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Priority setting is a complicated business 

CVD HIV Diabetes RTAs HIV MCH Cancer 

Primary 
prevention 

Primary 
prevention 

Primary 
prevention 

Primary 
prevention 

Primary 
prevention 

Primary 
prevention 

Primary 
prevention 

Secondary 
prevention 

Secondary 
prevention 

Secondary 
prevention 

Secondary 
prevention 

Secondary 
prevention 

Secondary 
prevention 

Secondary 
prevention 

Primary care Primary care Primary care Primary care Primary care Primary care Primary care 

Secondary 
care 

Secondary 
care 

Secondary 
care 

Secondary 
care 

Secondary 
care 

Secondary 
care 

Secondary 
care 

Tertiary care Tertiary care Tertiary care Tertiary care Tertiary care Tertiary care Tertiary care 

Long term 
care 

Long term 
care 

Long term 
care 

Long term 
care 

Long term 
care 

Long term 
care 

Long term 
care 

EOL care EOL care EOL care EOL care EOL care EOL care EOL care 

Interventions 
• Education 
• Public 

awareness 
• Diagnostics 
• Screening 
• Vaccines 
• Drugs 
• Surgery 
 

Populations 
• Children 
• Pregnant 
• Poor 
• Ethnic 
• Old 
• Disabled 
• Rural 
• Employed 

 



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 



Being scientific…Can You? 

Identify what you ARE doing? 

• Describe everything 

available as part of our 

healthcare system (drugs, 

devices, services, salaries, 

buildings…) 

• Determine the setting 

(1o/3o); clinical indication; 

population subgroup, where 

these are made available 

• Estimate utilisation volumes 

and unit costs for every item 

Decide what you SHOULD be doing? 

• Estimate health gain per 

item based on clinical 

evidence adapted to your 

country 

• Estimate budget impact per 

item, based on your costs 

• Establish exceptions 

• Only pay for best 

buys…stop paying when 

healthcare budget runs out 
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In theory, you can, using league 

tables 

1. List all possible health care interventions for all 

groups of patients 

2. Estimate cost & health gain (e.g. QALY/DALY) for 

each intervention  

3. Eliminate any options where an alternative costs 

more and gives smaller health gain 

4. Rank remaining options in order of decreasing value 

for money (e.g. cost per QALY gained) 

 

 

https://research.tufts-nemc.org/cear  

https://research.tufts-nemc.org/cear
https://research.tufts-nemc.org/cear
https://research.tufts-nemc.org/cear


Health benefit plan 
(basket of services) of 
an imaginary country 
where the Ministry of 
Health (many years 
ago) defined a cost-
effectiveness 
threshold of U$D 
10,000 per QALY in 
order to consider a 
technology as cost-
effective and allow its 
incorporation into the 
benefit plan. 

This limit is imposed by 
the constrained health 
care budget 

New 
Technology 

Cost USD: 5,000/QALY 

Technologies that will 
be displaced offered 

less “value for money”. 
The benefit gain from 
the new treatment is 

greater than the 
benefit foregone 

New health 
technology with 

a cost-
effectiveness 
ratio of U$D 
25,000/QALY 

Is the benefit gain from the new 
treatment greater than the 
benefit foregone through 

displacement? 

No. Displaced technologies 
offered better “value for 

money” (the healthcare system 
loses “health” and efficiency 

Cost-saving (e.g. polio-
sabin vaccination) 
 
Very cost-effective (e.g. 
U$D 1,000 per QAL) 
 
 
 
Relatively good cost-
effectiveness (e.g. U$D 
5,000 per QALY) 
 
 
 
Cost-effective  (e.g. U$D 
7,500 per QALY) 
 
 
 
Cost-effective (but at 
the limit, e.g. U$D 8,000 
or 10,000 per QALY) 

Source: Andrés Pichon-Riviere , 2013. La aplicación de la evaluación de Tecnologías de Salud y las evaluaciones económicas en 
la definición de los Planes de Beneficios en Latinoamérica 



Selected interventions $/QALY 

Warfarin vs. aspirin in 65 year-old with nonvalvular atrial 
fibrillation and high risk for stroke 

Cost-saving 

Thrombolytic therapy with intracoronary streptokinase vs. 
conventional therapy in patients with ECG evidence of AMI and 
duration of symptoms < 4 hours 

$4,800 

Warfarin vs. aspirin in 65 year-old with nonvalvular atrial 
fibrillation and medium risk for stroke 

$8,800 

Captopril therapy vs. No captopril 
in 60 year-old patients surviving myocardial infarction 

$11,000 

Thrombolytic therapy with tissue plasminogen activator vs. 
streptokinase in patients presenting within 6 hours after onset of 
symptoms of AMI 

$32,000 

Captopril therapy vs. No captopril in 50 year-old patients 
surviving myocardial infarction 

$73,000 

Warfarin vs. aspirin in 65 year-old with nonvalvular atrial 
fibrillation and low risk for stroke 

$410,000 

 

 

Shadow price 

Healthcare  
budget fixed 

The fixed budget approach 

Selected interventions $/QALY 

Warfarin vs. aspirin in 65 year-old with nonvalvular atrial 
fibrillation and high risk for stroke 

Cost-saving 

Thrombolytic therapy with intracoronary streptokinase vs. 
conventional therapy in patients with ECG evidence of AMI and 
duration of symptoms < 4 hours 

$4,800 

Warfarin vs. aspirin in 65 year-old with nonvalvular atrial 
fibrillation and medium risk for stroke 

$8,800 

Captopril therapy vs. No captopril 
in 60 year-old patients surviving myocardial infarction 

$11,000 

Thrombolytic therapy with tissue plasminogen activator vs. 
streptokinase in patients presenting within 6 hours after onset of 
symptoms of AMI 

$32,000 

Captopril therapy vs. No captopril in 50 year-old patients 
surviving myocardial infarction 

$73,000 

Warfarin vs. aspirin in 65 year-old with nonvalvular atrial 
fibrillation and low risk for stroke 

$410,000 

 

 

WTP 
threshold 

Healthcare  
budget 
needed 

The Willingness To Pay approach 



Selected interventions $/QALY 

Warfarin vs. aspirin in 65 year-old with nonvalvular atrial 
fibrillation and high risk for stroke 

Cost-saving 

Thrombolytic therapy with intracoronary streptokinase vs. 
conventional therapy in patients with ECG evidence of AMI and 
duration of symptoms < 4 hours 

$4,800 

Warfarin vs. aspirin in 65 year-old with nonvalvular atrial 
fibrillation and medium risk for stroke 

$8,800 

Captopril therapy vs. No captopril 
in 60 year-old patients surviving myocardial infarction 

$11,000 

Thrombolytic therapy with tissue plasminogen activator vs. 
streptokinase in patients presenting within 6 hours after onset of 
symptoms of AMI 

$32,000 

Captopril therapy vs. No captopril in 50 year-old patients 
surviving myocardial infarction 

$73,000 

Warfarin vs. aspirin in 65 year-old with nonvalvular atrial 
fibrillation and low risk for stroke 

$410,000 

 

 

Estimated 
threshold 

Budget 
impact 

The threshold approach 

Selected interventions $/QALY 

Warfarin vs. aspirin in 65 year-old with nonvalvular atrial 
fibrillation and high risk for stroke 

Cost-saving 

Thrombolytic therapy with intracoronary streptokinase vs. 
conventional therapy in patients with ECG evidence of AMI and 
duration of symptoms < 4 hours 

$4,800 

Warfarin vs. aspirin in 65 year-old with nonvalvular atrial 
fibrillation and medium risk for stroke 

$8,800 

Captopril therapy vs. No captopril 
in 60 year-old patients surviving myocardial infarction 

$11,000 

Thrombolytic therapy with tissue plasminogen activator vs. 
streptokinase in patients presenting within 6 hours after onset of 
symptoms of AMI 

$32,000 

Captopril therapy vs. No captopril in 50 year-old patients 
surviving myocardial infarction 

$73,000 

Warfarin vs. aspirin in 65 year-old with nonvalvular atrial 
fibrillation and low risk for stroke 

$410,000 

 

 

Estimated 
threshold 

Budget 
neutral 

The reallocation approach 



Incrementally and continuously update 

the BP 

• Designing/updating the BP is an ongoing 

process, not a one-off technical exercise 

• Refining the BP 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 



Establish a strong and defensible process: 

core principles of HTA 

Principles Putting them into practice… 

Independence Arm’s length from government, payers, industry and professional 
groups; strong and enforced conflict of interest policies 

Transparency Meetings open to the public; material placed on the web; 
decision criteria and rationale for individual decisions made public 

Consultation Wide and genuine consultation with stakeholders; willingness to 
change decision in light of new evidence  

Scientific basis Strong, scientific methods and reliance on critically appraised 
evidence and information  

Timeliness Decisions produced in reasonable timeframe; minimise delays in 
publishing decisions 

Consistency Same technical and process rules applied to all cases 

Legal framework Reference in country’s legal framework; institutional role in 
informing coverage and payment decisions 

Regular review Regular updating of decisions and of methods 
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How do others do it? (i) 

Country Model Scope 

England NHS; negative list for drugs; emphasis on clinical 
guidelines; Quality and Outcomes Framework for GPs; 
Payment by Results (DRG) for hospitals 

Incremental; 
entitlement to 
positive NICE 
guidance 

Thailand 3 health insurance schemes; Essential Drugs List for 
Universal Coverage Scheme; targeted approach re 
screening, vaccines, and other technologies and services 

Incremental; explicit 
drugs list and 
national screening 
and vaccination 

Australia Medicare; positive list for drugs and technologies (+risk 
sharing + price negotiation); FFS for GP services; DRGs for 
hospitals; Medicare Benefits Schedule (Fee Schedule) 
contains all subsidised services offered by Medicare 

Comprehensive, but 
targeted evaluation 
of new techs/drugs 
(not of MBS) 
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How do others do it? (ii) 

Country Model Scope 

Chile Health insurance system with public and private payers 
and providers; concerns on equity and access; single 
package of services – disease-based; right to access 
(waiting times, quality standards) but hard to review 

Comprehensive explicit 
package but not 
regularly updated or 
costed 

US: 
Medicare 

Access to most drugs (incl. off-license cancer drugs) but 
copays; Part B (insurance) for outpatients: extensive fee 
schedule 

Comprehensive but 
used as fee schedule 
for billing (not 
entitlement)  

EU Insurance systems (France, Germany, the Netherlands) 
have explicit packages but high level taxonomy (OECD – 
HCFC – health accounts) 

Comprehensive but 
high level – fee 
schedules instead of 
benefits packages 

New 
Zealand  

PHARMAC: positive list for drugs + competitive 
tendering + PxV agreements… 

Comprehensive for 
pharmaceuticals 
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Australia 

• Single payer system with purchaser provider split 

• Universal drug coverage via Pharmaceutical 

Benefits Scheme (PBS) since 1948 

• HTA applied to decision-making since late 1980s 

(4th hurdle process) 

• Now extended to other health technologies 

(vaccines devices, diagnostics, procedures, 

prostheses, blood products) 

• PBS today – comprehensive formulary covering 

most medicines dispensed in the community and 

hospital outpatients 

NICE © Copyright, 2011/12 



Australia 



NZ community pharmaceutical expenditure 



Chile 

• Segundo regimen de garantias explicitas en salud 
– Definition and Pathology 

– Access – patient subgroups 

– Diagnosis and Treatment 

– Financial protection 

• Most comprehensive approach 
– Extensive consultation 

– Consideration of different types of evidence 

– Disease-driven groups – from diagnosis to treatment and follow-up 

• But… 
– Resource intensive to update 

– Spending on non AUGE services growing as fast as spending on AUGE 

ones 
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European SHI 



NICE: a negative list for 

technologies 
• Topic selection process: technologies with potentially significant 

impact on health or budget (savings or costs) 

– All cancer drugs… 

– ~500 technology/indication pairs over 12 yrs 

• 1/10 of technologies rejected 

• 2/3 of technologies approved for all licensed indications 

• 24% of technologies approved for specific 

indications/subgroups or with evidence development 

• Positive guidance: 3-month directive for funding and legal 

entitlement to access drug – new NICE compliance regime 

announced in Dec 2011 for automatic inclusion in local 

formularies 





If you were responsible for designing the 

NHAM benefits package… 

1. What criteria, processes and 

mechanisms would you have in place for 

updating the health benefits package? 

2. How would you ensure that the benefits 

package gets implemented in practice, 

i.e. that listed services are actually 

reimbursed, high quality, and provided 

only when clinically appropriate? 

 

 


