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INSUFFICIENT INEFFICIENT : INEQUITABLE

By 2030, the People in developing
. -] countries spend

in financing UHC in
the 54 poorest
countries will be about

Health spending Is
too often
insuffici ent, s Ths paies
iInefficient and
inequitable s

is wasted
into extreme poverty

= 7 The time to ACT is NOW!

_ Emerging challenges ¢ Pandemic disease
like aging and ¢ outbreaks can
chronic diseases will ¢ cause health and

—_ = - drive health costs : economic crises

' even higher
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More money does not alway
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Figure 14: Maternal mortality and public expenditure on health, deviations from
estimates based on per capita income (2011 PPP), 2014
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Public expenditure for health as a % of GDP (deviations from predicted)

International Monetary Fund, World Economic Outlook Database, April 2016. WHO, UNICEF, UNFPA, The World Bank, and the United Nations
Population Division. Trends in Maternal Mortality: 1990 to 2015. Geneva, World Health Organization, 2015. All data extracted using wbopendata in Stata
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BPJS is collecting premiums in some of georestparts of Indonesia

Percent of district population registered with BPJS in district. Indonesia 2014

M Highest insurance
M Quintile 4
O Quintile 3
I Quintile 2
M Lowest insurance

Source: BPJS kesehatan. Population data Susenas 2014, Analysis: Pisani, Pratiwi, Setiyaningsih
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Health status index, by district, Indonesia 2013
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Sierinn Marvsty of Faallh, Magyssy: P, Prarwd, Sebyirargsh

eubsidisitgpfoRidedzhdd neglecting
the neediest: the case of Indonesia
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Average BPJS claims paid for inpatient senices, per registered BPJS participant,Indonesia 2014

M Highest claims
= Quintile 4

O Quintile 3

= Cuintile 2

B | owest claims
O Mo data

Data source: BPJS. Analysis: Plsani, Pratiwil, Setijaningsh
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Pct of villages in district with no easy access to a hospital

M over 50%
B >20-50%
055-20%
0.5%
L]

Souroe: 8PS Pocs 2014

Reproduced from Elizabeth Pisano analysis, 2018 4 Tern\ﬁgg
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Figure 1 7e re-coded one value
Estimated annual costs of multiple sclerosis disease-modifying therapies in the United States fron
1993 to 2013

Annual costs estimated from average wholesale prices (AWP), or wholesale acquisition costs if AWP not

reporled and discounted 12%. IFN = interferon. SpeC.t 2015.29(1).1%2
; :
The cost of multiple sclerosis drugs in the US and the pharmaceutical industry
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Less benefit 2

Non-quantifiable 15
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Considerable 32 ——

Major 22

No proof of added benefit 125

Fig 1 IQWiG's assessment of added benefit of new drugs entering the market in Germany, 2011-17 (Maximum added
benefit in any patient group included in a given assessment. Proof requires a statistically significant benefit on patient
relevant outcomes in a randomised controlled trial or very large benefit in a non-randomised trial)

BMJ 2019,366:14340 doi: 10.1136/bmj.14340 (Published 10 July 2019}



Without strong evidencenformed demand,

healthcare can make people poor. %

40 million Indian people fall into poverty every

year due to medical costs, mostly drugs
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China moving in the right direction

m 2008
m 2013

NN

<

312

£10

g8

&

ﬁ 6

o 4

S

Eo

Urban Rural
Residential location

Figure 1

Impoverishment rate for urban and rural households in 2008 and 2013.

Xu et al.]nt J Environ Res Public Hea019 Mar; 16(6): 1074. .



https://www.ncbi.nlm.nih.gov/pmc/articles/PMC6466394/
https://bmjopen.bmj.com/content/8/5

HTA and pooled negotiations can help keep prices
down: in the USA payers incl the government, are not
allowed to use HTA to negotiate a better deal

Average foreigaro-Canadian price ratios, 2005, 2016
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Danzon Pharmacoeconomics, 2019
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Does the USA need a national health technology assessor?
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The Need for Priority Setting: Health systems everywhere

Burden of
chronic
disease and
ageing
populations

explectations | PO“Cy
and promise and

of universal .
ST Practice

Growth in
technologies
¢ expanding
marketplace

are under pressure é

‘The World Health Report

Status quo, unfair and unsustainabBetween @r&&gﬁ?
20-40% of the ~$8 trillion spent annually on| =&

healthcare is wasted
Sourcehttp://www.who.int/whr/2010/en/

. ‘f‘ S0 fl
Finite R o
budgets and

Tackling Wasteful Spending

financial ) Rt -
preSSU res / @Organization
About 1/5 of healthcare resources is

wasted

Sourcehttp://www.oecd.org/health/tacklingwasteful
spendingon-health-9789264266414n.htm (Jan 2017)
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http://www.who.int/whr/2010/en/
http://www.oecd.org/health/tackling-wasteful-spending-on-health-9789264266414-en.htm

Health
Technology
Assessment

Taking off as a means of assessing value

perspective
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y glorld Health FINAL-SOMHD ENDORSED
rganization
9 Theme 1: ENTITLEMENT/ACCESS TO AFFORDABLE PACKAGE OF GOODS AND SERVICES (end-user perspective)
Regional Ofﬁce for South-East Asia
Program Programme/Project Activities Expected Outputs and Indicators Lead Country Source of
R Strategy and from 2016 to 2020 Support
REGIONAL COMMITTEE Provisional Agenda item 8.3 gy (Proposed by Cluster)
E g
G Achieve best\ 1. CAPACITY BUILDING ON HEALTH TECHNOLOGY ASSESSMENT
value for
I fwﬁ‘v’(;?“ﬂh . SEARRC70/9 money 1\1 Country Assessment of HTA | Expected output: Thailand Partners of
O 6-10 September 2017 21 August 2017 through Capacity Gaps Country Assessment of HTA by 2020 Malaysia HITAP
Health International
N « IndicatorsNumber of country assessed o
A Technology Philippines
Assessment e Number of advocacy materials developed PP
L (HTA) ¢ Advocacy plans to address the gaps
.. developed
Access to medicines
= 1.2 Capacity Building based on Expected output:
Country Assessment (workshops, | ¢ Regippal capacity building plan and
internships and conferences, and 20“““1"’;5 ty building pl .
n . . . : : p « Country capacity building plan an
partnerships with academic T
Evidence helps whemegotiating e

« A generic training module on HTA that can
be adapted by all ASEAN countries
developed

price and rules on reimbursement
which in turn affect access. Health
technology assessment is a routine

Indicators:

e Capacity building plan by 2018

¢ Trainings held and number of trainees by
2019

part of the decisiormaking process

for adding medicines to the national
benefit package in Thailand, and oth
countries such as Indonesia and Ind
are introducing this approaché

www.asean.org




5 StepHTA process

How do we decide if the
evidence is strong enough to
support a decision? What are
our recommendations?

¥

Appraisal

What is the Decision problem?
Topic identification and
Prioritisation

¥

Decision
making

1)

What is the decision to be
taken?

Defining
decision space

Analysis

L)

What is the required analysis
needed to help answer the
decision problem?

How is the decision
implemented and
monitored?

¥

Implementation

@DSI

Better decisions. Better health.



HTA Is becoming a major tool for priority setting and price
negotiations for national governments in committed to UHC.

National Health Insurance Act of 2013, SectionBiXcluded Personal Health Services L
PhilippinesY G ¢ KS / 2N1IR2 NI A2y akKltft y28
which the Corporation and the DOH consider aasffective through

KSIt 0K (0SOKy2ft23e aaSaayvySyuaxe
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crUZ:
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Indonesia Minister of | S | f Dedte@Mo. 71/2013Article 34

(5)Health Technology Assessment Committee provide policy
recommendationto the Minister on the feasibility of the health
serviceas referred to in paragraph(4) to be included as benefit
packageof NationalHealthinsurance

5‘33 Z/’/ .
WL National treasury

== Department
4 National Treasury

V REPUBLIC OF SOUTH AFRICA

(4) Treatment must not be funded if a health care
service provider demonstrates that(a) no
medical necessity exists for the health care
service in question; (o costeffective
intervention exists for the health care service as
determined by a health technology assessment;

& U daMedical Technology Assessment Board for
evaluation and appropriatene ==& .. ional treasury
effectiveness of the available (5 owvrer
Technologies in Indk¥standar ="

REPUBLIC OF SOUTH AFRICA

MINISTRY OF HEALTH & FAMILY WELFARE

interventions that will reduce the cost and variation or (c) the health care product or treatment is nof
in care, expenditure on medical equipmeXbverall === | Included in the Formulary, exceptin

f treatment. reduction in out of pocket O o 0\1 ' circumstances where a complementary list has
costo . " P .. Do\ B been approved by the Minister
expenditure of patientsQRef. MTAB, Ministry of ’ HTA unit budgeted @R368m in 2018 budget by

Health & Family Welfare, Government of India i O2dz/ INE Q& ¢NEI adNE




Message from the Hon. Minister of State (MoHFW)

I/ 218~Z4 ‘7420/25
WRAY U9 gRaR I T
AP

& .
< =4 MINISTER OF STATE FOR
il AR A HEALTH & FAMILY WELFARE
o~ GOVERNMENT OF INDIA
AT uea 2 W s Wl
Anupriya Patel —
MESSAGE

Health Technology Assessment (HTA) is a form of policy research that examines
short- and long-term consequences of the application of a health-care technology.
Prime objective of HTA is to ensure value for money to the patients, efficient
utilization of the resources and ensure that the actual benefit of innovations reaches
to the patients. HTA can solve numerous medical queries and problems for example
cardiovascular problems can be resolved by various techniques like reduction of
stress at workplace, cessation of smoking or heart by-pass surgeries.

Recognizing the importance of HTA in health services design, management, and
delivery of health system, the Government of India has established the Health
Technology Assessment in India (HTAIN) with a view to providing the maximum
utilization of health care benefits to people.

Our achievements in various fields like life expectancy, infant & maternal
mortality rate, accessibility of healthcare services in rural areas, intensive
health campaigns, sanitation devices and increase in number of Government
& private hospitals etc are significant. Improvement in immunization coverage and
literacy rate, have improved the overall health of the country. But, the factors like,

group and High bills of medical care for long term disease are of great concern. The
majority of healthcare spending in India, is out of pocket (OOP) (82.2%), 74.7% of
which is spent on medicines. Many patients in India have been forced below the
poverty line due to healthcare expenditure. Set against this backdrop, only 3 — 5%
of Indians are covered under any form of health insurance.

| am confident that HTAIN will be a transparent, effective and systematic gnd
unbiased system, which will be able to accelerate the process of providing access to
new research and development to the patients and lead to 100% utilization gf existing
resources.

(Anupriya Patel)

Stakeholders

Health Technology
Assessment in India (HTAIn)

Outcome Report
On

“Health Technology
Assessment of Intraocular
Lenses for treatment of
Age-related Cataracts in
India”
G¢KS oSYSTFAOG LI O1lF3ISa ¥F2
foldable lens and small incision cataract surgery with

rigid PMMA lenses may cost as 9606 INR and 7405
Lbw NBALISOUAODSTE &¢

Health Technology Assessment in India (HTAIn) Secretariat,
Department of Health Research,

Ministry of Health and Family Welfare

July-2018
New Delhi




Making HTA the Law of the Land:
The India HTA Board Act (draft)

THE HEALTH TECHNOLOGY ASSESSMENT
BOARD ACT 2019

AN
ACT . . .
7(1) The Board will be a National Advisory Body for
to provide for the constitution of a Board for providing : 1: : . :
evidences related to cost-effectiveness,  clinical- pI'OVldlIlg robust evidence for decision ma‘klng on

effectiveness and safety of medicines, devices, vaccines
and health programmes by means of Health Technology . : .

Assessment (HTA) studies for decision making. It will (I)Health Technologles and Interventions
evaluate  affordability,  appropriateness and  cost
effectiveness of the available and new health technologies 11)Clinical blic health. social car g-m' elines
in Indialt will work on the objectives of maximizing ( )C cal ,public ne » SOC carc d
health, reducing out of pocket expenditure and reducing

inequality so that maximum people can have access to (ii1)Quality evaluation in health and Social sector

quality healthcare at minimum cost in the country.

BE it enacted by Parliament in the Seventieth Year of the for implementation in public health and social care sectors in
Republic of India as follows:-
Central and State Governments

CHAPTER 1
PRELIMINARY

1.(1) This Act may be called the Health Technology | Short title, extent
Assessment Board Act ,2019 and

commencement.
4 /2°N1 0O 16

"“Y7(2) It extends to the whole of India
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Coming soon

Health Technc

Welcome To The Hq

To facilitate the process of transparent and evidence informed decis
Health Technology Assessment in India (HTAIn) under the Departr
generate evidence related to the clinical effectiveness, cost-effective..coo, wiu vaivey o
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http://htain.icmr.org.in/

HTA in Thailand: $768 Million Dollars Saved

within 5 Years
JTAP

Health Interveatisn an¢ Techuslogy Assessmant Program

Threshold analysis for price of oxaliplatin

From 20102014

UsingPurchasing pricén 2009 as basic price

10,000 -
Item SavingBhf)
8,000 - Threshold price that makes oxaliplatin cost- ARWon CL 5328.59 milliorBht(177.61 million USD)
6,000 effective: in theThal health:care setfing AR\CL 10165.19million Bht (353.84 million USD)
4000 J2andClopidogrel 6830.37 milliorBht (227.68million USD)
5 Flu vaccine 266.47 milliorBht (8.88 million USD)
0 - Journal of Evidence, Training and Quality in =
original price negotiated price Health Care z
. . . . .. Volume 108, Issue 7, 2014, pages 397-404 -
Use Of HITA Informatlon in prlce negOtlatlon What is the contribution of health-related evaluations to decision-making
in healthcare? Experiences from 7 selected countries
i Original price Reduced price Potential saving
Medicine (THB) (THB) (THB per year) main emphasis
The use of economic evaluation for the pharmaceutical
Tenofovir 43 12 375 million industry in Thailand
Pegylate interferon 9,241 3,150 600 million Cost-benefit assessments as an instrument for establishing the
Slphia 2eind o) list of medicines to be reimbursed in Thailand
Oxaliplatin (injection 50 8,000 2,500 152 million
mgiZS ml) Yot Teerawattananon ' Nattha tritasavitol ' & = Netnapis Suchonwanich 2 ,Pritaporn Kingkaew '

With in 5 years implementation:

Saving 768nillion USD

Better decisions. Better health.
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HTA in Vietham witibS]

Health benefit package reform

A Almost 80% of the o A Stud*_lec:_to f
Vietnam Social Security ndations Speciiication o
22% Indications for use of

reimbursement budget N

were on ineffective or cost | meaest medicines In health

I l " I 510/ ut not gooda vaiue it .
ineffective medicines. S re facilities.
A iDSlsupported rapid 27t A Anonymisedesults

review of HBP to identify r(?]portted_ 3.23 z?oek 0O 3
pOtential SavingS of VND 2dNDSY t 2108 ohdgigTud of S I éxwic ui%pl; zegr' IQ}f@ﬁ hlﬂjﬂd .'.a
3,335bn (US$147m) eaCh tAShGyryoa 18KHtdKk . Sys¥ad tI 01 FaIsSPRBF 2 Np¢ Kz ZU

year without reducing reference of other
health outcomes countries that may

wish to apply
e approach.
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Better decisions. Better health.

International Decision Support
Initiative



IDSI History

NICE

National Institute for
Health and Care Excellence




IDSI| has worked intensively with seven countries and
accelerated HTA in a further four

-

SERY RS

&

IDSI has helped 7 countrieéSduth Africa,
Ghana, India, China, Philippines, Indonesie
and Vietnam)naketangible institutional
progress towards embedding HTA into
national health priority-setting, UHC health
benefits package (HBP) design and listing,
and commaodity procurement

4 countries (Kenya, Tanzania, Zambia,
Bhutan) have made early progress in laying
institutional foundations for HTA

. Flagship or core partner
P Moderate
[ | Nascent

22



IDSI empowers governments to provide

accessible, cost-effective PHC

Uniquely building HTA and health economics applied capacity for
the long term

In Ghana, an iDSI cost
effectiveness review of
hypertension drugs has equipped
the government with greater
negotiating powers.

A 10% price reduction, to be in line
with UK generics pricing, could
save over US$5.6@d enough to
treat untreated patients 4x over.

The government has now
endorsed an HTA strategy to
ensure longerm sustainability of
the insurance fund.



IDSI has supported the institutionalisation of HTA in China

/

dThe longterm collaboration between
CNHDRC andiDSE i s hi ghly
CNHDRC... One senior member described
the relationship as
mutual learning ver t i meé a
mutuallybeneficial and supportive
partnership. 6

IDSI Country Learning Review, China
(2018)

The China National Health Development Research  Center
(CNHDRC), thinktank of the National Health Commission and iDSI

core partner, is a key agent for strengthening evidebased decision
making in China.

With i D Sohgbiag support, CNHDRC has established a National HT.
Centerto serve thenewly formed National Health Commission.

CNHDRC is developingdTA methods for the Essential Drugs List
(EDL), including the evaluation of drug procurement, clinical usage,
pricing and reimbursement.

(wenitbelhugg pharmaceuticals market worth $108bn (2@148)%
more than all other LMICs combineillthe potential for efficiency
gainsotransiadinglinto heaftte dubkceomae@s, is enordmous

24



Knowledge Products and influencing global health policy

g Center
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vv HA I S I N The International Decision Support Initiative

I- ’ Health Technology Assessment Toolkit
r = Set the scene for HTA = Compile the best HTA evidence
= Make HTA an inclusive process = Build capacity to support HTA
p = Ensure political commitment = Set up a transparent and consistent
process

Designing Benefits for
Universal Health Coverage

Guide to Economic Analysis
and Research (GEAR) Online Resource

The Global Fund

To Fight AIDS, Tuberculosis and Malaria




IDSI| today
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IDSI: Delivering value and impact for health systems

We work In partnership with countries to build long -term institutional capacity
for evidence -informed priority -setting and sustainable universal health

coverage (UHC).

A Diverse global delivery network  with access to health, economics, health technology
assessment (HTA), policy, and capabiyiding expertise

A Strong government backing from UK, Thailand, and China for Nor{South and
SouthSouth partnerships

A Extensive and practical policy experience of priority setting in UHC systems
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IDSI -Who we are: Core Partners

@ center  Imperial College
Development London

gr—
IIAP

Health Intervention and Technology Assessment Program

BE &
KEMRI \Wellcome Trust [ @ NUS
CLINTON

HEALTH ACCESS INITTIATIVE

&
. i N I PH 4*‘?‘ I (}‘ YalSad1s1SAUduUNIBIG
7

http:/ /www.thainhf.org

Norwegian Institute of Public Health




Plus global & regional collaborators including:

Health Technology
Assessment International
(HTAI)

World Bank (WB) & Joint
Learning Network (JLN)

International Association
of National Public Health
Institutes

Collaborative Africa
Budget Reform Initiative
(CABRI)

HTAsiaLink

PATH

~

"

~

Strategic Purchasing

~

~

~

Institute for Health
Metrics and Evaluation
(IHME)

Disease Control Priorities
(DCP)

"

Other Regional

Africa Resource Centre University of Bergen networks
(SPARC) AEast African
) \ ) Community
AEconomic Community
of West African States
N[ ) ASouthern African
Development
Tufts University University of York S

Prince Mahidol
Award Conference

UCLHealthPrior

(ATHEA

African Health Economics
and Policy Association

World Health
Organisation (WHO)
(inc. AFRO/EMRO regions




What do we do?

Develop institutional
capacities and
transparent governance
processes, enabling
maximum health gains
and transition from aid

Institutional
Strengthening

Smart |
Purchasing ¥

Empower countries to
spend their own
budgets smarter and
implement more
efficient and equitable
HBPs and delivery
platforms, making UHC
and SDGs a reality

Generate, integrate and
deploy policy-relevant
data and knowledge to
support better decisions
at global and national
levels

Data, Evidénce,
and Analytics

Methods,
Processes,
and Tools

Co-create global public
goods to support
countries and funders
in standardizing,
contextualizing and
applying approaches
to improve value-for-
money in health

30



Our approach

We ensure policies are We encourage We strive for
EVIDENCE LOCAL LONG-LASTING
INFORMED OWNERSHIP SOLUTIONS
and fair and capacity and in-country capabilities
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Advisory Board Members

A Dr SolangdHakibac Deputy Director, Rwanda Social Security Board

A Dr Martha Gyansd_utterodt - Director of Pharmaceutical Services and Chief Pharmacist,
Ministry of Health, Ghana

A Dr Bruno Meessemr Project Director, Th€ollectivity

A Dr Somil Nagpal Senior Health Specialist, Health, Nutrition and Population Global
Practice, World Bank

A Dr Damian Walker Deputy Director of Data and Analytics, Bill and Melinda Gates
Foundation

A Dr Nicole Spiekec Director of East Afric®harmAccess

A Dr Suwit Wibulpolprasert; Senior Health Advisor, Ministry of Health Thailand, Vice
ChairHiTAMNational Health Foundation

A Dr Ole Frithjof¢ Professor, Department of Global Public Health and Primary Care,
University of Bergen
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THE UNITED REPUBLIC OF TANZANIA

5.14.3. Policy Statements et Co o v A a5STAYS |bdsedbenefRgkays for
4The government wilmprove Kenyans under Universal Health Coverage: (A Ilst.
adequate knowledge in health of s_erwces that _should be prioritized and made
technology assessment (HTA) f available taking into account the cost
_ _ _ effectiveness, impact on financial protection, arffPPUBLIC OF KENYA
evidence based selection of quali equity in access across the population). i
and safe technology as well as A Define a framework for institutionalization of

The National Health Policy 2017

realizing value for mored® ¢ | SFfGK ¢SOKy2ft23&8 1 daSaavySyad ol
National Health PoIicy 2017 Cabinet Secretary, Government Gazette, July 2018

TANZANIA HEALTH TECHNOLOGY ASSESSMENT
The aim ofCtrcl)eMTl\gerzLﬁiirgT:e-;AI\t?Technology ﬁ A 0 MOH s .h ou I d : devel op)Nuonaltethommiaoia-pln
Assessment Committee (THTAC) is to make evidenc REPLDIC Ol (G ensure sustainable financing and -
informed recommendations to the MOHCDGEC baseft Ll WL operational management of the supply S
on the internationally recognized HTA framework. Th chain to transition to a government led
committee will make recommendations about th supply chain system
public provision of health technologies that will MOH should establish a National Pricing
contribute to maintaining and improving the health anc Committee for Medicines
well-being of Tanzanians, provide value for money an MOH should institutionalise Health
lead to the ultimate goal of Universal Health Care,. Technology Assessment to provide 2018 Aide Memoire
Committee Chaired by CMO and reports to technical advice to the NPCH
Secretary, ToRs, 2018
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BeNeLuxA collaboration

The BeNeLuxA Initiative aims to ensure sustainable access
to innovative medicine at affordable cost for our patients.

m EUROPEAN
COMMISSION
Brussels, 31.1.2018
COM(2018) 51 final
2018/0018 (COD)
Proposal for a

REGULATION OF THE EUROPEAN PARLIAMENT AND OF THE COUNCIL

on health technology assessment and amending Directive 2011/24/EU

(Text with EEA relevance)

{SWD(2018) 41 final} - {SWD(2018) 42 final}
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Positive outcome of joint
reimbursement
negotiations on Spinraza

Beneluxa Initiative partners
Belgium and the Netherlands
successfully negotiated the
reimbursement of Spinraza
Belgium and the Netherlands
have reached an agreement on
the pricing of Spinraza, a drug for
Spinal Muscular Atrophy (SMA).
Spinraza will be reimbursed for

specific...

K more
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Ireland joins
BeNelLuxA initiative

22 June 2018 Today, the Irish
Minister for Health, Simon Harris
signed an Agreement with his
colleagues from Belgium, The
Netherlands, Luxembourg and
Austria to join the Beneluxa
Initiative on Pharmaceutical
Policy. The ceremony took place
during the Employment, Social
Policy....

The BeNeLuxA Initiative aims to ensure sustainable access
to innovative medicine at affordable cost for our patients.

General update (January
2018)

The Steering Committee of the
BeNeLuxA cooperation met in

Luxembourg on 18 January 2018.

Experiences with joint HTA
reports and joint negotiations
were assessed, and the planned
activities for 2018 in the areas of
HTA and pricing and
reimbursement were discussed.

Topics included...

K more

PUBLIC HEALTH

European

Commission

European Commission > DG Health and Food Safety > Public health > Health technology assessment > EU cooperation

Go back to Health technology assessment » EU cooperation
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Strengthening EU cooperation beyond 2020

In 2016, the European Commission started work on strengthening EU cooperation on Health Technology Assessment in response to calls from
EU countries, the European Parliament, and interested parties to ensure its sustainability beyond 2020. In its 2017 Work Programme, the
European Commission announced that this would extend to improving the functioning of the single market for health technologies.

-+ Legislative proposal
A legislative proposal was adopted by the European Commission on 31 January 2018. It is the result of an extensive reflection process

following the results of the impact assessment outlined below. It has been sent to the European Parliament and the Council with the aim of
adoption by 2019. The proposal and related information can be found here:
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example, in relation to establishing the pricing or reimbursement levels of health technologies. HTA can therefore :
Member States in creating and maintaining sustainable healthcare systems and to stimulate innovation that delive
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REGULATION OF THE EUROPEAN PARLIAMENT AND OF THE COUNCIL on health technology assessment ar
Directive 2011/24/EU
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HTA Informs pricing across EU

REIMBURSEMENT
POLICIES IN EUROPE

@?g o‘b"o
Adwhile sqmﬁ coun}ries JfoC- 3 9
systematically apply L ?
TA for all néw G
medicines (such as July 2048
Denmark, France and

Poland), others only
assess those causing

|

certain concerns due to, BASIC R&D

for |nstan Ce’ u ncertal n « Screening of candidates . Mérketing Authorization . Pharrr?acovigillentce
eﬁeCtlveneSS, hlg h « Product development . ;{sgﬂ?atiri;iment approval . E:;L;:ierz;ﬂreess incl.
prices or high budget  _______ ______

Impact (such as United
Kingdom) Of the 45
countries surveyed, 34
have at least one HTA
agency in place,
primarily in the public
aSOuU 2 NJIbe "POUCES.  SCANRING

http://www.euro.who.int/ __data/assets/pdf file/0011/376625/pharmaceutical -reimbursement-eng.pdf?ua=1
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