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End-user involvement in health technology
assessment (HTA) development: A way to
increase impact
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Objectives: A mechanism to increase the influence of Health Technology Assessments
(HTAs) on hospital policy decisions was developed.
Methods: We describe the process and results of an experiment in which a local
in-hospital HTA unit was created to provide sound evidence on technology acquisition
issues, and to formulate locally appropriate policy recommendations. The Unit consists of
a small technical staff that accesses and synthesizes the evidence incorporating local
health and economic data, and a Policy Committee that develops policy recommendations
based on this evidence. It represents administration, health-care professionals, patients,
and representatives of the clinical disciplines affected by each issue. The level of success
of the Unit was independently evaluated.
Results: To date, 16 reports have been completed, each within 2–4 months. Five
recommended unrestricted use, seven recommended rejection, and four recommended
very limited use of the technology in question. All have been incorporated into hospital
policy. Budget impact is estimated at approximately $3 million of savings per year.
Conclusions: This local in-house HTA agency has had a major impact on the adoption of
new technology. Probable reasons for success are (i) relevance (selection of topics by
administration with on-site production of HTAs allowing them to incorporate local data and
reflect local needs), (ii) timeliness, and (iii) formulation of policy reflecting community
values by a local representative committee. Because over one third of all health-care
costs are incurred in the hospital, diffusion of this model could have a significant effect on
the quantity and quality of health-care spending.
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The overall purpose of Health Technology Assessment
(HTA) is to inform health policy decision making through
provision of analyses of efficacy, safety, costs, ethics, and
legal issues, related to the acquisition and use of health
technologies. Recognition of their potential to maximize the
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health benefits that can be realized with limited resources has
resulted in a substantial proliferation of national and regional
HTA agencies. However, there has been little such activity at
the hospital or end-user level.

Furthermore, little effort has been spent on evaluating
whether HTAs do in fact influence health policy decisions
(7), and the available evidence of impact is not encouraging
(4,6). Possible explanations for this finding are that the HTA
process lacks the necessary mechanisms to translate evidence
into policy (4) and that there is inadequate contact of HTA
producers with the decision makers who use them (5).

Based on the hypothesis that locally developed HTAs
would have greater influence on health policy, our hospital
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group recently has developed an in-house HTA unit to assist
the hospital administration in difficult technology acquisi-
tion issues. Because similar units might be useful to others,
its design, function, and initial results are described in this
article.

PURPOSE

The initiating authority was the McGill University Health
Centre (MUHC), a complex of five University Teaching Hos-
pitals, totaling approximately 1,200 beds, functioning within
the Quebec universal coverage health-care system. The prin-
cipal reason for this initiative was to manage the stresses
created by the ever increasing availability of expensive new
technologies (procedures, drugs, devices) in the context of
relatively fixed resources. Whereas the hospital is expected to
provide all necessary services to Canadians, only rarely is the
acquisition and use of one of these new technologies covered
by a corresponding increase in hospital funding. Thus, new
technologies must usually be paid for from existing funds.

Furthermore, in Canada, the traditional method of
financing new expenditure through reduction of existing ser-
vices (e.g., closing beds or extending summer breaks) is no
longer a feasible option. This is because, over the past decade,
there has been a substantial reduction in the level of hospi-
tal funding, with a resulting shortage of beds, an increase in
waiting times, and an increase in congestion of emergency
departments.

As a result, each new technology that increases hospital
expenditure must now usually be acquired through reallo-
cation of existing resources. Accordingly, before any new
technology is acquired, it is imperative that careful consid-
eration first be given to its efficacy, safety, budget impact,
cost-effectiveness, and opportunity costs (i.e., that which the
institution must give up to finance the new expenditure). The
role of the hospital HTA unit, therefore, is to assist the admin-
istration to develop policy responses to local questions using
a process that is transparent, fair, and consistent. However,
in addition to presenting the scientific evidence relating to a
technology, the Unit also develops policy recommendations
based on the evidence that are sensitive to local circumstances
and reflect community values.

Structure and Process

The Unit consists of two separate entities, a professional staff
and a Policy Committee representing the hospital community.

Professional Staff. The scientific evidence is devel-
oped by a small staff with expertise in technology assess-
ment (part-time Director, part-time Research Scientist, two
full-time Research Associates and a Secretary). Their role is
to access all relevant published information, especially HTAs
developed elsewhere in the world, to update this evidence as
necessary, to critically evaluate it, synthesize it, and ensure
that the findings are locally pertinent, using local data when

available, and when necessary carry out original research to
achieve these goals.

Policy Committee. The role of the committee is to
develop policy recommendations consistent with community
values (on what should be done in the light of the evidence in
the technical reports produced by the professional staff). The
committee (honorary) consists of ten institutional representa-
tives (nurses, medical doctors, other health professionals, and
patients, each nominated by their respective Associations,
and an administrator nominated by the Executive Director).
To acquire the necessary knowledge of technology evalua-
tion and hospital and health-care issues, members serve for
2 to 4 years.

The Committee is there both to act as the conscience
of the institution, ensuring that decisions are consistent with
the institution’s values and with local economic realities,
and to ensure that recommendations do not reflect parochial
allegiances to specific hospital departments. In addition to
the evidence relating to efficacy and costs, the Committee
considers such issues as the institution’s role, its budgetary
status, the budget impact, the possibility of special funding,
and the opportunity costs. The involvement of administra-
tors in the process ensures that reports, while retaining full
scientific rigor, will be practical and “user friendly.”

Topic Choice. While requests for a technology as-
sessment may be accepted from any source in the hospital
community, the primary objective is to provide timely policy
advice to the Administration on technology acquisition is-
sues that confront them. Thus, most analyses are undertaken
at their request, prioritized according to their urgency and
feasibility. The reasons for selection of a technology for such
review include the probability of significant budget impact,
doubts as to the quantity of the health benefits to be expected,
doubts as to the level of proof of the purported health benefits,
and the presence of significant ethical or legal complicating
issues.

Consultants. In developing policy recommendations,
the Committee is assisted by subject consultants and, when
necessary, ethicists and health economists both from within
the institution and externally. For a health policy decision
to be effective, at least in the Canadian context, the support
or “buy-in” of the health professionals most affected by the
decision is important. For example, if the institution’s nurses
do not agree with a decision to not use a needlestick safety
device, or the cardiologists reject a recommendation limiting
the use of coated coronary stents, it can be difficult to put such
measures into effect. Accordingly, for each study, influential
representatives of the affected disciplines or departments are
co-opted onto the Committee where they take an active role
in synthesizing the evidence and formulating the subsequent
policy recommendation. Furthermore, this participation is a
two-way street. Not only does it ensure optimal “buy-in,” but
it also ensures that the reports are locally relevant, with full
appreciation of all clinical nuances.
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Responsibility. The institution’s normal decision-
making process is unchanged. The Committee develops pol-
icy recommendations, not policy decisions. However, the
Committee’s reports are made public, and if rejected, the
administration would be expected to give its reasons for re-
jection, a circumstance that may add weight to the recom-
mendations.

RESULTS

The Unit was established in June 2001 and entered into pro-
duction early in the following year. It has now submitted
sixteen reports, each requiring 3 to 4 months to complete. At
the end of 2003, an independent body, the Quality Manage-
ment Team of the Health Centre, carried out an evaluation of
the impact of the first eleven of these reports on institutional
policy and budget. The full reports are available on the Web
site: www.mcgill.ca/tau/

Policy Impact

The reports are listed in Table 1. The evaluation found that
all recommendations of the first eleven reports had been
accepted by the institution and incorporated into policy. The
remaining five reports have now also been accepted and are
in the process of implementation.

The recommendations made in these reports can be sum-
marized as follows:

“Accepted”. Five reports (nos. 2,5,6,8,11) recom-
mended acquisition and unrestricted use of technologies be-
cause of good evidence that they brought substantial health
benefits at relatively low cost or that they caused an increase
in productivity or in some cases even cost savings.

“Rejected”. In seven reports (nos. 1,3,7,12,13,15,16)
use of the technologies was not recommended, on grounds
either of insufficient proof of benefit or insufficient quantity
of health benefit to justify the costs.

“Restricted”. Four reports (nos. 4,9,10,14) recom-
mended that use of technologies be strictly limited. In these
cases, although proven clinical benefits were recognized, it
was believed that high opportunity costs would result in too
great a negative impact on existing services. Thus, in these
cases a utilization algorithm was specified that was consid-
erably more restrictive than the estimated demand, while en-
suring that the technology would be allocated to those most
likely to receive a health benefit.

Budget Impact

Estimation of the net budget impact of these reports must
of necessity be arbitrary. For those reports that accepted or
rejected a technology, comparison was made between costs
that were incurred as a consequence of the recommendations
and an estimate of the costs that would have been incurred
had the reports not been adopted.

When restricted use was recommended of a technology
that was already in use, we recorded as a saving the estimated

Table 1. Summary of Topic Titles, Recommendations, and Budget Impact

Technology Remarks Use accepted Budget impact ($)a

1. Safety catheters Infection risk low at cost of $193,000/yr. No (−) 193,000
2. Chronic hepatitis C treatment Highly cost-effective ($3,700/ life yr (@3%). Yes (+) 112,000b

3. GPIIb/IIIa inhibitors High and low cost agents equally effective. No (−) 600,000
4. Mitoxantrone for MS Good evidence of limited benefits for active MS. Limitedc (−) 100,000
5. Colorectal stents Better quality of life at less cost than colostomy. Yes (−) 13,000
6. L-M-W heparin As effective and safer than UFH. More efficient. Yes neutral
7. Video capsule endoscopy Promising but benefit not yet demonstrated. No (−) 63,000
8. PRCA risk with Eprex Both Eprex iv and Aranesp are safe. Yes neutral
9. Drug-eluting stents Sole benefit avoidance of 10% repeat angioplasties. Limitedc (−) 2,000,000

10. I C D Effective. Excessive opportunity costs. Limitedc (+) 600,000e

11. Esophageal stents Improved palliation at small cost. Yes (+) 13,000
12. Drotrecogin alfad Proof of benefit insufficient. No (−) 600,000
13. Biventricular pacing Symptomatic benefit without improved survival. No (−) 60,000
14. Gliadel wafer Unfavorable cost-effectiveness ( $100,000/life yr). Limitedc (+) 150,000
15. Gastric banding Effective. Not superior to standard procedures.f No (−) 218,900
16. Matrix coils Insufficient proof of benefit. No (−) 50,080

Total (−) 3,022,980

a (−) represents budgetary savings; (+) represents additional budgetary expense.
b After 12 years would become highly cost-saving.
c Limited use; utilization algorithm more restrictive than proposed by sponsoring clinicians.
d Informal report that did not benefit from the full TAU evaluation process.
e If unrestricted use led to 100 new implants per year, cost would increase by $4.3 million.
f Assume 100 of 150 procedures might be done by gastric banding if approved.

PCI, percutaneous coronary interventions; L-M-W, low molecular weight; DVT/PE, deep vein thrombosis/pulmonary embolism; PRCA, pure red cell aplasia;
MS, multiple sclerosis; UFH, unfractionated heparin; CCF, congestive cardiac failure, Hep C, hepatitis C, ICD, implantable cardiac defibrillator.
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costs of the restricted use compared with the predicted expen-
diture that would have resulted from continued unrestricted
use. However, when a technology had not yet been intro-
duced, we recorded the anticipated cost of its use at the
recommended level as an increased expenditure, despite that
the cost of its unrestricted use would have been even greater.
With these conservative assumptions, there was an estimated
overall net annually recurring budget saving of $3,022,980
million, with a range of $2,259,530 to $3.778,404 million,
depending on the underlying assumptions. But at least as
important as the budget savings is that the institution, when
given clear unbiased evidence of the extent of the health
benefits that would accrue and the reasonableness of the as-
sociated costs, has been convinced to rapidly initiate use of
some effective technologies.

Diffusion

To promote maximal use of the reports, they are circulated
to all Quebec hospitals larger than 100 beds and to the Que-
bec Ministry of Health and Social Services and are pub-
lished on the Web. The Web site has been downloaded over
20,000 times in the last year, and there is increasing evi-
dence of the usefulness of these reports, both to the hospi-
tals, to the Ministry, and to HTA agencies in more distant
jurisdictions.

DISCUSSION

The extent to which hospital policy is currently evidence-
based varies between institutions and countries. In Canada,
many hospitals use some form of committee structure to
guide their decisions on technology acquisition (1). However,
this process frequently consists of an ad hoc group convened
by the Administration, drawing heavily on the expertise of
the discipline that is advocating the technology acquisition
and often supported by HTAs developed by the vendor. As a
result, the decisions of such groups are subject to potential
bias in favor of technology acquisition. Furthermore, when
each issue is considered by a different ad hoc committee,
decisions tend to be inconsistent from case to case. The cre-
ation of a group that represents all sectors of the institution
and consistently applies the same principles to guide policy
decisions has obvious advantages.

The value of the structure and process described above
may be limited in jurisdictions with a highly active, central,
authoritarian HTA structure, such as the United Kingdom
(7). However, in countries where hospitals have the power
to determine what services they will provide within their
allocated budgets, a substantial amount of health policy is
determined at the hospital level. In Canada, over one third
of all health-care spending takes place in hospitals, and the
cumulative effect of hospitals’ decisions is, therefore, an im-
portant determinant of overall health-care costs. Thus, it is

essential that the hospitals base policy decisions on unbiased
information such as that provided by HTAs. The high impact
of the reports developed in the current experiment can be
attributed to the relatively rapid response to requests, tak-
ing 3–4 months rather than the usual 12–18 months (5), and
that they were developed in the hospital setting in collab-
oration with the hospital’s administration, health-care pro-
fessionals, and patients, all of whom would be affected by
decisions.

There are other benefits associated with the on-site de-
velopment of HTAs compared with those developed by more
distant agencies. The greatest of these benefits is the ability
to produce HTAs that go beyond pure data analysis to make
actual policy recommendations. A policy decision on what
should be done requires far more than an objective analysis
of the evidence. For example, a decision to adopt a safety
device to protect health personnel from needlestick injuries
(2) depends, in addition to the cost, on a knowledge of the
local rates of HIV, hepatitis C, and hepatitis B, the local in-
stitution’s budget status, the potential for additional funding,
the potential effects of the decision on local nursing morale,
and on the value judgments of the community. Such issues
are best estimated locally.

Similarly, in deciding whether to authorize the use of
implantable cardiac defibrillators (3), in the presence of a
fixed budget, the weight given to the opportunity cost be-
comes critical. Which would produce the greater benefit to
patients, to approve a policy to insert 100 additional devices
per year or to close the approximately 30 beds that would
be necessary to finance the cost of such a decision? Whereas
the opportunity costs can easily be calculated by a distant
agency and may be generalizable, the weight given to them
in decision-making is a local matter that cannot easily be
estimated by a remote agency.

The development of HTAs at sites close to the end-user
has one potential disadvantage, namely, that it may permit
the development of local differences in the services pro-
vided by different institutions. This in turn creates the pos-
sibility of patients seeking elsewhere those services that are
not provided in their own institution, so-called postal-code
prescribing. Overall, however, the clear advantages of local
HTA development are sufficient to outweigh this theoretical
concern.

Policy Implications

Although small may be beautiful, big is also essential. An op-
timal system might consist of a coordinated network consist-
ing of large central agencies, affiliated with numerous small
peripheral agencies situated in close proximity to end users.
The large agencies would have two functions. As at present,
they would develop both analyses and policy recommenda-
tions for governments and supraregional health-care delivery
organizations. They would also produce technology assess-
ments on any health topics that could be generalizable. The
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small, hospital-level, HTA agencies would develop locally
relevant policy advice based both on the assessments pro-
vided by the central agencies, with incorporation of locally
relevant data.

Whether such a coordinated system ever eventuates or
not, the experience reported here suggests that small HTA
units in close proximity to decision-makers can substantially
promote the impact of HTAs on health policy, and as a con-
sequence, can have a significant influence on overall health
benefits and costs.
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