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Is there is better way to set priorities, rather 

than letting priorities set themselves? 

• “Priority setting means deciding who 

is to get what at whose expense [who 

is to go without healthcare].. We 

must not shrink away from 

identifying who (implicitly) the low 

priority groups are.” Williams (1988) 



Our starting point 

• If a country is to meet its commitment to universal access to 

a package of services for its population, long-term financial 

sustainability of providing the listed services is essential.  

• To ensure this, a prioritisation process to determine the 

benefits package (who receives what services) has to be 

designed, implemented and regularly reviewed.  

• A legitimate and relevant process should adhere to a set of 

core principles: scientific rigour, transparency, consistency, 

independence from vested interests, inclusiveness of all 

stakeholders, contestability, timeliness and enforcement.  

HTA is about this priority-setting process 

and its core principles 

 



Current status of RSBY 

 

• Scheme is operational in 398 districts of 25 

States 

 

• Fee-for-service reimbursement for bundles of 

procedures/interventions in approximately 10,000 

network hospitals: around 60% private sector & 

40% public sector hospitals. 

 

• During 2013-2014: 250 Million BPL families in 

possession of active RSBY cards. 

 

• As on 30th April 2014, more than 38 Million 

enrollees had an active smart card 

      & total hospitalization cases were more   

      7 Million. 
Ref: Rashtriya Swasthya Bima Yojana (RSBY) Operational Manual 

16 July 2014. 

RSBY Website accessed 4th Oct 2014. 

 

RSBY Coverage 
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RSBY: an illustration of challenges facing a 

universal health assurance package  

• ACCESS: Improving enrolment and 

increasing access. 

• QUALITY: Improving quality of care 

delivered in hospitals. 

• MALPRACTICE/ FRAUD: Prevention and 

early detection of inappropriate/excessive 

treatment. 

• BUDGET CONSTRAINT: Controlling cost 

& increasing coverage within the existing 

budget constraint. 



Why do we need HTA? 
• PRIORITY SETTING:  

     WHAT DISEASES/ CONDITIONS need to be covered ?  

     WHAT SERVICES (Public Health, Outpatient: drugs, diagnostics 

etc., Inpatient: procedures, intervention etc. ) need to be provided ? 

     Need to prioritize what will provide maximum population benefit 

since budget constraint prevents everything from being provided. 

 

• HEALTH TECHNOLOGY ASSESSMENT:  

     Will identify clinically effective & cost effective treatment (drugs, 

diagnostics, procedures, interventions) suitable for India. Hence help 

set priorities. 

   

• BENEFIT PACKAGES: WHAT IT SHOULD CONTAIN ? HTA will 

guide its design in a scientific, cost effective & transparent manner. 



Why do we need Clinical Guidelines? 

HOW BENEFIT PACKAGES NEED TO BE   

DELIVERED WITHIN A UNIFIED HEALTH ASSURANCE 

SCHEME?  

 

CLINICAL GUIDELINES will provide guidance to healthcare provider 

for provision of clinically & cost effective treatment. 

                      

QUALITY STANDARDS: Indicators to monitor and drive improvement. 

 

CLINICAL AUDIT: To guide detection of malpractice/ fraud to prevent 

delivery of unjustified / unwarranted care. 

        

 

 



How can HTA help with benefits 

package design? 

Establish a strong defensible process 

Political mandate 

Strong institutions 

Legal frameworks 

Fair process 

Identify high priority areas for analysis 

High burden 

Underserved 
groups 

Potentially high 
budget impact or 
savings 

Incrementally and continuously adjust BP  

Establish baseline 

Ensure all new 
investment is good 
value for money 
 
Disinvest where 
needed 

Control for Quality 

Clinical pathways 
and quality 
indicators for 
managing referrals, 
reimbursement, 
contracting, 
inspection, 
education 

HTA 



Quality 

Quality 
standards 

Clinical 
guidelines 

and 
pathways 

HTA 

Clinical pathways and quality standards 

inform how benefits package is to be 

implemented Evidence 

NICE copyright © 2013 

HTA to synthesise evidence on 
costs and clinical 
effectiveness, and compare 
different options 

Clinical guidelines and 
pathways distilled from HTA 
and other evidence 

Quality standards derived 
from evidence-based clinical 
guidelines and pathways 

Quality indicators can 
inform reimbursement, 
inspection, education.. 



Identify high priority areas for analysis 

• Prioritise! Not everything can be subject to HTA 

• Target cost-effectiveness analyses to decisions at the 

margin with potential for considerable health benefit and/or 

budget impact  

• Set out clear criteria for identifying high priority diseases and 

interventions, such as: 

– Population size 

– Disease severity 

– Resource impact 

– Claimed therapeutic benefit 

– Policy priority and social consensus 

• Include potential candidates for disinvestment 



What evidence is needed to compare 
interventions in HTA? 

 Evidence about what works, clinically (effective), and what works 

better (relatively effective) 

 To find out what is efficient (cost-effective) 

 To rank interventions so as to include only those that out-perform 

others 

 an outcome measure of ‘effectiveness’ that enables needed 

comparisons (eg QALY or DALY) 

 costs (including their scope) 

 an inclusion/exclusion criterion for technologies (threshold) 

 some ways of handling technical and clinical disagreements and 

absence of evidence or poor evidence (deliberation) 

 some ways of addressing issues of fairness and justice 

All of this is ‘economic evaluation’ 
Adapted from Tony Culyer, 2014 



Incrementally and continuously update 

the benefits package 

• Designing/updating the benefits package is 

an ongoing process, not a one-off technical 

exercise 

• Refining the benefits package takes time, and 

must be responsive to changing needs, new 

technologies and new prices/costs 

• Any addition MUST be paid for and made 

available, to ensure trust is maintained in the 

process 



Control for quality 

• Integrate HTA with evidence-based Standard 

Treatment Guidelines  

• Introduce measurable Quality Standards (indicators) 

• Align quality framework with reimbursement, e.g.: 

 

 • Maternal and 
child health 
(Kerala) 

State-
level 

• Common surgical 
interventions 
(RSBY) 

Union-
level 



Develop the maternal care pathway and the 
respective measurable Quality Standards   

Measure baseline and progress 



Example of RSBY: Clinical pathways 
• Presently, healthcare providers & insurers lack clear 

guidance on most appropriate treatment options: leads 

to sub-optimal care & disagreement about payment 

• RSBY Quality Program: to provide authoritative & 

evidence-based clinical pathways and quality standards 

on identified procedures 

• RSBY convened a Committee to prioritise conditions/ 

procedures based on high volume, high cost and 

potential for fraud, and authorise clinical pathways: 

starting with hysterectomy, hemodialysis, 

cholecystectomy, hernia, hydrocele, appendicitis, 

pterygium 

– E.g. hysterectomy: 2nd most frequent claim (3.7% of all RSBY 

procedures);10% of RSBY budget at INR 35 crore 

– 46% of all ob/gyn procedures 

 



 

Example: RSBY Clinical Pathways for 

Hysterectomy 

  Formed topic expert group (TEG) for hysterectomy 
 Stakeholders: public and private providers, specialists, district level doctors, public 

health personnel, professional associations, insurance companies and RSBY/World 

Bank. 

 3 TEG meetings in Kerala:  
– Identified key indications of hysterectomy. 

– Reviewed existing standard treatment guidelines & evidence 

cited for recommended interventions. E.g. Heavy menstrual bleeding (NICE, 

2007), Guidelines on management of Dysfunctional Uterine Bleeding (DUB), 

Government of India, Ministry of Health etc. 

– Clinical pathway with clear recommendations for Indian context, 

drafted with expert consultation and consensus. 

– Quality indicators and pre-authorisation checklist to inform 

reimbursement 

 Peer review by FOGSI (Federation of Obstetrics & 

Gynecological Societies of India), independent reviewers in UK, 

with 4th meeting to discuss and incorporate feedback. 



Draft Clinical Pathway: Heavy Menstrual Bleeding 



Indispensable tools for reaching 

and sustaining UHC 

HTA 

STG 

UHC 

To define the 
package 

(“What?”) 

To monitor and 
drive quality 

(“How 
implemented?” 



Conclusion 

• All nations successful in achieving and 

sustaining UHC need HTA and standard 

treatment guidelines 

• Draw on RSBY experience to guide the 

design and implementation of National 

Health Assurance Mission benefits 

package. 

• Apply HTA and STGs in India to ensure 

quality, cost-effective care, and health for 

all. 


