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Objectives: To examine the production of Health Technology Assessments (HTAs) with
economic evaluations (EEs) conducted by Canadian HTA agencies.
Methods: This research used a three-step approach: (i) the Web sites of five Canadian
organizations promoting HTA were searched to identify HTA reports with EEs; (ii) HTA
agencies were surveyed to verify that our information was complete with respect to HTA
activities and to describe the factors that influence the HTA process in Canada (i.e.,
selection of HTA topics, execution, dissemination of results and future trends); (iii) HTAs
with EEs were appraised in terms of study design, retrieval of clinical and economic
evidence, resource utilization and costing, effectiveness measures, treatment of
uncertainty as well as presence of a budget impact analysis (BIA), and policy
recommendations.
Results: Two hundred forty-nine HTA reports were identified of which 19 percent included
EEs (n = 48). Decision analytic techniques were used in approximately 75 percent of the
forty-eight EEs and probabilistic sensitivity analyses were commonly used by all agencies
to deal with parameter uncertainty. BIAs or policy recommendations were given in
50 percent of the evaluations. Differences between agencies were observed in terms of
selection of topics, focus of assessment and production of HTA (e.g., in-house activities).
Major barriers to the conduct of HTAs with EEs were capacity, a lack of interest by
decision makers and a lack of robust clinical information.
Conclusions: The results of this research point to the need for increased HTA training,
collaboration, evidence synthesis, and use of pragmatic “real world” evaluations.
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Over the past few decades, health technology assessments
(HTA) and economic evaluations (EEs) have gained increas-
ing importance in healthcare decision making worldwide and
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in Canada. Two reviews of Canadian HTA agencies activi-
ties have been previously performed. The most recent review
assessed 187 HTA documents produced between 1995 and
2001 by six Canadian agencies (8). Results indicated that
while 90 percent of these reports evaluated the effectiveness
of the technology, less than 25 percent of the studies included
a cost-effectiveness analysis (8). In both this evaluation and
in an earlier review by Menon and Topfer (10), which eval-
uated 97 HTAs conducted by four agencies between 1988
and 2001, no further information was available regarding the
characteristics of the EEs.
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Several changes have also occurred in Canada since
2000, which may have impacted the Canadian production of
HTAs. In Québec, the Agence d’évaluation des technologies
et des modes d’intervention en santé (AETMIS), an indepen-
dent organization reporting to Québec’s Minister of Health
and Social Services, was formed in 2000 to replace the Con-
seil d’évaluation des technologies (CETS). At the hospital
level, the Health Technology Assessment Unit (TAU) was
established by McGill University Health Centre (MUHC)
in June 2001 to advise the hospital in difficult resource al-
location decisions. A common governance with the Centre
Hospitalier de l’Université de Montréal (CHUM) was estab-
lished in December 2005. In British Columbia, the produc-
tion of formalized HTA reports was halted because the fund-
ing to the Centre for Health Services and Policy Research
(CHSPR) was removed in 2002. A new agency, the Ontario
Health Technology Advisory Committee (OHTAC), working
in collaboration and supported by the previously established
Medical Advisory Secretariat (MAS) of the Ontario Ministry
of Health and Long-Term Care, was created in 2003 to evalu-
ate and provide recommendations regarding the funding and
diffusion of nondrug technologies in Ontario (5;9). In sup-
port of this program, the Programs for Assessment of Tech-
nology in Health (PATH) Research Institute, at St. Joseph’s
Healthcare Hamilton, was also created in 2003. In Alberta,
the Alberta Health Technologies Decision Process/Alberta
Advisory Committee on Health Technologies (AACHT) was
established in 2004 to facilitate decisions on funding and
coverage of health services in this province, with a focus
on medical and acute services (1). As a consequence of the
Decision Process, the Health Technology Assessment Unit
of the Alberta Heritage Foundation for Medical Research
(AHFMR) was moved to the Institute of Health Economics
(IHE) in 2006. Finally, the Canadian Coordinating Office of
Health Technology Assessment (CCOHTA) was renamed in
2006 the Canadian Agency for Drugs and Technologies in
Health (CADTH) to reflect the new orientation of the agency.

Since 2004, Canada has also had a national HTA strategy
for health technology which was endorsed by the federal
and provincial health ministers (6). Considering the recent
developments in economic evaluations (e.g., treatment of
uncertainty), the publication in 2006 of the Third Edition of
the Canadian guidelines for the economic evaluation of health
technologies (2), the lack of information regarding economic
evaluations performed by Canadian HTA agencies and the
changes in the Canadian HTA landscape, a new assessment
was warranted to gain a better understanding of the Canadian
capacity in undertaking HTAs with EEs.

METHODS

The Web sites of five Canadian organizations promoting
HTA at the time of the study and known to be active in
conducting economic evaluations (AETMIS, CADTH, IHE,
MAS/OHTAC, TAU) were initially searched to identify HTA

reports conducted between January 2001 and June 2006. Af-
ter screening the title and abstracts/executive summaries of
each identified report, the reports were classified as HTA
with or without an EE. Publication dates given in the HTA
reports were used to classify HTAs per year of publication.
As AETMIS reports can be published in both French and
English, the dates of publication indicated in the French and
English versions of an HTA report may not match. How-
ever, to ensure consistency across evaluations, the publica-
tion dates indicated in the English reports were chosen by
default for AETMIS HTA reports, unless an English version
was not available. Included reports for this review were HTAs
with an EE as part of the assessment (i.e., cost-minimization
analysis, cost-effectiveness analysis, cost-utility analysis, or
cost-benefit analysis) as opposed to HTAs that included only
a review of the clinical or economic evidence.

Key individuals from each HTA agency were identified
and invited in December 2006 to validate the results of the
search (i.e., total number of HTAs per year of publication
and list of HTA reports with and without EEs) and to an-
swer a survey developed to gain a better understanding of the
Canadian HTA capacity in undertaking EEs. This five-page
survey, which included open and closed questions, was de-
signed around five major themes: (i) selection of HTA topics
(e.g., request from government); (ii) barriers to conducting
EEs (e.g., lack of economic expertise); (iii) HTA capacity
(e.g., number of HTA employees with economic expertise);
(iv) utilization (e.g., provincial funding) and dissemination
of results (e.g., Web site posting); and (v) perceived future
trends (e.g., increased collaboration between provinces).

A standardized abstraction form was developed and used
to capture key information for each HTA report with an
EE: technology type (e.g., drug); disease area (as per Inter-
national Classification Disease -10CA, Canadian enhance-
ment’s, main classifications); assessment of the clinical and
economic evidence (e.g., QUORUM diagram); specifics of
the EE (study design, data sources for resource utilization and
costing, type of effectiveness measures, treatment of uncer-
tainty, and whether the limitations of the EE were identified);
completion of a budget impact analysis; presence of policy
recommendations; and discussion around ethical, social, or
legal aspects. Data were abstracted by two reviewers (J.E.T.,
C.E.M.) and entered into an Excel spreadsheet. As in Lehoux
et al. (2004) (8), agencies were referred to by numbers rang-
ing from Agency 1 (A1) to Agency 5 (A5). The search was
updated in October 2007 by searching the five agencies’ Web
sites to retrieve HTA reports posted between July 2006 and
September 2007. No follow-up with the agencies was done
for this period of time.

RESULTS

HTA Activities

Our search resulted in a total of 249 HTA reports pro-
duced by these five agencies between January 2001 and
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Table 1. Number of HTA Reports by the Presence of Eco-
nomic Evaluation (EE), Year, and Agency (A1 to A5)

Total A1 A2 A3 A4 A5

Number of HTA reports without an economic evaluation (EE)
2001 16 7 5 3 0 1
2002 23 8 3 6 3 3
2003 41 11 9 7 6 8
2004 26 4 6 1 3 12
2005 33 9 5 0 5 14
2006 41 4 11 2 5 19
2007 21 12 6 0 1 2

Total 201 55 45 19 23 59

Number of HTA reports including a full economic evaluation (EE)
2001 5 2 3 0 0 0
2002 6 4 0 1 1 0
2003 1 0 0 0 1 0
2004 4 0 1 0 1 2
2005 10 2 1 0 1 6
2006 14 7 0 0 2 5
2007 8 6 0 0 2 0

Total 48 21 5 1 8 13

September 2007. The total annual number of HTA reports
increased by more than 150 percent between 2001 (n =
21) and 2006 (n = 55). The proportion of HTAs includ-
ing an EE in 2001 and 2006 remained relatively constant
(24 percent and 25 percent, respectively). For the 9 months
of 2007, twenty-nine HTA reports were retrieved, of which
28 percent included an economic evaluation. In total, 48 HTA
reports with an EE (19 percent of total) and 201 HTA reports
without an EE were identified for the period January 2001 to
September 2007.

Table 1 shows fluctuations over time in the production
of HTA reports with and without an EE. For example, the
number of HTAs without an EE was lowest for four agencies
in 2004 (A1, A2, A3, and A4). While A3 has seen a decrease
of its HTA activities after 2003, A5 was the main driver of
the increase observed in the total number of HTA reports in
2005 and 2006. It is not known if the drop observed in 2007
for A5 is due to a decrease in HTA activities or for other
reasons (e.g., Web site not updated). Although it is difficult
to directly compare the agencies due to their differences in
terms of mandate, organizational structure, personnel and
budgets, HTAs with EEs were more frequently conducted by
three agencies (A1: 28 percent of total HTA activities, A4:
26 percent and A5: 18 percent compared with 5 percent and
10 percent for A3 and A2, respectively).

Selection of Topics and Barriers to
Conduct Economic Evaluations

When answering the survey, two agencies reported that HTA
topics were selected following requests from healthcare fa-
cilities or professionals (A2, A4, A5) or the government (A2,
A5). Promising technologies associated with a high degree

of uncertainty or technologies with a potentially large impact
on the healthcare system were also more likely to be evalu-
ated by these three agencies. One agency (A1) specified that
the origin of the request for an assessment was not important.
Instead, several criteria were used to select a particular topic
(e.g., impact on the healthcare system, potential clinical and
economic impact, number of currently available alternatives,
and availability of HTA reports). Finally, topics for assess-
ment were exclusively chosen by A3 without any external
influences.

All agencies agreed that the factors determining the topic
of a HTA with or without an EE were the same. Capacity
(A1, A3, A5), limited clinical evidence or robust data (A1,
A4, A5), and a lack of interest or relevance to policy makers
(A1, A2) were cited as the main barriers for conducting EEs
as part of a HTA.

HTA Production and Capacity

Differences between agencies were also observed in terms
of production of HTAs. Two agencies indicated that they
conducted their HTA reports entirely in-house (A3 and A4)
while three agencies (A1, A2, A5) reported collaborating
with other centers or research groups in conducting HTAs.
Working in collaboration with other researchers or out-
sourcing was more common for HTA reports with an EE
(Table 2). In terms of capacity, the five agencies had a total
of twenty-eight employees with economic evaluation exper-
tise in 2006.

Technology Type and Disease Areas

As shown in Table 3, devices (39 percent) and drugs
(35 percent) were more frequently evaluated than procedures
(18 percent), programs (4 percent), or other (4 percent) (e.g.,
combination of drug and program). Two agencies (A2 and
A5) never conducted an EE of a drug, while almost two-thirds
of A1’s economic reports assessed drugs. The evaluation of
procedures was mainly performed by three agencies (A2, A4,
and A5).

Approximately half of the forty-eight HTA reports with
an EE evaluated technologies related to diseases of the cir-
culatory system (n = 10), infectious and parasitic diseases
(n = 8), and neoplasms (n = 7) (Table 4). The other half of
the evaluations was spread across several disease conditions.
There was little duplication among the agencies, with the
exception of drug eluting stents for percutaneous coronary
artery stent, for which cost-effectiveness was evaluated by
three agencies.

Review of the Evidence

Overall, 85 percent of HTA reports with an EE reported de-
tails on the literature search used to identify clinical evidence
(e.g., databases used for the literature search) and 67 percent
specified the inclusion and exclusion criteria (Table 5). A
QUORUM diagram summarizing the retrieval process of the
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Table 2. HTA Production by Presence of Economic Evaluation (EE), Year, and Agency (A1 to A5)

A1 A2 A3 A4 A5

Percentage of HTAs without a full Economic Evaluation (EE):
Entirely conducted in-house 29% 88% 100% 100% 100%
Entirely outsourced 19% 0% 0% 0% 0%
Completed in collaboration with other centers/research groups 52% 13% 0% 0% 0%

Percentage of HTAs with a full Economic Evaluation (EE):
Entirely conducted in-house 23% 67% 100% 100% 90%
Entirely outsourced 31% 0% 0% 0% 10%
Completed in collaboration with other centres/research groups 46% 33% 0% 0% 0%

Table 3. Type of Technology Assessed in HTAs with Economic Evaluations (EEs), Total and by
Agency (A1 to A5)

Total A1 A2 A3 A4 A5

Device (diagnostic, surgical, implant) 39% 19% 60% 0% 33% 69%
Drug 35% 62% 0% 100% 33% 0%
Procedure 18% 10% 20% 0% 22% 31%
Program 4% 0% 20% 0% 11% 0%
Other 4% 10% 0% 0% 0% 0%

Table 4. Disease Conditions Assessed in Health Technology Assessments (HTAs) with Economic Evaluations (EEs)
per Agency (A1 to A5) (ICD-10CA)1 (Total and by Agency)

Totala A1 A2 A3 A4 A5

Diseases of the circulatory system 10 2 2 0 1 5
Certain infectious and parasitic diseases 8 4 0 1 3 0
Neoplasms 7 2 1 0 3 1
Diseases of the musculoskeletal system and connective tissue 5 3 0 0 0 2
Endocrine, nutritional, and metabolic diseases 3 3 0 0 0 0
Mental and behavioral disorders 2 0 1 0 0 1
Diseases of the genitourinary system 5 2 0 0 1 2
Diseases of the eye and adnexa 2 1 1 0 0 0
Diseases of the respiratory system 2 1 0 0 0 1
Diseases of the digestive system 1 1 0 0 0 0
Diseases of the skin and subcutaneous tissue 1 0 1 0 0 0
Pregnancy, childbirth, and the puerperium 2 1 0 0 0 1
Congenital malformations, deformations, and chromosomal abnormalities 1 0 1 0 0 0
Other 10 main ICD-10CA categories 1 1 0 0 0 0

1International Classification Disease-10CA (Canadian enhancement).
aTotal equals 50 as one technology (positron emission tomography) was assessed for three separate disease conditions.

Table 5. Assessment of Clinical and Economic Evidence per Agency (Total and by Agency)

Total A1 A2 A3 A4 A5

Assessment of clinical evidence
Lit search described 85% 81% 80% 0% 100% 92%
Inclusion/exclusion specified 67% 71% 20% 0% 50% 92%
Meta-analysis conducted 31% 38% 0% 0% 38% 31%
QUORUM diagram included 29% 52% 0% 0% 13% 15%

Assessment of economic evidence
Lit search described 54% 67% 40% 0% 50% 46%
Inclusion/exclusion specified 40% 48% 0% 0% 38% 46%
QUORUM diagram included 10% 24% 0% 0% 0% 0%
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clinical evidence was included in 29 percent of the reports. In
comparison, approximately half (54 percent) of the reports
described the literature searches and 40 percent specified the
inclusion and exclusion criteria used to retrieve the economic
evidence. Although meta-analyses synthesizing the clinical
evidence were conducted in almost 31 percent of these forty-
eight reports, these results should be interpreted with caution
as in some cases a meta-analysis could not be performed due
to a lack of clinical evidence (e.g., one randomized clinical
trial available).

Characteristics of Economic Evaluations

Study Design. Seventy-four EEs were conducted
within the forty-eight reports: forty-three cost-effectiveness
analyses (CEAs), twenty-six cost-utility analyses (CUAs),
and five cost-minimization analyses (CMAs). The perspec-
tive of the studies was primarily that of the payer (e.g., Provin-
cial Ministry of Health, hospital). Approximately 15 percent
of the HTAs with an EE also included indirect costs in their
evaluations.

Decision analytic techniques were used in approxi-
mately 75 percent of the EEs with models based on deci-
sion trees being more common than Markov models. The re-
maining 25 percent of the reports calculated expected costs,
outcomes and associated cost-effectiveness measures outside
of a decision analytic framework. Bayesian techniques were
used once by one agency to synthesize the clinical evidence
and to perform the EE. Another agency conducted field eval-
uations to collect data to determine the costs and effects
associated with two new technologies.

Resource Utilization and Costing. As several re-
ports used direct costing information for their evaluations
rather than valuing resources consumed, the resource uti-
lization data used to populate the models were not always
reported. Administrative databases were the most commonly
cited sources for resource utilization. The unit costs or the
costs used were relevant to the province of origin with the
exception of one agency (A1), which used data from Alberta,
Nova Scotia, and Ontario, depending on the studies. Overall,
unit costs of resources were clearly stated in all reports but a
minority of reports presented unit costs in a table.

Effectiveness Measures. Effectiveness measures
were distributed between quality-adjusted life-years
(QALYs) (n = 26), disease specific measures (n = 31), and
life-years gained (n = 17). In CUAs, utility data sources were
documented 50 percent of the time. When reported, utilities
were derived from published papers (n = 5), patients (n = 3),
the general public (n = 3), or clinical opinion (n = 1). One
study collected primary data on patients using the EuroQoL-5
Dimensional (EQ-5D) instrument to derive utilities.

Treatment of Uncertainty. Overall, univariate sen-
sitivity analyses (SAs) were conducted in over two-thirds
(69 percent) of the EEs and Monte Carlo simulations were
used in 50 percent of the HTAs (Table 6). The uncertainty
was plotted 38 percent of the time and cost-effectiveness ac-
ceptability curves (CEACs) were used in 29 percent of the
reports. To help prioritize future research, value of informa-
tion analysis was conducted by one agency on two occasions.
However, these numbers should be interpreted with caution
as one-quarter of the HTA reports with an EE did not use any
decision analytic techniques. As a percentage of the number
of studies using modeling techniques (n = 36), 67 percent
used Monte Carlo simulations, 48 percent depicted the un-
certainty, and 39 percent used CEACs.

Study Limitations. Two-thirds (67 percent) of the
studies identified the limitations associated with the eco-
nomic results, and 54 percent compared their results with
other economic studies.

Other Components of HTA Reports

Budget impact analyses (BIAs) were conducted in 50 per-
cent of the HTA reports with an EE and mostly from the
perspective of the jurisdiction. Equity, social or legal issues
were discussed in 31 percent of the reports and policy rec-
ommendations were provided in approximately 50 percent
of the HTAs with an EE.

Utilization and Dissemination of the
Results

The results of the survey indicated that HTA reports were
used by policy makers for making decisions regarding fund-
ing and health services organization. Three agencies (A1,
A3, and A5) also mentioned that HTA reports were used

Table 6. Methods to Deal with Uncertainty per Agency (Total and by Agency)

Total A1 A2 A3 A4 A5

Subgroup analysis 38% 48% 60% 100% 25% 15%
Univariate sensitivity analysis 69% 76% 100% 100% 63% 46%
Monte Carlo simulation 50% 52% 60% 100% 50% 38%
Uncertainty plotted 38% 38% 40% 100% 38% 31%
CEACs presented 29% 38% 0% 100% 25% 23%
Value of information 4% 10% 0% 0% 0% 0%

Note. CEACs, cost-effectiveness acceptability curves.
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for guideline formulation or background information. Levels
of government using these HTA reports were either federal
(A1), provincial or regional (A1, A2, A3, A5), local (A1,
A3, A5), or institutional (A1, A2, A4, A5). At the time of
the survey, all HTA reports conducted by these five agencies
were systematically posted on the Web sites and distribution
lists were used to disseminate results to federal or provin-
cial agencies, hospitals, physicians and various other users.
Private insurers and employers were rarely included in these
distribution lists. One agency indicated that their HTA re-
ports were posted on the International Network of Agen-
cies for Health Technology Assessment (INAHTA) Web
site.

Future Trends

When asked about the future trends over the next 3 years,
three agencies (A2, A3, A5) expected an increase in person-
nel and budget. Four agencies (A2, A3, A4, and A5) antici-
pated an augmentation of the number of HTA reports while
one agency (A1) predicted a decrease of its activities and
a status quo regarding personnel and budget. Agencies had
mixed feelings regarding increased collaboration with other
provinces or research groups, the conduct of field evaluations
and potential participation of the public in HTAs.

DISCUSSION

Despite many changes in the Canadian HTA landscape over
the past few years, HTA activities have continued to increase
in Canada. In this review, a total of 249 HTAs conducted
by five agencies were identified for the period from 2001
to September 2007, which compares to 187 HTAs for the
period 1995–2001 (8) and 60 HTAs for the period 1989–95
(10). It is also important to note that our search was aimed at
five agencies known to conduct economic evaluations and,
as such, our results underestimate the whole production of
HTAs in Canada. For example, more than thirty HTA reports
without an economic evaluation were produced by AHFMR
between 2001 and 2006 but were not included in our study.
Similarly, we did not survey academic groups conducting
systematic reviews of technologies as our intent was to get
a better understanding of the Canadian capacity in conduct-
ing economic evaluations. Although not directly comparable,
while Lehoux et al. (8) reported that 24 percent of HTAs in-
cluded an EE for the period 1995–2001, we observed in our
sample a smaller proportion for the period 2001–07 (i.e.,
19 percent of all HTA reports) mainly due to a drop in the
number of economic activities in 2004. However, more EEs
were identified between January 2001 and September 2007 (n
= 48) than during the period 1995–2001 (n = 45) (8). More
than one-third of our sample evaluated drugs (35 percent)
while the two previous assessments reported lower percent-
ages (26 percent in Menon and Topfer, (10) and 28 percent in
Lehoux et al. (8)). Legal, social and ethical issues also seemed
to be more frequently discussed in 2001–07 (31 percent)

than in 1995–2001 (20 percent). It is currently unknown if
these differences were due to different samples of studies
(all HTAs as in the two previous reviews versus all HTAs
with an EE as in our study), to a change in the Canadian
HTA environment (e.g., different agencies) or other reasons.
Due to the economic scope of this study, we did not analyze
the 201 HTAs without an EE to directly compare our results
with the two previous assessments conducted in Canada. In-
stead, we concentrated on the Canadian capacity to undertake
EEs.

Our review of forty-eight HTAs with EE indicated that
CEAs was the preferred type of economic evaluation and
the perspective of the studies was mainly from the payer.
Primary data collection was rarely used and models relied
mostly on literature and administrative databases to answer
the clinical and economic questions. The results of this study
also suggest a slight improvement in the methods to retrieve
the clinical evidence. Menon and Topfer (10) reported that
58 percent of the studies did not specify the inclu-
sion/exclusion criteria selected to retrieve the clinical evi-
dence compared with 33 percent in our sample. However,
our results suggest that economic literature searches were
less rigorously documented than clinical searches. Encour-
agingly, probabilistic sensitivity analyses (e.g., Monte Carlo
simulations) were commonly used to deal with parameter
uncertainty and the majority of the studies identified lim-
itations associated with their EEs. The fact that not all
HTA reports with an EE included a BIA or policy recom-
mendations, may reflect differences among the mandates
of the respective agencies (e.g., federal, provincial, and lo-
cal). Similar to the first two Canadian assessments (8;10),
we noted differences between agencies in terms of produc-
tion, selection of topics, focus of assessment (drug versus
nondrug) and ways of conducting activities (in/out-house
production).

As previously reported in Canada (7) and elsewhere (11),
a lack of capacity and a lack of interest by decision makers
were cited as barriers to conduct EEs. While not identified
as a potential barrier by the survey, time to complete an eco-
nomic evaluation may also be an additional factor limiting the
conduct of economic studies, which could also explain a lack
of widespread demand by decision makers. As many mod-
els use input data from systematic literature reviews, it takes
overall longer to complete an economic evaluation than a
clinical review of the evidence. In some cases, decision mak-
ers faced with considerable pressure may not be able to wait
this extra time before making a decision. Another reason that
could explain the limited utilization of EEs by decision mak-
ers may be related to the difficulty in understanding complex
economic evaluations. As such, presenting the information
in a succinct and meaningful way to decision makers may
be very important. For example, the production of a ten-page
brief document to provide advice to the Ministry is part of the
Decision Process implemented in Alberta (1). Considering
the recent advances in HTA methods and the growing role
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of EEs in decision making, it appears important to continue
training decision makers and students in economic meth-
ods for the evaluation of healthcare programs. The recent
collaboration in Ontario and Alberta of academia and gov-
ernment should also provide a good example of a successful
relationship between governments and the academic com-
munity (1;5). Another barrier to the conduct of EEs was
attributed to the availability of robust clinical information.
Although the conduct of field evaluations to “collect pri-
mary research data on new and experimental technologies
where data needed for decision making is insufficient” is
an integral part of the Canadian HTA strategy (6), only
one province had endorsed this concept at the time of the
study.

Several limitations associated with this study should
be taken into consideration when interpreting the results.
First, face-to-face or telephone interviews were not under-
taken with HTA agencies to gain a deeper understanding
of their capacity and constraints in undertaking HTAs with
EEs. We also did not survey decision makers, patients’ ad-
vocacy groups or the medical community regarding the use
of HTA reports. As such, the results of this research should
be interpreted with caution especially with respect to the
results of the survey sent to agencies. While the survey’s
respondents were key persons within each agency, their re-
sponses may not reflect the views and opinions of other em-
ployees. With respect to our assessment of the economic
HTA reports, we did not use a quality assessment tool (3;4)
to appraise the EEs but rather developed a more general
abstraction form. Our intent was not to look at the “qual-
ity” of the EEs but rather to describe the main character-
istics of these EEs. Although our sample size (n = 48)
was similar to Menon and Topfer’s sample size (n = 60)
(10), the low number of EEs for some agencies makes di-
rect comparisons between agencies difficult. Finally, while
the abstraction form was designed to minimize interpreta-
tion, there is always a risk that some studies may have been
misclassified.

Despite these limitations, this research provides new in-
formation regarding the Canadian HTA capacity in conduct-
ing EEs. The results indicate that some provinces in Canada
(Alberta, Ontario, and Quebec) continue to be very active
in terms of HTA activities although less than one-fourth of
the HTA reports included an EE. The research also points
to the need for increased HTA training, collaboration, evi-
dence synthesis, and use of pragmatic “real world” evalu-
ations to reduce the uncertainty associated with new tech-
nologies characterized by limited evidence. As Canada has
seen the emergence of new “academic” groups over the past
2 years (e.g., University of Alberta/Capital Health Evidence-
based Practice Center; McMaster/Network of Excellence for
the Assessment of Health Technologies; and University of
Toronto/Toronto Health Economics and Technology Assess-
ment Collaboration) and the creation of new hospital-based
HTA units in Québec, it will be important to continue to

monitor the production of Canadian HTAs with and with-
out an EE. Of particular interest is the conduct of field
evaluations to reduce uncertainty and the use of Bayesian
techniques for evidence synthesis in the presence of limited
information.
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