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ABSTRACT

In recent decades, low- and middle-income countries (LMICs) have turned to health technology
assessment (HTA) to prioritize health care interventions in pursuit of universal health coverage.
HTA has demonstrated its value through significant cost savings, as shown by Thailand and Brazil,
where HTA processes facilitated substantial government savings and drug price reductions.
Despite these successes, many LMICs still struggle with insufficient capacity to conduct HTA or
incorporate its findings into policy decisions. Only 53 percent of countries surveyed by the World
Health Organization (WHO) have a legislative requirement to consider HTA results in coverage
decisions. The COVID-19 pandemic highlighted the need for efficient health expenditure, prompt-
ing LMICs to seek greater value for money by investing in cost-effective interventions. To achieve
this, countries will need to change the way they use HTA in the future, accounting for three
important elements: agile leapfrogging past traditional HTA methodologies, aid localization to
enhance country ownership and accountability, and regional collaboration to overcome common
limitations such as data scarcity and limited local capacity. By addressing these elements, LMICs
can optimize health spending, improve health outcomes, and ensure sustainable financing for
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health care systems, ultimately strengthening global health security and resilience.

In recent decades, several low- and middle-income coun-
tries (LMICs) have sought to establish national priority-
setting systems using health technology assessment
(HTA) to inform decisions about which health technolo-
gies and services to provide, to whom, and at what cost.

One of the most compelling use cases of HTA is its
contribution to significant cost savings. For instance,
Thailand’s HTA processes were estimated to have
saved the government upward of 188 million USD by
supporting price negotiations and strategic purchasing.1
Similarly, in Brazil, the government secured discounts
of about 30% on oncology drugs approved for reimbur-
sement from 2019 to 2022, by leveraging HTA.

Yet many countries still lack the capacity to conduct
HTA or fail to use HTA assessments to inform policy
decisions. Only 53% of the countries surveyed by the
World Health Organization (WHO) in 2020-21 reported
a legislative requirement to consider HTA results in cov-
erage decisions, and only 39% of the countries surveyed
reported a link between their decisions on health benefits
package coverage and an HTA process.” In the absence of
HTA, coverage decisions are more likely to be based on
political or otherwise ad hoc logic, which may result in
coverage of less cost-effective interventions over more
cost-effective interventions.

In a challenging macroeconomic climate following
the COVID-19 pandemic, many LMICs are struggling
to maintain, let alone increase, current levels of domes-
tic health expenditure—and there is a renewed interest
in achieving greater value for money by investing in the
design of health benefit packages.” To do so, countries
can consider establishing regional or national priority-
setting systems using HTA. HTA is a potent tool to
enhance the allocative efficiency or the optimal distribu-
tion of health spending in LMICs. However, amidst
evolving geopolitical circumstances and advancements
in technologies, countries will need to change the way
they use HTA in the future to ensure value for money,
accounting for three important elements: leapfrogging,
aid localization, and regionalization.

Agile Leapfrogging Past Traditional Approaches

LMICs have an opportunity to leapfrog their use of
HTA in making coverage decisions and designing health
benefits packages without the resources and costs of
traditional HTA. LMICs need not adopt the same
approach to institutionalizing HTA as was done in
high-income countries (HICs), regarding the goals pur-
sued and methodologies used. With budget constraints

CONTACT Javier Guzman, @jguzman@cgdev.org, @ Center for Global Development, Global Health Program, 2055 L St NW, Washington, DC 20036, USA

© 2024 The Author(s). Published with license by Taylor & Francis Group, LLC.

This is an Open Access article distributed under the terms of the Creative Commons Attribution License (http://creativecommons.org/licenses/by/4.0/), which permits unrestricted use,
distribution, and reproduction in any medium, provided the original work is properly cited. The terms on which this article has been published allow the posting of the Accepted

Manuscript in a repository by the author(s) or with their consent.


http://orcid.org/0000-0002-3013-0602
http://orcid.org/0000-0001-9028-9976
http://www.tandfonline.com
https://crossmark.crossref.org/dialog/?doi=10.1080/23288604.2024.2400399&domain=pdf&date_stamp=2024-10-16

2 (&) J.GUZMAN ET AL.

and an increasing array of health technologies available,
LMICs can use HTA to define and revise health benefits
packages in whole—as is already the case in Argentina.*
This contrasts with how HICs have historically used
HTA, mainly focusing on coverage decisions at the
margin—deciding whether to include or exclude new
health technologies from an already comprehensive set
of benefits shortly after market entry.

Additionally, LMIC:s are likely to employ adaptive meth-
odologies aimed at reducing the time, capacity, and data
required for HTA. This adaptation holds promise in addres-
sing challenges encountered by LMICs, such as the extensive
list of technologies awaiting evaluation, the urgency in mak-
ing funding decisions, the lack of demand for evidence,
limited data availability and skilled professionals, inadequate
funding, and the paucity of technical and/or institutional
capacity to execute traditional or “full” HTA processes.
While adaptive approaches might be seen by some as
a second-best approach compared to “full” HTA, in practice,
these approaches may be more agile and efficient in terms of
resources required to conduct HTAs.

Adaptive HTA methodologies may learn from the
adaptation of methodologies for standard treatment guide-
lines, which proved to be an efficient alternative to the
labor-intensive approach of developing guidelines de novo
or from scratch. The ADAPTE framework, a systematic
approach to adapting guidelines produced in one setting
for use in a different cultural and organizational context,
was initially published in an environment of skepticism.”
However, adapting clinical guidelines is now fully
embedded in the GRADE methodology—the most widely
adopted approach for developing and presenting evidence
summaries and for making recommendations—with over
100 organizations worldwide endorsing it.°

Aid Localization

The current trend of providing funds directly to local
institutions will shape how health priority-setting sys-
tems are built or strengthened, particularly as localiza-
tion is combined with other major shifts in the global
health architecture. This includes a more prominent
focus on building health systems, in addition to buying
health commodities; joint approaches to reduce frag-
mentation and minimize the operational burden on
countries; and incorporation of new goals, such as
increased regional manufacturing in LMICs.
Localization has the potential to put country govern-
ments in the driver’s seat as it promotes greater ownership
and accountability. It can help build institutions to conduct
and use HTA, which is essential to support an orderly
move away from vertical programs. Localization may fos-
ter a more balanced relationship with technical assistance

providers from HICs, and stronger south-to-south colla-
borations and learning exchanges, which might help to
prevent brain drain from southern to northern institu-
tions. As local institutions receive increased funding, train-
ing arrangements, and partnerships with international
networks, such as the international Decision Support
Initiative, a network created in 2013 to expedite HTA
institutionalization in Asia and Africa, are likely to evolve,
with partners from HICs taking on a different role and
responding to the needs identified by local institutions.

However, challenges such as absorptive capacity and
legal complexities may hinder the pace and extent of loca-
lization efforts. For example, HIC HTA expert institutions
might find it difficult to adjust their processes and justify
receiving funding from, and reporting to, LMIC institu-
tions. Similarly, donors might struggle to adapt their
metrics of success as institution-building requires time
and resources, and monitoring and evaluation systems
are often inadequately defined to measure progress.
Further, the design and implementation of localization
and whether it supports nonprofit or private organizations
or government itself remain unclear; for localization of
priority-setting to be effective, it will be necessary to build
coalitions and capacity in support of agendas set by
national leadership.”

Regional Over National Agencies for HTA

Rather than establish HTA agencies as HICs did in the
1990s, LMICs may instead develop more flexible
approaches based on regional collaborations. Regional
approaches are in vogue, particularly after the COVID-
19 pandemic which highlighted the lack of international
cooperation with extensive “vaccine nationalism,” man-
ifested by vaccine hoarding by high-income countries.
Vaccine nationalism remains one of the greatest pro-
mises that regional cooperation can help to address
through mutual trust and partnership.

More importantly, however, regionalization has
the potential to tackle common limitations at the
country level, such as a scarcity of quality data,
inadequate local capacity, absence of legal frame-
works, limited formal institutional structures, and
health system fragmentation. Regional agencies,
such as the Africa Centres for Disease Control and
Prevention (CDC), and other regional and subregio-
nal public and private pooled procurement
mechanisms® can play larger roles in developing
capabilities to procure health products on behalf of
all African countries—a function that would benefit
from HTA and that has, to date, been carried out
from Geneva, rather than Addis Ababa.



Regionalization also has the potential to reduce barriers
to entry and lower the costs of setting up HTA bodies.
While HT'A bodies are very cost-effective—estimates from
India show a return on investment of 9:1°—they are not
cheap. For instance, the Thailand HTA agency has an
annual budget of approximately 3 million USD,"® whereas
the India HTA agency has an annual budget of approxi-
mately 24 million USD.” The establishment and develop-
ment of Africa CDC thus has the potential to achieve
economies of scale in priority-setting.

Regionalization is not unique to LMICs, as it offers
the economies of scale and scope that large countries,
such as Brazil, India, and China, already benefit from. In
2021, the European Council and the European
Parliament adopted regulations to facilitate joint assess-
ments by the European Union’s national HTA bodies on
the clinical effectiveness and safety of new health tech-
nologies. Similarly, five European countries—Belgium,
the Netherlands, Austria, Luxembourg, and Ireland—
have collaborated under the “Beneluxa initiative” to
jointly assess value for money and negotiate prices for
health technologies. Moreover, the UK’s National
Institute for Health and Care Excellence and seven
other HTA agencies from HICs have recently formed
a partnership to explore work sharing, horizon scan-
ning, and science and methods development. Lessons
from these exercises in HICs may inform regionaliza-
tion in lower-income countries.

Conclusion

Policy makers in LMICs should consider three key
elements when deploying HTA to inform priority-
setting: agile leapfrogging past traditional HTA
methodologies, localization to enhance country own-
ership and accountability, and regional collaboration
to overcome barriers like data scarcity, funding, and
capacity limitations. Doing so will not be easy as
novel methods are still under development; aid loca-
lization continues to be resisted by donors and global
health initiatives; legal frameworks are sparse and do
not support effective regional coordination mechan-
isms; and country health systems are diverse. In the
long term, addressing these elements will be worth-
while and can help optimize health spending,
improve health outcomes, and ensure sustainable
health care financing.
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