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Commentary

H. David Banta
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Egon Jonsson
University of Alberta

Battista has written a thoughtful and timely challenge to the
field of health technology assessment (HTA). As the author
points out, HTA is changing and evolving. One of the greatest
challenges is that HTA now seems firmly established in a
number of countries, and is being looked to more and more
for the “answers.” We accept and endorse Battista’s central
thesis, and essentially all of his critical questions, including
his ideas about future research topics. We hope to evoke
further thoughts in the reader and perhaps stimulate other
responses, either private and public.

It seems to us that Battista’s most important point is that
bodies of knowledge outside medical sciences, epidemiol-
ogy, and economics have not been much drawn on in HTA.
There has been increasing attention to the need for better
ethical analysis (7) and impact on hospitals and organization
of care in general (2;9), but little serious drawing into HTA
insights from other fields. That remains a critical challenge
for the future.

MACHINE FOCUS?

Our first area of comment concerns Battista’s statement that
the first phase of HTA concerned machines, focusing on tech-
nical performance. This is a small point in the overall thesis
of the paper, but it is important to us, who authored two of the
first HTAs, both concerned with computed tomography (CT)
scanning (8;10). In these assessments, and in all the other
assessment of machine-dominated technology from that pe-
riod that we are aware of, the focus was primarily on efficacy
and, to a large extent, economic impacts. Technical aspects,
including safety, played a small part in these assessments.

It seems to us that the focus in the early assessments
instead was on large, capital intensive technologies and even-
tually on pharmaceuticals (3). Early examples of topics for
HTAs also included procedures, such as coronary artery by-
pass surgery. Again, the focus was on questions of efficacy
and costs.

Furthermore, the focus shifted fairly rapidly from “med-
ical technologies” to “health care technologies.” An early as-
sessment concerned the efficacy of psychotherapy (1). This
trend has continued almost to the present, with, for example,
preoperative routines, diagnosis and treatment of back pain,
stroke, hypertension, prostate cancer, depression, chronic
pain, smoking cessation, community intervention programs
to prevent cardiovascular disease, the patient-doctor relation-
ship, evidence based nursing and evidence based physiother-
apy (11).

Another way of looking at this evolution is that early
assessments concerned what physicians did, hence the early
term “medical technology.” With time, the entire sweep of
health care technology came under attention, as did those
who provided those services, from allied health personnel to
other professions and assessments even concerned areas of
technology which might be almost wholly in the realm of
“technique.”

We completely agree with Battista that delivery modes
are now gaining attention. In the 1970s, we knew relatively
little about what worked to improve health. As more and more
technologies were proven to the efficacious, the question was:
why, then, is the population not gaining as much as it should
from the growing panoply of efficacious technologies. For
example, “tight control” of diabetes has proven to be highly
efficacious, even in relatively mild cases. But why were these
treatments not coming into universal use? Many have felt that
this was because existing delivery systems were inadequate
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Expanding the scientific basis of HTA

and that dissemination of findings from research, as well as
impact, have to be improved.

THE “DIFFUSE GROUP OF MANAGERS
AND HEALTH PROFESSIONALS”

It is, of course, possible to hypothesize that HTA has had
marginal effects on the meso- and microlevels of the health
care system; however, this remains to be verified, although
there are some indications in this directions. A Dutch study
based on an extensive survey of use of HTA at various levels
of health care found that most of the respondents believed
generally that HTA was useful at the national level, but also
for administrative and clinical decisions (6). However, hos-
pital directors stated that they found little value in HTA in-
formation. An important reason was lack of timeliness. The
hospital directors, most of whom were physicians, stated that
more “quick and dirty” studies were needed and that long
HTA reports were generally not useful for their purposes.

Many attempts have been made to influence physician
behavior through HTA-type information, notably the devel-
opment of clinical guidelines. The results of these are gener-
ally disappointing. The most important reason may be that in-
formation in general has little impact, at least in the short run.
Part of the strategy for assuring use of HTA is attention not
only to dissemination, but to implementation of results, for
example through linking to financial decisions. Thorsen and
Makela present a list of possibilities for implementation (12).

HTA agencies have only recently begun to pay attention
to the recipient of the information outside of defined centers
of national or regional policy making. Research on dissemi-
nation has clearly shown that attention to the target group for
a message is critical to success. The EUR-ASSESS program
(5) reviewed some of the available information and concluded
that “active information processing is selective. . . . Target
groups will pay attention to messages that are perceived as
relevant to them.” That report produced an extensive list of
examples of target groups in the health field.

At the macro level, HTA has been generally effectively
linked to national health policies, such as regulation and,
increasingly, payment. It seems quite logical that HTA pro-
grams especially target national level policy makers consid-
ering their usual source of support (4).

EVALUATING HTA PROGRAMS

Efforts to evaluate HTA programs, as well as the impact of
HTA studies, have been small and scattered. To an extent, this
is understandable. Such evaluations are difficult and those
that have been carried out are criticized by methodological
purists for poor methods. However, randomized trials con-
cerning the results of HTA or the organization of an HTA
program are hardly feasible. At the same time, academics
who have the expertise to help with designing studies are
generally not deeply involved in HTA and therefore do not

necessarily understand the problems and difficulties of HTA
agencies. This could be overcome with some efforts, but that
would probably need to include new funding.

Furthermore, those working in HTA are busy from the
large and growing demands on assessments. Evaluations tend
to be seen as “academic,” perhaps even irrelevant. The tar-
get audience is often highly visible, such as the Minister of
Health, and if the Minister is satisfied, everyone is happy.

Concerning research on models of HTA, the models
that served well up to the present need to be examined and
perhaps changed. For example, experience shows that long
term survival of HTA organization at the national ministry
of health level need to be fairly insulated from actual politi-
cal decisions. This is a difficult point, because the decisions
that HTA exists to assist, are in fact largely political, as
Battista also points out. Nonetheless, experience has shown
that national HTA organizations, and probably regional pub-
lic programs as well, must be above partisan politics. At
a mundane level, acceptance by major political groupings
helps to assure continued existence. When a national HTA
body survives an important election, it is an indication that
the organization has been useful to many parties. The In-
ternational Network of Agencies for Health Technology As-
sessment (INAHTA) has recognized this problem in its re-
quirements for membership. The main membership criterion
is that member program must gain more than one-half of
their support from public sources. More thought is needed
beyond a call for evaluation of organizational models.

At the same time, it must be acknowledged that no two
HTA agencies follow an identical organization model. Fac-
tors that explain differences in organization include sponsor-
ship (e.g., ministry or health insurance), role of providers of
care, scope of responsibilities and a cluster of social and cul-
tural factors that no one has even attempted to characterize
in the case of a single HTA agency that we are aware of.

A number of country and national HTA agencies have
realized that sitting within the ministry of health or its equiva-
lent is not a good long-term solution. In the long-run, it seems
best that the program be independent, although subsisting
mainly on public money, such as the Swedish Council for
Health Care Technology Assessment (SBU) or the Catalan
Agency for Health Technology Assessment (CAHTA). Still,
the question remains, will these models that have worked so
far continue to work in the future?

DISCUSSION

Battista has provided a challenging agenda for future thought
and action. It must be acknowledged that HTA agencies, like
all other human institutions, are slow to change. However, as
HTA continues to spread and, as a new European program
for HTA is beginning to be implemented, the problems ad-
dressed in his article are becoming increasingly pressing. It
is important for all those involved in HTA to consider such
questions and to be involved in the discussion of such topics.
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Battista should be commended to giving all of us food for
thought.
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