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Objectives: Local health technology assessment (HTA) to determine whether new health technologies should be adopted is now a common practice in many healthcare
organizations worldwide. However, little is known about hospital-based HTA activities in France. The objective of this study was to explore hospital-based HTA activities in French
university hospitals and to provide a picture of organizational approaches to the assessment of new and innovative medical devices.
Methods: Eighteen semi-structured interviews with hospital pharmacists were conducted from October 2012 to April 2013. Six topics were discussed in depth: (i) the nature of the
institution concerned; (ii) activities relating to innovative medical devices; (iii) the technology assessment and decision-making process; (iv) the methodology for technology
assessment; (v) factors likely to influence decisions and (vi) suggestions for improving the current process. The interview data were coded, collated and analyzed statistically.
Results: Three major types of hospital-based HTA processes were identified: medical device committees, innovation committees, and “pharmacy & management” processes. HTA
units had been set up to support medical device and innovation committees for technology assessment. Slow decision making was the main limitation to both these
committee-based approaches. As an alternative, “pharmacy & management” processes emerged as a means of rapidly obtaining a formal assessment.
Conclusions: This study provides an overview of hospital-based HTA initiatives in France. We hope that it will help to promote hospital-based HTA activities in France and discussions
about ways to improve and harmonize practices, through the development of national guidelines and/or a French mini-HTA tool, for example.
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Innovative medical devices can improve the delivery and out-
come of patient care. In a context of increasing healthcare ex-
penditure, the introduction of innovative and costly medical
devices has become a major issue for health policy makers. Ac-
cording to the International Information Network on New and
Emerging Health Technologies (EuroScan International Net-
work), “Emerging technologies are technologies that are not
yet adopted by the health care system. [ . . . ] Medical devices
will be before marketing, or within 6 months of marketing or
marketed but less than 10 percent diffused or localized to a few
centers.” Health technology assessment (HTA) practices have
been successfully applied by many healthcare systems world-
wide (1;2). In France, HTA constitutes a major health policy tool
for the French government (3). In 2004, an independent health
agency, the French National Authority for Health (Haute Au-
torité de Santé), was established to concentrate HTA activities
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and to provide decision support concerning the reimbursement,
nationwide, of medical devices for individual use (4).

However, HTA agencies in France and elsewhere assess
only a small proportion of the new health technologies coming
onto the market each year (5). Meanwhile, hospitals, and univer-
sity/teaching hospitals (UHs) in particular, are faced with ever-
growing demands for innovative and often costly medical de-
vices that may not yet have been evaluated by national/regional
HTA agencies (6). In addition to providing training for future
physicians and other health professionals, UHs are also the
frontrunners in medical research and technology. In a context
of limited resources, this situation has forced hospitals around
the world to develop local HTA systems, to guide the selection
of innovative medical devices and investment in such equip-
ment (7). Hospital-based HTA models from Australia, Canada,
Denmark, Spain, and Italy have now been reported (7–11). In a
2008 worldwide survey, the Hospital-Based HTA Sub-Interest
Group of the Health Technology Assessment International
(HTAi) Society agreed on four models for HTA within hos-
pitals: the ambassador model, mini-HTA, internal committees
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and HTA units (12). These models were conceptualized on the
basis of their focus of action (the production of evidence for
managerial decision-making and/or to support effective clini-
cal practice) and the level of complexity of the organizational
solution implemented (individual or team/group/unit).

The concept of hospital-based HTA is not a recent phe-
nomenon in France. Indeed, the Committee for the Assess-
ment and Dissemination of Technological Innovations (CEDIT),
which was established in 1982 to support Parisian university
hospitals in decisions relating to technological innovations, is
frequently cited as one of the first examples of hospital-based
HTA initiatives in Europe (12;13). Furthermore, until 2010, the
French Public Health Code insisted that a drug and medical de-
vice committee (Commission du Médicaments et des Dispositifs
Médicaux Stériles) within hospitals should be responsible for
deciding whether drugs and sterile medical devices should be
adopted and reviewing the available evidence to issue recom-
mendations on their use. The functioning of these committees
was often optimized by splitting them into two committees: a
drug committee and a medical device committee. These respon-
sibilities have since been transferred to the institutional medi-
cal committee (Commission Médicale d’Etablissement), which
may include a drug and medical device committee (and/or their
subcommittees) or be based on a new organizational model.
Finally, since a 2006 French Ministry of Health circular, new
organizational structures called innovation units (Cellule Inno-
vation) have been set up in UHs. Innovation units keep an eye on
emerging health technologies and help their institutions to put
forward proposals for research on innovative medical devices.
These units use full-time and/or part-time health professionals,
such as health economists, pharmacists, biomedical engineers,
and research assistants.

However, with the exception of the CEDIT, little is known
about hospital-based HTA initiatives in France and, more gen-
erally, about the processes governing the adoption of innovative
medical devices, which are mostly introduced into UHs. The
objective of this study was to explore hospital-based HTA ac-
tivities in French UHs for the introduction of innovative medical
devices for individual use and to compare these systems with
the conceptual models proposed by the Hospital-Based HTA
Sub-Interest Group. Thus, the main purpose of this survey was
to provide a picture of the organizational approaches to the as-
sessment of new and innovative medical devices followed in
French UHs.

METHODS

Setting
There are officially twenty-seven UHs in mainland France.
The UHs of the three largest French cities—Paris, Lyon, and
Marseille (PLM)—have specific features because they each in-
clude several self-governing hospitals (for convenience, we will

refer to these organizations as “local PLMs”). According to this
differentiation, the total number of French UHs reaches seventy-
six: twenty-four UHs outside PLM and fifty-two “local PLMs”
making up the three UHs of PLM. Another specific feature of
PLM-UHs is the existence of a central administrative structure
for the assessment/purchase of drugs and devices. However,
“local PLMs” can also purchase drugs and devices indepen-
dently. For convenience, we will refer to the central structures
as “central PLMs”.

Literature Review
We first carried out a literature review, to identify relevant con-
tributions dealing with hospital-based HTA activities in French
university and/or teaching hospitals, and with medical devices
in particular. The purpose of this literature review was to re-
trieve studies reporting the organizational approaches used in
French UHs. This review was complementary to a larger liter-
ature review carried out in a previous study on a related topic
(14). The scope of technology was limited to medical devices
for individual use, with the exclusion of medicines and large
medical equipment (like MRI machines, etc.). We searched
for articles, letters, and reports published in English or French
in Medline, Embase, the HTA database and Google Scholar.
Databases were screened for publications from January 1990
to September 2012. The electronic search was conducted by
two researchers (N.M. and M.B.) separately, with various com-
binations of terms, including “hospital based health technol-
ogy assessment”, “mini-health technology assessment”, “med-
ical device”, “health technology assessment”, “internal com-
mittee”, “health technology assessment unit”, “medical device
committee”, “local health technology assessment”. We did not
use MeSH terms, because they were not suitable for our search
and were either too broad or too specific. We retrieved 649 pub-
lications, including four articles dealing with hospital-based
HTA activities for assessing medical devices in a French UH,
but only one detailing the organizational approach used within
the institution. Given the lack of information available from
previous studies, we decided to adopt a qualitative approach to
data collection.

Data Collection: Semi-structured Interviews
Semi-structured interviews appeared to be the most suitable
solution for collecting original data on hospital-based HTA in
the French UHs. We designed the framework of the interview
on the basis of relevant topics concerning hospital-based HTA
identified from previous publications, the few reports of French
experience identified and our own personal knowledge of this
topic. A preliminary interview guide was developed and tested
in three interviews. Open-ended questions and closed ques-
tions covering six topics were included in the final interview
guide (see Supplementary File 1). The six topics were as fol-
lows: (i) the nature of the institution, (ii) activities relating to
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innovative medical devices, (iii) the technology assessment and
decision-making process, (iv) the methodology for technology
assessment, (v) factors likely to influence decisions, and (vi)
suggested improvements to the current process. In general, fif-
teen to twenty interviews are sufficient to achieve data satura-
tion and to identify trends in the collected material (15). We,
therefore, decided to perform eighteen interviews on a stratified
sample of UHs.

Selection of UHs and Interviewees
The scope of the study was limited to medical devices for in-
dividual use. Thus, hospitals with no acute care (no surgery
or no interventional medicine, for instance) were removed. We
also eliminated our own UH, which is a “local PLM,” from
the analysis, to avoid bias and to ensure impartiality. The final
analysis, therefore, included fifty-five acute-care hospitals. The
representativeness of UHs was ensured by the use of a strat-
ified sampling method based on the number of hospital stays
for acute care per year per UH. In 2011, the total number of
hospital stays for acute care in UHs was 4,906,272 in France,
with PLM-UHs accounting for 36 percent of the total, and the
other UHs accounting for 64 percent. Interviews were thus car-
ried out to give a similar distribution between PLM-UHs and
non–PLM-UHs (36 percent and 64 percent): seven of the eigh-
teen interviews were carried out at PLM-UHs and eleven were
carried out UHs outside PLM. We decided to include all three
“central PLMs”, because they had an original organizational
model, and the other four PLM-UHs were selected at random
from the thirty-one remaining “local PLM”. Eleven UHs were
selected at random from the twenty-four non–PLM-UHs. Thus,
in total, three central PLMs, four local PLMs and eleven UHs
not from PLM were included in the survey.

According to the French Public Health Code, hospital phar-
macists are responsible for the purchase, management and dis-
pensing of sterile medical devices. As a result, hospital phar-
macists are inevitably involved in HTA processes within French
UHs and are likely to have a comprehensive knowledge of these
processes. Each pharmacist in charge of medical devices at a
selected UH was contacted by e-mail or telephone and asked to
participate in a survey on innovative medical devices. If a phar-
macist declined to participate in the survey, another UH from
the same category was selected at random, during a second
draw.

The Survey
All interviews were conducted from October 2012 to April
2013 by the same interviewer (N.M.). Given time and budget
constraints, the interviews took place face-to-face at the par-
ticipants’ workplace or by telephone. Published studies provide
little evidence of data loss or distortion in interviews conducted
by telephone (16). Furthermore, this survey aimed to collect
data on processes or facts and was not a sociological survey,

in which visual cues might provide decisive information. The
anonymity and confidentiality of the data exchanged were guar-
anteed to all participants. Finally, each participant was asked to
give consent and to allow the audio recording of the interview
on a tablet computer. None of the interviewees refused to be
recorded.

Data Analysis
All interviews were transcribed verbatim and coded by two re-
searchers (N.M. and M.B.) separately. The coding of segments
(words and sentences) enables researchers to assign frequency
values more easily, to determine the presence/absence of a sub-
theme or links to other codes (17). Segments were coded ac-
cording to a list of twenty-six codes covering the six topics
covered in the interview guide. In cases of discordant coding,
the two researchers discussed the discrepancy until a consen-
sus was reached and the decision taken was then entered as the
final code. We checked intercoding and intracoding reliabili-
ties, by calculating Cohen’s kappa coefficient (K). Intercoding
reliability compares the coding given by the two researchers,
whereas intracoding reliability compares the coding given by
the same researcher on two occasions, 1 month apart. Three
of the eighteen UHs were selected at random for the measure-
ment of intercoding reliability and three of the remaining fifteen
UHs were selected at random for the measurement of intracod-
ing reliability. According to J.R. Landis and G.G. Koch (18),
K values between 0.61 and 0.80 indicate “strong agreement”
and K values between 0.81 and 1 indicate an “almost perfect
agreement”. We considered K values greater than 0.61 to be
acceptable. K reached 0.62 for intercoding reliability, 0.88 for
intracoding reliability for NM and 0.81 for intracoding relia-
bility for MB. Descriptive statistics for the coded material are
reported as proportions for categorical data.

RESULTS

Description of the Technology Assessment and Decision-making Processes
From the hospital pharmacists’ statements, we were able to de-
termine that there were three major types of HTA processes
for adopting new medical devices for individual use (Table 1):
medical device committees, innovation committees and “phar-
macy & management” processes. Each of these processes could
be the main HTA process or a secondary HTA process, depend-
ing on the institution. “Secondary” suggests that more than one
process was operating within the institution concerned. The
criteria determining the process to be followed were identified.
The main process is followed for expensive medical devices or if
expenditure could exceed a financial threshold during the year.
Secondary processes, when present, were used for low volumes
of medical devices and/or expenditures below the threshold
or for emergencies. Medical device and innovation commit-
tees appeared to be almost exclusively main processes, whereas
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Table 1. Decision-Making Processes in the Eighteen UHs Surveyed (n = 18)

Medical device Innovation Pharmacy &
committee committee management Totala

N % N % N % N %

Main processes 13 72% 3 17% 2 11% 18 100%
Secondary processes 1 6% 0 0% 6 33% 7 39%

aItems for which there may be more than one answer; for this reason, the sum does not equal the total of participants.

“pharmacy & management” processes tended to be secondary
(Table 1). Regardless of the UH category, all processes began
with a medical request. Based on the statements of the inter-
viewees, we were then able to highlight the key steps in the
different processes and their specific features.

1. Medical Device Committees. Medical device committees were men-
tioned in each UH category. These committees are those de-
scribed in the French Public Health Code until 2010. These com-
mittees were described as multidisciplinary committees issuing
recommendations concerning the sterile medical devices used
within the institution and reviewing requests for new medical
devices. Standardized HTA forms are frequently used to collect
such requests from physicians or surgeons. In most cases, the
participants indicated that physicians asking for new devices
presented a report of the medical significance of the product
during a plenary session. The economic aspects of technology
assessment were performed by a pharmacist or a public health
specialist. Finally, the committee adopted an opinion on the
request: positive, negative, or awaiting additional information.
For almost three quarters of the UHs with a medical device
committee, financial managers were permanent members of
that committee. Consequently, the final decision could be made
by the committee itself. Almost two-third of committees also
implemented patient follow-up for those treated with the tech-
nology. Finally, two of the fourteen medical device committees
described had recruited full-time and part-time professionals to
set up an HTA unit (one was an innovation unit and the other
was a scientific secretariat).

2. Innovation Committees. Innovation committees were mentioned by
hospital pharmacists at three non–PLM-UHs. Such committees
are not officially recognized in French legislation, but they all
bore the same name and had virtually the same organization and
functioning in the three UHs surveyed. Pharmacists described
them as multidisciplinary committees dedicated to the assess-
ment of new health technologies, including medical devices
in particular. As for medical device committees, standardized
HTA forms were frequently used to requests from physicians
or surgeons. In the three UHs concerned, experts within the

institution were designated by the committee to assess the re-
quests. As for medical device committees, the physician asking
for the new device presented a report and the potential value
of the technology was debated during a plenary session, but
innovation committees did not seem to have the authority to ap-
prove the adoption of a new technology. All pharmacists pointed
out that requests were ranked in order of priority, according to
the prior technology assessment. The ranking was submitted
to the hospital manager, who made the final decision according
to available innovation credits, which were often provided by
regional health authorities. One of the three innovation commit-
tees described had an innovation unit providing it with support
for technology assessment.

3. “Pharmacy & Management” Process. Participants from eight UHs de-
scribed another process that we named “pharmacy & manage-
ment”. Again, the interviewees gave descriptions of organiza-
tion that were very similar. The hospital pharmacists of the UHs
at which this was the main process indicated that a standardized
HTA form was used. Technology assessment was then based
on local data input from physicians or surgeons and a literature
review and economic assessment carried out by the pharma-
cist. In most cases, the pharmacist summarized all the relevant
information, to produce a report for the decision-makers. The
final decision was made by a financial or hospital manager in
concertation with the pharmacist.

Limitations of the Technology Assessment and Decision-making Processes
For medical device and innovation committees, the two limita-
tions most frequently cited were delays in decision-making and
a quality of assessment too closely linked to the reimbursement
available. This second aspect led interviewees to believe that
the devices funded by French National Health Insurance were
less carefully evaluated than those for which no reimbursement
was available. A lack of involvement of physicians in medi-
cal device committees was also highlighted. For “pharmacy &
management” processes, hospital pharmacists reported a lack
of multidisciplinary collaboration and a lack of expertise con-
cerning the medical devices as key limitations.
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Table 2. Methodology for Technology Assessment (n = 18)

Non-PLM-UHs Central PLMs Local PLMs Totala

Aspects evaluated N % N % N % N %

Technology
Publications on the technology 10 91% 2 67% 2 50% 14 78%
Comparison with current treatment options 9 65% 2 67% 2 50% 13 72%
Feedback from other hospitals 5 46% 2 67% 1 25% 8 44%
Degree of innovation 4 36% 2 67% 1 25% 7 39%
Feedback from local users 3 27% 1 33% 1 25% 5 28%
Number of possible indications 4 36% 1 33% 0 0% 5 28%
Safety 5 46% 0 0% 0 0% 5 28%
Other devices used 4 36% 0 0% 0 0% 4 22%
Benchmarking 2 18% 2 67% 0 0% 4 22%
Economic aspects
Budget impact 11 100% 1 33% 4 100% 16 89%
Patients
Public health benefits (impact on patients’ quality of life, return to work . . . ) 6 55% 0 0% 1 25% 7 39%
Severity of the disease 3 27% 0 0% 1 25% 4 22%
Organization
Organizational impact (human resources, equipment) 3 27% 1 33% 0 0% 4 22%
Strategy
Impact on the hospital strategy 3 27% 1 33% 0 0% 4 22%

aItems for which there may be more than one answer; for this reason, the sum does not equal the total of participants.

Methodology of Technology Assessment
As illustrated in Table 2, budget impact was a key part of the
assessment mentioned by all non–PLM-UHs and local PLMs.
Impacts on organization and strategy were reported only by the
interviewees from the non–PLM-UHs and central PLMs. We
also asked the participants about the frequency of economic data
use. Twelve (66.7 percent) interviewees stated that economic
data were always used for the HTA, whereas three (16.7 percent)
stated that such data were often used and three (16.7 percent)
said that economic data were sometimes used. The frequency
of economic data use appeared to be higher at non–PLM-UHs
than at the other UHs.

Factors Likely to Influence Decisions
The most frequently cited factor likely to influence decision-
making was the cost of the new technology (Table 3). One third
of the participants also stated that efficacy and the motivation
of the physician requesting the new technology were also likely
to influence decisions. Finally, two thirds of interviewees stated
that the evaluation strongly influenced the final decision, the
remaining third indicating that it had a moderate influence.

Suggestions for Improving the Current Process
The interviewees were asked to make suggestions for the im-
provement of the current technology assessment and decision-
making process at their own institution. Five (27.8 percent)
participants suggested that national health agencies should de-
liver an expert opinion on the technology earlier, four (22.2
percent) suggested that specific budgets should be allocated to
new technologies and four (22.2 percent) suggested that the
management of conflicts of interest should be improved. We
then asked the interviewees to suggest the best ways to co-
ordinate medical device assessment activities between French
UHs. Half interviewees suggested publishing national guide-
lines for hospital-based HTA in UHs and promoting a national
association of medical device committees. One-third of the par-
ticipants also highlighted the need to set up a national network
of hospital-based HTA professionals.

DISCUSSION
On the basis of our interviews with hospital pharmacists, we
can now outline the principal trends for hospital-based HTA
initiatives within French UHs.
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Table 3. Factors Likely to Influence Decisions (n = 18)

Non-PLM-UHs Central PLMs Local PLMs Totala

Factors likely to influence the final decision N % N % N % N %

Cost of the new technology 2 18% 2 67% 4 100% 8 44%
Efficacy 3 27% 1 33% 2 50% 6 33%
Motivation of the physician 3 27% 2 67% 1 25% 6 33%
Available innovation credits 5 46% 0 0% 0 0% 5 28%
Impact on the hospital’s image 5 46% 0 0% 0 0% 5 28%
Quality of evidence available for the technology 4 36% 0 0% 0 0% 4 22%

aItems for which there may be more than one answer; for this reason, the sum does not equal the total of participants.

First, many UHs, wherever they are located, have main-
tained a medical device committee, despite new French legisla-
tion theoretically abolishing these committees. However, we
noted disparities among the medical device committee pro-
cesses studied. The UHs of large metropolitan areas seemed
to have made the greatest strides toward the development of
hospital-based HTA activities by, for instance, setting up HTA
units. Their approach to technology assessment focused more
on the technology itself and less on budgetary impact than that
of other UHs. This may be because large centers are at the cut-
ting edge of innovation and have to review many new health
technologies, very frequently, to remain nationally, or even in-
ternationally competitive. In non–PLM-UHs, medical device
committee processes have been developed around budgetary
and hospital strategy impacts. Due to their more limited finan-
cial resources and growing competition with surrounding UHs,
the adoption of new technologies must promote the hospital’s
image and, thus, the recruitment of patients in a regional con-
text. It is, therefore, no coincidence that innovation committees
have emerged in this environment. Indeed, innovation commit-
tees were designed precisely to provide assistance for man-
agerial decision-making concerning the adoption of innovative
medical devices for strategic purposes, whereas medical device
committees also have other functions, such as issuing recom-
mendations for the institution. In this respect, French medical
device committees are closer to the conceptual model of the
internal committee than innovation committees.

In both types of committee, extensive delays in decision-
making appeared to be a frequent problem, as reported else-
where (13;19). We think that the “pharmacy & management”
process has emerged as an alternative to multidisciplinary
committees, to decrease the time required for assessment and
decision-making, whilst maintaining a formal process in a
short time frame, through the use of standardized HTA forms
and/or the production of a sufficiently comprehensive report for
decision-makers, for example. Can we consider this system to
be a proper hospital-based HTA model? This system is heavily

dependent on a single professional and lack of expertise was
cited as one of its major limitations. This model is far from per-
fect, but it may be a relevant way to tackle “back door adoption”
without formal assessment. We have previously described the
process at our own institution, which is not unlike the “phar-
macy & management” processes reported here (14). The use
of local data inputs and standardized HTA forms suggests that
“pharmacy & management” processes in French UHs may be
associated with hospital-based HTA activities and the mini-
HTA, through the predominant role of a single professional.
Nevertheless, there may be a lack of multidisciplinary collab-
oration and assessments carried out by a single person cannot
really be considered to be HTA. This model is still far from the
Danish mini-HTA or other mini-HTA-like models described in
previous studies (5;9;10). We also noted the use of standard-
ized HTA forms in the context of multidisciplinary committees.
This shows that the models defined by the HTAi have some
limitations. Indeed, they are not mutually exclusive and can be
combined within hospitals (20). We believe that the question
of HTA form use in French hospitals requires further study,
with a view to designing a national decision support tool, like
the mini-HTA form released by the Danish Center for Health
Technology Assessment (DACEHTA) (9). For this reason, we
collected all the HTA forms used by the UHs surveyed, for
subsequent content analysis and comparison.

We also noted the growing role played by HTA units
in French UHs, particularly those with innovation units. The
CEDIT, with its HTA unit, pioneered the development of this
highest level of hospital-based HTA in France and in Europe.
By following this pathway, innovation units are creating new
conditions. However, the two innovation units described by the
participants displayed a very different type of organization, pro-
viding support to medical device and innovation committees.
In addition, the composition of HTA teams, the scope of the
health technologies studied or even the aspects assessed were
not completely similar. It is, therefore, difficult to compare the
CEDIT with these innovation units, which appear to be rather
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heterogeneous. Nevertheless, the first French national meet-
ing on hospital-based HTA activities (4ème Journée Nationale
d’Innovation Hospitalière, Nantes, June 7, 2013) showed that
the two models had much in common and could progress by
learning from each other.

This study has several limitations, due to the qualitative
approach used. First, two of the eleven non–PLM-UH pharma-
cists initially approached (18 percent) refused to participate in
the survey. Consequently, another two UHs were selected at
random during a second draw. There would be a potential bias
if refusal rates were greater than 20 percent (21). As refusal
rates were below this threshold, the risk of selection bias may
be considered to be minimal. The sample studied was relatively
small. However, qualitative studies are not generally designed
for detailed statistical purposes, including the generalization of
data to a population, in particular (22). We are aware that the
results presented here attempt only to describe hospital-based
HTA activities in French UHs, rather than to provide a precise
assessment of their distribution. Finally, the interviews carried
out may have failed to reveal some interesting features because
of potential omissions from participants. A more diverse partic-
ipant sample might have increased the reliability of the findings.

CONCLUSIONS
Despite the limitations of this study, these findings increase
our knowledge of hospital-based HTA initiatives in France. The
French national health authorities are considering a more com-
prehensive framework for improving and coordinating medical
device assessment activities across the country, but a knowl-
edge of actual practices appears to be essential to ensure that
relevant solutions are proposed. National guidelines on hospital-
based HTA, the development of a French mini-HTA tool and
of national database of innovative medical device assessments
would be an interesting approach to improve the current sit-
uation. These conclusions strongly echo those of a European
Project on hospital-based HTA called the AdHopHTA (Adopt-
ing hospital-based HTA) project, which aims to promote collab-
oration and the coordination of hospital-based HTA initiatives
across Europe.

SUPPLEMENTARY MATERIAL
Supplementary File 1
http://dx.doi.org/10.1017/S0266462315000057

CONFLICTS OF INTEREST
All authors report they have no potential conflicts of interest.

REFERENCES

1. Drummond MF, Schwartz JS, Jönsson B, et al. Key principles for the im-
proved conduct of health technology assessments for resource allocation
decisions. Int J Technol Assess Health Care. 2008;24:244-258.

2. O’Donnell JC, Pham SV, Pashos CL, Miller DW, Smith MD. Health tech-
nology assessment: Lessons learned from around the world-an overview.
Value Health. 2009;12(Suppl 2):S1–S5.

3. Orvain J, Xerri B, Matillon Y. Overview of health technology assessment
in France. Int J Technol Assess Health Care. 2004;20:25-34.

4. Weill C, Banta D. Development of health technology assessment in
France. Int J Technol Assess Health Care. 2009;25(Suppl 1):108-111.

5. Kidholm K, Ehlers L, Korsbek L, Kjaerby R, Beck M. Assessment of the
quality of mini-HTA. Int J Technol Assess Health Care. 2009;25:42-48.

6. Boudard A, Martelli N, Prognon P, Pineau J. Clinical studies of inno-
vative medical devices: What level of evidence for hospital-based health
technology assessment? J Eval Clin Pract. 2013;19:697-702.

7. Mitchell MD, Williams K, Brennan PJ, Umscheid CA. Integrating local
data into hospital-based healthcare technology assessment: Two case
studies. Int J Technol Assess Health Care. 2010;26:294-300.

8. McGregor M, Brophy JM. End-user involvement in health technology
assessment (HTA) development: A way to increase impact. Int J Technol
Assess Health Care. 2005;21:263-267.

9. Ehlers L, Vestergaard M, Kidholm K, et al. Doing mini-health technology
assessments in hospitals: A new concept of decision support in health
care? Int J Technol Assess Health Care. 2006;22:295-301.

10. Sampietro-Colom L, Morilla-Bachs I, Gutierrez-Moreno S, Gallo P. De-
velopment and test of a decision support tool for hospital health technol-
ogy assessment. Int J Technol Assess Health Care. 2012;28:460-465.

11. Cicchetti A, Francesconi A, Guizzetti G, Lago P, Maccarini E. The devel-
opment of hospital based HTA: The experience of five italian hospitals.
3rd Annual Meeting of Health Technology Assessment International
(HTAi), Adelaide, South Asutralia, July 2006. Handb Health Technol
Assess. 2006;3:51.

12. Cicchetti A, Marchetti M, Dibidino R, Corio M. Hospital based health
technology assessment world-wide survey. Health Technology Assess-
ment International, Hospital Based Health Technology Assessment
Sub-Interest Group. 2008 [Internet]; http://www.htai.org/fileadmin/
HTAi_Files/ISG/HospitalBasedHTA/2008Files/HospitalBasedHTAISG
SurveyReport.pdf.

13. Bodeau-Livinec F, Simon E, Montagnier-Petrissans C, Joël M-E, Féry-
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