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Objectives: The translation of research findings into policy and practice is crucially dependent on the applicability of such findings in a given decision-making context. We explored in
a case study whether a generic consultation guide to assess the applicability of a health technology could be rapidly deployed and deliver useful insights.
Methods: A consultation guide based on the context and implementation for complex interventions (CICI) framework was developed and piloted to assess the applicability of
reinforced home-based palliative care in three European countries. Individual consultations in England and Germany and a panel discussion in Poland were completed.
Results: Various barriers may hinder successful implementation of reinforced home-based palliative care in the three countries. Whilst the experts across all countries emphasized
the lack of funding along with organization and structure as major barriers, information varied by country for many of the other identified barriers and facilitators. Participants in the
pilot study provided positive feedback in terms of understanding the topic and purpose of the consultation, and both individual and panel consultations could be easily implemented.
Conclusions: In this case study, the consultation guide presented a pragmatic, ready-to-use tool to assess the applicability of a health technology. As shown here, it can be used in a
generic manner without discrete empirical information on the technology in question or, ideally, makes use of specific information collected as part of a HTA. Further studies are
needed to validate this guide and apply it to other types of health technologies and more diverse decision-making contexts.
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THE INTEGRATE-HTA PROJECT: ADDRESSING THE CHALLENGES OF
COMPLEXITY FOR HEALTH TECHNOLOGY ASSESSMENT
Conceptualization, development, evaluation, and synthesis of
complex technologies pose challenges for primary research as
well as systematic reviews and health technology assessments
(HTA) (1;2). The European Union-funded integrated health
technology assessment for the evaluation of complex tech-
nologies (INTEGRATE-HTA) project (www.integrate-hta.eu)
aimed to develop concepts and methods for HTA to enable a
patient-centered, integrated assessment of the effectiveness, the
economic, social, cultural, legal, and ethical aspects of com-
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plex technologies, which takes context and implementation into
account.

Within the INTEGRATE-HTA project we conducted a so-
called demonstration HTA, a case study in the field of palliative
care, to illustrate that application of the concepts and meth-
ods developed as part of the INTEGRATE-HTA project are
feasible (2). Palliative care, underpinned by a holistic, family-
centered, individualized philosophy of care, presents an exam-
ple of a highly complex technology. The case study focused on
models of home-based palliative care (HBPC) with and without
an additional component of carer support (respectively known
as reinforced (rHBPC) (3) and nonreinforced (HBPC) home-
based palliative care). Caregiver support is important, as many
patients prefer to be cared for, and die, in their own home (3).
The majority of long-term care at home is provided for by lay
caregivers, mostly family members (4). This can increase bur-
den for lay caregivers, leading to negative physical, psycholog-
ical, and social effects (5). It is, therefore, important that HBPC
models also provide support for lay caregivers.
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Our demonstration-HTA on rHBPC was conceptualized as
a generic HTA conducted across seven countries (i.e., Eng-
land, Germany, Italy, Lithuania, the Netherlands, Norway, and
Poland). As implemented, it resulted in a major focus on Eng-
land, where most evidence and involved stakeholders were lo-
cated (2). Palliative care systems across Europe vary greatly.
For example, in England, the palliative care system is well es-
tablished and HBPC is heterogeneously provided all over the
country, mainly through different nongovernmental organiza-
tions that often receive support from the state. In Germany, sev-
eral professional public and private agencies are responsible for
ambulatory palliative care services focusing on pain, medical,
and psychosocial needs. HBPC care is delivered by volunteers
paying home visits to the families and through official ambu-
latory palliative care services. The reinforced component is, as
in England, not an explicit separate component of care but in-
tegrated into the service, when professionals visit their patients
and thereby also engage with the families functioning as care-
givers. In Poland, palliative care is mainly provided in so-called
home hospices financed mostly from public sources and nor-
mally includes psychological support for the patients’ families.

The differences in how palliative care is provided in Eng-
land, Germany, and Poland highlight that it cannot be taken for
granted that the technology assessed and the findings obtained
from a generic HTA are relevant and applicable in the decision-
making context of a specific country. At the same time, it is not
possible to conduct HTAs on each subject in each country, as is
often the case in the field of public health and healthcare due to
limited resources and capacities. Therefore, it is critical to ex-
amine to what extent the technology assessed and the findings
obtained in the demonstration-HTA are applicable in specific
European countries.

ASSESSING THE APPLICABILITY OF THE HEALTH TECHNOLOGY
Applicability is defined as the extent to which a technology
could be implemented in a specific setting. This includes con-
sidering the feasibility of implementing the technology and
the variation in intervention fidelity, population characteristics,
context, culture, values, and preferences (6–8). Applicability
assessments can also shed light on the need to adapt or tailor
a technology to allow implementation in a specific setting. In-
deed, a systematic review of barriers to and facilitators for the
use of evidence by policy makers found that over a third of the
included studies mentioned use of informal evidence such as
local data or tacit knowledge (9).

Several tools allow, at least to some extent, an evaluation of
applicability. These include the applicability and transferabil-
ity assessment of public health interventions (8), the European
network for Health Technology Assessment (EUnetHTA) HTA
adaptation toolkit (10), and The Promoting Action on Research
Implementation in Health Services (PARIHS) framework (11).
However, these tools often involve lengthy and complex pro-

cesses, such as the conduct of additional context-specific sys-
tematic reviews on questions beyond effectiveness or DELPHI
processes (8) or do not provide information on how to retrieve
local context data (12). Furthermore, the broad concept of con-
text (13) is often reduced to the organizational context or very
few select parameters and, therefore, does not capture the whole
spectrum of what context entails, in particular with respect
to complex health technologies (8;11;12). None of the exist-
ing approaches seemed feasible to be implemented within the
INTEGRATE-HTA project. We, therefore, set out to develop
a pragmatic and easy-to-implement consultation guide to re-
trieve local context information regarding the applicability of
the health technology in question in a given decision-making
context.

With regard to the applicability of complex technologies,
such as (r)HBPC, context and implementation play a ma-
jor role in relation to both reach and effectiveness (14). We
made use of the Context and Implementation of Complex In-
terventions (CICI) framework, a conceptual framework that
allows for the comprehensive and structured conceptualiza-
tion, assessment, and reporting of context and implementa-
tion and also developed within the INTEGRATE-HTA project
(13). The CICI framework divides the two dimensions context
and implementation into specific domains: eight for context
(i.e. geographical, locational, epidemiological, socio-cultural,
socio-economic, ethical, legal, political context) and four
for implementation (i.e., provider, organization and structure,
funding, and policy). The CICI framework has guided the
demonstration HTA in terms of taking context and implemen-
tation into account and has been applied to different complex
health technologies, such as technologies to reduce lead in con-
sumer products and drinking water and technologies to reduce
ambient air pollution (13).

OBJECTIVES
We developed a generic consultation guide to assess the appli-
cability of a health technology in a specific decision-making
context in a rapid and pragmatic way. We piloted the con-
sultation guide using the demonstration HTA on (r)HBPC in
three European countries to explore whether the guide could be
rapidly deployed and deliver useful insights.

METHODS
The study included the following steps, which were all em-
bedded in the demonstration-HTA: (i) development of a con-
sultation guide to assess applicability of the technology, based
on the CICI framework and populated with findings from the
demonstration-HTA; (ii) piloting of the consultation guide to
assess the applicability of rHBPC in England, Germany, and
Poland; (iii) analysis of findings and revision of the consulta-
tion guide.
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DEVELOPMENT OF THE CONSULTATION GUIDE
We developed a consultation guide to structure a conversation
with experts who are knowledgeable about the subject matter
in their decision-making contexts, posing questions of rele-
vance to the applicability of a health technology. The consul-
tation guide was developed both on a theoretical and empirical
basis. The generic structure of the consultation guide and af-
filiated general and concrete questions are based on the eight
context and four implementation domains of the CICI frame-
work (13), and potentially applies to any health technology.
These questions were supported by technology-specific exam-
ple questions, making use of rHBPC-specific HTA-findings de-
rived from a quantitative review assessing the effectiveness of
(r)HBPC (15) and a qualitative systematic review of contextual
enablers and barriers to the implementation of rHBPC (2).

The general structure of the consultation guide is shown
in Table 1. It starts with a generic question to ask the experts
about factors that can impede or facilitate the implementation
of the respective technology. Answers related to the open ques-
tion inform the twelve domains of the CICI framework. Con-
crete questions serve to retrieve further details and information
of the domains that the expert did not address him/herself. If
needed, and possible, the findings of qualitative and quantitative
systematic reviews conducted within the original HTA can in-
form example questions used in the consultation process. Flex-
ible follow-up questions are adapted according to the informa-
tion provided by the expert, focusing on specific solutions to ei-
ther overcome barriers or strengthen facilitators located within
a given domain. The structure of the consultation guide allows
flexible use, for example, the elaboration on points raised dur-
ing discussion and use of concrete and example questions if
necessary.

PILOTING OF THE CONSULTATION GUIDE
To apply the consultation guide, we considered the feasibil-
ity of and associated advantages and disadvantages of differ-
ent options for consulting experts in the three countries. In
England and Germany, we individually consulted two experts
(one highly respected academic expert and one practitioner)
with extensive knowledge of palliative care in their respective
country. In Poland, an upcoming national palliative care confer-
ence facilitated the organization of an expert panel with seven
palliative care experts (five clinicians, a nurse, and a social
worker). We identified the experts through the INTEGRATE-
HTA project’s palliative care contacts in each country, each
of them well-connected with the national and regional profes-
sional organizations (e.g., the German Association of Palliative
Medicine, and one of the major church-based organizations,
“Malteser”, in Germany; a National Health Service service pro-
viding home care for patients with palliative and end of life
care needs in England; and the Polish Association of Palliative
Medicine in Poland), as well as through the professional organi-

zations themselves contacted by means of email and telephone.
All of the identified experts were part of the national palliative
care network and had long-standing expertise in the field.

Ethical approval requirements for interacting with stake-
holders within the INTEGRATE-HTA project varied by coun-
try; local co-ordinators in the seven countries facilitated the
Institutional Review Board process and ensured that ethical
approval was granted before commencement. The applicabil-
ity assessment was located within this broader research on
stakeholder engagement (2). For this additional step, we ob-
tained a waiver from the Ethics Committee of the Ludwig-
Maximilians-University in Munich, Germany, under the con-
dition that anonymity of the experts would be ensured.

England and Germany
One researcher (S.P.) conducted the consultations in each coun-
try, three by telephone and one face-to-face meeting. The con-
sultations lasted for approximately an hour, ranging from 55 to
90 minutes and were conducted in the native language of the
respective expert. We used the consultation guide to retrieve
as much information as possible from the first general ques-
tion. We presented information retrieved from the systematic
reviews that had informed the consultation guide as late as pos-
sible in the consultation to prevent these results from biasing
insights offered by the experts.

The following briefing information was provided before the
consultation: (i) A short introduction to the INTEGRATE-HTA
project, (ii) A definition of rHBPC as used in the HTA, and (iii)
The aim of the consultation including a brief introduction and
explanation of CICI framework domains

At the end of the consultations, experts were asked to pro-
vide feedback on the consultation guide and its feasibility for
assessing the applicability of health technologies in general and
(r)HBPC in particular. We audio-recorded the consultations and
subsequently transcribed and anonymized sections of interest
(16). German consultations were subsequently translated into
English.

Poland
The panel discussion lasted for 4 hours and was conducted in
connection with a national conference in Poland. Each partic-
ipant had a printed consultation guide in English in front of
her/him. The information was also available on English Power-
Point slides, visible for everyone to follow. The discussion was
held in Polish, but the answers were recorded in English on pa-
per (all participants were proficient in English). A previously
trained palliative care expert acted as the panel moderator. The
experts were encouraged to discuss the issues raised for each
domain included in the consultation guide and to share broader
ideas. All information was concurrently collected, summarized,
and presented on a PowerPoint sheet for approval by the panel.
Each participant completed a short feedback form about the
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Table 1. General structure of consultation guide

Generic question
Concrete question(according to twelve

domains of CICI framework) Example question Follow-up question

Which contextual factors may influence the
implementation of the technology* in your
country?

(check against the 12 domains of the CICI
framework)

Which geographical factors may affect the
implementation of the technology in your
country?

E.g., our research has shown that (insert example of
geographical factor) affect the implementation.

Could this also be a problem/advantage in your country?
Can you think of any other geographical factors that may
hinder or facilitate the implementation of the technology?

Optional: Which concrete (regulatory) measures
or strategies could be employed in order to
overcome these barriers/strengthen these
facilitators?

Which locational factors may affect the
implementation of the technology in your
country?

E.g., our research has shown that (insert example of
locational factor) affect the implementation.

Could this also be a problem/advantage in your country?
Can you think of any other locational factors that may hinder
or facilitate the implementation of the technology?

Optional: Which concrete (regulatory) measures
or strategies could be employed in order to
overcome these barriers/strengthen these
facilitators?

Which epidemiological factors may affect the
implementation of the technology in your
country?

E.g., our research has shown that (insert example of
epidemiological factor) affect the implementation.

Could this also be a problem/advantage in your country?
Can you think of any other epidemiological factors that may
hinder or facilitate the implementation of the technology?

Optional: Which concrete (regulatory) measures
or strategies could be employed in order to
overcome these barriers/strengthen these
facilitators?

Which socio-cultural factors may affect the
implementation of the technology in your
country?

E.g., our research has shown that (insert example of
socio-cultural factor) affect the implementation.

Could this also be a problem/advantage in your country?
Can you think of any other socio-cultural factors that may
hinder or facilitate the implementation of the technology?

Optional: Which concrete (regulatory) measures
or strategies could be employed in order to
overcome these barriers/strengthen these
facilitators?

Which socio-economic factors may affect the
implementation of the technology in your
country?

E.g., our research has shown that (insert example of
socio-economic factor) affect the implementation.

Could this also be a problem/advantage in your country?
Can you think of any other socio-economic factors that may
hinder or facilitate the implementation of the technology?

Optional: Which concrete (regulatory) measures
or strategies could be employed in order to
overcome these barriers/strengthen these
facilitators?

Which political factors may affect the
implementation of the technology in your
country?

E.g., our research has shown that (insert example of political
factor) affect the implementation.

Could this also be a problem/advantage in your country?
Can you think of any other political factors that may hinder
or facilitate the implementation of the technology?

Optional: Which concrete (regulatory) measures
or strategies could be employed in order to
overcome these barriers/strengthen these
facilitators?
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Table 1. Continued

Generic question
Concrete question(according to twelve

domains of CICI framework) Example question Follow-up question

Which legal factors may affect the
implementation of the technology in your
country?

E.g., our research has shown that (insert example of legal
factor) affect the implementation.

Could this also be a problem/advantage in your country?
Can you think of any other legal factors that may hinder or
facilitate the implementation of the technology?

Optional: Which concrete (regulatory) measures
or strategies could be employed in order to
overcome these barriers/strengthen these
facilitators?

Which ethical factors may affect the
implementation of the technology in your
country?

E.g., our research has shown that (insert example of ethical
factor) affect the implementation.

Could this also be a problem/advantage in your country?
Can you think of any other ethical factors that may hinder or
facilitate the implementation of the technology?

Optional: Which concrete (regulatory) measures
or strategies could be employed in order to
overcome these barriers/strengthen these
facilitators?

Which factors concerning the provider may
affect the implementation of the
technology in your country?

E.g., our research has shown that (insert example of provider
factor) affect the implementation.

Could this also be a problem/advantage in your country?
Can you think of any other provider factors that may hinder
or facilitate the implementation of the technology?

Optional: Which concrete (regulatory) measures
or strategies could be employed in order to
overcome these barriers/strengthen these
facilitators?

Which organizational factors may affect the
implementation of the technology in your
country?

E.g., our research has shown that (insert example of
organizational factor) affect the implementation.

Could this also be a problem/advantage in your country?
Can you think of any other organizational factors that may
hinder or facilitate the implementation of the technology?

Optional: Which concrete (regulatory) measures
or strategies could be employed in order to
overcome these barriers/strengthen these
facilitators?

Which factors concerning funding may affect
the implementation of the technology in
your country?

E.g., our research has shown that (insert example of funding
factor) affect the implementation.

Could this also be a problem/advantage in your country?
Can you think of any other funding factors that may hinder or
facilitate the implementation of the technology?

Optional: Which concrete (regulatory) measures
or strategies could be employed in order to
overcome these barriers/strengthen these
facilitators?

Which policy factors may affect the
implementation of the technology in your
country?

E.g., our research has shown that (insert example of policy
factor) affect the implementation.

Could this also be a problem/advantage in your country?
Can you think of any other policy factors that may hinder or
facilitate the implementation of the technology?

Optional: Which concrete (regulatory) measures
or strategies could be employed in order to
overcome these barriers/strengthen these
facilitators?

aReplace wording in italics with description of used technology.
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process to inform the feasibility and experience of this form of
applicability assessment.

Analysis of Findings
We used the CICI framework domains as the overarching struc-
ture for our analysis. One researcher (S.P.) used Microsoft Ex-
cel to document the information for each domain (i.e., as pro-
vided in the transcripts of the individual consultations and the
summary sheet of the panel discussion) in an iterative process
to ensure that the information retrieved would be assigned to
the most appropriate domain. Within each domain, we distin-
guished between information on the barriers and facilitators
and potential solutions. For validation, the summary of each
consultation was sent to the respective expert and the panel
moderator to ensure that the information was adequately pre-
sented and no major issues were missing. The audio-recordings
were destroyed once the summaries were finalized.

We examined the findings in terms of depth of insights
(i.e., details of information, explanations), breadth of informa-
tion (i.e., variety of information) as well as resource consump-
tion (e.g., time, financing). Finally, we examined the feedback
we retrieved from the individual consultations and the feed-
back forms collected as part of the panel discussion to examine
the experts’ experiences with the consultation guide and the
consultation itself. This, as well as the content information re-
trieved, was used to revise the consultation guide as well as to
give feedback to the underlying CICI framework, which was
still under revision at the time (13).

RESULTS
In the following, we summarize the findings of the consultation
on the applicability of rHBPC in the three countries and subse-
quently present the findings regarding the consultation guide as
a method to assess applicability.

Applicability Assessment of Reinforced Home-Based Palliative Care
We retrieved extensive information on context and implementa-
tion barriers and facilitators that may influence the implementa-
tion of rHBPC in the three countries. In Table 2, we present suc-
cinct information for each domain of the CICI framework and
country. Supplementary Tables 1–3 contain detailed country-
specific results.

In all three countries, experts had difficulties with the term
“reinforced.” The nature of palliative care means that some pro-
vision is usually made for carers, making it difficult to discern
whether this constitutes “reinforced” care as the “support” pro-
vided in reinforced interventions can be diverse. Likewise, ex-
perts in all three countries articulated the problems of limited fi-
nancial resources and inadequate organization of palliative care
services for rHBPC. In Germany and England, (r)HBPC is par-
ticularly difficult to deliver in rural areas. While sharing many
of the same problems, experts from the three countries placed

different emphasis on specific barriers as well as potential so-
lutions. In Germany, for example, the scattered availability of
(r)HBPC throughout the country was stressed and advancement
in technology (e.g., tele-medicine) as well as a re-organization
of home-based palliative care teams were mentioned as possi-
ble solutions to guarantee access to (r)HBPC.

Experts from Poland mentioned that the population lacks
knowledge and understanding about what palliative care en-
tails. In Poland, panel members suggested that the church, as
a key opinion leader, could help improve the negative image
of palliative care, for example by providing information dur-
ing Sunday mass. In England, experts identified the fact that
many organizations are involved in the provision of (r)HBPC
as a major barrier that impedes smooth implementation. Fur-
thermore, they emphasized that standard procedures, such as
referral forms, and good communication help to improve the
implementation of (r)HBPC.

Piloting the Consultation Guide
Throughout the consultations, some domains, for which exten-
sive information was identified or which were mentioned re-
peatedly in the discussion, seemed more important than others.
For example, lack of funding was mentioned consistently in all
countries as a key factor impeding a holistic implementation of
rHBPC. A second major barrier identified in all countries was
the organization of the palliative care services. For other do-
mains, experts had difficulties identifying any barriers or facil-
itators, but this varied between countries. Whereas the experts
in England, for example, emphasized the importance of appro-
priate housing to deliver rHBPC, the expert panel in Poland did
not identify any locational barrier or facilitator.

The validation step by the experts in Germany and England
and by the expert panel moderator in Poland resulted in no ma-
jor changes to the summaries. The experts generally confirmed
the usefulness of the consultation to identify barriers and facili-
tators of rHBPC. It was, however, much easier and more natural
for participants to focus on and identify barriers instead of fa-
cilitators. Overall, the reported feedback of the participants in
the pilot study was consistently positive in terms of their under-
standing of the topic, the specific questions being asked and the
purpose of the consultation. The feedback prompted very minor
changes to the consultation guide with respect to wording, for
example, the description of palliative care, and structure, for
example, the order of explanations. These suggested changes
were incorporated in a revised consultation guide adapted to
rHBPC (available on request).

The involvement of experts with heterogeneous academic
and clinical backgrounds in each consultation provided insight
into different perspectives and topics. Individual consultations
allowed flexible, ongoing interaction between the expert and
the interviewer. The insights gathered through the panel dis-
cussion did not vary as much as in the individual consultations
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Table 2. Short Overview of Barriers/Facilitators Mentioned during Applicability Assessment

England Germany Poland

Geographical domain Long distances leading to unequal access
between different regions and lower quality
palliative care

Long distances leading to unequal access
between different regions and lower quality
palliative care

Long distances leading to unequal access
between different regions and lower quality
palliative care

Locational In the beginning of care, HBPC can be felt as
an intrusion

Lacking space is a challenge for HBPC when
the patient is part of a big family

[Discussed but information later transferred to
other domain (geographical)]

Epidemiological domain For the very old, HBPC can be difficult
(housing situation, basic care) and an
informal caregiver is essential for very old
patients

Increased number of older people living alone
with no possibility of informal care due to
missing informal carer leading to the
necessity to transfer them to nursing homes

Access to palliative care differs according to
diagnosis. There is a list of patients who
can receive palliative care which excludes
many diseases (especially non-malignant
diseases)

Socio-cultural domain Socio-cultural diversity hinders adequate
provision

Socio-cultural diversity hinders adequate
provision

Population lacks knowledge and
understanding about what palliative care
entails

Socio-economic domain A low socio-economic status constitutes a
major barrier to access to healthcare

A low socio-economic status constitutes a
major barrier to access to healthcare

The State finances only two diapers a day
posing a clear disadvantage for the lower
socio-economic population

Political domain Changing priorities depending on the
government in charge (legislation period)

Current regulation on HBPC clearly purports
who can receive which type of palliative
care but leaves open how this should be
done

Different Ministries are involved with palliative
care leading to communication problems as
well as inadequate HBPC provision

Provider An existing referral routine with standard
referral forms ensures that the providers
are prepared before paying a home-visit in
case of e.g. inadequate facilities or
medication needs

Adequate training and support for the
implementation and continuous delivery of
rHBPC, also as a means of facilitating
tailored care

Adequate training and support for the
implementation and continuous delivery of
rHBPC, also as a means of facilitating
tailored care

Organization and Structure Lack of communication and coordination
between services

Uncertainties about whether the introduction
of rHBPC actually meets a population need,
especially given the integrated, subtle form
of support for lay caregivers within HBPC

Problems implementing rHBPC within the
existing healthcare systems occur due to
the complicated palliative care systems
themselves

Funding The funding priorities and general lack of
resources, along with the insufficient
number of health professionals hinders
implementation of rHBPC

The funding priorities and general lack of
resources, the insufficient number of health
professionals hinders implementation of
rHBPC

Current financing scheme poses a barrier to
the delivery of HBPC as it favours hospital
care

Policy Although palliative care is currently a societal
and government priority in England,
financing of HBPC is not secured by the
National Health Service (NHS) due to a
general lack of resources

The funding of rHBPC is dependent on
policies, determining which types of
services ought to be reimbursed by
statutory health insurances

Modification of laws or the introduction of
new policies that would influence the
organisation and funding of (r)HBPC

and produced richer results. This may be the result of the lack
of opportunity for peer discussion and agreement in individ-
ual meetings. In the expert panel, administrative and financial
costs originating from organizing the meeting with more par-
ticipants, organizing the meeting venue, travel costs, and the
time and administrative burden that it took for all participants
to be there were much higher than in the individual expert
consultations.

The piloting of the consultation guide contributed to the
application and subsequent revision of the CICI framework. In-
deed, the applicability assessment highlighted the need to ap-
ply the CICI framework in a flexible and adaptable way. For
example, the concept of rHBPC, as defined in the demonstra-
tion HTA, did not fit the German healthcare system well, where
reinforcement (e.g., carer support) is implicitly integrated in
every palliative care construct available, although not explicitly
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integrated as a distinct component of HBPC. This was noted
in the consultation guide under the domain organization and
structure. While the CICI framework structure was very help-
ful in structuring the consultation, it was more difficult to assign
the findings obtained to the different domains. In fact, we noted
overlap between several aspects of the context and implemen-
tation dimensions. For example, a lack of providers hindering
the implementation of rHBPC could either be assigned to the
context domain funding, as a lack of funding causes the human
resource problem, or could be assigned to the domain provider
in the implementation dimension. The CICI framework was re-
vised as a result of this feedback as well as the applications
to other technologies, and now structures the implementation
dimension in a different way (13).

DISCUSSION

Key Findings
Our findings demonstrate that, in England, Germany, and
Poland, rHBPC is only applicable to a degree and that adap-
tation of technology components as well as implementation as-
pects is necessary to ensure that rHBPC can successfully be
delivered. Increased funding, training of providers, and invest-
ments in organization and structure are considered prerequi-
sites for a successful implementation of rHBPC in all three
countries. Experts, however, also mentioned barriers and fa-
cilitators to the implementation of rHBPC that were unique
to their specific decision-making contexts. It was not surpris-
ing that experts had difficulties with the term “reinforced,” as
throughout the conduct of the demonstration-HTA, experiences
from consultations with stakeholders, such as patients, families,
and health professionals showed that the concept of “reinforce-
ment” of HBPC was difficult to understand as involvement and
specific support for family caregivers were an integral part of
most palliative care approaches (15).

In our case study, the consultation guide was found to be
a useful tool to collect information regarding the applicability
of rHBPC among experts. The answers provided appear use-
ful for decision makers in terms of helping to decide whether
the implementation of a health technology is feasible, which
aspects of context need to be targeted to facilitate an introduc-
tion of the health technology as well as how a potential tech-
nology needs to be tailored to contextual needs. The natural
mode of the consultation in the form of a discussion, either in
the form of individual meetings or in a bigger group, appears
to have facilitated information retrieval and to have increased
the experts’ understanding of the purposes of the consultation.
It was much easier for all participants to identify barriers than
facilitators. This can have two important consequences: ignor-
ing the already existing facilitators may lead to the accidental
elimination of a key factor during policy change, or to over-
look a relatively simple solution to promote the implementation

of the technology through a further strengthening of this key
factor.

The consensus that arose in the panel meeting compared
with the variable perspectives gathered from the individual
meetings is concordant with findings in the literature (17;18).
The two approaches could be used differently according to dif-
ferent purposes. For example, individual consultations could
be used to collect information on as many different barriers
and facilitators as possible to take these forward in a separate
decision-making team. In contrast, the group meeting could
be used to yield consensus and formulate recommendations
for implementation of the health technology. In general, all
the consultations were easy to implement, although the expert
panel meeting was costlier and more time-consuming than the
individual consultations.

STRENGTHS AND LIMITATIONS
We piloted the consultation guide in three distinct decision-
making contexts using two different methodological ap-
proaches but did not formally test the guide. In particular, we
did not validate the tool and only assessed one health tech-
nology in the field of palliative care. While we consider it a
strength that we conducted the consultations in the experts’ re-
spective native language, we cannot exclude the possibility of
loss of information due to subsequent translations. Translations
were done by the same researcher conducting the consultations.

We only consulted two experts in both England and Ger-
many and six experts in Poland. Thus, the findings may not re-
flect the full range of perspectives among experts and organiza-
tions. It would also be worthwhile to include a broader range of
stakeholders, such as patients, families, and different healthcare
professionals in the applicability assessment, depending on the
health technology to be assessed and time and resources avail-
able. An online DELPHI process might be practical: In several
DELPHI rounds, stakeholders could consent on a set of bar-
riers and facilitators relevant for their specific contexts. How-
ever, a DELPHI process usually requires significant time and
resources to review the literature, program the survey, manage
and moderate several DELPHI rounds, and analyze results ad-
equately (19). In our case study, given the complexity of the
topic (rHBPC) and our concern with many aspects of context
and implementation (as structured by the CICI framework), we
experienced the more flexible back-and-forth between consul-
ter and expert(s) as an advantage.

While in our case study the identification of appropriate
experts was not a problem, it may be time-consuming and chal-
lenging in other contexts, especially to ensure that different
views, distinct levels of the healthcare system and geographical
areas are adequately represented. This may become even more
challenging when a greater range of stakeholders is involved.

In this pilot study, we assessed the applicability of an
existing rather than a new health technology; experts were,
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therefore, partly dealing with problems that were already
occurring in the countries. Applying the consultation guide
to a new health technology in a specific context may be more
difficult, involving less actual experience and more speculation.

Compared with other applicability and transferability tools
(8;11;12) our consultation guide may offer a pragmatic and
rapid applicability assessment eliciting current experience and
tacit knowledge regarding the influence of context during ex-
pert consultations. Importantly, this applicability assessment
tool can be applied in a very generic manner without dis-
crete empirical information on the technology in question as
it takes the generic key features of complex technologies for
the implementation in a specific context into account (20). Ad-
ditionally, it can make use of specific information collected
as part of a HTA including economic, ethical, socio-cultural,
and legal aspects. In doing so, the applicability assessment can
be embedded within the overall HTA process as proposed by
the INTEGRATE-HTA Model (21). We believe that this ap-
proach has the potential to save the costs and time required
for conducting a full HTA, and that it can be used flexibly ac-
cording to the resource capacities available. However, further
studies are needed to validate this guide and apply it to other
types of health technologies and more diverse decision-making
contexts.
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