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Objectives: The use of economic evaluation studies (EE) in the decision-making process
within the health-care system of nine Latin American (LA) and three European countries
was investigated. The aim was to identify the opportunities, obstacles, and changes
needed to facilitate the introduction of EE as a formal tool in health-care decision-making
processes in LA.
Methods: A comparative study was conducted based on existing literature and
information provided through a questionnaire applied to decision makers in Argentina,
Brazil, Colombia, Cuba, Mexico, Nicaragua, Peru, Portugal Spain, United Kingdom,
Uruguay, and Venezuela. Systematic electronic searches of HEED, NHS EED, and
LILACS were conducted to identify published economic evaluation studies in LA from
1982 onward.
Results: There is relatively little evidence of the conduct and use of EE within the health
care systems in LA. Electronic searches retrieved 554 records; however, only 93 were EE.
In the nine LA participating countries, broad allocation of health-care resources is
primarily based on political criteria, historical records, geographical areas, and specific
groups of patients and diseases. Public-health provision and inclusion of services in
health-insurance package are responsibilities of the Ministry of Health. Decisions
regarding the purchase of medicines are primarily made through public tenders, and
mainly based on differences in clinical efficacy and the price of health technologies of
interest.
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Conclusions: To expedite the process of incorporating EE as a formal tool to inform
decision-making processes within the health-care systems in LA countries, two main
conditions need to be fulfilled. First, adequate resources and skills need to be available to
conduct EE of good quality. Second, decision-making procedures need to be modified to
accommodate “evidence-based” approaches such as EE.
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In the past decade, a large number of Latin American coun-
tries have undertaken a profound reform of their health-care
systems. Although some of the objectives of these reforms
are country-specific, a common issue among countries is the
need to establish a mechanism that ensures a more efficient
allocation of scarce resources, as well as guaranteeing a wider
provision of health-care services on the basis of local popu-
lation needs and equity (17). In this respect, Latin American
countries may benefit from the experiences of other coun-
tries where the same issues have been part of government
agendas for a longer time. The creation of regulatory or ad-
visory bodies seeking to inform the decision-making process
on the provision of health-care services has been the pre-
ferred option in several countries, such as Australia, Canada,
and the United Kingdom among others (2;21;22). On the
basis of available clinical and economic evidence regarding
the effectiveness and cost-effectiveness of the health tech-
nologies of interest, these bodies issue recommendations on
their use and provision. In this process, economic evaluation
(EE) studies have become an increasingly valuable tool to
inform the decision-making process. The quantity of pub-
lished literature in EE has increased considerably in the past
10 years, although evidence of their formal use to inform the
decision-making process within different health-care systems
has emerged only recently (8).

In the context of a multinational project, the Thematic
Network on the Economic Evaluation of Healthcare Pro-
grammes and its Applications to Decision Making in Latin
American Countries (NEVALAT) funded by the European
Union, a comparative analysis of the decision-making pro-
cesses within the health-care systems in nine Latin Ameri-
can countries (Argentina, Brazil, Colombia, Cuba, Mexico,
Nicaragua, Peru, Uruguay, Venezuela) and three European
countries (Portugal, Spain, and United Kingdom) was under-
taken. The research had two main objectives; first, to compare
the decision-making process within the health-care systems
to identify the opportunities and obstacles for introducing
economic evaluation as a formal tool for decision making.
Second, to identify the changes that would need to be intro-
duced in the structure and organization of national health-
care systems to facilitate the use of economic evaluation in
health-care decision making in the future.

METHODS

A comparative study based on existing literature and informa-
tion provided (through a questionnaire) by the Latin Amer-

ican and European participants in the NEVALAT project
was conducted. In addition, electronic searches of HEED,
NHS EED, and LILACS databases (4;7;15) were con-
ducted to identify published economic evaluation studies
conducted in Latin America. Identified studies were clas-
sified as full/partial economic evaluations, according to the
information provided in the structured abstract; if this infor-
mation was not on the database, the full paper was obtained
and reviewed.

The NEVALAT participants were asked to respond to
the questionnaire based on their experience but to consult
others when they were unsure of the answers. In the case of
Colombia, Cuba, and Mexico, the answers reflect the views
of representatives from the Ministry of Health, and local So-
cial Security Institutions. The questionnaire was divided into
three main sections: the first referred to the overall design of
the health-care system with respect to health financing, and
the institutional arrangements for making decisions. Respon-
dents were asked to provide any general literature describing
the decision-making processes in their health-care systems.
In the second section, participants were asked to provide in-
formation regarding the roles and responsibilities of various
parties in making decisions about (i) broad allocations of
health-care resources to different parts of the health care sec-
tor (e.g., priority setting), (ii) provision of public-health inter-
ventions (e.g., immunization programs), (iii) reimbursement
of new drugs, (iv) inclusion of services in health-insurance
packages, (v) adoption of new technologies (e.g., devices),
(vi) major capital investments (e.g., new hospitals). In this
section, participants were also asked to provide information
about the existing use of economic studies in health-care
decisions in the areas described above.

Finally, in the third section, participants were asked
about the existence of any formal body or agency (e.g.,
a section of the Ministry of Health) with a particular re-
sponsibility for assessing health technologies and programs.
In addition, European researchers with experience of the
Latin American region were contacted to identify relevant
nonpublished literature and alternative sources of informa-
tion. The archives of the World Health Organization (WHO)
and the Pan-American Health Organization (PAHO) were
also checked to identify information describing the health-
care decision making processes in the nine participant Latin
American countries (16). Participants were also asked to
identify local areas in which the use of economic evalua-
tion studies is currently considered as relevant/priority. As
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well as to described the factors that could facilitate/prevent
in-house conduction of this type of studies.

RESULTS

Electronic searches retrieved 554 potential economic eval-
uation studies. Of these, only ninety-three were economic
evaluations, thirty-five were partial economic evaluations
(cost consequences studies) (1), and fifty-eight full eco-
nomic evaluations (cost-minimization, cost-effectiveness, or
cost-utility studies) (12). The rest of the studies were mainly
partial health-care evaluations (cost studies, clinical studies,
and cost of illness studies). Full references of the ninety-
three studies identified as well as the country/Latin Amer-
ican region they refer to are provided in Box 1. A third of
the identified economic evaluation studies was conducted in
the context of multinational studies in which only or some
Latin American countries took part. Brazil was the high-
est producer of single-country economic evaluations (twenty
studies), followed by Mexico (thirteen studies), Argentina
(eight studies), and Colombia (five studies). It is worth notic-
ing that, in many cases, these studies were jointly designed
and coordinated by international and local researchers. Al-
though a large number of disease areas were the subject of
study, the clinical areas more frequently investigated were
cardiovascular related diseases (20 percent); virus, parasites,
and infectious diseases (15 percent); reproductive system
(11 percent); immunization (10 percent); and digestive sys-
tem (10 percent). In the past 5 years, there has been a change
in trend regarding the most frequently used type of study.
Currently, cost-effectiveness analysis (forty-eight studies) is
the preferred type of analysis among the identified Latin
American economic evaluation, outweighing the volume of
cost consequence analyses (thirty-five studies) published in
the first half of the 1990s. Measurement of health benefits in
terms of changes in quality of life was reported in only two
cost-utility analyses.

The responses to the decision-making questionnaire are
summarized in tabular form below (Tables 1–6). Overall, the
results show that there is little evidence of the conduct and
use of economic evaluation studies in decision-making pro-
cesses within the health-care systems of the Latin American
countries participating in the NEVALAT project.

Broad Allocation of Resources

As one might expect, the broad allocation of resources within
the health-care systems is primarily based on political crite-
ria, or historical records of previous budget allocations ac-
cording to different governmental levels, geographical areas,
and specific groups of patients or diseases (Table 1). Evidence
of the development of some partial economic evaluations in
this area was identified in Peru, Cuba, and Brazil, but no clear
evidence of the use of such studies in the decision-making
process was identified (10;14;19).

Provision of Public Health Interventions

The provision of public-health interventions is usually a di-
rect responsibility of the Ministry of Health (Table 2). How-
ever, different sectors within the health-care system (public,
social security, and private) are often involved in the delivery
of services to the general population. Decisions regarding the
provision of public-health interventions are made according
to political criteria, and evidence from clinical studies. In
Colombia, Brazil, Peru, Nicaragua, and Mexico, there are
some examples of clinical and economic studies conducted
to inform decisions regarding different vaccination strategies
(5;23). For example, in Peru, economic evaluation studies
were conducted in the context of three different vaccination
programs: malaria, tuberculosis, and yellow fever (1;3;15).

Reimbursement of New Drugs

Decisions regarding the purchase of drugs by the governmen-
tal public agencies is primarily made through public tenders
and mainly based on differences in clinical efficacy, as well
as in the price of the health-care technologies of interest
(Table 3). Monopsonic purchases ensure a reduction in the
costs of new drugs to the health-care system; this process
allows health-care institutions to provide new drugs at pref-
erential prices. Copayments per prescription and/or prescrip-
tion item are required in some cases, for instance in Uruguay
individuals in social security institutions are requested to
pay a variable copayment per prescription, unlike in Mexico
where the provision of new drugs in social security institu-
tions is free of charge.

In Venezuela, the acquisition of new medical drugs is
regulated by the Social National Programme of Medical
Drugs Provision. The cost of drugs is shared in the follow-
ing way: 20 percent patients, 15 percent private pharmacies,
65 percent Health Ministry and Social Development.

Inclusion of Services in Health
Insurance Packages

The composition of the health insurance packages is again
mainly regulated by the Ministries of Health (Table 4).
Whereas evidence of the presence of some economic/
actuarial analysis in this area was mentioned in the responses
to the questionnaire, the reports are usually of a confiden-
tial nature and, thus, evidence of their contribution to the
decision-making process is even more difficult to ascertain.
In Nicaragua, for example, several actuarial and marketing
studies were commissioned by the Ministry of Health for pri-
vate institutions to facilitate the development of a new basic
health insurance package. In Uruguay, an insurance company
of public and private institutions for highly complex health
procedures known as Fondo Nacional de Recursos, (The Na-
tional Fund of Resources, FNR) is interested in evaluating the
technologies currently included in their plan according to cri-
teria of clinical effectiveness and cost-effectiveness to select
the health procedures that will be eligible for insurance.
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Box 1. Latin American Economic Evaluations (country of relevance)

1. Abdala OA, Levy RR, Bibiloni RH, et al. Advantages of video assisted thoracic surgery in the treatment of spontaneous pneumothorax. Medicina.
2001;61:157-160. (Argentina)
2. Abizaid A, Costa MA, Centemero M, et al. Clinical and economic impact of diabetes mellitus on percutaneous and surgical treatment of multivessel
coronary disease patients: Insights from the arterial revascularization therapy study (arts) trial. Circulation. 2001;104:533-538. (Argentina)
3. Akhavan D. Análise de custo-efetividade do componente de leishmaniose no Proje de Controle de Doenças Endêmicas no Nordeste do Brasil/Analysis
of the cost-effectiveness of the leishmaniasis component of the Project for the Control of Endemic Diseases in the Northeast (PCDEN) of Brazil. Rev
Patol Trop. 1996;25:203-252. (Brazil)
4. Akhavan D, Musgrove P, Abrantes A, d’A Gusmao R. Cost-effective malaria control in Brazil cost effectiveness of a malaria control program in the
Amazon Basin of Brazil 1988–1996. Soc Sci Med. 1999;49:1385-1399. (Brazil)
5. Arredondo A, Rangel R, de Icaza E. Cost-effectiveness of interventions for end-stage renal diseas. Rev Saude Publica. 1998;32:556-565. (Mexico)
6. Arroyave Loaiza G, Jarillo Soto EC, Garfias Garnica MG, Ribera Ibarra DB, Uribe Zamarripa JA. Cost-benefit of the pharmacologic treatment of
cerebral palsy with spasticity in Mexico. Rev Esp Salud Publica. 2000;74:549-559. (Mexico)
7. Azogue E, Darras C. Chagas congenito en bolivia: Estudio comparativo de la eficacia y el costo de los metodos de diagnostico. Rev Soc Bras Med
Trop. 1995;28:39-43. (Bolivia)
8. Badaro R, Nascimento C, Carvalho JS, et al. Recombinant human granulocyte-macrophage colony-stimulating factor reverses neutropenia and reduces
secondary infections in visceral leishmaniasis. J Infect Dis. 1994;170:413-418. (Brazil)
9. Barberis M, Harvey PD. Costs of family planning programs in fourteen developing countries by method of service delivery. J Biosoc Sci. 1997;29:219-
233. (Colombia)
10. Bennett-Guerrero E, Sorohan JG, Gurevich ML, et al. Cost-benefit and efficacy of aprotinin compared with epsilon-aminocaproic acid in patients
having repeated cardiac operations: A randomized, blinded clinical trial. Anesthesiology. 1997;87:1373-1380. (Argentina)
11. Borghi J, Fox-Rushby J, Bergel E, et al. The cost-effectiveness of routine versus restrictive episiotomy in Argentina. Am J Obstet Gynecol.
2002;186:221-228. (Argentina)
12. Bozovich G, Gurfinkel E, Kuster F, et al. Reducción de la tasa de revascularización y costos hopitalarios en pacientes con sı́ndromes agudos coronarios
tipo no-Q tratados com enoxaparina en comparacion con heparina no fraccionada en la Argentina y el Uruguay [Reduction of revascularization rates
and hospital costs in South American patients with acute non-Q wave coronary events treated with enoxaparin compared to unfractionated heparin]. Rev
Argent Cardiol. 1999;67:131-136. (South America-Argentina)
13. Bryan JP, Craig PG, Reyes L, et al. Randomised comparison of 5 and 10 mcg doses of two recombinant hepatitis B vaccines. Vaccine. 1995;13:978-982.
(Belize)
14. Burckel E, Ashraf T, Galvao de Sousa Filho JP, et al. Economic impact of providing workplace influenza vaccination: A model and case study
application at a Brazilian pharma-chemical company. Pharmacoeconomics. 1999;16:563-576. (Brazil)
15. Casciano J, Doyle J, Arikian S, Casciano R. The health economic impact of antidepressant usage from a payer’s perspective: A multinational study.
Int J Clin Pract. 2001;55:292-299. (Venezuela)
16. Cattaneo A, Davanzo R, Worku B, et al. kangaroo Mother care for low birthweight infants: A randomized controlled trial in different settings. Acta
Paediatr. 1998;87:976-985. (Mexico)
17. Cavalcante AAM, Pinheiro LMP, Monte C, Guimaraes ARP, Ashworth A. Treatment of malnutrition in Brazil: Simple solutions to common problems.
Trop Doct. 1998;28:95-97. (Brazil)
18. Cavalcante MDA, Braga OB, Teofilo CH, Oliveira EN, Alves A. Cost improvements through establishment of prudent infection control practices in
a Brazilian general hospital, 1986–1989. Infect Cont Hosp Epidemiol. 1991;12:649-653. (Brazil)
19. Caviedes L, Lee TS, Gilman RH, et al. Rapid, efficient detection and drug susceptibility testing of Mycobacterium tuberculosis in sputum by
microscopic observation of broth cultures. J Clin Microbiol. 2000;38:1203-1208. (Peru)
20. Charnas R, Luthi AR, Ruch W. Once daily ceftriaxone plus amikacin vs. three times daily ceftazidime plus amikacin for treatment of febrile
neutropenic children with cancer. Pediatr Infect Dis J. 1997;16:346-353. (Brazil)
21. Cobo E, Conde-Agudelo A, Delgado J, Canaval H, Congote A. Cervical cerclage: An alternative for the management of placenta previa? Am J Obstet
Gynecol. 1998;179:122-125. (Colombia)
22. Cookson ST, Stamboulian D, Demonte J, et al. A cost benefit analysis of programmatic use of CVD 1103-HgR live oral cholera vaccine in a high-risk
population. Int J Epidemiol. 1997;26:212-219. (Argentina)
23. Costa G. Programas governamentais de saúde pública. Estudo de caso: o programa de controle do dengue na Costa Rica, Venezuela e Estado de
Säo Paulo (Brasil) seus recursos e custos. O custo-efetividade no perı́odo de 1990 a 1994 [Governmentals programs of public health. Case study: The
program of control of Dengue in Costa Rica, Venezuela, and State of Säo Paulo (Brazil) their resources and costs. The cost-effectiveness in the period
1990–1994].
Submitted to Universidade de Säo Paulo, Programa de Pós-Graduaçäo em Integraçäo da América Latina presented for the degree Mestre; 1997. (Latin
America)
24. Crabbe F, Vuylsteke B, de Clerck M, Laga M. Cost-effectiveness of management strategies for acute urethritis in the developing world. Trop Med Int
Health. 2000;5:640-647. (Latin America)
25. Creese AL, Dominguez-Uga MA. Cost-effectiveness of immunization programs in Colombia. Bull PAHO. 1987;21:377-394. (Latin America,
Colombia)
26. Dasbach EJ. The cost-effectiveness of losartan versus captopril in patients with symptomatic heart failure. Cardiology. 1999;91:189-194. (South
America)
27. Dayan GH, Nguyen VH, Debbag R, Gomez R, Wood SC. Cost-effectiveness of influenza vaccination in high-risk children in Argentina. Vaccine.
2001;19:4204-4213. (Argentina)
28. De Aguiar LGK, De Matos HJ, De Brito Gomes M. Could fasting plasma glucose be used for screening high-risk outpatients for gestational diabetes
mellitus. Diabetes Care. 2001;24:954-955. (Brazil)
29. Dias da Costa JS, Fuchs SC, Olinto MT, et al. Cost-effectiveness of hypertension treatment: A population-based study. Sao Paulo Med J. 2002;120:100-
104. (Brazil)
30. Dominguez-Bello MG, Michelangeli F, Romero R, et al. Modification of Christensen urease test as an inexpensive tool for detection of Helicobacter
pylori. Diagn Microbiol Infect Dis. 1997;28:149-152. (Venezuela)
31. Dominguez-Uga MA. Economic analysis of the vaccination strategies adopted in Brazil. Bull PAHO. 1988;22:250-268. (Brazil)
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Box 1. Continued

32. Doyle JJ, Casciano J, Arikian S, et al. A multinational pharmacoeconomic evaluation of acute major depressive disorder (MDD): A comparison of
cost-effectiveness between venlafaxine, SSRIs and TCAs. Value Health. 2001;4:16-30. (Venezuela)
33. Farina D, Rodriguez SP, Bauer G, et al. Respiratory syncytial virus prophylaxis: Cost-effective analysis in Argentina. Pediatr Infect Dis J. 2002;21:287-
291. (Argentina)
34. Fonseca W, Misago C, Fernandes L, Silveira LCD. Adoption of manual vacuum aspiration for treatment of incomplete abortion reduces costs and
duration of patient’s hospital stay in an urban area of Northern Brazil. Rev Saude Publica. 1997;31:472-478. (Brazil)
35. Fox KAA, Bosanquet N. Assessing the UK cost implications of the use of low molecular weight heparin in unstable coronary artery disease. Br J
Cardiol. 1998;5:92-105. (Argentina)
36. Gagliardino JJ, Etchegoyen G. A model educational program for people with type 2 diabetes: A cooperative Latin American implementation study
(PEDNID-LA). Diabetes Care. 2001;24:1001-1007. (Latin America)
37. Garcia-Contreras F, Del-Angel-Garcia G, Cuenca AR, et al. Cost-effectiveness study of ceftriaxone and cefotaxime for the treatment of community
acquired pneumonia. Rev Invest Clin. 2000;52:418-426. (Mexico)
38. Garcia-Pena C, Thorogood M, Wonderling D, Reyes-Frausto S. Economic analysis of a pragmatic randomised trial of home visits by a nurse to
elderly people with hypertension in Mexico. Salud Publica Mex. 2002;44:14-20. (Mexico)
39. Garduno-Espinosa J, Martinez-Garcia DC, Valadez-Salazar A, et al. Cost-effectiveness analysis of treatment of E histolytica/E. dispar cyst carriers.
Arch Med Res. 1997;28:S293-S294. (Mexico)
40. Gerth WC, Remuzzi G, Viberti G, et al. Losartan reduces the burden and cost of ESRD: Public health implications from the RENAAL study for the
European Union. Kidney Int. 2002;62:S68-S72. (Latin America)
41. Gonzalez L, Osorio E, Londoño D, Dennis R. Costo efectividad del uso profilactico de antibioticos en Neurocirugia/[Cost and effectiveness of
antibiotic prophylaxis in neurosurgery]. Univ Med. 1999;40:43-48. (Colombia)
42. Gonzalez Ojeda A, Rodea Rodriguez J, Garcia Olivan J, et al. Comparative study of soft diet or clear liquids in the resumption of oral intake in the
postoperative period. Rev Gastroenterol Mex. 1998;63:72-76. (Mexico)
43. Grines CL, Marsalese DL, Brodie B, et al. Safety and cost-effectiveness of early discharge after primary angioplasty in low risk patients with acute
myocardial infarction. J Am Coll Cardiol. 1998;31:967-972. (South America)
44. Harris RA, Owens DK, Witherell H, Parsonnet J. Helicobacter pylori and gastric cancer: What are the benefits of screening only for the CagA
phenotype of H. pylori? Helicobacter. 1999;4:69-76. (Colombia)
45. Hourneaux G, de Moura E, Sakai P, Cecconello I, Ishioka S. Palliative treatment of advanced esophageal cancer. Comparative study: Auto-expandable
metal stent and isoperistaltic esophagogastric bypass. Acta Gastroenterol Latinoam. 2001;31:13-22. (Brazil)
46. Kroeger A, Gerhardus A, Kruger G, Mancheno M, Pesse K. The contribution of repellent soap to malaria control. American Journal of Tropical
Medicine and Hygiene 1997;56:580-584. (Ecuador, Peru)
47. Kuba V, Coeli C, Meirelles R, Botler J, Faria Júnior R, Petrucci C. Avaliaçäo do custoefetividade dos testes de rastreamento de hipotiroidismo
congênito em Campos, Rio de Janeiro/[Cost-effectiveness evaluation of the screening tests of congenital hypothyroidism in Campos, Rio de Janeiro].
Arq Bras Endocrinol Metab. 1997;41:1-5. (Brazil)
48. Lacerda-Filho A, Cunha-Melo JR. Outpatient haemorrhoidectomy under local anaesthesia. Eur J Surg. 1997;163:935-940. (Brazil)
49. Lavalle C, Aguilar JCD, Pena F, et al. Reduction in hospitalization costs, morbidity, disability, and mortality in patients with AIDS treated with
protease inhibitors. Arch Med Res. 2000;31:515-519. (Mexico)
50. Lopez-Neblina F, Alvarez JH, Finkelstein LI. High-efficiency kidney transplantation: Concept, technique, results, and cost analysis. Transplant Proc.
2000;32:141-142. (Mexico)
51. Maenpaa JU, Ala-Fossi SL. Toremifene in postmenopausal breast cancer: Efficacy, safety and cost. Drugs Aging. 1997;11:261-270. (Mexico)
52. Mark DB, Cowper PA, Berkowitz SD, et al. Economic assessment of low-molecular-weight heparin (enoxaparin) versus unfractionated heparin in
acute coronary syndrome patients: Results from the ESSENCE randomized trial. Circulation. 1998;97:1702-1707. (South America)
53. Medina dos Santos LR, Freitas CAF, Hojaij FC, et al. Prospective study using skin staplers in head and neck surgery. Am J Surg. 1995;170:451-452.
(Brazil)
54. Medina-Santillan R, Mateos-Garcia E, Reyes-Garcia G, Castaneda-Hernandez G, Sotelo J. Pharmacoeconomic analysis of short-scheme praziquantel
in the treatment of neurocysticercosis. Gac Med Mex. 2002;138:203-207. (Mexico)
55. Mejia GI, Castrillon L, Trujillo H, Robledo JA. Microcolony detection in 7H11 thin layer culture is an alternative for rapid diagnosis of Mycobacterium
tuberculosis infection. Int J Tuberc Lung Dis. 1999;3:138-142. (Colombia)
56. Monteon F, Correa-Rotter R, Paniagua R, et al. Prevention of peritonitis with disconnect systems in CAPD: A randomised controlled trial: The
Mexican Nephrology Collaborative Study Group. Kidney Int. 1998;54:2123-2128. (Mexico)
57. Murad A, de Andrade CA, Delfino C, et al. A pharmacoeconomic comparison of UFT and 5-FU chemotherapy for colorectal cancer in South America.
Oncology. 1997;11:128-135. (Argentina, Brazil)
58. Musgrove P. Cost-benefit analysis of a regional system for vaccination against pneumonia, meningitis type B, and typhoid fever. Bull PAHO.
1992;26:173-191. (Latin America)
59. O’Brien BJ, Willan A, Blackhouse G, Goeree R, Cohen M, Goodman S. Will the use of low-molecular-weight heparin (enoxaparin) in patients with
acute coronary syndrome save costs in Canada? Am Heart J. 2000;139:423-429. (South America)
60. Oliveira PMC, Silva AE, Kemp VL, Juliano Y, Ferraz ML. Comparison of three different schedules of vaccination against hepatitis B in health care
workers. Vaccine. 1995;13:791-794. (Brazil)
61. Ortiz Z, Shea B, Suarez-Almazor ME, et al. The efficacy of folic acid and folinic acid in reducing methotrexate gastrointestinal toxicity in rheumatoid
arthritis. A metaanalysis of randomized controlled trials. J Rheumatol. 1998;25:36-43. (Argentina)
62. Ovalle A, Martinez MA, Wolff M, et al. Efficacy, safety and cost of cefuroxime compared with cephradine in the treatment of acute pyelonephritis
during pregnancy. Rev Med Chile. 2000;128:749-757. (Chile)
63. Phillips M, Sanghvi T, Suarez R, McKigney J, Fiedler J. The costs and effectiveness of three vitamin A interventions in Guatemala. Soc Sci Med.
1996;42:1661-1668. (Guatemala)
64. Puschel K, Sullivan S, Montero J, Thompson B, Diaz A. Cost-effectiveness analysis of a screening program for gallbladder disease in Chile. Rev Med
Chile. 2002;130:447-459. (Chile)
65. Raimondi AC, Schottlender J, Lombardi D, Molfino NA. Treatment of acute severe asthma with inhaled albuterol delivered via jet nebulizer, metered
dose inhaler with spacer, or dry powder. Chest. 1997;112:24-28. (Argentina)
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Box 1. Continued

66. Rodriguez A, Ayala F, Bernardi V, et al. Optimal coronary balloon angioplasty with provisional stenting versus primary stent (OCBAS):immediate
and long-term follow-up results. J Am Coll Cardiol. 1998;32:1351-1357. (Uruguay, Argentina)
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bypass surgery in multivessel disease (ERACI): In-hospital results and 1-year follow-up. J Am Coll Cardiol. 1993;22:1060-1067. (Argentina)
68. Rodriguez A, Mele E, Peyregne E, et al. Three year follow-up of the Argentine randomized trial of percutaneous transluminal coronary angioplasty
versus coronary artery bypass surgery in multivessel disease (ERACI). J Am Coll Cardiol. 1996;27:1178-1184. (Argentina)
69. Rodriguez AE. The role of acute wall recoil and late restenosis: Results of the OCBAS trial (Optimal Coronary Balloon Angioplasty with Provisional
Stenting versus Primary Stent). Int J Cardiovasc Intervent. 2001;4:99-106. (Argentina)
70. Rojas de Arias A, Ferro EA, Ferreira ME, Simancas LC. Chagas disease vector control through different intervention modalities in endemic localities
in Paraguay. Bull WHO. 1999;77:331-339. (Paraguay)
71. Rollan A, Giancaspero R, Acevedo C, Fuster F, Hola K. Treatment of Helicobacter pylori infection in patients with duodenal ulcer: A cost-benefit
study. Rev Med Chile. 2000;128:367-378. (Chile)
72. Ruebush TK, Zeissig R, Koplan JP, Klein RE, Godoy HA. Community participation in malaria surveillance and treatment III. An evaluation of
modifications in the volunteer collaborator network of Guatemala. Am J Trop Med Hyg. 1994;50:85-98. (Guatemala)
73. Salinas AM, Villarreal E, Nunez GM, et al. Health interventions for the metal working industry: Which is the most cost-effective? A study from a
developing country. Occup Med (Oxf). 2002;52:129-135. (Mexico)
74. Serruys PW, de Bruyne B, Carlier S, et al. Randomized comparison of primary stenting and provisional balloon angioplasty guided by flow velocity
measurement. Circulation. 2000;102:2930-2937. (Argentina, Brazil)
75. Serruys PW, Unger F, Sousa JE, et al. Comparison of coronary-artery bypass surgery and stenting for the treatment of multivessel disease. N Engl J
Med. 2001;344:1117-1124. (Argentina, Brazil)
76. Serruys PW, van Hout B, Bonnier H, et al. Randomised comparison of implantation of heparin-coated stents with balloon angioplasty in selected
patients with coronary artery disease (Benestent II). Lancet. 1998;352:673-681. (Argentina, Brazil)
77. Sesso R, Eisenberg JM, Stabile C, et al. Cost-effectiveness analysis of the treatment of end-stage renal disease in Brazil. Int J Technol Assess Health
Care. 1990;6:107-114. (Brazil)
78. Shepard DS, et al. Cost-effectiveness of routine and campaign vaccination strategies in Ecuador. Bull WHO. 1989;67:649-662. (Ecuador)
79. Souhami RL, Craft AW, Van der Eijken JW, et al. Randomised trial of two regimens of chemotherapy in operable osteosarcoma: A study of the
European Osteosarcoma Intergroup. Lancet. 1997;350:911-917. (Brazil)
80. Suarez PG, Floyd K, Portocarrero J, et al. Feasibility and cost-effectiveness of standardised second-line drug treatment for chronic tuberculosis
patients: A national cohort study in Peru. Lancet. 2002;359:1980-1989. (Peru)
81. Tavera Orozco L. Manejo ambulatorio del aborto como estrategia para aumentar la cobertura y reducir los costos/[Ambulatory care of abortion as a
strategy to increase coverage and reduce costs]. In: Encuentro de Investigadores sobre Aborto Inducido en América Latina y el Caribe. November 15-18,
1994. Bogota: Universidad Externado de Colombia. Servicios y practicas del aborto; 1994: 50-57. (Peru)
82. The PRISM. A comparison of aspirin plus tirofiban with aspirin plus heparin for unstable angina. (The Platelet Receptor Inhibition in Ischemic
Syndrome Management study investigators). N Engl J Med. 1998;338:1498-1505. (Latin America)
83. Tieffenberg JA, Wood I, Del PH, Berbeglia A, Marke LA. Decision-making and the health sector in Argentina: CEA and the use of nitrous oxide in
anesthesia. Int J Technol Assess Health Care. 1998;4:601-611. (Argentina)
84. Townsend JW, Lechtig A, Pineda F, et al. CEA of family planning services in the sinaps primary health care program in Guatemala. In: Sirageldin I,
Salkever D, Osborn RW, eds. Evaluating population programs: International experience with CEA and CBA. London: Croom Helm; 1983. (Guatemala)
85. Vargas-Flores LA, Nunez-Gomiciaga E. Cost-benefit analysis of a national immunization program against measles in Mexico. Salud Publica Mex.
1984;26:373-380. (Mexico)
86. Vela-Ojeda J, Tripp-Villanueva F, Montiel-Cervantes L, et al. Prospective randomized clinical trial comparing high dose ifosfamide plus GM-CSF vs
high-dose cyclophosphamide plus GM-CSF for blood progenitor cell mobilization. Bone Marrow Transpl. 2000;25:1141-1146. (Mexico)
87. Velasco E, Costa MA, Martins CA, Nucci M. Randomized trial comparing oral ciprofloxacin plus penicillin V with amikacin plus carbenicillin or
ceftazidime for empirical treatment of febrile neutropenic cancer patients. Am J Clin Oncol. 1995;18:429-435. (Mexico)
88. Villar Centeno L, Niño O, Gómez C. Vigilancia post-egreso de las infecciones de herida quirúrgica: evaluación de sus costos y utilidad/[Post discharge
vigilance of surgical wounds infection: Cost evaluation and utility]. MedUNAB. 1998;1:153-158. (Colombia)
89. Villar J, Ba’aqeel H, Piaggio G, et al. WHO antenatal care randomised trial for the evaluation of a new model of routine antenatal care. Lancet.
2001;357:1551-1564. (Argentina, Cuba)
90. Walters SJ, Whitfield M, Akehurst RL, Chilcott JB. Pharmacoeconomic evaluation of Simulect prophylaxis in renal transplant recipients. Transplant
Proc. 2001;33:3187-3191. (Mexico)
91. Ward L, Castelo Filho A, Menabó E, Ribeiro S, Lima M, Maciel R. Estudo da relaçäo custo/efetividade no tratamento da doença de Basedow-
Graves/[Cost effectiveness relationship in the treatment of Basedow-Graves’ disease]. AMB Rev Assoc Med Bras. 1986;32:147-154. (Brazil)
92. Younes RN, Jefferson LG, Deheinzelin D. Follow-up in lung cancer: How often and for what purpose? Chest. 1999;115:1494-1499. (Brazil)
93. Yugueros P, Sarmiento JM, Garcia AF, Ferrada R. Unnecessary use of pelvic x-ray in blunt trauma. J Trauma. 1995;39:722-725. (Colombia)

Within the social security sector in Argentina, there is a
body; “The Superintendence of Health Services” (La Super-
intendencia de Servicios de Salud), which is specifically in
charge of defining a compulsory minimum coverage package
to be included in the health insurance plan of every single
health-care institution (Obras Sociales). Recently, this body
has established that its recommendations will be evidence
based according to criteria of clinical effectiveness and cost-
effectiveness.

In Colombia, the Technical Committee of Pharmaceuti-
cal Drugs and Technology Evaluation is the body responsible
for defining the minimum coverage of the basic insurance
package. When the “compulsory health-care package” was
defined in Colombia, cost-effectiveness and burden of disease
studies were commissioned to evaluate the economic impact
of the new package. In recent years, economic studies have
been commissioned to evaluate “costly diseases” to make
decisions regarding re-insurance.
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Table 1. Broad Allocation of Resources/Setting Priorities

Country Decision makers Criteria
Use of economic evaluation (EE)

studies to inform decisions

Argentina Provincial and Municipal Health Secretariats.
Social Works through the Superintendence of
Health Services

Geographical areas through a formula of
co-participation

In general, no.

Brazil Health Ministry through different secretariats
(health-care assistance and national agency of
health surveillance); The Science, Technology
and Strategic Goods Secretariat was created to
evaluate health technologies and provide
evidence based guidance for health-care
resource allocation

Governmental level, geographical areas, specific
groups of patients of diseases

EE studies are not used systematically, but
in some cases, i.e., cost-effectiveness
studies of vaccination strategies and
treatment of acquired immunodeficiency
syndrome (AIDS). Currently, a cost-
effectiveness analysis is being conducted
to evaluate different health-care technolo-
gies for the treatment of chronic renal
insufficiency.

Colombia Ministry of Health, through its Finance
Directorate, Insurance Directorate, Public
Health Directorate, and Development and
Health Services Provision; National Council of
Social Security in Health (CNSSS) through its
Department of Planning and Finance, and
Resources Management Directorate

Governmental levels, geographic areas/local
needs and specific diseases, level of risk

There is no evidence of the use of EE studies
in this area.

Cuba Ministry of Health, Ministry of Economy and
Planning, Ministry of Finance and Prices

Governmental level, geographic area, specific
groups of patients and diseases according to
need

Internal publications of Ministry of Health,
on cardiovascular diseases, tuberculosis,
and different immunization programs.

Mexico Mexican Institute of Social Security (IMSS)
through its Directorate of Finance

Governmental levels, geographic areas and
specific groups and patients and diseases

Partial EE studies are available in this area.

Nicaragua Ministry of Health through several directorates
(epidemiology, health service provision, etc.)

Population growth, geographic area, poverty,
ethnic groups

Respondents provided no examples.

Peru Ministry of Health through its Planning
Directorate. Fund Executive of Es Salud.

Governmental levels particular groups of patients
and diseases, geographic areas, and production
levels

Epidemiological evidence and poverty index.
There are EE studies of malaria, yellow
fever, and tuberculosis. Their impact/
influence on decision making process is
unknown.

Portugal Ministry of Health Historical records and DRGs No studies are available in this area.
Spain Health Services of each autonomous community

(CCAA)
Different governmental levels and geographical

areas
No studies are available in this area.

United Kingdom Department of Health (Ministry) through its
regional offices

Geographical areas through a formula which also
considers demographic characteristics, health
status and social deprivation

Guidance from the National Institute for Clinical
Excellence (NICE) takes EE into account.

Uruguay Public Health Ministry and the Health Care
Service Administration of the State

Based on historical budget trends and specific
diseases

Public health care services, i.e., vaccination
programs.

Venezuela Ministry of Health and Social Development
(MSDS) through its Planning and Budgeting
Directory, Ministry of Finance and Venezuelan
Institute of Social Security (IVSS)

Governmental levels. Resource allocation is not
made according to volume of services or
population needs but according to existing
supply.

No studies are available in this area.
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Table 2. Provision of Public Health Interventions

Country Decision makers Use of economic evaluation (EE) to inform decisions

Argentina Ministry of Health through its Sub-secretariat of
Promotion and Prevention

No evidence of this is available.

Brazil Ministry of Health Vaccination strategies, treatments for acquired
immunodeficiency syndrome (AIDS). Currently a
cost-effectiveness analysis is being conducted to
evaluate different health-care technologies for the
treatment of chronic renal insufficiency.

Colombia Ministry of Health, through its Health Promotion and
Prevention National Directorate, and National
Institute of Health

No evidence of this is available.

Cuba National Health Care System 2-year old children vaccination program, child and
mother health care, tuberculosis

Mexico Decision making is mainly a responsibility of the
Health Secretariat. However, the Mexican Institute
of Social Security contributes through its Medical
Directorate and its co-ordination of preventive
medicine.

Partial EE studies are available in this area.

Nicaragua Ministry of Health through its enlarged program of
immunization and vector transmitted diseases
program

Economic studies of vaccination programs financed and
conducted by the Pan-American Health Organization
(PAHO) and cost-benefit analysis of vector
transmitted diseases

Peru Ministry of Health through its People’s Health General
Directorate

EE studies of the programs of malaria, tuberculosis,
and yellow fever

Portugal General Director for Health subject to the Minister of
Health approval

No, decisions on the inclusion of vaccines into the
National Immunization Plan are based on clinical
evaluations

Spain The infrastructure of the Health-care System, through
its Department of Health and public system

Not routinely, but there are some studies one on hepatitis
B and another on risk of cardiovascular disease

United Kingdom Department of Health Forrest Report on screening for breast cancer
incorporated an EE. Economic evaluations of other
screening programs have been, or are being
conducted (e.g. cervical cancer screening, colorectal
cancer screening)

Uruguay Public Health Ministry through its epidemiology
division

Neither clinical nor EE studies are available in this area.

Venezuela Ministry of Health and Social Development No clinical or EE studies were identified in this area.

Adoption of Medical Equipment
and Devices

Examples of feasibility and cost-benefit studies were iden-
tified in Uruguay (18). The rest of the participant countries
pointed out a lack of evidence of the use of economic studies
in this area (Table 5).

Major Capital Investments

Finally, decisions regarding major capital investments within
the health-care systems in all eight Latin American countries
were the responsibility of the Ministries of Health (Table 6).
In Cuba, there are examples of economic evaluation studies
comparing the effectiveness and cost-effectiveness of con-
structing new health centers versus renovating existing ones
(13). Whereas in Peru, supply and demand studies as well as
clinical ones are conducted within the social security system,
Es Salud (20).

Local Priority Areas for the Conduction
Economic Evaluation Studies (Availability
of Resources and Requirements)

The inclusion/exclusion of health-care technologies in na-
tional, social security, and private insurance packages, ac-
cording not only to criteria of clinical effectiveness and
safety but also cost-effectiveness, is a frequent topic of inter-
est in several Latin American countries. Such is the case in
Argentina, Cuba, Mexico, and Uruguay (Table 7). In Cuba,
the evaluation of the national drug formulary is considered
as a high priority; in fact, the government has already cre-
ated several regional groups as well as one at national level
to get this process started. Highly trained human resources
have been identified in all the participant Latin Ameri-
can countries; however, they are not only limited in num-
ber, but as importantly, they have little if any “know-how
experience” in the conduct of economic evaluation stud-
ies. Promotion and coordination of collaboration between
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Table 3. Reimbursement of New Drugs

Country Decision makers Use of economic evalution (EE) to inform decisions

Argentina Local Health Secretariats in the provinces and
municipalities through the department of purchases
in the public sub-sector; Individual social works

None so far but the Superintendence of Health Services
through its committee of technology evaluation is
starting to look at the evidence on efficacy, efficiency
and cost-effectiveness of drugs

Brazil Ministry of Health through its Secretariat of Health
Assistance as well as the National Agency of Health
Surveillance

We are not aware of their existence, except for the
analyses of the pharmaceutical drugs for the
treatment of human immunodeficience virus (HIV).
EE analyses are listed in the capacities of the two
decision making agencies.

Colombia Ministry of Health through its Public Health
Directorate and Health Services Provision
Directorate National Council of Social Security in
Health (CNSSS) through its Technical Committee of
Pharmaceutical Drugs and Technology Evaluation

No EE studies are available in this area.

Cuba Ministry of Health, together with the Ministry of
Economics and Ministry of Finance and prices

A current priory is to conduct an EE of the National
List of Essential Drugs.

Mexico Ministry of Health (no co-payment); Social Security
System (no co-payment)

No EE studies are available on this area.

Nicaragua The health care system in Nicaragua does not
contemplate a reimbursement system

No EE studies are available in this area.

Peru The health care system in Peru does not contemplate a
reimbursement system

No EE studies are available in this area.

Portugal Infarmed, the Portuguese regulatory agency for
pharmaceuticals

Yes, pharmaceutical laboratories are required by
Infarmed to present EE studies to support
reimbursement demands. Examples: Celecoxib,
Olanzapine.

Spain Ministry of Health and Consumption, in the process of
being decentralized

No EE studies are available on this area.

United Kingdom Department of Health (there are co-payments per
prescription); Recently guidance is being provided
by National Institute for Clinical Excellence (NICE)

NICE uses clinical and EE studies in its decision
making.

Uruguay Ministry of Health financed through general taxation;
Social Security System (Patients pay variable
co-payments per prescription); National Fund of
Resources (Patients or third parties pay variable
co-payments per prescription)

No EE studies are available in this area.

Venezuela Social National Programme of Medical Drugs
Provision; Drug cost is shared in the following way:
20% patients, 15% private pharmacies, 65% Health
Ministry and Social Development

No studies are available in this area.

experienced researchers in economic evaluation and Latin
American researchers is perceived as a key element to in-
crease the use and conduct of such studies.

Ready access to local and international information re-
sources was also singled out as one of the main obstacles
Latin American researchers encounter in their daily research
activities. Limited financial funds, and poor interaction be-
tween the academic sector, and private and public health-care
institutions, were also repeatedly mentioned as factors pre-
venting a wider use and conduct of economic evaluation
studies.

DISCUSSION

According to both the literature review (ninety-three studies)
and the survey, relatively few economic evaluation studies of

health-care technologies are available in the Latin American
countries participating in NEVALAT. There is also very little
evidence of the use of existing economic evaluation studies
as a tool to inform the decision-making process within the
National Healthcare Systems. There is, however, a consider-
able interest in having a deeper understanding of the methods
of conducting economic evaluations, as well as the potential
ways in which the results from such analyses can contribute
to the decision-making process.

Lack of a clearly defined set of criteria to facilitate or
guide the decision-making processes within the Latin Amer-
ican health-care systems was identified as one of the main
obstacles preventing the use of economic evaluation studies.
In general, the responses to the survey showed that the deci-
sions regarding the allocation of resources to different areas
of health care are mainly driven by governmental policies.
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Table 4. Inclusion of Services in Health Insurance Packages

Country Decision makers Use of economic evaluation (EE) to inform decisions

Argentina Local Health Secretariat in the provinces and
municipalities according to political criteria. Social
works through the Superintendence of Health
Services (SSS) is was in charge of defining a
compulsory minimum coverage package.

The SSS through its Committee of Technology
Evaluation has recently started to evaluate the
efficiency, effectiveness and cost-effectiveness of the
most frequent health interventions. Simultaneously,
the committee provides advice to health decision-
makers as to the inclusion/exclusion and percentage
of coverage of some technologies.

Brazil Health Ministry through its Secretariat of Health
Assistance

There is a cost-effectiveness analysis of alternative
treatments for human immunodeficiency virus (HIV).

Colombia National Council of Social Security in Health
(CNSSS) through its Technical Committee of
Pharmaceutical Drugs and Technology Evaluation;
Ministry of health through its Insurance Directorate

CNSSS commissioned cost-effectiveness studies to
define the compulsory health insurance package, no
further details provided.

Cuba Ministry of Health Partial EE studies on the early discharge from hospital
(home care), and extension of services provided by
Emergency Units.

Mexico Mexican Institute of Social Security (IMSS) though its
Medical Directorate

Partial EE studies are conducted in this area by the
Directorate of Finance of IMSS.

Nicaragua Ministry of Health is assembling a basic health
insurance package

Actuarial and marketing studies have been
commissioned by some institutions but are not
available to the public.

Peru Ministry of Health through its supervising authority of
health care providing institutions. The Management
Board of Health Insurance in Es Salud

There are some costs, supply and demand, and clinical
studies of the child and mother insurance program
created by the Ministry of Health.

Portugal Health Administrations and the General Directorate
for Health make most of the decisions on health
care provision within the Portuguese NHS.

Clinical evidence is taken into account but there is not
evidence of the use/production of EE studies in this
area.

Spain Ministry of Health and Consumption No EE studies are available on this area.
United Kingdom Local Health Authorities, which increasingly are

delegating this responsibility to primary care
physicians (Primary CareTrusts).

National Institute for Clinical Excellence (NICE) uses
clinical and EE studies in its decision making. There
is less evidence of this in decisions taken by health
authorities and PCTs.

Uruguay Ministry of Health and, for highly complex health
procedures, the Administrative Honorary
Commission of the National Fund of Resources
(reinsurance company of public and private
institutions for highly complex health procedures).

The National Fund of Resources is interested in
conducting a number of cost-effectiveness studies to
select the procedures that will be insured.

Venezuela No information was provided. No information was provided.

The ways in which such policies are developed are not very
explicit.

The structure of the nine Latin American health-care
systems analyzed was similar. With the exception of Cuba,
the provision of health care was organized through a combi-
nation of public, social security, and private sectors. Surpris-
ingly, only in Argentina and Colombia was there a regulatory
body with the power to regulate the provision of health-care
services in the social security sector.

From the results of the survey, the general impression is
one of potential for the use of economic evaluation, rather
than evidence of actual use. Nevertheless, several interesting
initiatives were identified. For example, in Uruguay the in-
corporation of new highly specialized services in the basic
health-care package is regulated by an insurance company,
the FNR. Through the FNR, all public and private health-
care institutions insure their members against “catastrophic

events,” that is, those health-care interventions that are asso-
ciated with high costs and relatively low frequency but that
could become a heavy financial burden for any health-care
institution. Currently, a main priority of the FNR agenda is to
establish a formal process to assess the clinical effectiveness
and cost-effectiveness of readily available health-care tech-
nologies. Similarly, in Cuba, a priority within the National
Healthcare System is the evaluation of the national drug for-
mulary, according not only to clinical effectiveness criteria
but also from an economic perspective.

The results from the three European countries participat-
ing in the NEVALAT project allow us to compare and con-
trast experience with Latin America. The first point to note
is that experience varies widely among the European coun-
tries themselves, with the United Kingdom indicating the
most formal use of economic evaluation. In general, lack of
skilled researchers to conduct studies is not a major problem
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Table 5. Adoption of Medical Equipment and Devices

Country Decision makers Use of economic evaluation (EE) to inform decisions

Argentina Local Health secretariats in the provinces and
municipalities

EE is not used so far, but a committee of technology
evaluations was created at the Paediatric National
Hospital to carry out EE studies to inform the
acquisition of hospital equipment.

Brazil Health Ministry through its Secretariat of Science,
Technology, and Strategic Goods. Formerly, this
used to be a responsibility of the Secretariat of
Health Assistance.

We are not aware of their existence, but EE analyses are
considered among the activities of the Secretariat.

Colombia Ministry of Health through its Finance Directorate and
National Legal Office

No EE studies are available in this area.

Cuba Ministry of Health EE studies compare the acquisition of foreign medical
equipment to national production.

Mexico Mexican Institute of Social Security Partial EE studies are available in this area.
Nicaragua Ministry of Health through its General Direction of

Infrastructure and Technical Development
No EE studies are available in this area.

Peru Ministry of Health, according to the public budget No EE or clinical studies are available in this area.
Portugal Hospital administrators. Regional Health

administrations decide within the primary care
provision. For large investments, the Minister of
Health needs to provide his approval.

Decisions on these issues are based only on
clinical evaluations.

Spain Health Services of each autonomous community
(CCAA)

No EE studies are available on this area.

United Kingdom National Institute for Clinical Excellence (NICE)
issues guidance about the use of medical devices.
Adoption decisions will be made at the hospital
level.

NICE uses clinical and EE studies in its decision
making. There is little evidence of the use of
evaluations at the hospital level.

Uruguay Ministry of Health and the Institutes of Highly
Specialised Medicine

Feasibility studies are conducted by the Institutes of
Highly Specialised Medicine. Clinical and EE
studies (mainly cost-benefit analysis) are conducted
by public institutions.

Venezuela Ministry of Health and Social Development through its
Administration, Services, Planning, and Budget
Planning Directorate; Venezuelan Institute of Social
Security through its Medical Assistance Fund.

No evidence of clinical or economic studies in this
area was identified.

in the European Union, although the number of studies varies
by country. Rather, it is the existence of institutional arrange-
ments, which drives the level of its use.

In particular, Infarmed in Portugal (for certain new
drugs) and National Institute of Clinical Excellence (NICE)
in the United Kingdom (for health technologies having a ma-
jor impact on the health-care system) have led to an increase
in the formal use of economic evaluation (11;22). However,
it should be noticed that these institutional changes are them-
selves quite recent, with the new legal requirement for In-
farmed being introduced only in 1998 and the establishment
of NICE being only in April 1999. In this respect, the Latin
American countries may not be so far behind Europe.

Therefore, to facilitate the conduct and use of local
economic evaluations of health-care technologies in Latin
America, several measures will have to be taken. First,
the human resources to perform economic evaluation stud-
ies will have to be increased. A common concern among
the NEVALAT participants was a lack of familiarity with
the techniques/methods to conduct full economic evaluation

studies. In this respect, networks of expert researchers in
the area (such as NEVALAT) may be of great value to facili-
tate the provision of courses in economic evaluation and the
use of expertise from countries with relatively more experi-
ence in the area.

Second, the dissemination and access to the existing
literature on economic evaluations of health-care technolo-
gies will have to be improved to make the results of these
studies readily available to local decision-makers in Latin
America. However, caution should be exercised in directly
applying results from economic evaluation studies of health-
care technologies conducted in different countries and/or set-
tings. The clinical and cost-effectiveness of a health tech-
nology usually is heavily influenced by local factors such
as demographic characteristics of the study population, lo-
cal diet, availability of services, and incentive structures.
Currently, several studies are being carried out to investi-
gate ways in which the results from existing studies can
be generalized or transferred, from one location to other
contexts (6;9).
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Table 6. Major Capital Investments

Country Decision makers Use of economic evaluation (EE) to inform decisions

Argentina Local Health Secretariats in the provinces and
municipalities

No EE studies are available on this area.

Brazil Ministry of Health. Until 2003, it was a responsibility
of the Secretariat of Health Investment and
Management; within the new structure of the
Ministry of Health it is less clear which body is
specifically responsible for this.

There is a costs study of alternative strategies for the
creation of sanitary agents.

Colombia Ministry of Health through its Service Provision
Development Directorate

No EE studies are available in this area.

Cuba Ministry of Health EE studies compare the construction of new health
centres to the renovation of existing ones.

Mexico Mexican Institute of Social Security through its
Medical Directorate and the Directorate of Finance

Partial EE studies are available in this area.

Nicaragua Ministry of Health through its Committee of
Investment

Analysis of the health care sector in Nicaragua and
the Investment Plan of the Ministry of Health
2000–2002.

Peru Ministry of Presidency via a program of infrastructure
and construction and the Planning Management
Board in Es Salud.

Es Salud carries on studies of supply and demand as
well as clinical studies. No evidence in available for
public hospitals.

Portugal Minister of Health. Dossiers are prepared by the
Regional Health administrations but decisions are
made at the Ministry.

No, studies are available on this area. Interest groups
(behind local politicians) and the press mainly
influence decisions.

Spain Health Services of each autonomous community
(CCAA)

No EE studies are available on this area.

United Kingdom Regional Offices of the Department of Health some are
referred for ministerial approval.

In the past “option appraisals” (analogous to EE) were
conducted. Now broader business and financial
planning exercise are undertaken.

Uruguay Ministry of Health. In Public Institutions, decisions are
made according to the development program
included in the annual budget of each institution.

Feasibility studies are conducted by the Institute of
Highly Specialised Medicine. Clinical and EE
studies (mainly cost-benefit analysis) are conducted
by public institutions.

Venezuela Ministry of Health and Social Development and
Ministry of Infrastructure

No clinical or economic studies in this area were
identified.

Third, those areas in which formal evidence from eco-
nomic evaluation studies will be of more immediate use in
decision making need to be identified. Then, the necessary
steps need to be taken to encourage the implementation and
use of studies. For example, in Argentina, a regulatory body
The Superintendence of Health Services, has already been
created to define the minimum coverage of the health-care
insurance package provided by the social security system.
This institution, through its Committee of Technology Eval-
uation, has started recently to evaluate the effectiveness and
cost-effectiveness of the most commonly used health-care
interventions. How these evaluations will be performed and
by whom has not been the subject of much discussion. Nev-
ertheless, this approach is perceived as a first step for the
introduction of a more transparent and objective set of cri-
teria for the decision-making process within a sector of the
Argentinean health-care system.

Similarly, in Cuba, a current priority is to evaluate the
effectiveness and cost-effectiveness of medicines on the Na-
tional List of Essential drugs. Given this objective, the Centre
for the Study of Pharmaco-epidemiology and the Centre for
Pharmaceutical Drugs Research have organized groups of

researchers to conduct economic evaluations of the list of
essential drugs. However, as with the previous example, no
details are yet available on the way in which such evaluations
will be undertaken.

It is worth noticing that the interest in incorporating
evidence-based approaches into health-care decision mak-
ing process within Latin America is rapidly evolving into
concrete initiatives. For example, in 2003, national bodies
with the responsibility of conducting health-care technology
evaluation as well as formulating recommendations to the
Ministries of Health have been created in Brazil (The Sci-
ence, Technology and Strategic Goods Secretariat and The
National Agency of Health Surveillance ANVISA) and in
Mexico ( National Centre for Technological Excellence in
Health).

CONCLUSIONS

In conclusion, the results from the survey highlighted an
increasing interest in introducing economic evaluations of
health-care technologies as a formal tool to inform the
decision-making processes within the eight participating
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Table 7. Priority Aareas, Available Resources and Requirements to Promote/Facilitate the Conduction and Use of Economic Evaluation (EE) Studies in Latin America

Country Priority Area Available Resources Requirements

Argentina Superintendency of Health-care Services
through its Committee of Evaluation of
Health Technologies are interested in
evaluating a number of health technologies to
decide if they should be included in the
compulsory medical program of emergency
(PMOe).

Brazil Evaluation of new pharmaceutical drugs and
medical equipment; Evaluation of the
implementation of new health-care programs
and reformulation of existing ones

Agencies have been created within the Ministry
of Health to regulate the incorporation of
health-care technologies, e.g.,The Secretary
of Science, Technology and Strategic Goods
(created in 2003) and The National Agency
of Health Surveillance (ANVISA).

Human resources. Relative to existing
requirements in the area of health technology
assessment, highly trained staff is scarce.

Colombia Council of Social Security in Health and
Committee of Medicines and Technology
Evaluation

Researchers are working on EE at the Javeriana
and Antioquia Universities.

Human capacity is needed. Increase access to
existing evidence.

Cuba Ministry of Public Health; regional groups of
economic evaluation; there is a need to
evaluate programs, services, and new health
technologies. At the moment one of the main
priorities is to evaluate the national list of
medical drugs.

Political Interest Centers in charge of health
technology evaluation are willing to conduct
economic evaluations. Public funds are
available.

Increase collaboration with experienced
international researchers. Raise funds to sup-

port
training and equipment provision.

Mexico Ministry of Health is developing a basic
package of health services (popular package).
Ideally, it would like to be able to evaluate the
different services based on clinical and cost-
effectiveness criteria. Mexican Institute of
Social Security (IMMS) is evaluating the
incorporation of new health technologies
according to clinical and cost effectiveness.

EE studies are being conducted at IMSS; while
human resources are available their practical
knowledge is limited; the Ministry of Health
has launched an initiative to create a new
evaluative body “The National Centre for
Technological Excellence in Health.“ This
center has among, other responsibilities, to
evaluate new health-care technologies
according to criteria of clinical effectiveness
and cost effectiveness; and, based on this
criteria, it has made recommendations to the
Ministry of Health to inform its decision-
making process.

Increase interaction with experienced local and
international researchers. Increase human
resources. Build research culture. Increase
availability of subcontracting EE studies.
Promote rigorous analyses (academic level).
Wider availability of information resources is
needed.

Uruguay The National Fund of Resources is interested in
evaluating the coverage of different health
technologies according to clinical
effectiveness and cost-effectiveness.

There are five researchers with formal
knowledge of EE analysis.

Facilitate interaction with international
experienced researchers. Generate financial
resources. Build on local experience in the
conduction of EE studies.

Venezuela Health General Directorate of the Ministry of
Health and Social Development through its
Office of Health Projects is interested in
evaluation a human immunodeficiency virus
(HIV) program.

Local courses of EE; Human resources in
research centres within universities; Ready
access to information resources

Generate financial funds. Promote research
culture. Increase local knowledge.
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Latin American countries. In some countries, this is even
perceived as a priority within the health-care system. The
exchange of expertise (through the NEVALAT project) be-
tween researchers with a more hands-on experience on the
conduct and use of economic evaluations, and those with
a deeper knowledge of the reality and functioning of the
local Latin American health-care systems may help to ex-
pedite the process of incorporating economic evaluation
studies as a formal tool to inform the decision-making
process within the health-care systems in Latin American
countries.

POLICY IMPLICATIONS

Although there is an expressed need for economic evaluation
in Latin America, very few examples of the use of studies
exist. To promote the use of economic evaluation in this re-
gion two main conditions need to be fulfilled. First, adequate
resources and skills need to be available to conduct economic
evaluations of good quality. Second, decision-making proce-
dures need to be modified so as to accommodate evidence-
based approaches such as economic evaluation.
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