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Background
Healthcare budgets around the world are under growing pressures, 

exacerbated by the COVID-19 pandemic, the military conflict in 

Ukraine, and subsequent economic, fiscal and debt crises. In these 

circumstances, it is more important than ever that governments insti-

tutionalise evidence-based priority setting processes, such as HTA 

to rigorously, systematically, and transparently allocate finite health 

resources based on evidence to maximise health benefit and sup-

port universal health coverage (UHC). Priority setting institutions that 

use HTA methods have an important role to play in supporting health 

systems to decide which health services and technologies to fund, to 

whom, and at what cost. However, since such institutions can divert 

resources away from other health priorities, it is important to under-

stand the extent to which they are providing value for money. This 

evidence can help governments decide whether, and to what extent, to 

invest in HTA institutions.

The International Decision Support Initiative, a network of partners 

working with governments in health priority setting with a secretariat at 

the Center for Global Development, has supported the institutionalisation 

of HTA in India (HTAIn) since 2016. Established in 2017, HTAIn generates 
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evidence to support central and state governments to make 

more transparent, inclusive, and evidence-based decisions 

related to healthcare spending, resource allocation and pri-

oritisation, price negotiations, and regulation. As of 2021, 

HTAIn has completed more than 30 HTAs on a variety of 

topics. This evaluation aims to quantify the ROI achieved 

by HTAIn by extrapolating the ROI of three HTAs which had 

policy impact. This impact assessment is timely, as parlia-

ment considers a tabled HTA Bill.

Methods and assumptions
To estimate the ROI of HTAIn, we looked at the aggregate 

value of three HTAs, selected from a list of HTAs completed 

between 2017–2020. These HTAs are Safety Engineered 

Syringes (SES), various Cervical Cancer Screening strategies 

(CCS), and TrueNat rapid molecular test for diagnosis of 

infectious diseases. These HTAs were selected based on data 

availability, their range of interventions and target popu-

lations, and because their recommendations were imple-

mented. Details and assumptions for each of the selected 

HTAs are presented in Table 1.

To calculate the overall HTAIn ROI, we took the annual 

costs of HTAIn as its actual expenditure from 2019–20; 

and to calculate the ROI of each HTA, we averaged the 

annual cost of an HTA over 2018–2020. The ROI was then 

calculated by aggregating the (modelled) net health ben-

efits (NHB) of the three HTAs and comparing these to the 

total costs. NHBs were expressed as net monetary benefits 

(NMB) using a 1 x Gross Domestic Product (GDP) thresh-

old as recommended by HTAIn. We consider both health 

 TABLE 1   Selected HTA details and assumptions

HTA
YEAR HTA 
COMPLETED

INTERVENTION 
IMPLEMENTED

DECISION-MAKER 
WHO USED HTA

ASSUMED 
IMPLEMENTATION 
GEOGRAPHY

ESTIMATED 
IMPLEMENTATION 
(%)

SES 
(Bahuguna 
et al., 2020)

2018 Safety-
engineered 
syringes (SES) 
for therapeutic 
care

Punjab State 
Government 
and National 
Pharmaceutical 
Pricing Authority, 
Government of 
India (GoI)

Punjab State 80%  
(Expert Opinion)

Various CCS 
strategies 
(Singh 
Chauhan 
et al., 2020)

2019 Three strategies 
for screening 
cervical cancer 
among women 
aged 30–65 
years: visual 
inspection with 
acetic acid, Pap 
smear, and HPV 
DNA

Non-Communicable 
Diseases (NCD) 
division, Punjab 
and NCD Division, 
Ministry of Health 
and Family Welfare, 
GoI

All of India 1.9%  
(WHO &NFHS 
2020)

Truenat  
(Lee et al, 
2019)

2019 Truenat for TB 
diagnosis

Central 
Tuberculosis 
Division, GoI

Andhra Pradesh 82% 
(Jeyashree et al, 
2020)

https://pubmed.ncbi.nlm.nih.gov/31741306/
https://pubmed.ncbi.nlm.nih.gov/31741306/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7462298/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7462298/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7462298/
https://pubmed.ncbi.nlm.nih.gov/34977333/
https://pubmed.ncbi.nlm.nih.gov/34977333/
https://pubmed.ncbi.nlm.nih.gov/31265470/
https://pubmed.ncbi.nlm.nih.gov/31265470/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7577004/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7577004/


ESTIMATING THE RETURN ON INVESTMENT OF HEALTH TECHNOLOGY ASSESSMENT INDIA (HTAIN)

3

and monetary benefits to get a full picture of the return 

on investment. This means that while interventions may 

be cost-effective, they are not necessarily cost saving and 

do not represent a cash return. Please see the appendix for 

further method details.

Limitations
We assume full attribution of the benefits of implementa-

tion to the HTA recommendation. While true attribution is 

unlikely to be 100 percent, the counter-factual is not known 

i.e., what the level of implementation of each technology 

might have been without the HTA. This study is also lim-

ited given we are only calculating ROI based on one year 

(2019–20) of costs and benefits and using only a small sam-

ple of selected HTAs. While we tried to select a range of HTAs 

based on a variety of technologies and eligible populations, 

we were also constrained by data availability. Our analysis 

only captures the benefits of rolling out a technology that’s 

cost-effective in the HTA but there are likely to be many 

additional benefits from these HTAs not captured including 

better bargaining power on price negotiations, improved 

administrative systems or quality improvements. As such, 

we are likely to be conservative in illustrating the value of 

HTAIn.

Findings
The inferred ROI for HTAIn is large but with a wide range. 

The three HTAs assessed have a positive overall ROI of 9:1, 

with the ROI of each HTA ranging from 5:1 (SES, CCS) up to 

40:1 (Truenat), as shown in Tables 2a and 2b. This shows 

that even when only considering three HTAs against all 

the costs of HTAIn, HTAIn still makes a strong return on 

their investment and presents good value for money. The 

realised net health benefits produced by three HTAs is 

equivalent to over 1380 people living an extra 10 years of 

healthy life.

Degree of implementation is 
critical for ROI
If we calculate the ROI based on the potential bene-

fits (assuming 100 percent implementation, rather than 

 TABLE 2a   ROI of HTAIn’s three studies

HTAS
HTAIN COSTS 
MILLION (INR)

POTENTIAL NMB 
(MILLIONS)

REALISED NMB 
(MILLIONS)

REALISED 
NHB

ROI RATIO 
REALISED NMB

ROI RATIO 
POTENTIAL NMB

1. SES 40.36 300 240 1573 5:1 6:1

2. CCS 40.36 12,150 231 1514 5:1 300:1

3. TrueNat 40.36 1,990 1638 10,742 40:1 48:1

 TABLE 2b   Inferred ROI for HTAIn

HTAIN COSTS 
MILLION (INR)

POTENTIAL NMB 
(MILLIONS)

REALISED NMB 
(MILLIONS)

REALISED 
NHB

ROI RATIO 
REALISED NMB

ROI RATIO 
POTENTIAL NMB

ROI 3 HTAs 
v Annual 
cost HTAIn

201.8  
(Annual cost 
HTAIn)

14,441 
(3 HTAs)

2,108 
(3 HTAs)

13,830 
(3 HTAs)

9:1 71:1
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estimates of real implementation levels), then the overall 

ROI of HTAIn increases almost eight-fold to 71:1. The ROI of 

each HTA also increases. For example, current implementa-

tion of CCS at 1.9 percent leads to a realised ROI of 5:1. How-

ever, with 100 percent implementation this would increase 

significantly to 300:1. Implementation of HTA recommen-

dations is therefore critical to optimising the ROI of HTAIn. 

It is only when decisions are implemented effectively, and 

patients receive the benefits, that India can secure the full 

impact of HTAIn.

Increasing the ROI of HTAIn
HTAIn has shown a good realised return on investment 

of 9:1. To further increase the return on investment, India can 

strategically scale up HTAIn and carry out careful selection 

of which topics to carry out HTAs on. For example, focusing 

on areas with ongoing uncertainty, large budget impact, 

and where the HTA recommendation will be adhered to and 

implemented.

HTA evidence uptake by public health sector ‘user’ depart-

ments must be supported to secure implementation and 

maximise HTA investment return. This requires reinforcing 

HTAIn’s mandate and role in health system governance and 

clarifying the responsibilities of stakeholders to implement 

HTA recommendations. It also means engaging stakehold-

ers and decision-makers more deeply at the federal and state 

level to customise HTAIn’s approach to their policy require-

ments, in order to provide actionable recommendations that 

facilitate implementation.

 FIGURE 1   ROI of HTAIn
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Technical appendix
Additional methodological details

	▶ The perspective taken is costs to the health service and 

patients used in the economic evaluations of the tech-

nologies in line with methodological guidance in India.

	▶ We value a quality-adjusted life year at 1 x GDP as rec-

ommended by HTAIn. A more realistic opportunity-cost 

based approach taking into account both health system 

and out-of-pocket costs would be much lower.

	▶ Indicative implementation costs of the technology as 

provided are included in the ROI estimates by deducting 

this from the benefits. These costs are not included in the 

‘investment’ in HTAIn.

	▶ Eligible populations pertaining to each technology 

and costs of HTAIn relate to one year only. The 

cost-effectiveness of some of the technologies in 

question may change after this period, for example, due 

to a price reduction in the case of safety-engineered 

syringes. Change in cost-effectiveness can lead to 

change in ROI.

	▶ To calculate the ROI, we monetarise quality-adjusted 

life years (QALYs) and add this to the impact on health-

care costs and savings. As such, the ROI based on the 

cost-effectiveness of healthcare interventions does not 

convey the actual financial impact to the health ser-

vice as it is an aggregate of both (the value placed on) 

health gains and financial costs i.e., it is not a typical 

cash return. We illustrate this in the table below with an 

example to show the value on the health gains means a 

positive ROI—and not because of cost savings.

Detailed assumptions and limitations
	▶ We assume an attribution of 100 percent. However, there 

might have been some natural diffusion (or decline in 

usage) of a technology which would reduce the overall 

value and impact of the HTA. Benefits would then be cal-

culated by subtracting the counterfactual NMB (benefits 

that might have been realised without HTA)—from the 

current (modelled) NMB.

	▶ We allocate NHB/NMB proportionately in line with 

implementation which assumes they are equi-

tably distributed across the eligible population. 

SES: COSTS AND BENEFITS (80% IMPLEMENTATION) VALUE UNIT

Benefits of SES 16,771 QALY

QALYs in INR equivalence = QALYs x willingness-to-pay for a QALY 2,557 INR million

SES costs 2886 INR million

Treatment Savings −584 INR million

Implementation costs 6 INR million

NMB i.e., the difference in benefits and costs (Realised) 249 INR million

Investment in HTA 40 INR million

ROI expressed as [NMB—HTA costs] as a percent (ratio) of HTA costs 5:1

*GDP per capita 2019–20 is INR 152,440
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This, however, does not consider how they are distrib-

uted. For example, it may be that difficult-to-reach popu-

lations who may have the most to gain, are more likely to 

be the last to take up the technology.

	▶ We acknowledge there exists other multiple sources 

of uncertainty in the empirical findings including: the 

modelling of the cost-effectiveness of the technology 
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as part of the HTA; the reliance of NHB/NMB on thresh-

old values as a representation of the true opportunity 

costs of resource allocation within a health sys-

tem; and the estimation of realised and attributable 

NHB without analysing primary monitoring data on 

implementation.
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