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Abstract: Problem statement: The goal of this study is to extend research omdénhce-Based
Practice (EBP) implementation by examining the sieoimaking processes for acquiring new health
technologies in selected hospitals in Southease@sland, Australia. Both a decision-making model
and a mini-Health Technology Assessment (HTA) magigbe the approach and analysis in this
study. We anticipated that both public and prissetor organisations would use HTA as the guideline
in decision-making processes to acquire new heatthnologiesApproach: The data were collected
using two methods; document analysis and in-ddpite-to-face interviews. The steps in decision-
making processes to acquire new health technologas identified through content and thematic
analysis. The HTA process and mini-HTA checklistevased as a bench mark for decision-making
processesResults: Decision making processes were described as imfloimnot-for-profit private
hospitals and as formal in public hospitals. Degisiin not-for-profit private hospitals were drivien
business strategy and the cost effectiveness ofetttenologies. In the public hospital, however, the
main factors were safety and clinical effectivenaBough budget also has some impact. Decision
makers in both types of hospitals were unclear BbBdA and its agencies. They also were not aware
of mini-HTA, even though they were searching foiswtable support tool for decision making.
Conclusion: This study identified the impact of HTA and mini-Tin public and private hospital
settings. Findings from this study show that th&lewce from HTA is not fully utilised by decision
makers in the hospitals to make informed decisibtealth authorities should play a more active role
in educating decision makers at hospital level rigg health technology assessment. Mini-HTA can
be a beneficial tool for decision making procesgdsospital level.
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INTRODUCTION The main purpose of HTA is to offer policy makers

and funders, health professionals and health comsum

Health technology undoubtedly produces manyessential information to recognize the advantages a
benefits in patient care and quality of life. Howev comparative value of health technologies and to emak

:heLe i’;\re_ concerns _abc;]ut |§Ee adoption dc')tf d:nteSteﬂformed decisions either on policy, funding omidal
echnologies, Increasing heafih care expendiiutean o g (Australian Government, 2009).

unavoidable growth in end-user expectations. These However. concerns have been exoressed about the
concerns have led to increasing interest in Health ' P

Technology Assessment (HTA) over the last 20 yeargap?bi"ty of HTA_ a_lgencies to enhance the use e_i'rth
(Stevenst al., 2003). HTA is broadly based in terms of findings by decision makers and target audiences
both its methods and applications. It can contair{Lehouxet al., 2005). This issue led HTA agencies to
assessments of cost, effectiveness, safety, efficam conduct experiments with different knowledge transf
cost-effectiveness, as well as covering organisatjo sStrategies and evaluate their varying effectiveness
social, ethical and legal implications. It can tppleed  (Hivon et al., 2005).
to equipment, drugs and procedures, as well as the The concern now is that knowledge generated from
organisational and support systems. It can includédTA is still not incorporated as it should be into
existing as well as new or emerging technologiema@ political, organizational and clinical decisionsaghon
et al., 2008). et al., 2006). Extensive studies have been conducted to
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find out the most effective dissemination strategleat Yet, studies show that the HTA findings are still
should be used by HTA producers (Haieeal., 2004). not optimally disseminated to decision makers
However, there are remarkably few studies on theespecially at institutional and individual levels
effectiveness of dissemination strategies fromuers’  (McGregor, 2006; Sorensoet al., 2008). McGregor
viewpoint (Hivonet al., 2005). suggested that ‘Possible explanations for thisifigd

Hospitals as providers of healthcare are the mai@re that the HTA process lacks the necessary
buyers of equipment and they provide the bulk ofmechanisms to translate evidence into policy amd th
costly, high-technology services, thus they are tmosthere is inadequate contact of HTA producers i t
important users. Also, ‘HTA can be used by hospital d€€iSion makers who use them'.

P e ; ; : : Hospital-based HTA or “mini-HTA” has been
for guiding difficult choices, especially in balang ; . i
organizational and community needs’ (Banta ano&ecqgnlsed {I:I('S one strategy LO |nqor|p>|orat|e HTA “'.m'm
Oortwijn, 2000). ecision making process at hospital level. Mini-Hi

Th bl f unlimited d dsi ituati fa management and decision support tool based on the
___\he problem of unlimited demands in a situation 0 reasoning involved in HTAs. The concept of mini-HTA
limited resources must lead to prioritization inatle

. ; was introduced by the Copenhagen University Hokpita
care systems. This problem has become acute iy'®da 5nq in 2000, the Danish Centre for Evaluation and
world of rapidly emerging advanced technology andyegith Technology Assessment (DACEHTA) prepared
extensive investigation is constantly being undema 3 form and a guide to the acquisition of medicaficks
to find solutions to problems relating to healtive®e  for hospitals. Since then mini-HTA has developedias
priorities (Leggatt al., 2006). The need to set priorities standardised form, or check list, with a number of
is directly related to the problem of decision nmaki queries relating to the prerequisites for and ingilons
(Gallego et al., 2008). The fundamental feature of of using (new) health technology (Vestergaatdl.,
decision making lies in the formulation of alteimes  2005). Mini-HTA can be used both for applications f
to meet the situation under consideration and irequipment and for the introduction of new treatraent
choosing between these alternatives, after evalgati (Ehlerset al., 2006). It can be conducted in a short time
their effectiveness in achieving the decision maker frame and gives an input for decisions at the tivhen
goals and objectives (HBSP, 2006). needed (Vestergaastial., 2005).

The decision making environment in health care ~ Most previous studies related to new health
systems has been described as different and compldgchnologies focus only on the decision making
(Gallego, 2006). Decisions in health care can wwol environment in .DUbl'C health institutions  (Mullen,

. e . : 2004). With the increase in demand from consumers,
clinical decisions such as patients choosing treats) or

h Iso involve health i Kerd public hospitals are not the only providers; the
they can also involve health care policy MakerfiAL  omergence of private health institutions has become

those relating to the Pharmaceutical Schedulgyeyitable. Private hospitals consist of single pits
(PHARMAC) (Gallego, 2006). operators, not-for-profit organisations, privatealtie
The problem of priority setting is still under insurance funds and large listed public compariies.
ongoing debate and there is little consensus otvéise  Australia, not-for-profit private hospitals are osehby
method to carry it out (Kapiriri and Norheim, 2004) religious, charitable, or community institutionse(fott
Also there is no consensus to date on what are thend Hughes, 2005). This study investigated decision
optimal criteria for setting priorities related ¢hoosing Making processes for introducing new health
new health technology. Nooramt al. (2007) have technologies in both public and not-for-profit rte
identified 59 unique priority-setting criteria irhdir hospltqls. . .
. . - This research addresses three main questions:
review of eleven HTA agencies. These sets of daiter
are undoubtedly useful for the decision makers wher How is a decision on acquiring new health
evaluating new health technology for adoption technologies made?
(Johnson-Masotti and Eva, 2005). However, to get the Do decision makers use HTA as a decision support

information about whether the health technologyeasnd tool? _ _
consideration complies with the listed criteriacidion ~*  Are there any differences between public and not-
makers must turn to HTA. Sanders argues. for-profit private hospitals in using HTA in their

The key issues governing decisions regarding the ~Practices?

appropriate adoption of health technologies are the

cost-effectiveness and efficacy of the technolqggieis

is where decision and policy makers turn to Health  Two studies-one using document analysis and the

Technology Assessment (HTA)’ (Sanders, 2002). other using semi-structured in-depth face-to-face
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interviews-were conducted between May to Decembewere made. Segments or paragraphs were coded and
2010. labelled. Coded segments were then compared to find
similarities of ideas and events. The processes wer

Research setting: The study took place at hospitals in repeated until all comments were assigned into
South East Queensland, Australia. A multiple casggategories (Silverman 2004).

study method has been applied rather than random
sampling, due to the difficulty of getting agreem&n  gipics This study was approved by Griffith University

participate from all hospitals in South East Quéarts Human Research Ethics Committee and was further

within the research timescale. Four hospitals Were, 1 orsed by Queensland Health Metro South Human

selected using a convenience sampling method. Thr . ; . . .
were not-for-profit private hospitals and one was :Ifthlcs Committee. All participants signed written

public hospital. consents before participating. The interviews walie
de-identified and the confidentiality of all dataasv

Participants and recruitment: Documents related to ensured through password protected procedures.

decision-making processes for introducing new healt

technologies were collected from all hospitals. The RESULTS

documents collected included product review forms,

and examples of business cases. Minutes of meetings  The results presented here are from the two data

although potentlal_ly relevant in the deC|S|on_ makin sources: documents and interviews.

process for acquiring new health technologies, were

excluded as they were confidential. Hospital d hics Four hospital ticinated |
Interviews were conducted with decision makers' 'O emographics. Four hospitals participated in

who were directly involved in the decision making this §tudy. Three are not-f(-)r-profit. private hoap’tand
process for acquiring new health technologies &s¢h ©ON€ i @ Sta_te funded public hospital. All hospitrve
four hospitals. Twenty-one interviews were conddgte the population of South East Queensland. Because of
ten with administrative managers, six with nurseconfidentiality, the hospitals are coded as Private
managers and five with medical managers. Thérivate B, and Private C for the not-for-profit vaie
participants were chosen by using an organisationd1ospitals and Public for the public hospital. Emees
structure framework and a list of key decision mgki Of hospitals are provided in Table 1.
roles provided by the General Managers of the
hospitals. Health technology assessment at hospitals: None of

the hospitals conduct specific health technology
Data collection and analysis: The documents were assessment. They have a product review committee to

analysed using a comparative method, comparing thgyajyate new products they want to acquire. However
documents collected from hospitals with a mini-HTA these are not formal committees, except in theigubl
checklist produced by the Danish Centre (DACEHTA)'hospital, where it is stil in an early stage of

The mini-HTA checklist from DACEHTA was used as jeyelopment. In the public hospital, this commitise
a benchmark because of its worldwide recognitioa as
decision making support tool. Similarities and
differences between items in the product reviewnfor

and the business case with the mini-HTA checklisten . .
noted standardized product evaluation forms when theylnee

The interview guide was developed to ensure théohassre]ssda new productdpr|0r to mtr(;lductlon. o ¢ f
capture of pertinent information and structural Other hand, Private A and Private B have a range o

similarity of each interview. The guide consistefi o different forms depending on the purpose of the
four parts; decision making processes, evaluatioffvaluation, for example, a ‘new or alternative prcid
processes, perception of HTA, and implementatich antrial’ form and 'consumable product evaluation’riar
future improvement. The participants signed a conse ~ However, all hospitals in the study are using
form before the interview. The interviews were business case analyses to analyse the cost effieetis
recorded with permission from the participants. Theof the more expensive products. Table 2 summarises
recorded interviews were transcribed by thethe criteria the hospitals use for analysis and pames
interviewer. Transcripts were read through, ancesot these with the mini-HTA criteria.
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part of the hospital structure and has a formaltmege
scheduled for once a month.
Two hospitals, Private C and Public, use
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Table 1: Hospital demographics

Private A Private B Private C Public
Bed No. 286 beds 149 beds 58 beds 302 beds
Staff No. 1450 employees 485 employees 110 empdoyee 1972 employees
Services Medical and Medical and Medical and Méddical
Surgical Services Surgical Services Surgical iSesv Surgical Services
Table 2: Summary of criteria used for health tedébgypassessment
Mini-HTA Private A Private B Private C Public
Standardize form Yes No No Yes Yes
for HTA checklist
Main issues assess Technology Technology Technology Technology Safety
in the form: Patient Workplace health  Workplace health Projected use edfiffeness
Organization and safety issues and safety issuesf the @roduct Clinical Feasibility
Economy Change Cost benefits Quality and safety suelsrelated to access
management Clinical and Cost analysis and eanitlylegal
Cost analysis financial risk and ethical imation

Cost analysis

Decison making process. The respondents from
Private A and Private B described the current poes
“informal”, though they do have a committee to eavi
the requests. Respondents from Private C and Public As for public hospitals, doctors are also the main
hospital described the processes in their hospéals instigators but their requests can be declinedhd t
“formal”. technology that the doctor requests is too expensiv
The costs of the new technologies determine thés not yet clinically proven. Other instigators pablic
complexity of the decision processes. The depaittmerhospitals include the need to replace out-dated
managers have the authority to make decisionsdar n technologies; and also instructions from the State
technologies that cost less than AUD$1,000. If theHealth Department (Queensland Health) that the
product costs are more than AUD$1,000, the requestdospital has to follow.
has to prepare a business case and present iteto th The processes can flow from top - down or from
executive committee. There are also product reviewhe bottom - up. Both types of hospitals are para
forms to be completed when requesting newbigger parent organization. Sometimes, the parent
technologies. If they are small cost items (lessnth organizations at corporate level will instruct thes
AUD$1,000) or simple modifications in procedure, hospitals to acquire certain new technology ang the
usually they will just introduce the new technoksi will have to follow such a top-down decision. Howeey
immediately at the department level without furtherthe requests can come from doctors or nurses. The
discussion with senior executives. However, forrequesters typically go to the department head and
expensive new technologies or technologies omake their request. Usually the department head wil
procedures that can affect business strategiessialec ask the requester to fill up the specific form, I'sas
making is in the hands of senior executives. Fadhbo product review form, and find out all the infornuati
types of hospitals, the decisions were made collelgt  needed, such as the cost-benefit, the producttgLtie
but the final decisions are made by the Generagffectiveness, and the safety issues. Then the Vaitim

sometime put pressure on us to buy the new
technology.”

Managers in the private hospitals or Executive Qoe
in the public hospital. In the public hospital, thenics

go back to the department head, and if the product

request is an inexpensive product, is not compitab

and legality of the technologies also affect thebe introduced and is low risk, the department heiid

decisions.

For not-for-profit private hospitals, doctors haae
major influence on decisions to
technologies. The significance of the doctors’ dedsa
reflect the fact that the doctors bring customershe

hospitals. The patients or customers will usually g cost involved is high, the requester must prepare a
business case, which usually goes further up the

where their doctors go. As one interviewee put it:

“a fair amount of the new technology is
introduced to us from the doctors and they can

75

make a decision at his/her level.
However, if the product involved is high risk aisd

introduce newcomplicated it will go through the product review

committee in the public hospital and executive
committee in the private hospitals. Furthermorethd

organizational structure to the corporate levelthod
parent organizations. In private hospitals, thecatiee

committee has the power to make decisions even
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though the cost involved is high, but for the pabli
hospital, the decision is made at the corporatel le¥
the parent organization, if it involves high cdastis.

The evaluation mechanism: the private hospitals

an open and innovative organisational culture was
critical as a facilitator for the adoption of newdfth
technologies, whereas limited resources and space w
seen as major barriers. Respondents did not view
human resources as a factor, because staff can be

stated ‘cost and business strategy’ as their modrained and up-skilled:

important criterion for evaluation, in contrast tioe
public hospital that stated ‘patients’ safety’ he most
important criterion. All hospitals stated the resfog(s)

and the vendor(s) as their sources of information,
nevertheless other sources of information were also

“The culture of the organisation is very open
and | think that the staff members and the
people who...like doctors and everything ...
they’re also quite comfortable in suggesting or

quoted, such as other hospitals, journal articles, being willing to try, they don't feel hampered
conferences and seminars: in any way that they will get a ‘no’ answer.
They know they will have a collaborative and
“We contact other hospitals.... We do that sort of open discussion about new technology.

frequently...and ask them about the equipment
that we have nothing to do with before...we go
through the references, read articles....”

Neither private nor public hospitals have a specif
or formal guideline for new health technology
evaluation. In the public hospital, the guidelin@®

So the culture is one of ... | guess... supportive
of new equipment and procedures when those
things come in”.

However, the participants from the Public hospital
believed that bureaucracy is also an importantidraio
the introduction of new technologies. Resistance to

largely undeveloped and they are still at the desigchange among the staff is another barrier.

stage of the evaluation form.

Perceptions of Health Technology Assessment
(HTA): At the public hospital, HTA is a requirement
for new health technology decision making.

In terms of future improvement, 90% of the
decision makers in the Private hospitals belieat the
decision making process should be more structured,
because structured processes ensure that theoshecisi
are supported by facts and will reduce unfairness a

Queensland Health has produced a policy stating tharejudiced responses.

decision making for health technology must follow

HTA guidelines, however it is still very new andeth
implementation stage is still in its infancy. Iniyate
practice, the HTA is not a requirement for new tieal
technology decision making, though participanteadr
that HTA could be a valuable tool for decision nmaki

Decision makers from both types of hospitals were

unfamiliar with the HTA and mini-HTA, both the term
and the guidelines. However, the decision makeve ha

searched for good guidelines or forms that they can

Participants also spoke about timely information,
they want the information be there when they neged i
not one of two years afterwards because the
technologies are rapidly change and after one or tw
years there will undoubtedly be a newer technology
available.

Participants also believe it would be valuable if
they could get information on new technology from a
independent body, such as HTA agencies.

The participants from public hospitals suggested t

adapt in order to have a more structured decisiothe product review committee members in their Habpi
making process. They believe it would be a goo@ ideshould have more variation in membership so as to

to make HTA a formal requirement in the decision-

making process for introducing new health techniel®g

in their hospitals. They also state that HTA hags me

their expectation of what HTA should be:

“Yes, we pretty much get what we want about
new technologies from the health technology
assessment articles and research reports”.

Facilitators and barriers for new health technology
adoption and future improvement: The majority of
the respondents from both types of hospitals stétat
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include representatives from doctors, nurses, phcias,
and administrators, and not just from nurses.

DISCUSSION

The public hospital in this study has taken steps
ensure more evidenced-based decision making. Based
on instructions from Queensland Health, the exgesti
at the public hospital took the initiative to deyglan
HTA guide or form to assist in new health technglog
decisions and priority settings. The evidence they
sought was patient-oriented.
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In the not-for-profit private hospitals, howevtre Hospitals also should have at least an HTA officer
processes are ‘informal’ and many aspects of thé not one specific unit or department. This office
decision making process did not comply with evidenc should have a good knowledge of HTA, such as wthat i
based decision making. For example, the evidences, how to conduct HTA at the hospital and where to
taken under consideration are not comprehensiv, wi find the required information. This position could
cost and business strategies being the key decidingrovide an independent assessment for new
factors. technologies that the hospital may want to intreduc

The impact of HTA as a support tool for decisionWith this in mind, the information gathered will tnioe
makers at institutional level is still relativelyimmal.  biased and the more evidence based decision pescess
Most decision makers, private and public, are mara  will be employed.
that there are independent bodies, such as HTA
agencies worldwide where they can get unbiased CONCLUSION
information on health technologies. Such internalo
HTA bodies as International Network of Agencies for There is still a long way to go to develop an
Health Technology Assessment (INAHTA) and Healthefficient and effective process to translate redear
Technology Assessment International (HTAI) areevidence into practice. There are, however, a nammbe
unfamiliar to them. On the other hand, they are enor strategies that the regulatory bodies and HTA &agsnc
familiar with agencies in Australia such as thecan use to make sure the new health technologees ar
Therapeutic Goods Administration (TGA), Medical introduced in the best interests of the patientse €uch
Services  Advisory Committee (MSAC) and strategy is to introduce mini-HTA or hospital based
Pharmaceutical Benefit Advisory Committee (PBAC), HTA. This would mean that the assessment hospitals
because these agencies are a regulatory agenales amdertake on new health technology before decitting
usually they have to comply with these agenciesntroduce it, would be based on the same critesitha
regulations regarding health technologies beformy th HTA reasoning: technology, patient, organisatiomg a
can introduce them in their hospitals. The limitsg& of economics, and not just for economic or profit oiésl
such evidence might lead to less than well informedeasons alone.
decision making, which, in turn, might have an ietpa Evidence from Demark and other countries
on patients. suggests a demonstrable need for local HTA tools at

More effective strategies for disseminating thehospitals (Ehlerset al., 2006). The mini-HTA can
HTA evidence to decision makers should be employedecome such a tool with a format that is flexiblewgh
by HTA agencies and associated regulatory bodiedor local adaptation, to meet local needs (Vestamet
More structured decision making processes foral., 2005). Health authorities and parent or cormorat
introducing new health technologies at the hospitabodies overseeing the private health sector should
level should be developed and introduced. Hospitastrongly promote the introduction of mini-HTA in
authorities can use a formal HTA form, guide orhospitals, public as well as private.
checklist to assess new technologies but suchra for
should reflect the reasoning behind HTA, namely: ACKNOWLEDGMENT
technology, patient, organization and economy.
Hospitals could refer to the "mini-HTA’ form as ast-

practice guideline when creating their own HTA form . : .
o published elsewhere. The first author is curreatRhD
A recent initiative from Queensland Health candidate at School of Public Health, Griffith

instructs the hospitals under its jurisdiction teate a . ) .
standardised procedure for decision making prosesseumversny' Queensland. She would like to thank her

; : supervisors, her funders (University Technology
to introduce new health technologies. As yet, hawev MARA, Malaysia and Ministry of Higher Education.

no st_andardlsed process has been introduced ang ev(?\/Ialaysia), and also the participating hospitals atid
hospital must create its own process, based on the

available best practice. In Danish hospitals, & haen participants.
proven that mini-HTA is a good tool to address this
issue (Kidholmet al., 2009). It can be argued that the REFERENCES
mini-HTA form should be introduced more rigorously,
because it is adaptable and can become the be&ustralian Government, 2009. Review of Health
available tool for decision making processes to  Technology Assessment in Australia: A Discussion
introduce new health technologies. Paper. Department of Health and Ageing.
77

Part of the research reported in this articlebeen



Am. Med. J. 2 (2): 72-78, 2011

Banta, D. and W. Oortwijn, 2000. Conclusion: HealthKidholm, K., L. Ehlers, L. Korshek, R. Kjaerby ahl

technology assessment and health care in the
European Union. Int. J. Technol. Assess. Health

Care, 16: 626-635.

Beck, 2009. Assessment of the quality of mini-
HTA. Int. J. Technol. Assess. Health Care, 25: 42-
48. DOI: 10.1017/S0266462309090060

Ehlers, L., M. Vestergaard, K. Kidholm, B. Bonnevie Leggat, S.G., W. Scheil, H. Williams and K. Kerin,

and P.H. Pedersest al., 2006. Doing mini—health
technology assessments in hospitals:

A new
concept of decision support in health care. Int. J.

2006. Tools for priority setting: Lessons from
South Australia. Aust. Health Rev., 30: 65-72.
PMID: 16448379

Technol. Assess. Health Care, 22: 295-301. DOILehoux, P., J.L. Denis, S. Tailliez and M. Hivoi005.

10.1017/S0266462306051178

Gagnon, M.P., E. Sanchez and J.M.V. Pons, 2006.
technology assessment
recommendations into organizational and clinical

Integration of health

Dissemination of health technology assessments:
Identifying the visions guiding an evolving policy
innovation in Canada. J. Health Polit. Policy Law,
30: 603-642. DOI: 10.1215/03616878-30-4-603

practice: A case study in Catalonia. Int. J. Tethno McGregor, M., 2006. What decision-makers want and

Assess. Health Care, 22:
10.1017/S0266462306050987

169-176. DOI:

Gallego, G., 2006. Access to High Cost Medicines inMullen,

Australian Hospitals. Faculty of Pharmacy, The
University of Sydney, Sydney.
Gallego, G., S. Fowler and K.V. Gool, 2008. Dedisio

what they have been getting. Value Health, 9: 181-
185. DOI: 10.1111/j.1524-4733.2006.00098.x

P.M., 2004. Quantifying priorities in
healthcare: Transparency or illusion? Health Serv.
Manage. Res., 17: 47-48. DOl:
10.1258/095148404322772723

makers' perceptions of health technology decisioNoorani, H.Z., D.R. Husereau, R. Boudreau and B.

making and priority setting at the institutional
level. Aust. Health Rev., 32: 520-527. DOI:
10.1071/AH080520

Haas, M., J. Hall, R. Viney, G. Gallego and S. Gaibd
et al., 2008. A Model for Best Practice HTA.
Centre for
Evaluation, Faculty of Business, University of
Technology, Sydney.

Haines, A., S. Kuruvilla and M. Borchert, 2004.
Bridging the implementation
knowledge and action for health. Bull. World
Health Organ., 82: 724-731.

Skidmore, 2007. Priority setting for health
technology assessments: A systematic review of
current practical approaches. Int. J. Technol.
Assess. Health Care, 23: 310-315. DOl
10.1017/S026646230707050X

Health Economics Research andPerrott, B. and R. Hughes, 2005. Marketing dynamics

in the Australian private hospital industry. The
ANZMAC 2005 Conference: Business Interaction,
Relationships and Networks.

gap between Sanders, J.M., 2002. Challenges, choices and Canada

Int. J. Technol. Assess. Health Care, 18: 199-202.
DOI: 10.1017/S0266462302000211

HBSP, 2006. Harvard Business Essentials, Decisio®orenson, C., M. Drummond, F.B. Kristensen and R.

Making: 5 Steps to Better Results. 1st Edn.,

Harvard Business Press, ISBN-10: 1591397618,

pp: 168.
Hivon, M., P. Lehoux, J.L. Denis and S. TaillieD05.

Use of health technology assessment in decision

Busse, 2008. How can the impact of health
technology assessments be enhanced? Proceedings
of the WHO European Ministerial Conference on
Health Systems, Jun. 25-27, Tallinn, Estonia, pp:
1-23.

making: Coresponsibility of users and producers®Stevens, A., R. Milne and A. Burls, 2003. Health

Int. J. Technol. Assess. Health Care, 21: 268-275.

PMID: 15921069

Johnson-Masotti, A.P. and K. Eva, 2005. A Decision-

technology assessment: History and demand. J.
Public Health Med., 25: 98-101. DOL:
10.1093/pubmed/fdg022

Making Framework for the Prioritization of Health Vestergaard, M., L. Ehlers, K. Kidholm, P.H. Pe@ers

Technologies.
Canada.
Kapiriri, L. and O.F. Norheim, 2004. Criteria for
priority-setting in health care in Uganda:
exploration of stakeholders' values. Bull. World

Health Organ., 82: 172-179. PMID: 15112005

Queen's University, Kingston,

78

and B. Bonneviest al., 2005. DK: Introduction to
mini-Health Technology Assessment (HTA). The
National Board of Health, Danish Centre for
Evaluation and Health Technology Assessment,
Copenhagen.



