. Int | Technol Assess Health
Care. 2017;33(2):270-8. doi: 10.1017/S0266462317000307. [PubMed:
28514982].


http://dx.doi.org/10.1094/PDIS-92-2-0247
http://www.ncbi.nlm.nih.gov/pubmed/30769384
http://dx.doi.org/10.1097/01.PHH.0000324561.42039.47
http://www.ncbi.nlm.nih.gov/pubmed/18552644
http://dx.doi.org/10.1016/s0277-9536(02)00549-x
http://www.ncbi.nlm.nih.gov/pubmed/12948574
http://dx.doi.org/10.15171/ijhpm.2016.85
http://www.ncbi.nlm.nih.gov/pubmed/28005541
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5193505
http://dx.doi.org/10.1186/s13584-016-0081-8
http://www.ncbi.nlm.nih.gov/pubmed/27358725
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4926295
http://dx.doi.org/10.1016/j.healthpol.2005.10.006
http://www.ncbi.nlm.nih.gov/pubmed/16303204
http://dx.doi.org/10.1016/j.healthpol.2006.09.001
http://www.ncbi.nlm.nih.gov/pubmed/17034898
http://dx.doi.org/10.1186/1472-6963-2-14
http://www.ncbi.nlm.nih.gov/pubmed/12126482
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC119858
http://dx.doi.org/10.1093/acprof:oso/9780195149364.003.0004
http://dx.doi.org/10.1016/j.amepre.2013.08.009
http://www.ncbi.nlm.nih.gov/pubmed/24237921
http://dx.doi.org/10.1097/PHH.0b013e318207599c
http://www.ncbi.nlm.nih.gov/pubmed/21464688
http://dx.doi.org/10.1186/s12939-017-0611-1
http://www.ncbi.nlm.nih.gov/pubmed/28651546
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5485565
http://dx.doi.org/10.1007/s10202-005-0008-x
http://dx.doi.org/10.5812/jhs.4623
http://dx.doi.org/10.1016/s0168-8510(02)00017-9
http://www.ncbi.nlm.nih.gov/pubmed/12354411
http://dx.doi.org/10.5812/jhealthscope.14148
http://dx.doi.org/10.1017/S0266462317000307
http://www.ncbi.nlm.nih.gov/pubmed/28514982
http://jhealthscope.com

	Abstract
	1. Background
	2. Objectives
	3. Methods
	3.1. Participants and Data Collection
	3.2. Content of the Questionnaire
	Table 1

	3.3. Statistical Analyses

	4. Results
	4.1. Demographic Information
	Table 2

	4.2. Priority Investment
	Table 3

	4.3. The Priority-Setting Criteria
	Table 4

	4.4. Influencing Factors 
	Table 5
	Table 6

	4.5. Value-Based Preferences for Priority Setting
	Table 7


	5. Discussion
	5.1. Conclusions

	Footnotes
	Conflict of Interests
	Funding/Support

	References

