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Objectives: This study sought to identify and compare various practical and current
approaches of health technology assessment (HTA) priority setting.
Methods: A literature search was performed across PubMed, MEDLINE, EMBASE,
BIOSIS, and Cochrane. Given an earlier review conducted by European agencies
(EUR-ASSESS project), the search was limited to literature indexed from 1996 onward.
We also searched Web sites of HTA agencies as well as HTAi and ISTAHC conference
abstracts. Agency representatives were contacted for information about their
priority-setting processes. Reports on practical approaches selected through these
sources were identified independently by two reviewers.
Results: A total of twelve current priority-setting frameworks from eleven agencies were
identified. Ten countries were represented: Canada, Denmark, England, Hungary, Israel,
Scotland, Spain, Sweden, The Netherlands, and United States. Fifty-nine unique HTA
priority-setting criteria were divided into eleven categories (alternatives; budget impact;
clinical impact; controversial nature of proposed technology; disease burden; economic
impact; ethical, legal, or psychosocial implications; evidence; interest; timeliness of
review; variation in rates of use). Differences across HTA agencies were found regarding
procedures for categorizing, scoring, and weighing of policy criteria.
Conclusions: Variability exists in the methods for priority setting of health technology
assessment across HTA agencies. Quantitative rating methods and consideration of cost
benefit for priority setting were seldom used. These study results will assist HTA agencies
that are re-visiting or developing their prioritization methods.
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The number of health technologies needing evaluation far
outweighs available resources (12;17). Therefore, all health
technology assessment (HTA) agencies must set priorities for
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their research projects. All HTA agencies are faced with prob-
lems of prioritization (4;13;15;17;27;32), and many agencies
currently use a criteria-based system for the prioritization of
research projects (4;17;27). There is, however, a lack of con-
sensus on an appropriate method for priority setting among
HTA agencies (17).

Several quantitative models for priority setting in HTA
were proposed in the early 1990s (10;19;28). This included a
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priority-setting process proposed by the Institute of Medicine
(1992) in the United States (U.S.) that uses seven crite-
ria, seven steps, a Delphi process, and nominal group tech-
niques with multidisciplinary teams (10). This model has
been adopted by other agencies, including the Basque Office
for HTA (OSTEBA) in Spain (4).

More recently, the EUR-ASSESS project (1994–1997),
an international group designed to coordinate developments
in HTA in Europe and to improve decision making concern-
ing adoption and use of health technology, has produced a
set of guidelines for the priority setting of HTA projects (17).
The recommendations of EUR-ASSESS have been used in
large part by European HTA agencies (15).

Despite improved awareness regarding the principles
and processes that can be used to guide priority setting,
a 2004 international comparison of technology assessment
processes across four HTA agencies revealed “a lack of ex-
plicit, quantitative methods to inform the prioritization pro-
cess of technologies to be assessed using societal criteria”
(13). Further to this and despite a long-standing awareness
of the need for human and political context (3;17), the report
highlighted little explicit mention of any political delibera-
tion and participation of stakeholders (13).

The purpose of this research was to identify and compare
practical approaches for priority setting among all HTA agen-
cies since the EUR-ASSESS recommendations. This strategy
includes an examination of methods used to identify HTA
topics, criteria used for setting topic priorities, and rating
and scoring methods.

METHODS

To be included in this study, a report had to describe, in whole
or part, a method for priority setting for the assessment of new
(i.e., at point of adoption) or diffused health technologies.
We excluded reports that solely described priority setting
for emerging technologies. We did not specifically exclude
publications from non–International Network of Agencies
for HTA (INAHTA) member agencies. An electronic litera-
ture search was performed from January 1996 onward across
PubMed, MEDLINE, EMBASE, BIOSIS, and Cochrane on
February 15, 2004. The MEDLINE, EMBASE, and BIOSIS
searches were updated to June 23, 2006. The year 1996 was
selected as the beginning date for the literature search, as an
update to the review of priority setting of the EUR-ASSESS
project (literature search from the years 1984 to 1996) (17).
There were no language restrictions. Web sites of member
agencies of the INAHTA (as of February 2005) were also
searched for descriptions on priority setting.

Citations identified by the electronic searches were re-
viewed for relevance by two of the coauthors (H.N. and
D.H.) on the basis of title and abstract (if available). If at
least one reviewer identified a citation as potentially rele-
vant, the published report was obtained. Retrieved reports
were then reviewed (by H.N. and D.H.) and selected if both

authors judged that they met selection criteria. Reference lists
of these selected reports were scanned for further potentially
relevant citations.

A brief textual description was written for each priority-
setting system included for selection, and the following infor-
mation was extracted: name, setting, and contact information
of HTA agency; organizational details (budget, population
served, relationship to government, functions related to and
outside of HTA); methods for identifying topics (e.g., com-
mittees, research proposals); and priority-setting framework
(types of technologies, process, criteria, rating or scoring
system). We contacted all identified agencies on several oc-
casions up to November 2006 to gather missing data, to
validate the description of their prioritization frameworks,
and to ensure that it was currently being used.

Once all priority-setting criteria were identified, two re-
searchers (H.N. and D.H.) grouped them into several key
themes. One or several descriptive questions were also cre-
ated to capture all identified criteria. Disagreements were
resolved by consensus (unanimity minus one) with a third
researcher (R.B.).

RESULTS

A total of twelve current priority-setting systems from
eleven agencies were identified from seventeen reports that
met the inclusion criteria for review. These included seven
reports related to the approach used by the NCCHTA
(8;9;16;23;29;31;32), four reports related to the approach
used in The Netherlands (ZonMW) (24–27), two reports in
conference-abstract form for AHFMR (5;6), and one report
each describing the priority-setting approaches for HunHTA
(14), ICTAHC (30), NHS QIS (formerly Health Technol-
ogy Board of Scotland) (18), OSTEBA (4), and SBU (7).
AETMIS has two frameworks for prioritization. In addition,
Web sites of member agencies of the INAHTA identified
further descriptions on priority-setting approaches for AET-
MIS (1), NCCHTA (21), MAS (20), and AHRQ (2). Agency
representatives provided further details on their respective
approaches.

Ten countries were represented: Canada, Denmark,
England, Hungary, Israel, Scotland, Spain, Sweden, The
Netherlands, and United States. The characteristics of the
various priority-setting frameworks identified are described
in Table 1. A majority (7 of 12) of priority-setting frameworks
used a panel or committee to provide advice regarding pri-
orities. AETMIS uses two approaches: Requests submitted
by macrolevel decision makers are prioritized at the Ministry
level, and other requests are submitted directly to the agency
and prioritized by the Board members.

In all cases, committees contained representatives from
healthcare system funders, health professionals, and re-
searchers. Advice from a board of directors was used in four
priority-setting systems and in conjunction with a commit-
tee in two of these. Other mechanisms to provide advice on
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Table 1. Characteristics of Current Priority Setting Frameworks

Advisory mechanism
Other factors considered

HTA agency Year Population served HTA budget Committee Board or
(country) est. (no. in millions) (in U.S.$ million) or panel Directors Other Rating Cost benefit

AETMIS 2000a Provincial (7.5) 2.4 Xb Xc

AHFMR 1995d Provincial (3.5) 0.6 X X
AHRQ 2003 Medicare eligible 1.5 Stakeholder

Americans (40) group
HunHTA 2001 National (10) 0.3 X X
ICTAHC 1998 National (7) 0.8 X X
MAS 2003e Provincial (12) 1.5 X
NCCHTA 1996 National (60) 21.6 X Prioritization X X

strategy group
NHS QIS 2003f National (5) 0.7 Medical

advisor and
executive team

OSTEBA 1992 Regional (2) 0.3 X X X X
SBU 1987 National (9) 6.8 X
ZonMW 2001 National (16) 13.5 Department

of Health

a AETMIS replaced the Conseil d’évaluation des technologies de la santé (CETS or Quebec Council for Health Technology Assessment), the first such
organization in Quebec, created in 1988.
b Requests from Health Ministry and its decisional authorities (macro-level).
c Requests from meso- and micro-levels.
d Refers to priorities set by the Alberta Health Technologies Decision Process (AHTDP). AHTDP is a program within the Alberta Health Ministry (AHW)
that is intended to explicitly link research from HTA to policy decisions. Not all AHFMR (now IHE) priorities are set by this process.
e MAS is a Division within the Ontario Ministry of Health and Long-Term Care; MAS provides the Ministry and an advisory committee—the Ontario
Health Technology Advisory Committee (OHTAC) established in 2003—with evidence on the effectiveness, safety, and cost effectiveness of diagnostic and
treatment strategies in Ontario.
f NHS QIS replaced the Health Technology Board for Scotland (HTBS) which was established in 2000.

priority setting were the use of a stakeholder group by AHRQ
(a volunteer group that includes clinicians, researchers, third-
party payers, consumers of Federal and State beneficiary
programs, and healthcare industry professionals), a prioriti-
zation strategy group by NCCHTA (composed of clinicians,
medical advisors, and researchers), a medical advisor with
internal executive staff for NHS QIS, and direction from the
Ministry of Health for ZonMW.

Four of the twelve frameworks identified used a rating
system to inform priorities. In all cases, these were used
in conjunction with a committee. Two systems explicitly
considered the cost benefit of conducting the assessment in
deciding priorities (Table 1).

Criteria for Priority Setting

We identified fifty-nine unique priority-setting criteria across
the eleven agencies identified through our search. The median
number of criteria reported by the agencies was five (ranging
from three to ten). Whereas the description of prioritization
criteria differed across agencies, they could be grouped under
11 categories as shown in Table 2 below. These criteria were
generally applicable to both new and diffused technologies.
One agency (HunHTA) listed criteria specific to the assess-
ment of pharmaceuticals. Table 3 illustrates the frequency of
reported criteria used among the eleven agencies. A majority
could be categorized into the categories of clinical impact

(100 percent), economic impact (91 percent), and budget
impact (55 percent).

DISCUSSION

Our review of the available literature identified twelve de-
scriptions, in whole or in part, of frameworks for the priority
setting of health technology assessments. Although we did
not specifically exclude published reports from non-INAHTA
member agencies, all of the agencies identified were IN-
AHTA members. We did not include CADTH in this study
due to an absence of explicit prioritization criteria within the
CADTH framework. We were able to separate all identified
priority-setting criteria into eleven categories. Although we
did not conduct a formal analysis, there did not appear to be
extensive overlap in criteria across HTA agencies.

Our study shows that variability exists in the methods for
prioritizing technologies for assessment across HTA agen-
cies. This variability may be interpreted as reflecting differ-
ences in values, reporting structures, or healthcare priorities
among agencies with unique mandates in different sociopo-
litical contexts.

Observed variability may also be a reflection of previous
priority-setting recommendations (10;17). This is reflected in
the EUR-ASESS priority-setting subgroup report: “the gen-
eral approaches to priority setting should reflect the goals of
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Table 2. Criteria Used in Current Priority Setting across HTA Agencies, by Category

Category Sample questions

Alternatives What alternatives, if any, are currently or soon to be available for the conditions that this
technology treats?

Budget impact What is the potential incremental budgetary impact of adoption of the technology in
comparison to the current standard of care?

Clinical impact 1. What is the potential health impact of the proposed technology versus standard care in
a person with this clinical condition?

2. What are the benefits of conducting an assessment in terms of reduced uncertainty?

Controversial nature of proposed
technology

Will the assessment provide information that will help reduce the controversy
surrounding the clinical issues?

Disease burden 1. What is the prevalence, incidence, disease-adjusted life expectancy, healthy years of
life expectancy, or other relevant measurement of disease burden of the population
with the clinical condition(s) or those that will be affected by the technology?

2. What is the economic burden of the clinical condition(s) in the population?

Economic impact 1. What are the direct health care costs (annual, lifetime) of the technology?
2. What is the potential cost-effectiveness of the new technology compared with the

standard of care?
3. What is the potential cost-effectiveness of conducting an assessment?

Ethical, legal, or psychosocial
implications

What are the ethical, legal, or psychosocial implications associated with the use of this
technology for the given clinical condition(s)?

Evidence Are there recent HTA reports, systematic reviews or economic analyses by HTA or
similar agencies on this topic?

Expected level of interest 1. Is there media or patient interest and demand for this technology?
2. Is this assessment relevant to current government policy?
3. Is this assessment of importance from a health professional perspective?

Timeliness of review 1. Does technology relate to an area where clinical practice is changing rapidly?
2. Will the review be most useful if performed in the current fiscal year?

Variation in rates of use What is the variation in rates of use of this technology for the given clinical condition(s)?

HTA, health technology assessment.

Table 3. Prevalence of Criteria across HTA Agencies

Agencies using
criteria under

Category the category (%)

Alternatives 1 (9)
Budget impact 6 (55)
Clinical impact 11 (100)
Controversial nature of proposed technology 2 (18)
Disease burden 7 (64)
Economic impact 10 (91)
Ethical, legal, or psychosocial implications 2 (18)
Evidence 5 (45)
Expected level of interest 5 (45)
Timeliness of review 4 (36)
Variation in rates of use 3 (27)

HTA, health technology assessment.

the program, the resources available and the preferred method
of working of those who need to be involved” (17). However,
we did not see any particular pattern that emerged when com-
paring frameworks within HTA programs with larger and
smaller budgets. The use of committees, ratings, or consid-
eration of cost benefit appeared to have been equally used by
larger and smaller HTA agencies.

Two reviewers systematically applied selection criteria
to all available literature to identify relevant material. We
believe this approach will lend to the accuracy of our findings
and reduce the chance of missing relevant information.

One limitation of this study is that the identified agencies
currently represent one quarter of the member organizations
of INAHTA. This finding suggests that the process of de-
ciding on technologies for assessment is readily available in
most organizations. A survey of all member organizations
on how they prioritize technologies for assessment may have
provided more insights on priority setting in HTA. However,
as the process of making a final decision on which technolo-
gies to assess is implicit within many agencies, there would
be limitations to such survey results (11). Because the origi-
nal intent of our study was to conduct an environmental scan
for the purpose of developing a robust priority-setting frame-
work for CADTH, we assumed the most rigorous systems
would be explicit and more likely to be documented.

We are not aware of any other similar recent reviews
on diffused technologies. Eddy (12) summarized thirty-eight
criteria collected from six programs in the United States
and categorized these into just three elements: health im-
portance, economic importance, and expectation that an as-
sessment will make a difference. A recent survey among
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horizon-scanning systems (11) identified differences with re-
gard to the criteria and actors involved in the final decisions
of which emerging technologies to assess. The survey re-
vealed that most agencies use costs and health benefits when
prioritizing. Our results were consistent with this finding.

We believe the implications of our findings can be
viewed in light of other EUR-ASSESS Priority Setting Sub-
group recommendations. The first two recommendations
suggest HTA programs should have an explicit, agreed-upon
process (17). Although our study did not delve into the latter,
we did discover that each agency we contacted could easily
provide us with a clear process describing actors, criteria,
and methods.

The EUR-ASSESS recommendations also suggest that
priorities reflect the likely costs and benefits of the possible
health technology assessments being considered (17). Of the
twelve frameworks we identified, only two had an explicit
process for considering the efficiency of conducting an as-
sessment. Future research may need to focus on why this gap
between recommendations and current practice exists, and
what standard methods can be adopted. Although it might
seem contradictory that a majority of organizations that eval-
uate the potential economic impact of health technologies do
not evaluate the potential impact of their own assessments,
there may be legitimate reasons to explain this deficiency.

The EUR-ASSESS recommendations also suggest cost-
benefit be considered in light of a rating using systematically
applied criteria (17). Our findings suggest only one third of
frameworks have adopted a rating system. This may, in part,
explain the lack of considerations of cost-benefit, as stated
above. CADTH has not explicitly considered cost-benefit
when setting priorities. However, it is our intention to use our
recently developed rating system to do so in the near future.

We anticipate this snapshot of current priority-setting
frameworks will stimulate further discussion among HTA
researchers. In our experience, this work is applicable and
of great interest to researchers and organizations involved in
priority setting of other knowledge synthesis endeavors (22).
It is our hope that continued thinking in this area will facil-
itate the final two EUR-ASSESS recommendations: sharing
information on priorities and evaluating processes and out-
comes of priority setting (17).

CONCLUSIONS

Variability exists in the methods for priority setting of health
technology assessment across HTA agencies. Quantitative
rating methods and consideration of cost-benefit for prior-
ity setting were seldom used. These study results will assist
those individual HTA agencies that are developing prioritiza-
tion methods in terms of increased timeliness and relevance
of topics under evaluation, improved technology tracking,
and identifying and refining criteria for new and emerging
technologies.
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