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a b s t r a c t

Objective: While much literature has debated public engagement in health care decision-
making, there is no consensus on when public engagement should be sought and how it
should be obtained. We conducted a scoping review to examine public engagement in one
specific area: priority setting and resource allocation.
Method: The review drew upon a broad range of health and non-health literature in an
attempt to elicit what is known and not known on this topic, and through this to outline
any guidance to assist decision-makers and identify where efforts for future research should
be directed.
Results: Governments appear to recognize benefits in consulting multiple publics using a
range of methods, though more traditional approaches to engagement continue to predomi-
nate. There appears to be growing interest in deliberative approaches to public engagement,
which are more commonly on-going rather than one-off and more apt to involve face-to-
face contact. However, formal evaluation of public engagement efforts is rare. Also absent
is any real effort to demonstrate how public views might be integrated with other decision
inputs when allocating social resources.
Conclusion: While some strands can be taken to inform current priority setting activity, this
scoping review identified many gaps and highlights numerous areas for further research.

© 2009 Elsevier Ireland Ltd. All rights reserved.
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1. Introduction

Over the last few decades, a growing literature on pubic
involvement in health care decision-making has devel-
oped. One aspect of decision-making in the health sector,
priority setting and resource allocation, also has received
much attention in recent years. However, formal public
involvement in health care priority setting and resource
allocation activity appears to be limited. Where public
input is sought it seems to be on an informal or ad hoc
basis, and little consideration seems to be given to the
appropriateness of the methods used. As a result, there are
multitudes of approaches for public involvement that can
be identified that offer little systematic basis for compari-
son. There seems to be no clear consensus in the literature
on when public engagement should be sought, how it
should be obtained, or how it might be incorporated by
decision-makers into priority setting and resource alloca-
tion processes.

One author recently concluded that the present state
of evidence, in relation to public engagement in decision-
making, is generally weak and difficult to interpret: “At a
policy-making level, [existing] literature does not help in
the elaboration of productive and realistic [public] partici-
pation policies” (p. 322) [1]. Applied to priority setting, this
poses a direct challenge for decision-makers. On the one
hand they face regular pressures to increase meaningful
public engagement from a myriad of stakeholders includ-
ing other decision-makers, academics, the media, funders,
other levels of government and some segments of the pub-
lic itself. On the other hand, in the absence of good guidance,
their efforts can be poorly designed, costly, produce con-
fused or unusable data, and be attacked from all sides as
inadequate or tokenistic [2].

In this paper we report the results of a scoping review
on public involvement in health care priority setting. The
focus of the review is empirical studies of public engage-
ment processes. As other sectors such as environmental
sciences and urban planning have a lengthy history of pub-
lic engagement efforts, we also included these and other

non-health fields in our study. The purpose of a scoping
review is to identify gaps in the existing literature, thereby
informing where more research may be needed in a spe-
cific area of study. In contrast to a systematic review, it “is
less likely to seek to address very specific research ques-
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 227
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tions nor, consequently, to assess the quality of the included
studies” (p. 20) [3] but is an important first step toward this
goal. Throughout this paper, public engagement is used as
an umbrella term. The terms communication, consultation
and public participation are used with more limited specific
meanings, representing three different levels or intensities
of engagement (defined below in more detail).

2. Methods

2.1. Sources

Eight reference databases were searched for the years
1981–2006: Medline, CINAHL, EconLit, PsycInfo, Social
Science Abstracts, Sociological Abstracts, ABI-Inform, and
Embase/Cochrane. These strike a balance between those
which contain primarily health-focused articles and those
which draw upon broader social science content. Subse-
quently, references from relevant articles were scanned to
identify other papers that may not have been identified.
The review also included grey literature searches although
these results are not reported here.

2.2. Search terms

Preliminary search terms were developed by the
research team to reflect a number of core concepts. These
related to who would be consulted (the public, and syn-
onyms for it), their role, and the key decision of interest for
this review (priority setting, resource allocation, and syn-
onyms). The final search strategy was implemented during
summer 2006 with the assistance of a research librarian.
Table 1 provides the Medline database search strategy;
identical or slightly variant versions were employed in the
remaining databases. Duplicate references were filtered out
as each subsequent database was searched. Only English-
language articles were retained.

2.3. Article screening and criteria

Just over 11,000 hits were obtained from the eight

databases searched. These were reviewed by two of the
authors with the help of three research assistants. Articles
with obviously irrelevant titles were excluded as were news
items, letters, editorials, book reviews, and articles appear-
ing in newsletters or magazines rather than peer review
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Table 1
Medline search terms.

1 *community health planning/or *consensus/or
*decision-making/or *health care rationing/or *health care
reform/or *health facility planning/or *health plan
implementation/or *health planning/or *health planning
guidelines/or *health planning technical assistance/or *health
priorities/

2 *health resources/or *health systems plans/or *national health
programs/or *regional health planning/or *resource allocation/or
*state health plans/

3 exp *program development/or exp *program evaluation/or exp
*policy making/

4 (priorit$ adj2 setting).ti,ab.
5 (resource$ adj2 allocat$).ti,ab.
6 (prioritization or rationing).ti,ab.
7 (needs adj1 assess$).ti,ab.
8 (budget$ or spending or funding or governance).ti,ab.
9 1 or 2 or 3 or 4 or 5 or 6 or 7 or 8

10 exp *public opinion/
11 *consumer participation/
12 exp *consumer advocacy/
13 (stakeholder$ or public or consumer$ or community or

communities or citizen$ or lay or layperson$ or laypeople or
layman or taxpayer$ or grassroot$).ti,ab.

14 (partner or partnering or deliberative or consensus or feedback or
voice or voices or voicing or advocat$ or contribut$ or partnership$
or hearing$ or participat$ or opinion$ or input or involv$ or view$
or choice$ or role$ or responsibilit$ or value$ or preference$ or
engage$ or engaging or consultation$ or consult or consulting or
communicat$ or deliberate or deliberating or deliberation$ or
dialogue$ or discuss or discussing or discussion$ or debate$ or
interact or interacting or interaction$ or governance).ti,ab.

15 ((stakeholder$ or public or consumer$ or community or
communities or citizen$ or lay or layperson$ or laypeople or
layman or taxpayer$ or grassroot$) adj1 (partner or partnering or
deliberative or consensus or feedback or voice or voices or voicing
or advocat$ or contribut$ or partnership$ or hearing$ or
participat$ or opinion$ or input or involv$ or view$ or choice$ or
role$ or responsibilit$ or value$ or preference$ or engage$ or
engaging or consultation$ or consult or consulting or
communicat$ or deliberate or deliberating or deliberation$ or

j
a

•

•

•

i
t
o
fi
t
(
i
w
a

dialogue$ or discuss or discussing or discussion$ or debate$ or
interact or interacting or interaction$ or governance)).ti,ab.

16 10 or 11 or 12 or 15
17 9 and 16

ournals. The remaining abstracts were retrieved, read and
ssessed on three criteria:

Does the article deal with public engagement or involve-
ment in decision-making?
Does the article deal with public engagement in macro-
or meso-level decisions rather then clinical decision-
making?
Does the article deal with public engagement in priority
setting or resource allocation decisions?

Theoretical and conceptual work that provides an
mportant backdrop to the scoping review is referenced
hroughout this paper; however, only empirical studies
f public engagement are reported in the scoping review
ndings. We included articles where the public appeared

o be (1) ordinary or lay citizens/community members;
2) representatives of organized social interest groups,
ncluding coalitions, partnerships, etc., but not cases

here this is reflective of professionals or experts only;
nd (3) organization staff members/employees and/or
91 (2009) 219–228 221

patients/customers/clients, but only insofar as they are pro-
viding input from a broader societal perspective rather than
exclusive patient perspective.

Macro-level decisions were defined as those relating
to broad strategic directions or overarching policies, and
general budget allocations. Meso-level decisions involve
priority setting or allocation within particular categories
of programs or services. While clinical rationing (e.g.,
allocation of organs for transplant) may imply a larger
set of surrounding policy questions and choices (i.e., the
establishment of regulatory frameworks within which clin-
icians will ration), we excluded such articles unless they
focused directly upon how the broader public might be
engaged in discussions leading to the establishment of
such frameworks. The issues involved in policy choices
across the various sectors obviously differ in content, but
our assessment process limited our set of articles to those
in which there were clear considerations of priorities or
resource allocation trade-offs; thus we feel the circum-
stances reported are comparable enough to be synthesized
in this review. Through the initial screening process, the
number of articles was reduced to 405. All but 14 of these
articles were retrievable and thus in total 391 full articles
were reviewed.

2.4. Assessment and analysis

Two of the authors and two research assistants read and
assessed these 391 articles, using an instrument contain-
ing 24 questions that was developed for this project (see
Table 2).

The questions were both descriptive and based upon key
issues articulated by the theoretical engagement literature;
their wording was refined by the full research team through
an iterative process that included trial coding, team discus-
sion and coding refinement. A further 216 articles were set
aside during this stage as strictly theoretical or conceptual;
these were incorporated into the discussion of the scoping
review results, but are not included in for the assessment
and summary statistics reported below.

A total of 175 articles were ultimately retained for analy-
sis. The total number of distinct cases of public engagement
reported by the 175 articles was 190; the latter is the base
number for all data reported below, unless otherwise indi-
cated. It was also possible for each case to include more than
one method for involving the public. After data cleaning, the
numeric results from the 24 questions were imported into
SPSS version 15. Cross-tabs of key variables are reported
here. Within each question, similar articles were grouped
based on the assessment results; these groups were read
closely and in comparison to identify common themes [4].

3. Results

Given the quantity of data obtained from our detailed
assessment of this large number of articles, it is impos-

sible to report all of the results in this paper. Findings
are reported for four broad areas: sources and distribution
of cases; details of the engagement process; defining and
recruiting the public; and methods, cost, and outcomes of
engagement.
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Table 2
Assessment questions.

1 Is priority setting explicit or implicit?
2 Date of publication
3 Is article peer-reviewed?
4 Country where study was done
5 Sector: health or other [with subcategories]
6 Level of government
7 Type of geographic community
8 Definition of public(s) that is being consulted
9 Method for selecting those consulted (sampling, selection or

recruitment technique)
10 Is there explicit discussion related to involvement of

‘disadvantaged’ or ‘marginalized’ groups?
11 Intent to engage the public [i.e., the rationale or the “why”]
12 Type(s) or scope of decision described
13 Method or technique(s) of public engagement employed
14 Decision-maker(s) who is the primary ‘sponsor’ or originator

of the consultation
15 Did consultation include at least one instance of direct

face-to-face interaction between the public and the
decision-maker?

16 Was consultation with the public mandated (by a higher level
of government, or the courts), or voluntarily entered into?

17 Is public engagement one-time or on-going?
18 Is explicit discussion given to ethical issues?
19 Does article contain information about the monetary cost of

undertaking the specific public engagement exercise(s)?
20 Does the article demonstrate how public input might be

integrated with other forms of evidence or data in the
decision-making process?

21 Is the participation process evaluated in any way?
22 What was the authors’ conclusion if any regarding success of

consultation?
23 What was the authors’ conclusion about whether or not the
public’s input actually had an impact (made a difference) to the
outcome of the decision?

24 Are participants directly informed about the results of the
process and/or how their input was used?

3.1. Sources and distribution of cases

3.1.1. Year of publication and geographical distribution
The public participation in priority setting and resource

allocation literature has most evidently emerged since the
mid-1990s. Eighty-four percent of the reviewed articles
were published in or later than 1995, and 59% have been
published since the year 2000. Two-fifths of the articles
identified in our review described projects situated in the
US (40%). The UK accounts for 26% of the cases, with smaller
numbers in the rest of Europe (8%), Canada (9%), Aus-
tralia/New Zealand (7%) and elsewhere. This distribution
reflects the restriction of the literature search to English-
language articles.

Before the mid-1990s, the literature appeared to be
mostly centered on US cases (over one-half of all instances).
Much of this addressed the well-known Oregon experiment
[5,6], in which public consultations and expert assessments
were combined to develop a league table of procedures that
would be funded by the state’s Medicaid program for low-
income individuals and families (6 out of 29 articles, or
slightly more than 20%).
The geographic scope of research has expanded in sub-
sequent years. Between 1995 and 1999, the largest single
source was the UK (40%). While the National Health Ser-
vice historically had “afforded little scope for a pro-active
role on the part of local populations with regard to manage-
91 (2009) 219–228

rial and profession decision-making” (p. 447) [7], efforts
to open the system to public input gained ground, and
academic attention, through the 1990s. Other policy sec-
tors were similarly influenced [8]. Several major research
projects into public participation were initiated in the UK
around this time, including investigations of citizen juries
[9,10]. Health reform efforts in Canada and Australasia in
the mid- to late-1990s also put a spotlight on public engage-
ment. Public involvement in local decision-making was a
stated objective of health system restructuring and the
creation of regional health authorities in Canada [11]. Addi-
tional research and advocacy for public engagement were
generated by Canada’s Romanow Commission [12]. New
Zealand’s efforts to establish core health services were a key
policy contributing to research interest in public engage-
ment in priority setting in that country [13].

3.1.2. Sector and level of government
It was relatively rare for there to be discussion of trade-

offs across sectors (e.g., between health and education);
only 16 cases included both health and non-health sectors.
Where these occurred, they were in the context of general
assessments of public priorities for government spending,
or in the development of broad vision statements. 97 cases
addressed solely priority setting in the health sector, and
77 cases identified took place in non-health sectors.

A range of sub-sectors in the health field were repre-
sented in this data. The most common was public health
and health promotion (n = 39), followed by consultations
that addressed general policy issues and a range of spend-
ing options (n = 31). Consultations within regional health
authorities or other integrated health systems about pri-
oritization over a range of services were the focus of 15
cases. A limited number of cases looked specifically at pub-
lic engagement in priority setting for mental health (n = 5),
acute care (n = 4), pharmaceuticals or health technology
assessment (n = 5), and long-term care (n = 5).

Among non-health cases, the leading source were the
environmental sciences (n = 24) and urban planning (n = 23)
fields. There were nine cases included from the parks,
recreation and leisure area, and seven from transportation
planning. Also represented by small numbers of cases were
areas such as education, criminal justice, energy policy and
labour and workforce policy.

Overall, there was an even distribution of cases among
different levels of government. Of the cases reviewed, 16%
were national government exercises, 13% provincial or state
level, 11% regional, and 16% municipal or local govern-
ment. In 16% of instances, multiple levels of government
cooperated or worked with community groups or NGOs
collaboratively to engage the public in priority setting. The
largest and smallest scales were least represented; only
2% of cases were inter- or trans-national in scope, and
5% were conducted at the neighborhood or sub-municipal
scale.
3.2. Details on engagement processes

3.2.1. Scope of engagement
Lomas presented a three-level scale to assess the scope

of public engagement [14]. The highest or macro-level
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Table 3
Definition and recruitment of the public, by number of cases.

Sampling method

Random
selection only

Purposive
selection only

Self-selection
only

Combination of
selection methods

Public to be engaged
Patients or service users or consumers only 1 10 2 1

F as uncod

r
t
f
s
d
(
i
t
W
a
o
u
o
c
(
r
o
w
i
m
r
r
d

T
M

C

n

i

C

p

w

P

c

f

Representatives of organized groups only 0
Individual citizens only 17
Multiple publics are involved 2

or 23 cases, either the nature of the public or the method of sampling w

elates to which services should be funded (allocations
o health vis-a-vis other services, and general principles
or financing and organization). The meso-level relates to
pecific services and programs. The third level relates to
ecisions about the terms under which classes of patients
as opposed to specific individuals) should receive services,
.e., what clinical or demographic factors should render
he ‘typical’ patient eligible or ineligible for treatment.

e employed a modified version of this scale, including
fourth category—monitoring and evaluation; this reflects
ur view that evaluation, because of its potential impact
pon program and policy decisions, can be an implicit form
f priority setting. The bulk of the literature describes pro-
esses at the highest levels—either broad system design
31%) or in system planning functions (i.e., the allocation of
esource to programs, sites, or services) (53%). Often both
f them were addressed by the same case. Fewer examples
ere reported at the meso-level. This is unsurprising since

t is clear that the public is more reluctant to desire involve-

ent in choices where the impact on individuals’ possible

eceipt of service is more direct [15,16]. There were also
elatively few reported instances of public engagement in
eciding upon monitoring or evaluation strategies.

able 4
ethod(s) of public engagement employed.a.

ommunication
Type 1—(traditional publicity, e.g.,

ewspaper ad)
33 99

Type 2—(public hearing or public meeting) 57
Type 3—(drop in center, Internet

nformation)
7

Type 4—(hotline/1–800 number) 2

onsultation
Type 1—(opinion poll or survey) 73 233
Type 2—(referendum) 1
Type 3—(consultation document with select

ersons or groups)
38

Type 4—(electronic consultation/interactive
ebsite)

7

Type 5—(focus group) 46
Type 6—(study circle or open space) 17
Type 7—(standing citizens’ advisory panel) 51

articipation
Type 1—(citizens’ jury or consensus

onference)
18 73

Type 2—(negotiated rule making or task
orce)

14

Type 3—(deliberative poll or planning cell) 23
Type 4—(town meeting with voting) 18

a Adopted from [24].
17 2 1
13 9 3
29 7 53

able.

3.2.2. Mandate of activity
Public consultation can be mandated by law or regu-

lation, or it can be voluntarily undertaken. Examples of
mandated engagement would include provisions for stake-
holder involvement in impact assessment under the US
National Environment Protection Act [17]; Local Voices
and subsequent guidance to health purchasers in the UK
[18]; or the role of Community Health Councils in advising
Alberta’s Regional Health Authorities [19]. For cases where
this could be identified (82% of the total), there was approx-
imately a 2.25:1 ratio in favour of voluntary initiation. It is
possible for organizations to go beyond legislated require-
ments to obtain additional public participation. Regardless
of whether a consultation was mandated or voluntary, the
choice of approach was usually left open enough to allow
for considerable discretion and possibility of experimenta-
tion on the part of the consultation sponsor [20,21].

3.3. Defining and recruiting the public

We coded the articles to determine how the sponsors
of different engagement processes understood the ‘public’
whose engagement they sought. We defined three distinct
categories—the public as individual citizens speaking on
their own behalf, the public as organized interest groups
supposedly speaking on behalf of their membership, and
the public as patients or consumers of services, in those
relatively few instances where they are asked to speak on
issues broader than their own personal experience.

The public could be defined for 167 of our 190 cases.
Most of these cases reported multiple publics being con-
sulted (n = 91). Where only a single public was identified, it
was twice as likely to be members of the public as citizens
(n = 42) compared to interest group representatives (n = 20).
Note that it is possible that people chosen to participate
as individuals may still speak to or represent their under-
standing of a group view, rather than simply articulating
personal direct experience [22].

Slightly more than one-third of cases (38%) reported that
particular attention was paid to soliciting the input and
participation of disadvantaged populations or groups with
special needs (as defined by the authors of the articles).
This included a wide range of participants such as the poor
(27), children (14), visible or ethnic minorities (11), abo-

riginal persons (12), persons with disabilities (9), seniors
(8), women (11), mental health consumers (4), illiterate
or persons of low education (5), the homeless (4), single
parents (2) and others. Such groups traditionally have not
been involved in decision-making, and they may have con-
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Table 5
Comparison of deliberative and non-deliberative public engagement pro-
cesses by time period and duration.

Deliberative
engagement processes

Non-deliberative
engagement processes

Time period
1980s 18% 82%
1990–1994 28% 72%
1995–1999 34% 66%
2000–2006 37% 63%

Hall process, has as one of its core principles that
decision-makers “must be present, listening and pub-
licly committed to taking outcomes into consideration”
(p. 355) [29].

Table 6
Comparison of deliberative and non-deliberative public engagement pro-
cesses by the presence of face-to-face interaction and perceived outcomes.

Deliberative
engagement processes

Non-deliberative
engagement processes

Face-to-face interaction?
Yes 62% 30%
No 13% 38%
Unclear 25% 32%
Duration
One-time 25% 75%
On-going 44% 56%

Row totals in each panel add to 100%.

cerns or needs of the system which may not be adequately
identified through a general consultation process. “When
participation is open to all it often becomes unequal” (p.
181) [23]. Clearly some authors have chosen to engage
directly with the disadvantaged; however, we have insuf-
ficient grounds to judge whether this amount of attention
is adequate to the task. In terms of selecting the partic-
ipants, a combination of methods was used in 53 cases.
Across all cases, purposive recruitment was most popu-
lar (n = 69), followed by self-selection (n = 20) and random
sampling (n = 20) (see Table 3).

3.4. Methods, cost, and outcomes of engagement

3.4.1. Methods
A core objective of our review was to determine the

range of techniques used to engage the public in prior-
ity setting decisions. We coded articles using a framework
developed by Rowe and Frewer [24]. This has three distinct
‘levels’ of participation, ranging from least to most inter-
active: communication, consultation, and participation. In
communication, there is one-way transfer of information
from the decision-maker to the public; in consultation,
information is provided by the public to decision-makers,
but without interaction or formal dialogue. At the high-
est level, participation, “the act of dialogue and negotiation
serves to transform opinion in the members of both par-
ties” (pp. 255–256). Within this threefold framework, 15
discrete techniques can be identified (see Table 4).

Most of the reported cases used multiple methods for
obtaining public input (96 cases of 183 codable cases).
Across all of the articles included in the review, a total of
405 techniques were employed. Fifty-eight percent (58%)
of these fell into the middle level (consultation), 24% at
the lowest level (communication), and 18% at the highest
level (participation). As shown in Table 4, the most com-
monly employed specific methods were those associated
with traditional approaches to gathering public input. How-
ever, deliberative methods appear to have gained ground
in recent years. In each successive time period, from the
1980s, to 1990–1994, 1995–1999, and 2000–2006, the pro-
portion of cases in which at least one deliberative method

was employed increased (Table 5).

3.4.2. Episodic or one-off engagement
Cases of public participation were also coded as either

one-time occurrences or as representing an on-going pro-
91 (2009) 219–228

cess for regularly obtaining public input. Codable results
were fairly evenly balanced: 49% were one-time events
and 45% were on-going over a period of time. For those
processes that were intended as on-going, the mean dura-
tion at the time of publication was just short of 4 years
(median = 3 years).

White argues that administrators prefer forms of par-
ticipation without sustained interaction, to minimize the
prospect that public members can organize around alter-
native agendas or threaten administrative efficiency [25].
However, others have argued that participatory processes
require some degree of “on-going engagement to develop
meaningful communication and trust” (p. 44) [26]. In our
review, deliberative methods seemed more prone to be
employed in the context of on-going engagement exer-
cises; at the consultation level, 60% of cases were one-time
and 36% on-going, while at the participation level this was
reversed: 37–57%. A relationship between duration and
perceived outcomes did not appear, as both episodic and
on-going exercises were assessed as successful in about
60% of cases.

3.4.3. Face-to-face interaction
We coded the articles to determine if the engage-

ment processes allowed opportunities for the public to
meet and interact with the decision-makers face-to-face
at least once during the course of the priority setting
activity. About 40% of cases allowed for this. One illustra-
tive example is decision-makers working with community
members to identify priorities for change on a low-
income housing estate in south London [27]. Residents
and staff worked together on needs assessment study
teams, and the decision-makers entered into negotia-
tions with their own organizations about how to meet
concerns as the assessment was on-going. Our data sug-
gest that deliberative methods appear more commonly
to have a face-to-face component (Table 6). Leighninger
describes one example from Oklahoma in which the
presence and active participation of elected officials con-
tributed to substantial correctional system reforms [28].
Another model, the AmericaSpeaks 21st Century Town
Perceived outcomes
Good 78% 54%
Fair or poor 13% 19%
Unclear 9% 27%

Column totals in each panel add to 100%.
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Table 7
Public engagement in priority setting: overview of the findings.

Sources and distribution of the cases There has been steady growth in the number of empirical case studies of public engagement over
recent years
This literature is distributed across the English-speaking world and often spikes following major
health care or other government reform efforts
Cases occur frequently in the health, environment, urban planning sectors, but are also increasingly
evident in other sectors like transportation, criminal justice

Details on engagement processes All levels of government report efforts to engage the public(s)
A large minority of projects are researcher-initiated but most cases have direct sponsorship by
government bodies of some sort
Public engagement is most common at the visioning or goal setting level, and in specific decisions
about sites or programs; it is less common in monitoring or evaluation
The search for effective means of public engagement often goes beyond the minimum legally
mandated requirements

Defining and recruiting the public Multiple publics are identified in the literature
Purposive recruitment is most common, with some use of random and self-selection

Methods, cost, and outcomes of engagement A range of methods are used; traditional approaches are most common but over time there has been
increasing experimentation with more deliberative designs
Consultations are typically one-off rather than on-going, and not likely to involve the public in direct
face-to-face interaction with decision-makers
Costs are seldom reported, but well-structured processes can range from tens of thousands of dollars
to the million-plus range
Engagement exercises are rarely formally evaluated
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impact on decisions
There is a lack of pract

.4.4. Cost of engagement
Cost of engagement, along with the difficulty of fit-

ing into organizational timeframes for decision-making,
s frequently seen as one of the major barriers to public
ngagement in priority setting and other key decisions.
iven this, it is perhaps remarkable how few cases actu-
lly identify the costs involved in public engagement in
esource allocation. In our review, only 13 cases (7%)
xplicitly identified the costs associated with the chosen
articipation processes. In a further 14% of cases, it seemed
ossible that enough details were provided that experi-
nced health system managers might be able to estimate
he expenses required.

Large scale and intensive deliberative projects, such as
he AmericaSpeaks town halls or the ChoiceWorks dia-
ogues conducted for Canada’s Commission on the Future
f Health Care in Canada, can run into the million dol-
ar range [12,30]. Smaller scale efforts can require tens
f thousands of dollars, much of which is accounted for
y staff time. For instance, the development of Edmon-
on’s health goals in the early 1990s required 1.5 full time
ositions over 18 months [31], while the design, prepara-
ion, and conduct of two public value forums in Germany
equired 60 person days’ professional and participant time
32]. Staffing and supporting a city-wide citizen’s advi-
ory panel on transportation in Boulder, Colorado obtained
over 1,000 hours . . . of systematic, reliable, informed,
ommunity-representative citizen input in an immediately
sable form” (p. 53) [33].
.4.5. Perceived success and impact
White states that “the vast and eclectic literature on par-

icipation displays a common feature: a singular lack of
oncern with outcomes, or the effectiveness of participa-
ion” (p. 466) [25]. This is confirmed by our review, which
ults are generally seen as successful and often claimed to lead to direct

ance for integrating public input with other forms of evidence

found few reports of public engagement processes in pri-
ority setting being evaluated for their effectiveness. Direct
comparison of different methods under experimental con-
ditions is almost completely absent. In 37% of our cases it
was unclear or unspecified if evaluation had been under-
taken; in another 29% of cases evaluation was stated not to
have occurred. In only 32% of cases evaluation was reported.
Process evaluation was more likely than evaluation of out-
comes at a ratio of 4:3.

About two-thirds of the articles concluded that the
participation process had been successful (as defined by
the original authors). Results were deemed to be mixed
or indifferent in 14% of cases. In only 6% of the cases
assessed the original authors concluded that participa-
tion was unsuccessful. Cases in which deliberative methods
were used were seen as more successful than approaches in
which lower levels of engagement such as communication
or consultation were employed (78–54%) (Table 6). Cases
in which there was face-to-face interaction appeared to be
rated by the original authors as more successful than those
in which there was no direct interaction between public
participants and decision-makers (75–49%).

Conclusions about success did not appear to depend
upon the presence or absence of formal evaluation. Sixty-
two percent (62%) of cases in which a formal evaluation
occurred were classified as successful by the original
authors. For cases without formal evaluation or where its
occurrence was unclear, 61% were classified as successful.
However, poor or indifferent results were determined for
28% of cases with formal evaluation, and only 13% of cases

without. So it may be that authors are more reluctant to be
critical of the results of a participation intervention in the
absence of evaluative data.

Authors were somewhat less likely to conclude that
engagement had made a difference, defined here as lead-
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ing to a decision other than what would have been arrived
at in its absence. Where affecting an actual decision was
the intention of the engagement process (which was not
true of all cases reviewed), sixty percent (60%) of the cases
stated that an impact – as defined here – had been achieved,
while 10% stated that this was not the case. In 30% of cases,
judgment on this point was either unclear or unspecified.

3.4.6. Integration of public input
Public views are seldom, if ever, the only information

that is considered when making decisions. Other forms of
evidence, such as research-based information, professional
experience, political judgment, or habits and tradition,
are also available to decision-makers [34]. Combining
these forms of evidence has been characterized in recent
environmental policy studies as an ‘analytic-deliberative’
process:

Seeing a policymaking process as a combination of anal-
ysis and deliberation is an important advancement,
mainly because it corrects shortcomings with the tradi-
tional view that policymaking is an uneasy combination
of science and politics. It is incorrect to equate analysis
with science and deliberation with politics. Deliberation
is also informed by science (usually the social sciences),
and analysis can be done by scientists as well as lay
people (p. 531) [35].

Yet the literature provides little direct guidance on how
the different inputs might be integrated. Nineteen percent
of our cases discussed this issue and provided some strate-
gies or approaches that might be employed to this end.
However, more than half of the cases (56%) did not address
the question or did no more than acknowledge it as an issue
without attempting a resolution. In 25% of cases, it was
unclear how, if at all, the decision-makers combined dif-
ferent sources of information to determine priorities and,
ultimately, to allocate resources.

4. Discussion

There is a very substantial body of literature from the
past quarter-century exploring questions of public partic-
ipation in priority setting and resource allocation. Much
of this is conceptual, theoretical, or advocacy-oriented, but
an increasing number of empirical case studies have been
published. Health care sector examples are available from
a wide range of countries, and from across health care con-
texts including integrated service organizations generally
as well as specific fields such as public health, mental health
and acute care. There are also useful experiences reported
from non-health sectors which can inform health care plan-
ning and decision-making.

The literature covers all levels of government, from
national to local, so decision-makers are likely to find some
parallel to their own setting and situation. And the varied
extent of decision-maker involvement in public engage-

ment exercises is indicative of the pressures they face to
satisfy demands for a greater public role in priority setting.
The studies we identified in this review report such features
of public engagement as who participates, the methods or
techniques used to obtain input, and the observed or antic-
91 (2009) 219–228

ipated outcomes of such exercises. Our key findings are
summarized in Table 7.

So what do these findings mean in terms of what we
know, and what we do not know, about public engagement
in priority setting? Many decision-makers appear to use
multiple methods to engage multiple publics, and to use
methods from the different levels of Rowe and Frewer’s
typology in combination—in our view, this provides a bal-
ance between breadth and depth that may lead to a more
rounded understanding of the public’s desires. Our results
also suggest that authors of more deliberative processes
find these to produce better results. There also seems to be
better satisfaction with the outcomes of processes in which
there are opportunities for face-to-face interaction among
public participants and decision-makers. The ability and
willingness to seek public input in an on-going, sustain-
able fashion over time also seems to be a promising way
of obtaining public engagement in priority setting when
compared to single or one-shot exercises.

Very rarely have experimental designs contrasted the
effectiveness of public engagement under controlled condi-
tions, though there have been some studies carried out with
health regions in Canada. Abelson et al. compared tradi-
tional survey approaches with face-to-face group meetings,
and found that the opportunities for deliberation made it
more likely that participant’s prioritizations could change
[36]; this reflects the conclusions of Dolan et al. [37].
However deliberation effects appeared to be somewhat
context-dependent, a result confirmed by Abelson et al.
[2]. There is growing interest in and demand for such work
[38]. Proponents of new deliberative processes, in particu-
lar, seek to demonstrate effectiveness of their models [39],
which is needed if these typically more costly and demand-
ing techniques are to be adopted by decision-makers. Rowe
and Frewer have contributed particularly valuable work in
establishing approaches to the evaluation of public partic-
ipation generally, which could be extended to the priority
setting and resource allocation sphere [40,41]. Beierle and
Cayford have reviewed cases of public participation in the
environmental sciences [42], but comparable work to our
knowledge has not been done in other non-health sectors.

There are several other key gaps evident in the litera-
ture. One is identifying what role, if any, the public plays in
setting performance measures, monitoring and evaluation
design. The absence of such studies in our search is some-
what surprising in the light of the increasing advocacy in
the literature for participatory evaluation processes and the
recognition that, ‘what gets measured is what gets done’.
However, it may have been that our chosen databases and
search terms did not identify evaluation-related articles
effectively. Alternatively, Ho may be correct in claiming that
“the public and external stakeholders are seldom involved
in defining, selecting, and using performance measures” (p.
107) [43].

We also need to consider whether disadvantaged or vul-
nerable populations should be approached with unique or

modified engagement mechanisms. Questions of interest
might include the reasons why these groups were con-
sulted, if the consultation was only with these groups or if
the data were combined with more general ‘public opinion’,
and if there was anything distinctive about the approaches
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levels of health-care decision making. Social Science & Medicine
2002;54:1825–37.

[17] Daley DM. Public participation and environmental policy: what fac-
tors shape state agency’s public participation provisions? Review of
Policy Research 2008;25:21–35.
C. Mitton et al. / Heal

sed. From a practice perspective, an obvious gap is guid-
nce about how to integrate the results of different public
ngagement processes with different forms of evidence. In
ddition, in the studies reviewed, there was typically no
ecognition that different methods might produce different
mpressions of the public’s preferences or consideration of
ow discrepancies might be reconciled in setting priorities
r allocating resources.

The results reported here are subject to certain limita-
ions. First, the emphasis of the scoping review on public
articipation practice necessarily resulted in the exclu-
ion of large subsets of the public participation literature
e.g., public participation expressed via market mecha-
isms, political and legal systems; decision-maker views
bout the desirability and feasibility of public engagement;
he psychology of decision-making and priority setting
nvironments). Priority setting (more so than resource allo-
ation) is potentially a very elastic concept; others might
efine the term in a more or less inclusive way than we
ave done, consequently capturing a somewhat different

iterature for review. In addition, our assessment produced
ncodable or incomplete data in some areas, due in part
o incongruence between what we were seeking to find
nd what was reported. As such, our conclusions about the
irection and weight of results are more tentative than we
ould have hoped.

. Conclusions

There are some practices for public engagement in pri-
rity setting which appear promising, as described above
that is, seem generally supported by their authors in the
ublished reports – and would bear further investigation as
o the contexts in which they might best be pursued—for
nstance the use of multiple methods and the balancing
f broad consultations with in-depth engagement using
ew deliberative techniques. The many differences in back-
round, reporting, aim, content and implementation of
ngagement efforts make it challenging to undertake sys-
ematic comparisons. In addition, a lack of evaluation
tudies constrains our ability to say that the evidence backs
ny particular approach to public engagement in priority
etting. Judgments of success in the literature do not appear
elated to the presence or absence of evaluation. This clearly
upports a greater need for such public participation exer-
ises to be subject to formal evaluation.

This scoping review was a first step by the authors
oward the development of a set of heuristics for decision-

akers concerned with the role of public input in priority
etting and resource allocation. Many decision-makers are
eeking academic support and advice in moving forward
n this area. Ultimately, the intention of such guidelines

ould be to maximize the quality and usefulness of pub-
ic engagement. Clearly, further study is needed before
here is sufficient evidence to make such recommenda-
ions as, ‘if your circumstances are similar to situation X,

hen Y or Z approaches to public engagement appear to
ave been successful in the past’. Careful consideration
f the context must occur before any particular approach
o engagement is adopted. Any such guidelines would, of
ourse, have to be interpreted relative to the varying objec-
91 (2009) 219–228 227

tives which decision-makers (and citizens) might have for
such exercises—which as we have noted, are frequently
not made explicit. The next immediate step is to identify
specific research projects to address key gaps identified
through this scoping review. In our view, this can only
be done through collaboration between decision-makers
faced with real world constraints in engaging the public
to inform priority setting and resource allocation decisions
and researchers with interests in this important topic area.
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