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Objectives: The objective of this study is to profile the health technology assessments
(HTAs) produced in Canada and other selected countries and assess their potential to
inform policy making about health systems in jurisdictions other than the ones for which
they were produced, and to develop and pilot test prototypes for packaging and assessing
the relevance of HTAs for health system managers and policy makers.
Methods: We compiled an inventory of all HTAs that were produced by nine HTA
agencies between September 2003 and August 2006; coded the title and abstract of each
HTA according to the technologies assessed, methods used, and whether or not
context-specific actionable messages were provided; developed a prototype for a
structured, decision-relevant HTA summary and for a relevance-assessment form; and
pilot-tested the prototypes using semistructured telephone interviews with a purposive
sample of Canadian healthcare managers and policy makers.
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Results: Our review of the 223 HTAs identified that: (i) 44 HTAs addressed health system
arrangements (20 percent); (ii) 205 incorporated a systematic review (92 percent),
whereas only 12 incorporated a sociopolitical assessment using explicit methods
(5 percent); and (iii) 50 contained context-specific actionable messages (22 percent). Our
interviews identified significant support for both the general idea of an HTA summary and
the prototype’s specific elements, but mixed views about using peer assessments of
relevance.
Conclusions: Those involved in supporting the use of HTAs in policy making about health
systems may wish to produce structured decision-relevant summaries for their systematic
review-containing HTAs to increase the prospects for their HTAs being used outside the
jurisdiction for which they were produced.

Keywords: Evidence-based health care, Information dissemination, Technology
assessment, Review, systematic

Supporting evidence-informed policy making about health
systems has garnered significant attention over the past
5 years (45–47). Policy making about health systems can
be taken to mean policy making about the governance, finan-
cial, and delivery arrangements within which clinical (and
public health) programs and services are provided. Policy
making within health systems, on the other hand, typically
means policy making about which programs, services, drugs
and devices to fund, cover or deliver. Policy making about
health systems requires research evidence to inform problem
definition (e.g., administrative database studies that provide
comparisons over time or across jurisdictions), option fram-
ing and assessment (e.g., systematic reviews of randomized
controlled trials about the benefits and harms of each option
and economic evaluations about their cost-effectiveness),
and implementation plans (e.g., qualitative studies about the
barriers to implementation), among other types of research
evidence (12;24;27;28).

Health technology assessments (HTAs) have the poten-
tial to be an important source of research evidence to inform
policy making about health systems (not just within health
systems, which has typically been their orientation), particu-
larly research evidence to inform the framing and assessment
of options that involve introducing or changing health system
arrangements (41;42;44). For example, policy makers may
ask how best to involve consumers in decision making about
health systems (a question about governance arrangements),
what is known about different ways of remunerating physi-
cians (a question about financial arrangements), or whether
teams deliver better care than independent providers (a ques-
tion about delivery arrangements). Most definitions of tech-
nology used by HTA producers extend beyond what most lay
people consider to be technologies, and also include health
system arrangements. A question then is how frequently do
HTAs actually focus on health system governance, financial
and delivery arrangements?

HTAs also have the potential to be an important source
of research evidence to inform policy making outside the ju-
risdiction for which they were produced. A potential benefit
of an HTA to policy makers working in the jurisdiction for
which an HTA is produced (who we call local policy makers)

is that the assessment and interpretation of research evidence
is typically highly context-specific in order to inform local
decisions (3;9;14;31;32). This specificity, however, can limit
the usefulness of the synthesized research evidence for pol-
icy makers in other jurisdictions. For example, the available
research evidence about consumer-engagement, physician-
remuneration, and team-composition options may be filtered
through the lens of the particular professional, social, po-
litical, legal, and ethical context of a jurisdiction (22;37),
leaving policy makers in other jurisdictions wondering how
it might be applied in their own settings. A question then is
how frequently do HTAs separate the systematic review of
the relevant research literature, which can be used in other
jurisdictions, from two HTA elements that typically cannot
be used without modification in other jurisdictions: (i) an
assessment of local professional, social, political, legal, and
ethical factors (which we call a sociopolitical assessment);
and (ii) context-specific actionable messages?

HTAs may also have a greater potential for both local and
widespread use if they are optimally packaged and indepen-
dently assessed for relevance to health systems. A structured
decision-relevant summary of an HTA could enable rapid
scanning by policy makers to determine the technology as-
sessed (e.g., the type of health system arrangement), methods
used (e.g., systematic review), and key findings (e.g., benefits
and harms) and whether reading the full HTA is warranted.
A relevance rating of an HTA could further inform a policy
maker’s decision whether to invest time in reading the full
HTA or even a summary of the HTA. The rapid growth in
HTA production over the past 2 decades in Canada (31;36),
as in other jurisdictions, coupled with the rapid growth in
systematic review production, has necessitated the develop-
ment of mechanisms like these to reduce the “noise-to-signal
ratio” for policy makers.

Our research has the general goal of refining methods
for supporting the use of HTAs for policy making about
health systems (10;16;30), the impacts of which have been
questioned in the past (1;2;5;30;35). The specific objectives
of the current study were: (i) to profile the HTAs produced
in Canada and other selected countries to assess whether
they have the potential to inform policy making about health
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Table 1. HTA Coding Framework

HTA coding section / question Response options

Is the HTA part of an integrated set that addresses a larger topic? Yes/no

Is the HTA an update to one previously completed? Yes/no

What “technology” does the HTA address? Any of the following categories:
i. Healthcare system governance arrangements

ii. Healthcare system financial arrangements
iii. Healthcare system delivery arrangements
iv. Healthcare programs and services:

a. Clinical – drugs
b. Clinical – devices
c. Clinical – diagnostics
d. Clinical – surgery
e. Clinical – other
f. Public health

Methods used in the HTA One of the following categories:
i. No explicit methods mentioned in abstract

ii. Systematic review (SR) only
iii. Economic evaluation (EE) only
iv. SR and EE
v. Full HTA (i.e., SR/EE and a systematic

sociopolitical assessment using explicit
methods)∗

Approach to presenting evidence and recommendations Either (or none) of the following options:
i. Uses GRADE approach

ii. Provides context-specific actionable
messages (e.g., for a specific organization or
system)

∗Arguably there is no agreed methodology for conducting a sociopolitical assessment but we looked for any assessment using explicitly
described methods.
HTA, health technology assessment.

systems in jurisdictions other than the ones for which they
were produced; and (ii) to develop and pilot test prototypes
for packaging and assessing the relevance of HTAs for health
system managers and policy makers.

METHODS

Profiling HTA Production

We began the process of profiling HTA production by purpo-
sively sampling HTA agencies. We selected five high-profile
HTA agencies in Canada that focused on different health sys-
tem “levels”: one with a national focus (CADTH), three with
a provincial focus (AETMIS—Agence d’évaluation des tech-
nologies et des modes d’intervention en santé, AHFMR—
Health Technology Assessment Unit at the Alberta Heritage
Foundation for Medical Research, and OHTAC—Ontario
Health Technology Advisory Committee), and one with
an organizational focus (TAU-MCHC—Technology Assess-
ment Unit of the McGill University Health Centre) (33).
We selected four high-profile agencies with a national focus
from outside Canada: two in the United Kingdom (NHS Re-
search and Development Programme’s Health Technology
Assessment Programme and National Institute for Health
and Clinical Excellence), one in Denmark (Danish Centre

for Evaluation and Health Technology Assessment), and one
in the United States (Agency for Healthcare Research and
Quality).

We then reviewed the Web sites of the nine HTA agencies
to compile a list of HTAs meeting our two inclusion crite-
ria: (i) full HTAs (i.e., not rapid appraisals or briefs on new
emerging technologies); and (ii) published between Septem-
ber 2003 and August 2006. Three of us (J.N.L., J.G., and
M.G.W.) initially coded ten HTAs from each HTA agency
using a simple framework that focused on the type of tech-
nology the HTA addressed and the methods used. We revised
the coding framework iteratively and the final version focused
on five questions (Table 1). Three of us independently coded
all eligible HTA abstracts, with one reviewer (J.N.L.) coding
all HTAs abstracts and two reviewers (M.G.W. and J.B.) cod-
ing half of the HTA sample. All coding disagreements were
resolved by consensus.

Developing a Structured Summary
Prototype

We developed a prototype for a structured summary for HTAs
using input from a purposive sample of twenty-nine Canadian
and British managers and policy makers who we interviewed
in a previous study about how to make systematic reviews
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more useful to managers and policy makers (25). The input
suggested the need for a summary with these attributes:

• Provides graded entry to the full details of an HTA, which would
mean something like a 1:3:25 page format (i.e., one page of
take-home messages, a three-page executive summary that sum-
marizes the full report, and a 25-page report, as well as a longer
technical report if necessary) but with a structured format for
one or both of the one- or three-page summaries;

• Facilitates assessment of decision-relevant information, which
would include the benefits, harms and costs of the option under
consideration (not just the benefits), the uncertainty associated
with estimates, and any differential effects by sub-group (or more
generally any equity considerations) (4;15;38–40); and

• Facilitates assessment of the local applicability of a review, which
would include features of the option and the contexts in which it
had been studied.

We supplemented this input with a review of the International
Network of Agencies for Health Technology Assessment
(INAHTA) checklist for HTA reports, which identified the
importance of flagging both conflicts of interest and peer
review (17;21).

The prototype for the (roughly three-page) executive
summary contained three sections:

• A description of the report itself, which included (i) the type
of technology assessed, (ii) the basic elements of the question
addressed (i.e., the population, intervention, comparator, and
outcomes studied), (iii) whether the report is part of an integrated
set that addresses a larger topic, (iv) whether the report is an
update of one previously completed, (v) the methods used (and
whether the findings from different methods, such as a systematic
review, could be used separately), (vi) whether the report has
been peer and/or user reviewed, and (vii) whether any conflicts
of interest were reported;

• A description of the findings contained in the report, which
included verbatim text from the report about the technology’s
benefits (categorized into evidence of benefits, no evidence of
benefits, and lack of evidence for benefits), harms, and costs
(both average costs and cost-effectiveness), as well as related
prompts about local applicability (26), equity considerations,
and scaling-up considerations; and

• A description of the take-home messages (i.e., the conclusions
and/or recommendations) about the technology.

Prompts for data elements that were not touched on in the
report are retained but in a lighter font to assist readers to
identify where salient information may be lacking.

The prototype for the one-page version placed the de-
scription of the take-home messages on a separate front page.

Developing a Relevance-Assessment
Prototype

Our approach to engaging health system managers and
policy makers in relevance assessments used as a starting

point the approach used successfully for EvidenceUpdates,
a physician-targeted evidence service (18). Evidence Up-
dates uses the McMaster Online Rating of Evidence (MORE)
system (http://hiru.mcmaster.ca/more) to obtain peer assess-
ments of the relevance and newsworthiness of original stud-
ies and systematic reviews (19). The prototype for Evidence
Updates was evaluated in a cluster randomized trial that doc-
umented a sustained increase of approximately 58 percent in
the use of evidence-based sources by physicians (20).

Our relevance-assessment prototype for health system
managers and policy makers contained three sections: (i)
immediate relevance (i.e., whether the technology is being
discussed and deliberated upon actively), (ii) potential rele-
vance (i.e., whether the technology is likely to be discussed
and deliberated upon in the future), and (iii) informativeness.
We chose to distinguish immediate relevance (with a scale
anchored by “Definitely not relevant right now: completely
unrelated content area” and by “Directly and highly relevant
right now”) from potential relevance (with a scale anchored
by “Definitely not relevant in the future: completely unrelated
content area” and by “Directly and highly relevant in the fu-
ture”) because health system managers’ and policy makers’
agendas are far less predictable than physicians’ caseloads
and what is not on their agenda today could emerge on it in the
future. We chose to use the word “informativeness” to capture
the idea that HTAs may or may not add any new information
to what is already known (with a scale anchored by “Not of
direct decision-making importance” and by “Useful informa-
tion, most managers and policy makers in my organization
or jurisdiction definitely do not know this (unless they have
read this article)”) rather than the word “newsworthiness”
because the latter may have been confused with likelihood
of media coverage. The instructions for the form differed
slightly depending on whether the health system managers
and policy makers are drawn from the same jurisdiction as
where the HTA was undertaken.

Pilot Testing the Structured Summary and
Relevance-Assessment Prototypes

We pilot tested the structured summary and relevance-
assessment prototypes using one-on-one semistructured tele-
phone interviews with a purposive sample of Canadian
healthcare managers and policy makers. We selected five
provinces from which to select managers and policy mak-
ers, three of which were the same provinces for which we
profiled HTA production (Alberta, Ontario and Quebec), one
of which was another populous province (British Columbia),
and one of which was a less populous province but still
one in which there was a sizable health research community
(Nova Scotia). Within each province, we attempted to iden-
tify three potential study participants from positions within
government, one participant from a regional health author-
ity, and one participant from a community care organization.
We sought to achieve variation in the size of regional health
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authorities and in the mix of junior and senior positions and
areas of content focus (e.g., prescription drugs and devices).
We identified potential study participants through key infor-
mants in each province, Web sites, and our initial pool of
interviewees.

We sent to each potential study participant (by both
e-mail and post) an invitation letter, brief description of our
research project, and consent form in their preferred lan-
guage of correspondence (English or French). We sent to
each individual who agreed to participate in the study (again
in their preferred language): (i) two versions of the structured
summary (one with the take-home messages on a separate
page up front and a second with the take-home messages
at the end of the executive summary); (ii) three completed
structured summaries in English and, for French-speakers,
one completed structured summary in French; and (iii) the
relevance-assessment prototype. We purposively sampled the
HTAs that were the focus of the structured summaries to
achieve variation in the features on which we focused for
our profiles. One of the three HTAs focused on health sys-
tem arrangements. One individual (M.G.W.) conducted all
English-language interviews and another individual (M.O.)
conducted all French-language interviews. The interview
guide addressed the overall structure of the structured sum-
maries (including whether the take-home messages should
appear up front or at the end of the executive summary),
the content of the three sections with the structured sum-
mary, and the overall structure, questions and scales in the
relevance-assessment prototype. We asked about how mean-
ingful each element was and probed to identify missing el-
ements, redundant elements, and unclear wording. All in-
terviews were audio-taped. One individual (M.G.W.) devel-
oped structured summaries of all interviewees. We followed
a constant comparative method and iteratively revised the
prototypes, interview questions, and thematic analysis as
two individuals independently coded groups of structured
summaries.

RESULTS

Profile of HTA Production

We identified and coded 223 HTAs produced by nine HTA
agencies between 2003 and 2006 (Table 2). The most fre-
quently assessed technologies were drugs (28 percent), fol-
lowed by devices (22 percent), diagnostics (16 percent), and
healthcare delivery arrangements (15 percent). The clinical
“other” category was assigned to 24 percent of HTAs; how-
ever, it was uniquely assigned to only 18 percent of assessed
technologies. Forty-four HTAs (20 percent) addressed health
system arrangements. The most frequently used method was
a systematic review (92 percent), often either alone (49 per-
cent) or in combination with an economic evaluation (38 per-
cent). Only 12 HTAs (5 percent) incorporated a systematic
sociopolitical assessment using explicit methods. Fifty HTAs

(22 percent) provided context-specific actionable messages
(e.g., for a specific organization or system).

Structured Summary Prototype

We conducted one-on-one semistructured telephone inter-
views about the structured summary prototype with nineteen
Canadian healthcare managers and policy makers, of whom
five were from British Columbia, three from Alberta, four
from Ontario, four from Quebec, one from Nova Scotia, and
two from a national perspective. We achieved a good bal-
ance across government (n = 12), regional health authorities
(n = 4), and community organizations (n = 3), in the mix of
junior and senior positions, and in areas of content focus;
however, in one jurisdiction (hereafter called jurisdiction A),
two interviewees’ comments suggested that they felt more
aligned with the community of HTA producers than with the
community of HTA users.

Overall, the structured summaries were well received by
healthcare managers and policy makers and they responded
in the same way to the structured summary of an HTA focused
on health system arrangements as they did to the HTA with
a clinical focus and the HTA with a public health focus.
With the exception of two interviewees from jurisdiction
A, all interviewees thought that the prototype provided a
very useful way to summarize HTAs in a user-friendly and
policy-relevant manner. For instance, one interviewee from
jurisdiction B indicated that “what we do in my branch is
we do briefing notes on most of the external reports and
some HTAs that come in to the ministry. I was struck about
how similar the objective is in our briefing notes and the
objective of your [HTA summary].” This similarity between
our structured summary and documents prepared internally
to inform decision making was reiterated by an interviewee
from jurisdiction C who said “this stuff would end up getting
cut and paste[d] right into our business cases.” An interview
from a regional health authority concluded: “this is helpful
stuff. It can really help us make better use of the evidence,
for sure.” A civil servant added that structured summaries
“would make my life a whole lot easier if, let’s say, all reports
. . . had these things.”

With respect to the structure and content of the prototype,
all interviewees thought the structured summaries would as-
sist them in scanning for decision-relevant information. As
one interviewee stated: “the way it’s structured, I think it
picks out the highlights that readers will want to know and
they look for out of the report.” With the exception of three
interviewees (each from a different sector), all interviewees
argued that the take-home messages from the HTA should
be placed at the beginning of the “friendly front end.” Their
justification for placing the take-home messages up front was
typically that it is the first place their peers would look for
information. All interviewees argued for retaining prompts
for data elements that were not touched on in the report (but
in a lighter font). Here their justification was that knowing
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Table 2. Characteristics of HTAs produced by nine agencies between September 2003 and August 2006

HTA agencies

Canadian Provincial International

Characteristics CADTH AETMIS OHTAC AHFMR McGill TAU NICE NHS HTA DCEHTA AHRQ All

Part of an integrated set 4 3 3 0 0 0 0 0 7 17 8%
Update 0 3 6 0 2 2 1 0 6 20 9%
Type of technology assessed

• Governance arrangements 4 0 2 0 0 0 0 0 1 7 3%
• Financial arrangements 4a 0 0 0 0 0 0 0 0 4 2%
• Delivery arrangements 8 7 4 3 0 0 1 1 9 33 15%
• Programs and services

◦ Drugs 13 0 2 2 4 27 7 2 6 63 28%
◦ Devices 3 5 15 1 6 5 2 1 12 50 22%
◦ Diagnostics 6 2 9 1 3 1 3 2 8 35 16%
◦ Surgery 2 1 2 2 1 1 4 1 1 15 7%
◦ Other clinical 4 6 17 6 1 7 2 3 8 54 24%
◦ Public health 3 1 2 6 0 1 2 2 1 12 5%

Type of HTA conducted
• No explicit methods stated 4 2 0 2 3 0 0 2 0 13 6%
• Systematic review (SR) only 18 14 28 12 9 0 1 2 25 109 49%
• Economic analysis (EE) only 3 1 0 0 0 0 0 0 1 5 2%
• SR and EE 8 1 18 1 3 38 15 0 0 84 38%
• Full HTAb 2 3 2 0 0 2 0 3 0 12 5%

Used GRADE approach 0 0 7 0 0 0 0 0 0 7 3%
Provided actionable messages 0 18 10 3 15 0 1 3 0 50 22%

Totalc 35 21 48 15 15 40 16 7 26 223

aThese abstracts were originally coded as having a financial arrangement component but the full HTA reports did not.
bFull HTA was defined as including a systematic review, economic evaluation, and a systematic sociopolitical assessment using explicit methods.
cHTA reports could be coded as addressing multiple types of technologies and therefore the total number of HTAs reviewed may not correspond to the total number of HTA reports addressing
different types of technologies.
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what had not been assessed would help to generate discus-
sion about these issues. Interviewees found useful both the
division of findings into benefits, harms and costs and (with
the exception of one interviewee in government) the addi-
tional separation of benefits into “evidence of benefits,” “no
evidence of benefits,” and “lack of evidence for benefits.”
(The interviewee with a different view believed that benefits
should be placed under one general heading.) While intervie-
wees found the harms and costs sections to be useful, many of
them suggested that the language used in these sections could
be made more accessible to managers and policy makers and
that system-level costs (which are a critical consideration
in management and policy making) could be better high-
lighted. Several interviewees noted that cost-effectiveness
information is typically difficult to understand but should
still be included because it is useful to some of their
peers.

Interviewees provided five specific suggestions about
how to improve the prototype. First, most interviewees noted
that the structured summaries need to be formatted in a way
that makes each of the important headings very prominent
and hence makes it easier for managers and policy makers
to scan for important information. Second, many intervie-
wees suggested that a scoring of an HTA’s quality would be
helpful (e.g., using some sort of accepted HTA appraisal in-
strument or a hierarchy of evidence approach). Third, many
participants suggested that the intent (and heading) needs to
be made clearer for the section entitled “For context-specific
HTAs, can the component studies be used separately?” This
section generated a great deal of confusion. Fourth, many
participants suggested that a short plain-language summary
be placed at the beginning of each structured summary (along
with the take-home messages) because much of the content is
still geared toward those with some background in and under-
standing of research. Fifth, some participants suggested that
it would be helpful to extract from the HTA report and include
in the structured summaries a listing of previously completed
or soon-to-be-completed HTAs on the same topic (e.g., from
HTA agencies in other jurisdictions). On the basis of these
interviews we modified the structured summary prototype,
and in particular we acted on the first and third suggestion
(Supplementary Appendix 1, which can be viewed online at
www.journals.cambridge.org/thc2010027).

Relevance-Assessment Prototype

In contrast to the feedback about the structured summary
prototype, we received mixed feedback about the relevance-
assessment prototype from the same nineteen Canadian
healthcare managers and policy makers. While only two in-
terviewees (each from a different sector) indicated that they
did not think that a relevance-assessment process was worth-
while, the remaining interviewees typically offered sugges-
tions that went beyond minor modifications. Many intervie-
wees found confusing our distinction between immediate

and potential relevance. Their suggestions about how to ad-
dress the confusion ranged from combining the two questions
into one to changing the term “potential relevance” to “fu-
ture relevance” (which seemed more descriptive to some).
More interviewees found the response options to be redun-
dant, burdensome or both, and many suggested replacing the
seven-point scale with a five-point scale and putting as much
of the description for each response option in the text of the
preceding question. Only one interviewee argued for keep-
ing the seven-point scale. One interviewee argued strongly
for including a user-assessment of each HTA’s quality. Other
interviewees suggested asking for an assessment of whether
or not the HTA would be useful for decision making, pro-
viding a tracking system on a Web site for how many times
the HTA has been accessed by other users, and provide a
forum for users to provide comments about the HTA (similar
to consumer reviews on store Web sites).

On the basis of these interviews we modified the
relevance-assessment prototype in the following ways: (i)
we modified the response options to fit within a five-point
scale; (ii) we reduced the text in the response options by
including more of the text in the questions that precede the
response options; (iii) we modified the question about poten-
tial relevance to ask about the future relevance of the HTA;
(iv) we modified the question about “informativeness” to ask
how useful the HTA would be for decision-making; and (v)
we added a question that asks the respondent to provide an
overall assessment of quality for the HTA using a five-point
scale (Supplementary Appendix 2).

DISCUSSION

Principal Findings

Our review of the 223 HTAs produced by nine HTA agen-
cies between 2003 and 2006 identified that: (i) 20 percent
addressed health system arrangements; (ii) 92 percent incor-
porated a systematic review, while only 5 percent incorpo-
rated a sociopolitical assessment using explicit methods; and
(iii) 22 percent contained context-specific actionable mes-
sages. Our interviews with a purposive sample of nineteen
Canadian health system managers and policy makers identi-
fied significant support for both the general idea of an HTA
summary and the prototype’s specific elements, but mixed
views about using peer assessments of relevance. The re-
vised structured summary prototype describes the focus of
the HTA (categorized both according to the nature of the
technology and according to the populations, interventions,
comparators and outcomes studied) and an overall weighing
of benefits, harms, and costs, as well as more details about
the benefits, harms, and costs or cost-effectiveness (including
equity considerations within a health system and applicabil-
ity considerations across health systems) and more details
about the report itself (e.g., methods used and conflicts of

INTL. J. OF TECHNOLOGY ASSESSMENT IN HEALTH CARE 26:4, 2010 411

https://doi.org/10.1017/S026646231000108X Published online by Cambridge University Press

https://doi.org/10.1017/S026646231000108X


Lavis et al.

interest reported). The revised prototype addresses immedi-
ate and future relevance, overall quality, and usefulness.

Strengths and Weaknesses of Our Study

Our study has two main strengths: (i) we used an iteratively
developed coding framework and independent coders to pro-
file HTA production; and (ii) we based the prototypes on
design features that had been identified as important in the
research literature and then revised these features iteratively
in response to feedback from healthcare managers and policy
makers. Our study has two main weaknesses. First, we en-
countered difficulties in securing the participation of health
system managers and policy makers from a smaller province
so we may have missed some important feedback unique to
such jurisdictions. However, the interviewees whose partic-
ipation we were able to secure provided richly detailed per-
spectives on the role of structured summaries and relevance-
assessment forms and how to enhance this role. Second, we
did not assess the use of the summaries in policy making
about health systems.

Strengths and Weaknesses as Compared
to Other Studies

Our profile of the technologies assessed and methods used
by HTA agencies are consistent with those found both in-
ternationally and in Canada (8;23;34;36;43). As one con-
crete example, others have also noted that, while writings
about HTAs typically suggest that they include what we call
a systematic sociopolitical assessment (i.e., an assessment
of the professional, social, political, legal and ethical con-
text in which an HTA is being considered), most HTAs tend
to focus solely on epidemiological (effectiveness) and eco-
nomic (cost-effectiveness) analyses (6;13;29;30). One no-
table difference, however, is that a lower proportion (less
than a quarter compared with roughly a half) of HTAs
were found to provide context-specific actionable messages
than had been found in a previous study (9). Preferences
for providing recommendations can vary across jurisdic-
tions (7). Both EUR-ASSESS and INAHTA, for example,
recommend that HTAs provide clear conclusions (16;17),
whereas Canadian authorities often do not want HTAs to pro-
vide clear recommendations (7). To our knowledge, no one
has developed structured decision-relevant summaries and a
relevance-assessment form for HTAs and pilot-tested them
with health system managers and policy makers. However,
the EUnetHTA project has initiated complementary work
on a toolkit for assessing the applicability of findings from
HTAs, which will help provide further guidance on how to
use the findings from HTAs (11). The use of these summaries
and form, as well as the applicability toolkit, could help in the
dissemination of HTAs, particularly in Canada where HTA
dissemination efforts have been previously described as “ad
hoc in nature” and as using “a piecemeal approach” (30).

IMPLICATIONS

Those involved in supporting the use of HTAs in policy mak-
ing about health systems may wish to produce structured
decision-relevant summaries for their systematic review-
containing HTAs to increase the prospects for their HTAs
being used outside the jurisdiction for which they were pro-
duced. Additional testing of the relevance-assessment form
is required, including a psychometric evaluation of its inter-
rater reliability and validity and an evaluation of policy
makers’ perceptions about and use of information about
relevance.
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