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Objectives: The primary objective of this study was to determine the extent to which
international standards on transparency and quality are met by the health technology
assessment (HTA) process in Poland. A secondary objective is to describe the outcomes
of the HTA process and their associated factors.
Methods: All published online HTA appraisal and meeting proceedings on
pharmaceutical products in 2008 were reviewed using a score card developed from
international checklists recommended by INAHTA and ECHTA.
Results: The sixty-nine reports reviewed showed that five of nine transparency standards
and six of eight quality standards were usually met by the HTA reports. Areas for
improvement for transparency include inputs from external stakeholders, availability of
English summaries, conclusions, implications of results, and suggested program of action.
Areas of improvement for quality include appropriateness of target population and
comparator/s, sufficiency of evidence on efficacy and safety, methodological rigor,
economic model assumptions, and adaptation to the Polish setting. A consideration of the
ethical and social consequences to the healthcare system must also be strengthened.
Conclusions: The study demonstrates that the incorporation and implementation of the
HTA appraisal process in Poland has been successful. HTA appraisal reports in Poland
have considered most of the international standards of transparency and quality.
Recommendations for both HTA users and doers are forwarded for the improvement of
the HTA process in the Polish setting.

The views expressed in this article are the personal views of the authors and may not be understood or quoted as being made on behalf of or reflecting the
position of the organizations the authors work for.
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As the number of new healthcare interventions grows and the
volume of new knowledge from clinical research increases,
making judgments on available technology is no longer a
simple task for healthcare professionals. Health technology
assessment (HTA) fills this need by bridging research and
health decision-making processes (3). It helps to meet two
conflicting goals of the healthcare system—to provide the
best available treatment to patients and to enhance the op-
timal allocation of limited resources (22). Over the years,
the importance of the role of HTA increased, resulting to the
establishment of HTA agencies in many countries.

In 2005, an ordinance of the Ministry of Health (MoH)
established the Agency for Health Technology Assessment
in Poland (AHTAPol), whose main objective was to provide
the Ministry of Health with reimbursement recommendations
(17). Beginning as a unit under the Ministry, the AHTAPol is
now its own legal entity with its own budget, operating at the
national level under the supervision of the Ministry of Health.
Its important contribution to the decision-making process
granting authorization and diffusion of health technologies
in Poland has recently been emphasized with the amendment
of the law on healthcare services being financed by public
funds in August 2009 (16).

Two years after its operation, AHTAPoL published the
first Polish HTA guidelines covering applications for reim-
bursement of new chemical entities (NCE) (1). Three types
of evidence were required in the HTA dossier: clinical ef-
fectiveness, economic analysis, and analysis of the impact
of the NCE on the healthcare system. The guidelines high-
lighted the vital roles of HTA doers and HTA users. HTA
doers (manufacturers of a healthcare technology) are respon-
sible for the delivery of relevant scientific information into
the process of developing reimbursement recommendations
while HTA users (AHTAPoL) must ensure the transparency
and high quality of the process.

The first stage in the development of any HTA recom-
mendation starts with a request of the Ministry of Health to
AHTAPol. This request can be a result of a submission of an
application for reimbursement with the accompanying HTA
dossier by a sponsor to the Ministry of Health. During the
review at AHTAPol, the HTA dossier is checked for com-
pliance to AHTAPoL guidelines. Subsequently, AHTAPol
prepares an assessment report that summarizes the evidence
for the intervention of interest with help from external ex-
perts and reviewers. The report includes (i) the description of
the technology and its comparators; (ii) analysis of its reim-
bursement status in other jurisdictions; (iii) analysis of clin-
ical guidelines; (iv) review of scientific evidence on clinical
efficacy, safety, cost- effectiveness, cost-utility, and budget
impact (these may be taken from the application dossier or
collected by the AHTAPol from secondary sources); (v) cost

of the drug; and (vi) condition for the public financing options
of the given technology (16). Then the assessment report is
submitted to the Consultative Council, which is an indepen-
dent advisory body consisting of external experts invited by
the MoH. The Consultative Council deliberates and prepares
the recommendation on the inclusion of the drug in the Na-
tional Formulary and target beneficiaries of the decision such
as specific groups of patients or therapeutic programs. The
HTA recommendation is relayed to the president of AH-
TAPol, who in turn, endorses it to the Minister of Health.
The final recommendation and its accompanying documents
are published on the AHTAPol’s Web site. As stipulated by
the law, the HTA process from receipt of the application to
the final recommendation must take only 45–60 days (16).

There are global initiatives from the International Net-
work of Agencies for Health Technology Assessment (IN-
AHTA) and the European Collaboration for Health Technol-
ogy Assessment Project (ECHTA) that outline best practices
in undertaking, generating, reporting, appraising, and eval-
uating HTA recommendations. These come in the form of
methods toolkits, standard procedures, and checklists (6;11).
It was envisioned that these international guidelines will
serve as tools for developing HTA skills in different envi-
ronments, inform HTA doers and HTA users, as well as pro-
vide benchmarks for improvement in performance. They can
also be a tool for identifying aspects of the HTA process that
are given emphasis at a particular setting, fostering a greater
understanding of how a particular HTA agency works.

The initial operating years of any HTA agency can be
challenging. There is a need to continually inform its per-
formance and improve its processes. Furthermore, it is im-
portant to adopt best practices to ensure the validity of any
HTA recommendation and its acceptance in the local envi-
ronment as well as in the international setting. Following
a common body of principles and methods can greatly re-
duce heterogeneity, enhance credibility in providing the best
available evidence on a wide range of medical interventions
and facilitate high quality of resource allocation decision and
international comparability (12).

By nature HTA can be complicated and potentially con-
troversial (8). There are many stakeholders interested in the
HTA process and results. It is thus mandatory that trans-
parency be observed. The details of the assessment and dis-
cussions leading to the recommendation must be clearly
stated, freely available, and accessible for all. Moreover,
decisions must be based on rigorous scientific evidence to
prevent distortions in health resource allocation decisions.
This makes quality critical to the process. Quality is fostered
when appropriate methods are undertaken and described ac-
cordingly and when all relevant outcomes of interest and its
consequences are included.
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This study was undertaken to answer the need to evaluate
the HTA process in Poland—to define its accomplishments
and to inform its implementation. There is much to be learned
about a HTA agency’s performance from publicly available
HTA appraisal reports (14). The primary objective of this
study is to determine the extent to which transparency and
quality, as defined by international standards, are met in the
HTA process in Poland. A secondary objective is to describe
the outcomes of the HTA process and factors that are asso-
ciated with these outcomes based on the Polish experience.
It is an aspiration that the conclusions drawn from this study
will provide HTA doers and HTA users with valuable recom-
mendations for further improvement of the HTA process in
Poland. To our knowledge, this is the first time that such an
endeavor is done locally, if not internationally, as most eval-
uations focused more on the scientific merits of the evidence
submitted and not on aspects of the appraisal process itself.

METHODOLOGY

All published HTA reports, consisting of the HTA recommen-
dation (appraisal decision) and Consultative Council meeting
proceedings, were examined. Available HTA reports of drug
technologies issued in 2008 were downloaded from the AH-
TAPol Web site on May 10, 2009, and revisited on August
25, 2009. Only full HTA reports with complete recommen-
dations and meeting proceedings were considered.

HTA Score Card

An HTA score card was specially developed for this study un-
der the following assumptions: the appraisal process entails
critical evaluation of all consequences of the implementation
of a new health technology into the clinical practice, tho-
rough analyses in the assessment and application of judgment
on relevant HTA aspects (19); the standards of transparency
and quality must be equally applied to HTA reports and their
appraisal; and because Poland is a member of INAHTA and
ECHTA, current standards of these organizations will apply.
The HTA score card contained the main domains of the IN-
AHTA and ECHTA checklists relating to transparency and
quality. Key guide questions under each domain were iden-
tified using all available international HTA checklists.

The INAHTA checklist had five domains while the
ECHTA checklist had twelve domains. All seventeen do-
mains were adopted in the score card (nine items for trans-
parency and eight items for quality). The various items in-
cluded in the HTA score card, their corresponding domains
in the INAHTA and ECHTA checklists and detailed descrip-
tions are shown in Table 1.

Using guide questions for each key item, two indepen-
dent evaluators analyzed and scored each HTA report. Any
disagreement was settled by consensus. If an aspect in the
HTA score card exists or is covered in the documents being
reviewed, a score of 1 is given, otherwise 0. A score of 0
assumed that the aspect was lacking in the submission doc-

uments or was not appraised during the deliberations. All
items were equally weighted in deriving a summary score.

Safety, efficacy, and economic aspects of a given health
technology are considered as key factors in the appraisal
process. Therefore, HTA reports were scrutinized to note
any comments or issues raised at the Consultative Council’s
meeting. Comments on efficacy and safety were classified
whether they were related to selection of data and data syn-
thesis (Figure 1). For the economic analyses, comments on
the assumptions and methodology were noted (Figure 2).

An advice to reimburse a given technology is named a
positive recommendation while a negative recommendation
proposes that financing of the drug/medical device from pub-
lic funds is not advised. Conditional recommendations (“fi-
nance temporarily,” “finance provided that some precisely
criteria are met in particular indications,” “finance provided
that a cost-effective way of financing was assured”) were
considered part of a positive recommendation and were not
analyzed separately by the authors of the article (2).

Descriptive analyses of the scores of all included HTA
reports were done. Data were stored and analyzed using Mi-
crosoft Excel 2000 for Windows.

RESULTS

There were seventy-five HTA recommendations issued by
AHTAPol in 2008, of which three were non-pharmacologic
submissions and another three did not have complete docu-
ments online. After exclusion of these, a total of sixty-nine
HTA appraisal reports, including Consultative Council meet-
ing proceedings and eventual HTA recommendation were
included in the study. A description of the different organ
systems covered by the HTA reports is given in Table 2.

From the sixty-nine reviewed appraisals, thirty-six (52
percent) received positive recommendations while thirty-
three (48 percent) had negative recommendations. A neg-
ative recommendation was usually given when insufficient
evidence, incorrect estimation of the target population or
questionable data quality was provided for the safety, effi-
cacy, cost-effectiveness, and impact to the healthcare budget
criteria of the assessments. In many instances, several com-
ments were raised simultaneously.

Evaluation of HTA Appraisal Reports

Transparency. Of the sixty-nine reports reviewed,
contact details of authors were provided by sixty-seven re-
ports (97 percent) and conflicts of interest were declared in
sixty-six appraisals (96 percent). The purpose, context, and
scope of the health technology appraisal were specified in
all the reports (100 percent). The majority of reports stated
that the HTA was commissioned and initiated in compliance
to the Ministry of Health regulations. Inputs from external
experts were incorporated in fifty cases (72 percent). How-
ever, inputs from other stakeholders like patient organizations
were not mentioned in any of the documents reviewed. The
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Table 1. HTA Score Card: Key Items and Guide Questions

Appropriate section in available checklists

ECHTA INAHTA
Item Table 19 Checklist (question) Description

TRANSPARENCY
1 Authors Basic information Preliminary information(1,2) Are the authors of the

appraisal documents stated?
2 Conflict of interests of

authors
Basic information Preliminary information (3) Are any possible conflicts of

interests of authors stated?
3 Reason for HTA Description of the context

of the assessment
Why the assessment has been

undertaken (6,7)
Is the policy context

described?
Is there a scope of the work

defined?
Is there any information given

that has commissioned the
HTA, and why it is needed
right now?

4 Stakeholders’ comments Preliminary information (4) Are comments of all relevant
groups of interest such as
experts, patient
organizations incorporated
in the appraisal documents?

5 Bibliography list General methodological
aspects of the assessment

How the assessment has been
undertaken (9)

Are sources of information
used disclosed?

6 Non-technical summary Preliminary information(5) Is a short summary that can be
understood by non-technical
reader provided?

7 Summary in English Preliminary information Is a short summary in English
provided?

8 Suggestion for further action Implications of the assessment
results and conclusions (17)

Have doers of HTA been
provided with suggestions
for further action (current
research gaps, direction for
future research)?

9 Conclusions/discussion Implications of the assessment
results and conclusions
(14,15,16)

Are the conclusions from the
HTA process clearly stated?

QUALITY
10 Population Background information Has the Appraisal Body

evaluated the
appropriateness of choice of
target population
(arguments for choice of a
target population for given
technology, course of
disease, symptomatology,
epidemiology,
demographics if
appropriate)?

Discussion of generalizabil-
ity/transferability of the
findings Background
Background information

11 Comparator Discussion of
generalizability/
transferability of the
findings

Has the comparator been
appropriately defined
(appropriate identification
of current standard
treatment available for a
target population)?

disclosure of sources of data was found in fifty-eight cases
(84 percent). Almost all appraisals, sixty-eight (98 percent),
had non-technical summaries for public end-users. No ap-
praisal had a short summary in English and only nine reports

(13 percent) discussed the implications of the results and
proposals for future action. Only four reports (6 percent)
clearly stated their conclusions. The average score for the
transparency criteria was 63 percent.
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Table 1. Continued.

Appropriate section in available checklists

ECHTA INAHTA
Item Table 19 Checklist (question) Description

12 Technical description of the
technology

Data about the status quo of
the technology, Technical
description of the
technology

Why the assessment has been
undertaken (8)

Have all important aspects of
a technical description of
the technology being
appraised (requirements,
patterns of use, etc.)?

13 Efficacy Efficacy/effectiveness How the assessment has been
undertaken (10,11)

Data selection
General methodological

aspects of the assessment Results of the assessment (12,13)
Has the choice of data sources

been appropriately
evaluated?

Has the choice of comparator
been evaluated?

Data synthesis
Have methods for data

synthesis been
appropriately evaluated?

14 Safety Safety How the assessment has been
undertaken (10,11)

Data selection
General methodological

aspects of the assessment Results of the assessment (12,13)
Has the choice of data sources

been appropriately
evaluated (RCTs and other
sources of data)?

Data synthesis
Have methods for synthesis of

safety data been
appropriately evaluated?

Morbidity and mortality?
15 Economic consequences Economic evaluation How the assessment has been

undertaken (10,11)
Assumptions

General methodological
aspects of the assessment Results of the assessment (12,13)

Have assumptions made
concerning time horizon,
choice of comparator and
target population,
transferability to local
settings been appraised?

Discussion of generalizabil-
ity/transferability of the
findings

Methodology
Has the choice of

methodology for costs and
outcome estimation as well
as model quality been
evaluated?

16 Equity/social/ethical
consequences

Psychological, social, and
ethical considerations

How the assessment has been
undertaken (10,11)

Have ethical and social
consequences been
appropriately discussed?General methodological

aspects of the assessment
Results of the assessment (12,13)

17 Organizational
consequences

Organizational and
professional implications

How the assessment has been
undertaken (10,11)

Have organizational
consequences been
appropriately discussed
(budget impact, long- and
short-term changes in
healthcare utilization
patterns)?

General methodological
aspects of the assessment

Results of the assessment (12,13)

Quality. In sixty-seven cases (97 percent), the target
disease was described adequately with background infor-
mation on the disease, symptomatology, epidemiology, and
prognosis. However, it is in only sixteen reports (23 per-
cent) that evaluation and justification of the choice of the
target population was included. With regard to defining com-

parators used in the appraisal, forty-seven reports (68 per-
cent) gave information on the standard treatment, while only
eleven (16 percent) elaborated on the appropriateness of the
comparator/s used. Furthermore, almost all (97 percent) pro-
vided technical descriptions of the drug including conditions
for use.
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Figure 1. The Consultative Council’s comments regarding efficacy of appraised drug technologies in 2008.

All appraisals evaluated the efficacy data. Addi-
tional remarks were noted in thirty-six cases (52 per-
cent). Six reports received a positive comment. In the re-
maining thirty-two reports, the most frequent issue raised
was a poor quality of data (Figure 1). HTA reports

with a negative recommendation were mainly scrutinized
at the Consultative Council’s meetings with regard to
efficacy.

Safety aspects were covered by sixty-eight reports (99
percent). Seventeen cases were further scrutinized where the
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Figure 2. The Consultative Council’s comments regarding safety of appraised drug technologies in 2008.

INTL. J. OF TECHNOLOGY ASSESSMENT IN HEALTH CARE 27:1, 2011 89

https://doi.org/10.1017/S0266462310001236 Published online by Cambridge University Press

https://doi.org/10.1017/S0266462310001236


Kolasa et al.

Table 2. Distribution of Submitted HTA Drug Appraisal Reports by Organ
System (2008)

Organ System %

Alimentary tract and metabolism 15.9
Blood and blood forming organs 7.2
Cardiovascular system 5.8
Dermatologicals 0.0
Genitourinary system and sex hormones 4.3
Systemic hormonal preparations, excluding sex hormones and insulins 4.3
Anti-infectives for systemic use 7.2
Antineoplastic and immunomodulating agents 29.0
Musculoskeletal system 4.3
Nervous system 10.1
Antiparasitic products, insecticides and repellents 0.0
Respiratory system 4.3
Sensory organs 5.8
Others 1.4

most common issue found was selection of data, that is, insuf-
ficient evidence (Figure 2). Other issues raised included the
lack of data from observational studies and poor data qual-
ity. Most remarks accompanied HTA reports with a negative
recommendation.

Cost-effectiveness analyses results were included in
sixty-seven cases (97 percent). Of these, thirty-eight reports
had issues concerning methodology of the performed analy-
sis, more precisely its quality. Critical comments were made
with respect to HTA reports given a negative recommenda-
tion (Figure 3).

Budget impact analyses were reported in sixty-six cases
(96 percent). Of these, thirty-three were further deliber-
ated because of some issues. The concerns about assump-
tions (model quality) and incorrect estimation of the tar-
get population were discussed at most occasions. Again, the
comments were made alongside a negative recommendation
(Figure 4).

Social aspects were considered in four reports (6 per-
cent) and organizational aspects in two reports (3 percent). A
discussion on the long- and short-term consequences of the
new technology (organizational consequences) is missing in
all submissions.

In summary, the average score for eight quality criteria
was 66 percent.

It should be underlined that a submission with a positive
recommendation had an average of 1.7 issues raised dur-
ing the deliberations while submissions receiving a negative
recommendation had an average of 3.2 issues.

DISCUSSION

The present study reviewed all published HTA appraisal doc-
uments, reports, and deliberations on pharmaceutical prod-
ucts for 2008 on the AHTAPol Web site using standards
of transparency and quality as defined by the INAHTA and
ECHTA. The review of sixty-nine reports showed that crite-

ria for quality were more consistently met than criteria for
transparency. For transparency, most reports fulfilled five of
the nine criteria (84 percent to 100 percent) but were want-
ing in providing English summaries, clarity of conclusions,
and further recommendations to be taken. Also notable is the
inadequacy of inputs from other relevant stakeholders. For
quality, 97 percent to 100 percent of the reports included six
of the eight criteria, while only 68 percent gave adequate
information on the comparator/s being used in the appraisal.
Ethical and social consequences as well as the consequences
of drug inclusion to the healthcare system are not systemati-
cally considered in the reports. Most of the queries raised re-
volved around quality of evidence for drug efficacy, adequacy
of the target population, and the methodological quality of
the economic analyses.

This study reviewed published appraisal reports only
after a year of implementation of the Polish HTA guide-
lines. Even at this stage of development, results show that
AHTAPol has performed satisfactorily. Most HTA reports
fulfilled the international criteria for transparency and qual-
ity. However, improvements are needed in the completeness
and comprehensiveness of the submitted information. The
justification for the choice of target population and the use
of the appropriate comparator/s need more emphasis. Other
elements that need to be strengthened include the quality and
sufficiency of the evidence being presented and the method-
ological rigor of the economic consequences of the drug.
There were several appraisals that received positive recom-
mendations despite questions on inadequacy of several crit-
ical elements. The bases for such decisions are not apparent
from the published documents.

Assessment processes across HTA organizations may
vary. Differences in the diseases being covered, the types
of technologies being assessed, and the assessment meth-
ods used by the appraisal body and the recommendations
made, account for variations (10). This variability is also
observed in AHTAPol, thereby necessitating standardized
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Figure 3. The Consultative Council’s comments regarding cost-effectiveness analysis of appraised drug technologies in 2008.
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and explicit processes. Furthermore, other aspects of health
technology influence policy decisions. Social, political, and
ethical considerations often lead to trade-offs between scien-
tific evidence and real-world situations resulting to a need to
be consistent and transparent in the whole appraisal process
(15).

This study has its limitations. The number of cases re-
viewed might not be enough to give a thorough picture of
AHTAPol’s performance. Furthermore, only documents pub-
lished online were reviewed. An assumption was made that
items not covered in the published documents were not ap-
praised. There is a possibility that some of these missing top-
ics might have been discussed but were not recorded and pub-
lished. The online documents may not also provide a com-
prehensive understanding of how standards of transparency
and quality, as defined in this study, were considered during
the appraisal process. Another limitation is the way the HTA
score card was constructed. Each criterion was given equal
weight. It has been reported on many occasions that weights
given to the evidence being put forward and public interest
play a role in reimbursement decisions. Finally, this study
considered conditional and restricted recommendations as
positive recommendation and did not analyze them sepa-
rately. This oversimplification might lead to biased results.
A published study using a pooled sample of HTA evaluations
revealed that different kinds of issues were raised alongside
negative or positive HTA recommendations (5).

Despite its weaknesses, this study not only gives an
insight into the performance of the AHTAPol in 2008 but
generates valuable proposals for the improvement of the Pol-
ish appraisal process and for the delineation of roles of its
stakeholders—the HTA users and the HTA doers.

Three recommendations are directed to HTA users in
Poland. First, to improve the quality of the HTA process,
HTA users should engage in careful and comprehensive
study of the organizational and social consequences of new
drug technologies. Expected health outcomes can only be
achieved if the healthcare system is prepared for the introduc-
tion of such technology (organizational consequences). In-
stances when healthcare professionals must receive adequate
training for the adoption of the new technology or when ad-
ditional investments would be beneficial in securing the safe
and efficient utilization of the new technology may occur.
Furthermore, social preferences must be incorporated in the
decision-making process (social/ethical consequences). Sub-
jective attitudes toward a given health technology such as low
insight into the disease or low satisfaction with treatment af-
fect compliance thereby creating a potential barrier to the
implementation of the new technology (23). This omission
is highlighted by the study.

Second, to enhance the transparency of the HTA process,
there is a need to improve the way HTA recommendations
are given. In many instances, deliberations, conclusions, and
suggestions for future action are missing from the reports.
A standard layout may be introduced to ensure the fulfill-

ment of specific transparency standards like the template
used by the Scottish Medicines Consortium, for example
(www.scottishmedicines.org.uk).

Finally, a better integration of all the main players must
be aggressively pursued to improve policy making, practical
relevance of the process, and to ensure more accountability
for the decisions taken. The results of this study indicate
clearly that there is limited input from external stakehold-
ers in the HTA process in Poland. An improvement in the
engagement of the public assures its quality, validity, and
accuracy (13). In addition, the involvement of the manufac-
turers makes the appraisal process more effective and quicker.
Any outstanding queries regarding available evidence can be
addressed during an evaluation of a submission.

For HTA doers in Poland, three recommendations are
forwarded. First, HTA doers must give careful attention to
the submitted efficacy and safety evidence. This study found
that efficacy is indeed the most frequently appraised subject
from the list of key evidence, similar to what has been previ-
ously reported (7). In the study, poor quality of data was the
most frequent comment. It is important that both the methods
for data collection and synthesis are appropriately presented.
The comprehensiveness and completeness of the efficacy and
safety data must be considered to avoid concerns over data
quality. Safety issues must also be presented in a compre-
hensive and informative way. As noted in this study, adverse
events reported in the randomized controlled trials including
those from observational studies must be provided.

Second, a thorough study of the economic consequences
of a technology is needed. The adoption of a new technology
can be a major driver leading to an increase in healthcare costs
(4). In the reviewed HTA reports, concerns over the quality
of the cost-effectiveness analyses were raised. An economic
evaluation is a means of supporting a system objective of
maximizing population health gains from the available bud-
get (21). Although the AHTAPoL guidelines allow for the
application of different types of economic approaches, the
assumptions made must be justified and potential limitations
discussed thoroughly (6;9;11). In this study, there were cases
where the time horizon was regarded as inappropriately de-
fined, where not all relevant costs were incorporated or where
the calculation of uncertainty was questioned. The time hori-
zon chosen for any economic model should be consistent with
the duration of time that treatment effects may be observed
(20). To be credible, all relevant costs must be considered and
the outcome variables properly determined. Sensitivity ana-
lysis would be an important tool for judging the robustness
and the implications of results (9;12).

Finally, the correct estimation of the target popula-
tion and market shares of particular drug technologies must
be fully appreciated and accurately preformed. These are
critical in budget impact analyses as errors may lead to
over/underestimation.

The International Working Group for HTA Advance-
ment recently investigated the extent to which the key
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principles for improved health technology assessment were
supported and used by fourteen HTA organizations world-
wide (18). They found that the key HTA principles were
supported and used to various degrees by these HTA organi-
zations. They also identified aspects for improvement which
included good HTA practices in terms of transparency and
being unbiased plus the need for monitoring of the imple-
mentation of HTA findings. AHTAPol’s performance in this
aspect would be interesting as future study.

In conclusion, the study demonstrated that AHTAPol has
been fairly successful in the implementation of the HTA pro-
cess in Poland and in its integration into the decision-making
process for drug reimbursement. Using internationally devel-
oped standards of transparency and quality as measures of
performance, the Polish HTA reports have fulfilled these to
some extent. Recommendations are forwarded for both HTA
users and doers for the improvement of the HTA process. Af-
ter all, active engagement and commitment from both HTA
users and doers in the appraisal process are critical to the
achievement of optimal allocation of scarce resources in the
Polish healthcare system.
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